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MINUTES

Board of Governors
The Un;vers;ty of M;nnesota Hosp;tal and Cl;n;c

June 28, 1989

Call to Order

Chairman Robert Nickoloff called the June 28, 1989 meeting of the Board
of Governors to order at 2:35 p.m. in 555 Diehl Hall.

Attendance

Present: Leonard Bienias
David Brown, M.D.
Paula Clayton, M.D.
Robert Dickler
Gordon Donhowe
Phyll is Ell is
Erwin Goldfine
George Heenan
Kris Johnson
Robert Latz
David Link
Jerry Mei 1ahn
James Moller, M.D.
Robert Nickoloff
Cherie Perlmutter

Not
Present: Barbara O'Grady

Spec;al Presentat;on: Mr. Robert J. Baker

Mr. Robert Baker overviewed the development of the University Hospital
Consortium, Inc. (UHC). The UHC grew out of a research oriented group named
the Consortium for the Study of University Hospitals. The earlier Consortium
had been formed in recognition of a need for university based teaching
hospitals to communicate and collaborate in some organized forum. In 1984, a
change in mission was sought. The new Consortium was established as a service
organization to university hospitals.

Today, UHC has almost 50 member hospitals. The average bed size of those
hospitals exceeds 500. Together, their operating expenditures are $6.4
billion.
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The primary UHC service offering is a group purchasing program.
Pharmaceutical purchases account for a majority of contracts. UHC has several
other programs underway or under development including a professional
liability insurance program, a revenue enhancement/cost reduction task force
and a nursing services work group. UHC also provides a forum for discussion
of managed care relationships and financial strategy.

Approval of Minutes

The Board of Governors seconded and passed a motion to approve the minutes of
the May 24, 1989 meeting as submitted.

Chairman's Report

Chairman Robert Nickoloff announced the election results for the Board of
Regents Chairman and Vice Chairman. The Honorable Charles A. Casey was
elected Chairman. The Honorable Elton A. Kuderer was elected as Vice
Chairman.

Chairman Nickoloff also recounted the Regents discussion about the Hospital's
1989-90 operating budget. The budget will be submitted to the Regents for
approval in July.

Director's Report

Effective August 1, 1989, Mr. Dickler noted, the Health Sciences complex will
become smoke free. Hospital patients will smoke only by physician's
authorization.

Mr. Dickler announced the intended departures of Mr. Ted Yank and Mr. Dan
Rode. Mr. Yank accepted a position on the administrative staff at the
University of Iowa Hospital. Mr. Rode accepted a position in Chicago with the
Healthcare Financial Management Association.

Blue Cross was awarded the state preferred provider contract and is assembling
their provider network. The University of Minnesota Hospital and Clinic is
evaluating a proposal for participation set forth by Blue Cross.

June is employee recognition month at the Hospital. Mr. Dickler explained the
number of events honoring our employees.

Mr. Dickler paused to reflect on the 1988-89 fiscal year. He characterized
the year as one of change. The healthcare industry continues to undergo
fundamental changes; the University Hospital is no exception. The first half
of the fiscal year was stronger than the second half. Declining admissions
and an increased length of stay are of concern. Despite these challenges, the
Hospital maintains a positive cash flow position and has continued to develop
new programs. Members of the medical staff and the administrative staff are
working collaboratively on establishing goals and managing unfavorable trends.
Next year, Mr. Dickler concluded, will be one where the need to establish
priorities will be great.
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Planning and Development Committee Report

The Board of Governors seconded and passed a motion to approve the 1989-90
capital budget as presented. The $8,300,000 budget includes $6,723,000 in
equipment purchases, $115,200 in equipment installations and $1,461,750 for
remodelling.

A summary of contributions received by the Hospital development office was
reviewed. Contributions are behind anticipated levels.

Mr. Robert Dickler reviewed a proposal that summarizes extensive discussions
on the subject of clinical department office space and space reallocation.
Over the course of the Renewal Project, several options for clinical
department office space have been examined. The need to relocate some
departments has changed as master zoning of patient care units and hospital
departments have changed. The proposal brings clarity to these many changes
and discussions.

$1,580,000 has been earmarked for renovation of clinical department office
spaces and necessary environmental upgrades. Once the plan is approved, the
Dean will assume responsibility for any additional clinical department office
space requests or changes.

The Board of Governors will be asked to approve the proposal on July 26, 1989.

Joint Conference Committee Report

Dr. James Moller presented the recommendations of the Credentials Committee on
the appointments of Unit I physicians for 1989 through 1991. Reappointments
were recommended for physicians from ten departments. Recommendations were
also made for leaves of absence, terminations, regular staff appointments,
addition and/or deletion of clinical privileges, changes in staff category,
provisional appointments and resignations.

The Board of Governors seconded and passed a motion to approve the complete
Credentials Committee report as submitted.

Dr. Robert Maxwell and Dr. Patricia Ferrieri were selected by the members of
the medical staff as their candidates for Chief of Staff and Vice Chief of
Staff. The Board of Governors seconded and passed a motion to approve the
appointments as recommended.

Dr. Moller, in consultation with Mr. Bob Dickler, recommended the names of
eighteen individuals to serve as clinical chiefs for the 1989-90 fiscal year.
Formal continuation of the appointment for Dr. Mainous in Dentistry was not
necessary in that he is still serving his initial three year appointment. The
Board of Governors seconded and passed a motion to approve the appointments of
the Clinical Chiefs as recommended.

A quarterly quality assurance report was reviewed. The report records
indicators of compliance with Joint Commission quality assurance guidelines
for each of the clinical departments. A marked improvement in participation
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was noted. Discussion will continue with those departments where improved
participation is sought.

Ms. Nancy Janda summarized feedback received from the Joint Commission on the
operating room staffing written progress report and the ambulatory care site
visit. UMHC believes OR staffing to be in accordance with Joint Commission
guidelines. Additional steps will be taken to demonstrate that compliance to
the Joint Commission.

The findings from the January, 1989 ambulatory care site visit were only
partly satisfactory. The contingency on ambulatory care quality assurance was
removed. A contingency on the use of the summary sheet in the medical record
remains.

Finance Committee Report

Mr. Cliff Fearing summarized the Hospita1's May 31, 1989 financial position.
Admissions through the year are 1.3% over budget. Patient days and average
daily census are both running 11.1% over budget. That increased census is
primarily a result of an inflated length of stay. An average length of stay
of 7.7 days had been budgeted; the actual average is 8.4.

These utilization levels have produced 3.1% positive variance in net revenue
levels and a 4.8% average in operating expenditures resulting in an excess of
revenues over expenses through May of $218,726. The margin is $2.5 million
less than bUdgeted.

Mr. Greg Hart reviewed the parameters of the 1989-90 compensation plan for
hospital dominated classifications. University-dominated classes are governed
by the University. Compensation plans for employees in bargaining units
represented by unions are determined through the collective bargaining process
and are currently being negotiated. In summary, the proposal for Hospital
dominated classifications includes:

• 4% general increase consisting of 2% changes in ranges and 2%
progression through ranges. For employees on step programs, the step
progression will take the place of the general progression increase.

• pay equity increases for eligible classes at a cost of $168,700

• increases for registered nurse related classes consistent with the
community

• some additional marketplace increases

The Board of Governors seconded and passed a motion to approve the
compensation plan as presented.

Special Recognition: Dr. James H. Moller

At the conclusion of the Board of Governors meeting, James H. Moller, M.D. was
recognized for his service to the Hospital and to the Medical Staff in his
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, five year term as Chief of Staff. The Board of Governors presented a
commemorative gift to Dr. Moller.

Adjournment

There being no further business, the June 28, 1989 meeting of the Board of
Governors adjourned at 4:40 p.m.

Respectfully submitted,

Nancy C. Janda
Associate Hospital Director
Secretary to the Board of Governors
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UNIVERSITY OF MINNESOTA The University of Minnesota Hospital and Clinic
TWIN CITIES Harvard Street at East River Road

Minneapolis, Minnesota 55455

July 19, 1989

TO: Hospital Board of Governors

FROM: Robert 01 ck1er!J;/
As you know, the Hospital instituted a limited smoking policy when the new
hospital opened in April, 1986. This policy has restricted smoking to private
offices and a small number of smoking lounges in the complex. Approximately
six months ago, in compliance with Minnesota legislation that mandates
hospitals to be smoke-free by January 1, 1990, UMHC and other Health Sciences
units announced that smoking would be restricted even further. Effective
August 1, 1989, smoking will be prohibited near the entrances and in all
Hospital and Health Sciences buildings.

Marshall Hertz, MD, Keith Harmon, MD, and Mary Ellen Wells will be addressing
the Board as our enrichment speakers on the issues related to smoking and the
Hospital's actions. Attached are their biographical sketches, as well as the
Minnesota legislation and Hospital policy that takes effect in two weeks.

I look forward to sharing this information with you.

Attachments

8.
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CURRICULUM VIT AE

KEITH R. HARMON, M.D.

ADDRESS:

Home: Keith R. Harmon
5333 James Ave S.
Minneapolis, MN 55419

(612) 925-4469

Date of Birth: October 30, 1955
Place of Birth: Wadsworth, Ohio
Marital Status: Married

office:

EDUCATION:

University of Minnesota Hospitals
Minnesota Heart & Lung Institute
425 East River Road
Minneapolis, MN 55455

(612) 624-0999

Under~raduate; Grinnell College, Grinnell, Iowa.
Degree: RA. in chemistry, 1978. Graduated with

honors, 4th in class.

Graduate:

Pos~~raduate
TraIDIDV:

HONORS &
AWARDS:

Vanderbilt University, Nashville, Tennessee.
Degree: M.D., 1982.

Residency Training: University of 1982-1985
Minnesota Hospitals

Director ACLS at Univerisity of Minnesota 1984-1986
Chief Medical Resident, Minneapolis 1985-1986

VA Medical Center
Fellowship Training: University of 1986-1989

Minnesota Hospitals

Phi Beta Kappa 1977
AlC Award (American Institute 1978

of Chemists)
Junior Analytical Chemistry 1977

Award
Senior Chemistry Award 1978
Eskind Scholarship, Vanderbilt 1980

University
Greene Medical Society 1979-1982

Scholarship
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CURRICULUM VITAE
Keith R. Hannon, M.D.
Page 2

CERTIFICATION:

National Board of Medical Examiners
Parts I, II, III

American Board of Internal
Medicine 1985

American Board of Internal Medicine,
Subspecialty-Pulmonary 1989

FUNDING: Parker B. Francis Foundation Fellowship 1988-1991
Nlli--NRSA Postdoctoral 1988-1991
Fellowship Recipient

PUBLICATIONS:

Manuscripts: 1) Rice KL, Leatherman JW, Duane PO, Snyder LS,
Hannon KR, Abel J, Niewoehner DE. Aminophylline
in the Management of Acute Exacerbations of Chronic
Obstructive Pulmonary Disease-A Controlled Trial.
Ann Int Med 1987; 107:305-309.

2) Hannon KR, Leatherman JW. Respiratory Manifestations
of the Collagen Vascular Diseases. Seminars in Respira
tory Infections 1988; 3(3):258-273.

3) Bitterman PB, Hannon KR, Hertz MI. Mini-Review:
Cellular Hypertrophy and Hyperplasia in Disorders of the
Pulmonary Circulation. Am Rev Respir Dis. (In Press).

4) Hertz MI, Snyder LS, Harmon KR, Bitterman PB.
Acute Lung Injury: The Repair Phase. In: Wound
Healing: Biochemical and Clinical Aspects. Cohen IK,
Diegelmann RF and Lindblad WJ (eds). W.B. Sanders
(In Press).

5) Hertz MI, Snyder LS, Harmon KR, Bitterman PB.
Acute Lung Injury and Repair. In New Horizons: Multiple
Organ Failure. Cerra FB and Bihari KJ (eds). Society of
Critical Care Medicine, Fullerton, CA. 1989.
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CURRICULUM VITAE
Keith R. Hannon, M.D.
Page 3

PUBLICATIONS (continued):

Abstracts; 1) Hannon KR, Snyder LS, King RA, Witkop CJ, White JG,
Tashjian J, Bittennan PB. Alveolar Macrophage Release of
Growth Factors Precedes Lung Fibrosis in the Hennansky
Pudlak Syndrome. Clin Res 36:505A,1988.

2) Snyder LS, Hannon KR, Hertz MI, Henke CA,
Bittennan PB. ARDS: Role of Platelet Derived
Growth Factor in Acute Alveolar Fibrosis. Am Rev
Respir Dis 137:(4):415S, 1988.

3) Hertz MI, Snyder LS, Henke CA, Turtinen LW,
Hannon KR, Bittennan PB. Cytomegalovirus
Induced Acute Lung Injury in Organ Transplant
Recipients: Clinical and Molecular Analysis. Clin Res
36:371A, 1988.

4) Henke CA, Turtinen LW, Murray n, Solomon GL,
Hannon KR, Hertz MI, Bittennan PB. Molecular
Analysis of CMV Pneumonitis: In Situ Hybridization
of Alveolar Macrophages. Am Rev Respir Dis 137(4):218S,
1988.

5) Weir EK, Archer SL, Nelson DP, Hannon KR,
Bittennan PB. Monocrotaline - Induced Increases
in Pulmonary Vascular Resistance and Reactivity are
Enhanced by a Fish Oil Diet. Fed Proceed, 1988.

6) Henke CA, Hertz MI, Snyder LS, Turtinen LW, Hannon
KR, Bittennan PB. Molecular Analysis of Cytomegalovirus
Induced Acute Lung Injury in Organ Transplant Recipients.
Chest 1989; suppl. 95:192S.
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NAME:

ADDRESS:

CURRICULUM VITAE

Marshall I. Hertz, M.D.

3716 Abbott Avenue South
Minneapolis, MN 55410

University of Minnesota, Pulmonary Division
Box 227 UMHC
420 Delaware Street S.E.
Minneapolis, MN 55455
(612) 624-0999

Born:

PERSONAL DATA:

June 24, 1952
Detroit, Michigan

Married: Denise Diamond Hertz
April 17, 1983

Children: Benjamin A. Hertz
April 29, 1985
Anne Diamond Hertz
March 7, 1989

EDUCATION:

1974-1978

1970-1974

University of Michigan Medical School
Degree Cum Laude. M.D.

B.S. Degree with High Distinction
University of Michigan
Major Field: Zoology.

13.



Marshall!. Hertz, M.D.
page 2

ACADEMIC HONORS:

1974

1974

1975

1975

1987-88

Phi Beta Kappa

Elsa U. Pardee Student Cancer Fellowship

University of Michigan Cancer Research
Institute Fellowship

Presenter - Midwest Student Research Forum,
Columbia, MO

University of Minnesota,Department of Internal
Medicine: Teacher of the Year Award.

POST GRADUATE EDUCATION:

1978 - 19~

1981 - 1982

1982 - 1984

ACADEMIC APPOINTMENT:

1984 - Present

Intern and Resident
Department of Internal Medicine
University of Minnesota Hospital.

Chief Resident
Department of Internal Medicine
University of Minnesota Hospital.

Pulmonary Fellow,
Department of Medicine,
Pulmonary Division,
University of Minnesota Hospitals.

Assistant Professor
Department of Internal Medicine
Pulmonary Division
University of Minnesota.
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Marshall!. Hertz, M.D.
page 3

HOSPITAL APPOINTMENTS:

1987 - Present

1984 - Present

1984 - Present

1984 - Present

CERTIFICATION:

Director, University of Minnesota Pulmonary
Medicine Lung Transplant Program.

Medical Director, Pulmonary Function
Laboratory, University of Minnesota Hospital.

Medical Director, Medical ICU, University of
Minnesota Hospital.

Assistant Medical Director, Department of
Cardiorespiratory Services, University of
Minnesota Hospital.

Diplomate, National Board of Medical Examiners

Diplomate, American Board of Internal Medicine

Licensee, Minnesota State Board of Medical Examiners

Board Certified, American Board of Internal Medicine, Pulmonary
Disease

Board Certified, American Board of Internal Medicine, Critical Care
Medicine

PROFESSIONAL ORGANIZATIONS:

Minnesota Thoracic Society, President-Elect

American Thoracic Society
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Marshall I. Hertz, M.D.
page 4

PU 8 LICATIONS:

1. Hertz MI, Colbert RL, Bitterman PB. Acute Lung Injury: The
Repair Phase. Critical Care: State of the Art Volume 8. Society
of Critical Care Medicine, 1987; 351-375

2. Kubo SH, Hertz MI, Dehner LP, Moore R. Clinical pathology
conference: A 61-year-old man with heart failure and
hemoptysis. Minnesota Medicine 1987; 70:639-45.

3. Snyder LS and Hertz MI. Cytotoxic Drug-Induced Lung InjUry.
Seminars in Respiratory Infection 1988; 3:217-228.

4. Fischel RJ, Freise CE, Bonser RS, Hertz MI, Jamieson SW, Dunn
DL. Successful Management of Fulminant Cytomegalovirus
Induced Acute Lung Injury Following Double Lung
Transplantation. Clinical Transplantation, 1988 2:331-335.

5. Hertz MI. A Cost-Saving Alternative for Long-Term Ventilator
Support in Medicare Patients. (Editorial). Critical Care Outlook ...:)
1988; 1:5.

6. Erice A, Hertz MI, Snyder LS, Englund J, Edelman C, Balfour
HH. Evaluation of Centrifugation Cultures of Bronchoalveolar
Lavage Fluid for the Diagnosis of Cytomegalovirus Pneumonitis.
Diagnostic Microbiology and Infectious Disease 1988 10::205
212.

7. Hertz MI, Bonser RS, Jamieson SW, Tashjian J, Halvorsen RA.
Reversible Hyperinflation in Emphysema. Chest, 1989.
(In Press).

8. Hertz MI, Snyder LS, Harmon KR, Bitterman PB. Acute Lung
Injury: The Repair Phase. In Wound Healing: Biochemical and
Clinical Aspects. Cohen IK, Diegelmann RF and Lindblad WJ
(eds.) W.B. Saunders (in press).

9. Hertz MI, Snyder LS, Harmon KR, Bitterman PB. Acute Lung
Injury and Repair. In New Horizons: Multiple Organ Failure.
Cerra FB and Bihari OJ (eds.) Society of Critical Care Medicine,
Fullerton, CA. 1989.

10. Hertz MI, Englund JA, Snover 0, Bitterman PB, McGlave PB.
Respiratory Syncytial Virus-Induced Acute Lung Injury in Adult
Bone Marrow Transplant Patients. Medicine (in press).
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Marshall!. Hertz, M.D.
page 5

ABSTRACTS:

1. Hertz MI, Wangensteen 00, Hoidal JR, Niewoehner DE. DTPA
Clearance vs Epithelial DTPA Permeability in Injured Lungs. Am
Rev Resp Dis 1984; 129(part 2):A346.

2. Hertz MI, Snyder LS, Henke CA, Turtinen LW, Harmon KR,
Bitterman PB. Cytomegalovirus Induced Acute Lung Injury in
Organ Transplant Recipients: Clinical and Molecular Analysis.
Clin Res 1988; 36:371 A.

3. Snyder LS, Harmon KH, Hertz MI, Henke CA, Bitterman PB.
ARDS: Role of Platelet Derived Growth Factor in Acute Alveolar
Fibrosis. Am Rev Resp Dis 1988; 137 (part 2):415.

4. Snyder LS, Hertz MI, Bitterman PB. Pathogenesis of
Cytomegalovirus Induced Acute Lung Injury in Organ Transplant
Patients. Am Rev Resp Dis 1988; 137 (part 2): 248.

5. Henke CA, Turtinen LW, Murray JJ, Solomon GL, Harmon KR,
Hertz MI, Bitterman PB. Molecular Analysis of CMV Pneumonitis:
In Situ Hybridization of Alveolar Macrophages. Am Rev Resp Dis
1988; 137 (part 2): 218.

6. Henke CA, Hertz MI, Snyder LS, Turtinen LW, Harmon KR,
Bitterman PB. Molecular Analysis of Cytomegalovirus Induced
Acute Lung Injury in Organ Transplant Recipients. Chest 1989;
suppl. 95:192S.

7. Hertz MI, Bitterman PB, Englund JA, McGlave PB. Respiratory
Syncytial Virus is an Important Cause of Acute Lung Injury in Bone
Marrow Transplant Patients. Am Rev Resp Dis 1989. 139:A427.

8. Saltzman RL, Quirk MR, Hertz MI, Snyder L, Jordan MC.
Cytomegalovirus (CMV) DNA in Bronchoalveolar Lavage Fluid
from Patients With and Without CMV Pneumonitis. J Infect Dis (in
press).

9. Tylen U, Halvorsen R, Hertz MI, Abrams JH, Nobrega J. CT of
ARDS: Can CT Determine Prognosis or Severity? Radiology (in
press).
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MARY ELLEN WELLS
6771 Boudin Street

Prior Lake, MN 55372
(H)612-447-1512
(W)612-626-6222

EMPLOYMENT

Assistant Director: The University of Minnesota Hospital and Clinic
1986-Present
Administrative responsibility for Ambulatory Care, Protection and Parking Services,
Nutrition and Food Services, Social Work, Patient Relations, Patient Ambulance
Transportation and associated Hospital committees. Chairman of the Board of Directors
of Critical Care Services, Inc.

Assistant to the Hospital Director: Tne University of Minnesota Hospital and Clinic
1985-1986
Administrative Assistant to the Hospital Chief Executive Officer and administrative
responsibility for the hospital IS patient ambulance transportation system

Administrative Fellow: The University of Minnesota Hospital and Clinic
1984-85
Postgraduate fellowship in an Academic Health Center setting, with emphasis on project
work in hospital operations

Administrative Resident: Presbyterian Hospital Center, Albuquerque, New Mexico
1983
Summer resident, gaining exposure to top level management and operational activities
in a multi-hospital system ~

Account Executive & Market Administrator: Michigan Bell Tel epnone Company, Jetroit, Mi.: ga
1979-1982
Marketing and service account manager for over 20 hospitals located in Southeast Michigan

Teacher: Marian High School, Birmingham, Michigan
1975-1978
Social Studies teacher for grades 9 through 12 and basketball and softball coach

Counselor: The Sanctuary, Pleasant Ridge, Michigan
1974-1"'''
Indiv lnd group counselor for teenage runaways and their families

EDUCATION

1982-1984 Master of Hospital and Health Care Admin ~tration, iversity of Minnesota
1973-1974 Master of Arts, Guidance and Counseling, Jniversity jf Michigan
1970-1973 Bachelor of Arts, Social Studies, Oakland University

ACHIEVEMENTS, MEMBERSHIPS, OTHER ACTIVITIES

James A. Hamilton Achievement Award, James W. Stephan Scholarship, Federation of American
Hospitals Foundation Scholarship Award, University of Minnesota Class of 1984 President,'~

University of Minnesota Traineeship Grant, American Hospital Association Member, Michi~
Achieverls Club Member, University of Minnesota MHA Program Instructor, City
of Prior Lake Planning Commissioner, Avid Sports Fan
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POLICY AND PROCEDURES MANUAL

CI l5i1 UNIVERSITY OF MINNESOTA HOSPITAL ANO CLINIC

SUBJECT:

Compliance with the Minnesota
Clean Indoor Air Act

SOURCE:

Protection Services

SECTION: ENVIRONMENTAl SERVICES

vOL.:I IPOLICY NUMBER: 10.1

EFFECTIVE: August 1, 1989

REVISION: 5/77,2/78,1/81,5/87,
5/89

REVIEWED:
10/80,82,84,87

The purpose of the following policy and procedure is to assure compliance with the
Minnesota Clean Indoor Air Act, Minnesota Statute 144.414, "relating to prohibition
of smoking in public places and health care facilities," as defined by statute and
State Board of Health Rules. It is also consistent with the University of Minnesota
Health Sciences Center policy on non-smoking.

POLICY

A. This policy covers all people who are in Hospital buildings, inclUding
staff, patients, visitors, and students.

B. All public and private areas within the Hospital buildings, the entrances
of Hospital buildings, and the Tonka Gazebo and Play Area will be smoke
free. There will be outdoor areas designated for smokers throughout the
Health Sciences complex.

C. In accordance with the statute, on an exception basis, inpatients shall be
allowed to smoke in their rooms upon written physician approval and
according to Hospital fire and safety standards. Outpatients in the
psychiatry and Chemical Dependency Programs shall also be allowed to smoke
in a designated smoking area upon written physician approval and under
appropriate supervision.

PROCEDURES

A. Employees shall remind patients and visitors as well as other employees
who are in violation of this policy and procedure to refrain from smoking.

B. Department heads, medical staff, supervisory staff, and administrators
shall be responsible for informing all personnel of their responsibilities
and for enforcement of the Minnesota Clean Indoor Air Act and this policy
in the departmental work areas.

~ I-::==~=::-:::=-:V_E_D_:__~L.~::'-~:Z;r:a;l~D:i;r:::;;;:c~£tLoz..~~J';~-'----------------~
DATE:
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SECTION: ENVIRONMENTAL SERVICES

VOL.: I IPOLICY NUMBER: 10.1:J

SUBJECT:

Compliance with the Minnesota
Clean Indoor Air Act

C. The admissions personnel shall inform patients of the Hospital's policy.
Nursing bed control personnel will attempt to place patients in rooms
according to their smoking preference when requested by the patient's
attending physician. However, if a single room or a room with another
smoker on the appropriate patient care unit is not available upon
admission, the patient will be informed that slhe must refrain from
smoking. Transfers for the sole purpose of providing a room where a
patient may smoke will not be made.

D. The Director of Protection Services shall be responsible for measures to
implement the Hospital and Clinic compliance with the Minnesota Clean
Indoor Air Act and this policy. The Director shall assure that signs are
installed at all building entrances that identify the building as non
smoking and also in the psychiatry and Chemical Dependency designated
smoking areas. Further, the Director shall assist employees with problems
relating to compliance and will reinforce the Hospital's efforts to info~~
patients and staff of the smoking policy. The Director shall also provi~
State inspection personnel with evidence of the Hospital's efforts to
assure compliance with the law.

VIOLATIONS

A. Patients and visitors in violation of this policy shall be politely
informed of the law and policy and asked to refrain from smoking.

B. Should a patient or visitor refuse to comply, the Hospital's Protection
Officer or police officer shall be notified. In the case of a police
officer's involvement, the non-complying individual may be cited with a
violation resulting in a fine. Non-compliance is a petty misdemeanor
punishable with fines up to $300 according to Minnesota Statute.

C. Employees who violate this policy will be subject to normal disciplinary
procedures.

D. Gross violation of this policy should be reported using the Unusual
Incident Report procedure.

5/89 -2-
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SMOKING IN PUBLIC PLACES

144.411 CITATION.
Sections 144.411 to 144.417 may be cited as the Minnesota clean indoor air act.

History: 1975 c 211 s 1

144.412 PUBLIC POLICY.
The purpose of sections 144.411 to 144.417 is to protect the public health. comfort

and environment by prohibiting smoking in areas where children or ill or injured
persons are present. and by limiting smoking in public places and at public meetings
to designated smoking areas.

History: 1975 c 211 s 2: 1987 c 399 s 1

144.413 DEFINITIONS.
Subdivision I. Scope. As used in sections 144.411 to 144.416. the terms defined

in this section have the meanings given them.
Subd. 2. Public place. "Public place" means any enclosed. indoor area used by

the general public or serving as a place of work. including, but not limited to. restau
rants. retail stores. offices and other commercial establishments. public conveyances,
educational facilities. hospitals. nursing homes. auditoriums. arenas and meeting rooms.
but excluding private. enclosed offices occupied exclusively by smokers even though
such offices may be visited by nonsmokers.

Subd. 3. Public meetin~. "Public meeting" includes all meetings open to the
public pursuant to section 471. 705. subdivision 1.
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Subd. 4. Smoking. "Smoking" includes carrying a lighted cigar, cigarette, pipe,
or any other lighted smoking equipment.

History: 1975 c 211 s 3

144.414 PROHIBmONS.
Subdivision 1. Public places. No person shall smoke in a public place or at a

public meeting except in designated smoking areas. This prohibition does not apply
in cases in which an entire room or hall is used for a private social function and seating
arrangements are under the control of the sponsor of the function and not of the
proprietor or person in charge of the place. Furthermore, this prohibition shall not
apply to factories. warehouses, and similar places ofwork not usually frequented by the
general public, except that the state commissioner of health shall establish rules to
restrict or prohibit smoking in those places of work where the close proximity of
workers or the inadequacy of ventilation causes smoke pollution detrimental to the
health and comfort of nonsmoking employees.

Subd. 2. Day care premises. Smoking is prohibited in a day care center licensed
under Minnesota Rules. parts 9545.0510 to 9545.0650 during its hours of operation.

Subd. 3. Health care facilities and clinics. (a) Smoking is prohibited in any area
of a hospital. health care clinic. doctor's office, or other health care-related facility,
other than a nursing home. boarding care facility, or licensed residential facility, except
as allowed in this subdivision.

(b) Smoking by patients in a chemical dependency treatment program or mental
health program may be allowed in a separated well-ventilated area pursuant to a policy
established by the administrator of the program that identifies circumstances in which
prohibiting smoking would interfere with the treatment of persons recovering from
chemical dependency or mental illness.

(c) Smoking by a patient may be allowed if authorized in writing by the patient's
attending physician.

History: 1975 c 211 s 4; 1977 c 305 5 45; 1984 c 654 art 2 s 113; 1987 c 399 s 2
NOTE: This section. as amended by Laws 1987. chapter 399. section 2. is effective January I. 1990. See Laws 1987.

chapter 399. section b.

144.415 DESIGNATION OF SMOKING AREAS.
Smoking areas may be designated by proprietors or other persons in charge of

public places. except in places in which smoking is prohibited by the fire marshal or
by other law. ordinance or rule.

Where smoking areas are designated. existing physical barriers and ventilation
systems shall be used to minimize the toxic effect of smoke in adjacent nonsmoking
areas. In the case of public places consisting of a single room. the provisions of this
law shall be considered met if one side of the room is reserved and posted as a no
smoking area. No public place other than a bar shall be designated as a smoking area
in its entirety. If a bar is designated as a smoking area in its entirety, this designation
shall be posted conspicuously on all entrances normally used by the public.

History: 1975 c 21l 5 5; 1985 c 248 570

144.416 RESPONSIBILITIES OF PROPRIETORS.
The proprietor or other person in charge of a public place shall make reasonable

efforts to prevent smoking in the public place by
(a) posting appropriate signs;
(b) arranging seatinr, to provide a smoke-free area;
(c) asking smokers to refrain from smoking upon request of a client or employee

suffering discomfort from the smoke: or
(d) any other means which may be appropriate.

History: 1975 c 21l s 6
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144.417 COMMISSIONER OF HEALTH, ENFORCEMENT, PENALTIES.
Subdivision 1. Rules. The state commissioner of health shall adopt rules

necessary and reasonable to implement the provisions of sections 144.411 to 144.417,
except as provided for in section 144.414.

The state commissioner of health may, upon request, waive the provisions of
sections 144.411 to 144.417 if the commissioner determines there are compelling
reasons to do so and a waiver will not significantly affect the health and comfort of
nonsmokers.

Subd. 2. Penalties. Any person who violates section 144.414 is guilty ofa petty
misdemeanor.

Subd. 3. Injunction. The state commissioner of health, a board of health as
defined in section 145A.02, subdivision 2, or any affected party may institute an action
in any court with jurisdiction to enjoin repeated violations of section 144.416.

History: 1975 c 211 s 7; 1977 c 305 s 45; 1985 c 248 s 70; 1986 c 444; 1987 c 309
s 24
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325F.77 PRO~10TIONAL DISTRIBunON.
Subdi\ision 1. (Repealed. 1987 c 399 s 5]
Subd.::. (Repealed. 1987 c 399 s 5]
Subd. 3. Legisiative intent. Because the state prohibits both the

products by minors and the furnishing of tobacco products to minors. a
enforcement of an age-related restriction on the promotional distribul
products is impractlcal and ineffective. it is the intent of the legislatun
distribution of these products and discourage illegal activity by prohibl
tional distnbutlon. except as allowed in this section.

Subd. 4. Prohibition. No person shall distribute smokeless tobal
cigarettes. cigars. pipe tobacco. or other tobacco products suitable for 5;.

that single sen,ng samples of tobacco may be distributed in tobacco s

Histo~ 1986 c 352 s 2: 1987 c 399 s 3.4

J

J
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MINUTES
Planning and Development Committee

July 10, 1989

CALL TO ORDER.
In the absence of the Chair, Mr. Robert Latz called the July 10, 1989 meeting
of the Planning and Development Committee to order at 1:03 p.m. in room 8·106
in the University Hospital.

c

Attendance: Present

Absent

Staff

Leonard Bienias
Clint Hewitt
Geoff Kaufmann
Robert Latz
Peter Lynch, M.D.
William Jacott, M.D.
Ted Thompson, M.D.

B. Kristine Johnson, Chair
Robert Dickler

Cliff Fearing
Greg Hart
Nancy Janda
John LaBree, M.D.
Shannon Lorbiecki
Lisa McDonald

APPROVAL OF MINUTES
The minutes of the June 5, 1989 meeting were approved as distributed.

RENEWAL PROJECT PHASE II CLINICAL DEPARTMENT OFFICE SPACE
The Planning and Development Committee unanimously endorsed Phase II of the
Renewal Project for Clinical Department Office Space.

UKCA REPORT
Dr. Lynch reported that the University of Minnesota Clinical Associates (UMCA)
broke even due to an increase in contracts, resulting in more volume while
costs have been kept down. UMCA is looking to break even for the year.
Negotiations continue with the Indian Health Board and PHP. A ninety day
extension to the PHP contract has been signed until agreement is reached on
the final contract. UMCA is in the process of reviewing the Blue Cross Blue
Shield plan for state employees.

A brief discussion was held on UMHC's current ability to provide primary care
for University employees and their families.

Mr. Fearing said that the hospital is reviewing their part of the State Blue
Cross/Blue Shield Contract. Initial concerns are that a three year contract
is too long given the inflation rate assumptions. The proposed 10% discount
is not favorable unless we're part of a limited provider network of
specialist. Also their are unanswered questions regarding the mental health
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and chemical dependency sections. There are time pressures since open
enrollment materials need to be mailed out August 15.

Mr. Kaufmann remarked that Planning and Marketing is developing a marketing
plan to go after University employees pending acceptance by Blue Cross.

KAJOR CAPITAL EXPENDITURE REPORT
Mr. Hart discussed the expenditure request for two Implantable Pneumatic
Ventricular Assist Devices (IPVAD) for $108,500. The Heart Mate 1000 IPVAD
has been used to treat patients with severe left ventricular failure who have
not responded to conventional support. It also could be used as a bridge for
potential transplant patients or for acute myocardial infarction and
myocardetis patients.

Dr. Bolman is in the process of developing clinical criteria. After a brief
discussion the Planning and Development Committee passed on the request
without recommendation due to the absence of Dr. Bolman. The proposal will be
taken to the Finance Committee later this month and the Planning and
Development Committee members will be invited to the discussion where Dr.
Bolman will be present.

ADJOURNMENT

Mr. Latz adjourned the Planning and Development Committee at 1:50 p.m.

Respectfully submitted,

Lisa McDonald
Assistant Director of
Planning and Marketing

26.



UNIVERSITY OF MINNESOTA The University of Minnesota Hospital and Clinic
TWIN CITIES Harvard Street at East River Road

Minneapolis, Minnesota 55455

July 19, 1989

TO: Members of the Board of Governors

FROM: Robert Dickler
Hospital Director

RE: Renewal Project Phase II:
Clinical Department Office Space

Over the past six months, discussions have been pursued to resolve clinical
department office space issues related to the second phase of the Renewal
Project. These efforts have manifested the enclosed plan. Both an executive
summary and complete proposal are enclosed for your consideration.

This proposal has been reviewed and endorsed by the Dean's office, Office of
the Vice President for Health Sciences and Council of Chiefs of Clinical
Services. While some issues continue to be identified by individual
departments, it is our belief that these issues can reasonably be resolved
within the financing and square footage parameters identified in the plan.

For ease of reproduction, color coding has been eliminated from the attached
floor plans. That color coding differentiated areas scheduled for light
remodeling from those where we anticipate heavier remodeling. In the
Psychiatry floor plan, color coding had been used to differentiate existing
space from new space. Color coded originals will be available for your review
at the Board of Governors meeting.

We look forward to discussing this proposal with you.
contact me if you have any questions.

RD:jm

HEALTH SCIENCES

Please feel free to
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Executive Summary

UMHC Renewal Project Phase II

Associated Clinical Departmental and General Space Issues

Introduction

This document is intended to summarize the key outcomes and recommendations
relative to the recent extensive discussions on the subject of clinical
departmental office space and space reallocation. The full history and
complexity of this subject is described in detail in the Discussion Paper.
Sections include history, departmental locations, funding for renovation,
Hospital/Medical School space allocations, and future policy.

Hi story

Most of the issues currently under review arise out of planning for Mayo "~

renovation which occurred in the mid-1980s. At that time, office space for ..".,
Psychiatry, Urology, Neurosurgery, Anesthesiology, Obstetrics, Neonatology and
Surgical Pathology was addressed. Space was allocated for Neuro-epilepsy
shortly thereafter. The then-planned move of Psychiatry from the sixth floor
of Mayo to the fifth floor of Mayo was a major element of the overall plan.
As that element changed, with inpatient Psychiatry planned in the Unit J
addition, critical assumptions related to Mayo renovation and departmental
office space were altered. That change, coupled with several points of
ambiguity historically, have created the need for re-examination of plans from
space allocation, location, and financing perspectives. While this re
examination has addressed the immediate needs of those departments involved in
Mayo renovation, it has also raised issues of longer-term policy.

Departmental Locations

The locations for each of the clinical departmental offices involved in
Renewal Project II, following the re-examination referenced above, are as
foll ows:

L Psychiatry, Anesthesiology, Neurosurgery, and Neuro-epilepsy would
retain their existing office configurations on Mayo 6 and Mayo 5.
Additional space to meet the current office program requests would be
provided contiguous to the existing departmental spaces for
Psychiatry, Anesthesiology, and Neurosurgery. Neuro-epilepsy is not
programmed for additional space.
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,
2. Psychiatry day hospital and outpatient facilities would also be

located on Mayo 6, to facilitate interactions between these functions
and the departmental offices.

3. NICU offices would be located on Mayo 4 as previously planned,
contiguous to 08 and the Unit J link.

4. 08 office space would be developed contiguous to the 08 Unit on
Mayo 4 in a configuration consistent with final 08 inpatient
planning.

5. Radiology clerical, office and associated space would be located on
Mayo 2 as previously planned.

6. Urology offices would be moved to Mayo 4, contiguous to the planned
Cysto suite. A location closer to Unit J on Mayo 4 will be used in
order to minimize remodeling costs and improve traffic flow.

7. The remodeling for Surgical Pathology offices on Mayo 4 will continue
as planned. In addition, a small increment of space on Mayo 4 will
be added to accommodate Neuro-pathology.

Funding for Renovation

8. University Hospital will provide the Medical School with $1,586,000
to accomplish the renovation for departmental office space.

9. In addition to the above, the Hospital will fund central air
conditioning for the office spaces as necessary.

10. Funding in 8 and 9 above, to the extent possible, will be provided
within the existing Renewal Project budget.

11. The above figure is based on an estimated remodeling cost per square
foot of 0-$75. Variances from those remodeling cost levels, plus
costs of interior finish upgrades above basic levels and furnishings,
will be funded from Medical School and/or departmental sources.
Further, the Medical School will be responsible for requests for
reallocation of space or funds among the clinical departments.

Hospital/Medical School Space Allocations

12. The source of clinical departmental office space expansion from the
1985 plan to the current plan will be the vacated Hospital space
allocated to the Medical School in 1985.

13. As a result of these numerous changes, the Medical School will
receive 5300 NSF on Mayo 6 when vacated and 5,104 NSF elsewhere above
and beyond clinical department office space.

14. In addition to (13) above, the Medical School will be assigned 10,400
NSF of currently unplanned Mayo/Rehab space and the Hospital,
likewise, will retain 10,400 NSF of currently unplanned space.
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18.

15. The northwest corner of Mayo 5 will be used to meet the 5,104 NSF and
10,400 NSF allocations to the Medical School.

16. Other than the space allocated to the Medical School per #14 above,
the 5300 NSF on Mayo 6, and the spaces allocated for departmental
expansion, the Hospital will retain all other vacated Mayo/Rehab
space, including that space temporarily assigned to various Medical
School departments, to meet its programmatic requirements.

Future Policy

17. The above recommendations should not be viewed as setting precedent
for future clinical departmental office space funding. The proposal
reflects only the unique circumstances and considerations discussed
in this document.

The Hospital, Medical School, Council of Chiefs of Clinical Services
and Vice President for Health Sciences concur that comprehensive
guidelines will be developed to avoid any further ambiguity regarding
the provision of space, construction/remodeling, and maintenance of
all clinical department office space. It is further recommended that
the office space needs of clinical departments (Hospital and non
Hospital based) be a shared responsibility with the Medical School
and clinical departments having the primary responsibilty. These
guidelines will be developed jointly prior to May 1, 1989. It is
understood that funding for any projects in addition to those
specified herein will need to be delayed pending approval of the
guidelines.

19. In relationship to #18 above the Hospital has indicated a willingness
to provide full or partial funding for clinical departments (both
Hospital and non-Hospital based) in circumstances such as relocation
for Hospital activities, administrative offices, and special
activity. All commitments must be in compliance with the Board of
Governors capital expenditure guidelines.

Conclusion

The above 19 points, taken in totality, address the major issues related to
clinical departmental office space location and renovation. In addition it
finalizes planned reallocation of space from the Hospital to the Medical
School. Further specifics are referenced in the full Discussion Paper and
associated appendices, and more specific references therein should serve as
the source of interpretation of the key points outlined in the Executive
Summary.

J
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Discussion Paper

UMHC Renewal Project Phase II

Associated Clinical Department and General Space Issues

January 1989

I. INTRODUCTION:

For several years a series of issues have been identified
which are related to the University Hospital Renewal Project.
With the formulation of an approved plan for the second phase of
the Renewal Project, intensive discussions have occurred over the
past several months to resolve these issues.

These issues fall into three inter-related areas of
consideration: (1) the provision of space and associated funding
for clinical department offices that have been, or are currently,
related to the Renewal Project plan; (2) confirmation and/or
modification of the commitments made in 1985 for reallocation of
vacated Hospital space to the Medical School; and, (3)
identification and potential reallocation of additional vacated
Hospital space beyond the 1985 commitment. The intent of this
discussion paper is to provide background for, and discussion of,
each of these areas and to propose a comprehensive solution for
all of these issues.

II. BACKGROUND

A. Clinical Departmental Office Space

While the issues and debates relating to clinical
department office space have a long history, and are
inherently related to the overall space constraints
facing the institution, an appropriate point in time to
focus on the specific circumstances confronting the
Hospital and Medical School is the planning process
which was undertaken for the second phase of the Renewal
Project in the mid-1980s. At that time, it was
envisioned that several clinical department office areas
would need to be relocated due to the displacement of
these functions for the development of clinical
facilities and for reallocation of the sixth floor of
the Mayo complex to the Medical School. Clinical
department office space affected by these circumstances
included Anesthesia, Neurosurgery, Urology, Psychiatry,
and Surgical Pathology. In addition, planning at that
time envisioned the potential need for new office
configurations for the NICU faculty, OB faculty as a
component of the new OB unit, PM&R faculty offices

31.



integral to the rehabilitation and therapy patient care
units, and Radiology needs not accommodated in Unit J.

At the time that these clinical departmental office
space office configurations were incorporated in Renewal
Project planning, the general position adopted by the
Hospital was that when departmental areas needed to be
relocated for Hospital needs the Hospital would assume
responsibility for replacement at an equal level of
quality and magnitude of space. In most of these
instances, this commitment was articulated in writing
and, in accord with the plans identified at that time,
there were specific references to the level of Hospital
financial responsibility - if any - which might be
necessary for both relocated departmental space or other
departmental areas. In other instances incomplete
written communication or only verbal discussions
occurred regarding financial responsibility for these
office areas.

With the adoption of the current plan for the second
phase of the Renewal Project, the necessity of
relocating many of these departmental areas has been
eliminated or reduced. This is because the current plan
relocates Psychiatry inpatient facilities to Unit J .~

eliminating the necessity of dislocating departmental ~
space on floor 5 of Mayo.

The Hospital has articulated a position that since there
is not a requirement to relocate many of these
departmental areas that the new plan displaces these old
agreements. This position has been disputed
aggressively by many departmental and Medical School
officials since their planning has assumed incorporation
of these departmental requirements in the Renewal
Project. In addition, it is articulated that historic
planning provided for close proximity of offices and
clinical space when this was considered to be
appropriate, and other planning activities since 1985
has assumed that these departmental space needs would be
accommodated by the Hospital. The departments and
Medical School further argue that since it was assumed
that these needs would be accommodated, neither the
School nor departments have developed financial plans or
resources for these office needs.

For example, the 1985 plan envisioned that the
Psychiatry offices would relocate to areas on the fifth
floor of Mayo already configured for departmental
offices, i.e. - Anesthesiology and Neurosurgery. This ~...
relocation provided, in essence, an upgrade for ~

Psychiatry since these facilities are already air
conditioned. While the 1985 plan stipulated that no
Hospital funds would be needed beyond dome room upgrades
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for Psychiatry offices, it also committed to air
conditioning Psychiatry facilities. Later renditions of
the 1985 plan identified a need to continue to utilize
some of the Psychiatry office space on the sixth floor
and the current plan provides flexibility regarding
Psychiatry facilities in Mayo. Those same 1985 plans
required relocation of Neurosurgery, Anesthesiology,
Neuro-epilepsy, and Urology to accommodate Psychiatry.

The foregoing background is further complicated by the
historic Hospital position regarding responsibility for
clinical department office space and events which have
transpired since these plans were formulated. In
relationship to the historic Hospital position, while no
specific policy has existed it is clear that the
Hospital has assumed only limited responsibility for
clinical department space requirements. The
responsibility the Hospital has assumed relates
primarily to office space for Hospital based clinical
departments (Radiology, Therapeutic Radiology, and Lab
Medicine & Pathology); singular or small office
configurations for faculty performing administrative
functions for the Hospital; replacement of space
displaced for other purposes; and occasional exceptions
associated with recruitment or issue resolution. The
Hospital has also provided loans to the Medical School
and/or clinical departments for some clinical department
space activity. This historic position would provide a
rationale for Hospital funding of some of these areas.

In relationship to events which have transpired since
the original plans were formulated in 1985, these plans
have to some degree - often in an unclear fashion - been
incorporated into recruitment efforts completed or
currently in process for chairpersons of clinical
departments. In addition, circumstances have changed
which have led to redefinitions of space requirements
for many of these ~epartments.

B. Mayo Sixth Floor

In the 1985 Renewal Project Phase II plan, it was
determined that the Hospital could reduce its space
requirements in Mayo with the opening of Unit J and the
remodeling of existing facilities. One of the areas
relinquished was the sixth floor of the Mayo complex
(37,OOO NSF). All of this space, less 5,000 NSF
retained by the Hospital for mechanical space, was
allocated by the Health Sciences to the School of
Medicine.

The viability of this plan is now in question depending
on the outcome of the clinical department office space
issues. Because the current Renewal Project plan does
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not require relocation of Psychiatry to the fifth floor,J
whether the sixth floor space commitment to the Med i - 1
School can, or nould, be fulfilled on the sixth fl.
or elsewhere needs to be resolved.

C."'rJer Space

At the time that the current plan for the second phase
of the Renewal Project was formulated, it was determined
that with the addition of a finished floor on Unit J as
much as 20-24,000 additional NSF of existing Hospital
space would not be required by the Hospital for the
Renewal Project. The exact magnitude of space and its
location cannot be determined until both master zoning
and detailed planning can be completed. The Hospital
also noted that this square footage may diminish as
planning occur due to the inefficiencies in space
utilization inherent i1 reducing remodeling costs
through re-use of existing space configurations. Re-use
of existing space may require the use of more space than
is technically required to fulfill program plans. This
reallocation is also impacted by the magnitude and
location of departmental space.

-II •. ISCUSSION AND 0ROPOSAL

The space issues related to the second phase of the Renewal
Project are obviously complex and multi-faceted. To a large
extent the ability to resolve the issues related to reallocated
space are dependent upon a solution to clinical department office
space. It is also necessary to have some sense of the solution
to these clinical department office space issues to finalize
overall planning for Phase II of the Renewal Project.

The key questions which require resolution in relationship
to clinical department space are both the magnitude of space and
sour~es of funding for necessary remodeling. In an attempt to
reSOiJe this issue the Hospital has developed an approach to
clinical department space allocations and funding which attempts
to equitably resolve the issue through the Hospital and Medical
School sharing the implications of space requirements and the
Hospital providing a base level of funding for remodeling with
the School and departments assuming responsibility for levels of
interior finish, furnishing and remodeling beyond those necessary
for basic and acceptable office configura:fons.

Prior to detailing this approach, and its impact on each of
the three major issue areas, it is necessary to articulate that
this proposal should not be interpreted as precedent setting in
relationship to the Hospital, Medical School and departments ~

respective responsibilities for clinical department space in the ~
future. Rather, it is a stand-alone proposal to resolve a set of
multi-faceted issues which over time have become so complicated
that it is literally impossible to adequately sort out all of the
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ramifications, commitments and implications. Furthermore, it is
assumed that as an integral component of this proposal a policy
regarding future Hospital responsibility in relationship to
clinical departmental space will be adopted by the Hospital and
concurred with by the Medical School, clinical departments and
Vice President for Health Sciences.

A. Clinical Department Office Space

Clinical department areas incorporated into these
considerations include all or part of the office
configurations for NICU, Obstetrics, Psychiatry,
Urology, Anesthesia, Neurosurgery, Radiology and Neuro
epilepsy. In addition, a component of the Surgical
Pathology program not incorporated in the current plans
is also included. These departments, in aggregate for
the space affected by the 1985 Phase II Renewal Project,
occupied 25,162 NSF and developed program plans for
27,712 NSF. No specific plans existed in 1985 for
Neuro-epilepsy and the Surgical Pathology expansion and
square footage is not incorporated for these activities
in the 27,712 NSF figure. Detailed figures are provided
in Attachment I.

Over the past three years these program plans have been
revised and updated for some departments so that current
program plans indicate a potential need, based upon
departmental requests, for 36,738 NSF including Neuro
epilepsy and the Surgical Pathology expansion. These
figures are also detailed in Attachment I.

The 1985 plans envisioned the development of this square
footage as part of the Renewal Project at a level of
remodeling which would provide normative office
configurations at a base level of interior finish (basic
floor finishes, painted walls, basic drapes). Those
plans also assumed that furnishings would be relocated
from existing office areas or provided by the
departments. The plans also assumed air conditioning in
areas which did not have adequate environmental control
because of window units or no air conditioning.

The 1985 plans for Psychiatry, Urology, NICU and OB also
incorporated proximity of departmental offices to the
inpatient and outpatient facilities included in the
Renewal Project. Such proximity was felt to be
desirable for both departmental and patient care
programs.

Given the foregoing, a clinical department space plan
has been developed which incorporates the basic tenets
of the 1985 plan, but recognizes that total relocation
of many of these departmental areas is no longer
necessary. More specifically:
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1. The current plan would retain the existing office
configurations for Psychiatry, Anesthesiology,
Neurosurgery and Neuro-epilepsy. Additional space
required in accord with the current program request
would be provided contiguous to these existing
departmental areas. (NOTE: Current plans indicate
that Neuro-epilepsy does not require additional
space).

2. For Psychiatry the day hospital and outpatient
facilities would be developed contiguous to existing
and expanded departmental space on the sixth floor
of Mayo.

3. NICU office space would be developed in accord with
the 1985 plan, i.e., on the fourth floor of Mayo
contiguous to the OB unit and the Unit J overpass.

4. OB office space would be developed in accord with'
the 1985 plan, i.e., contiguous to the DB unit on
the fourth floor of Mayo.

5. Radiology office space would be developed in accord
with the 1985 plan, i.e, on the second floor of Mayo~'~
in the old Radiology area. ~

6. Urology office space would be developed partially in
accord with the 1985 plan - i.e., on the fourth
floor of Mayo contiguous to clinical facilities. A
new location has been identified, however, to
minimize remodeling costs and improve traffic
patterns.

7. The incremental expansion for Surgical Pathology
beyond currently approved plans would be contiguous
to the planned location on the fourth floor of Mayo.

This plan further envisions that the incremental
expansion of space from the 1985 plan to the current
plan would be allocated from the space committed to the
Medical School in 1985. Thus, the Medical School would
assume responsibility for office program expansion
beyond the requirements identified in the 1985 plan.

Finally, the plan envisions that the Hospital would
provide funding for remodeling in accord with the spirit
of the 1985 plan. This funding plan assumes that any
space that is currently utilized as clinical department
space is satisfactory and no remodeling funds will be."~
provided with two exceptions: air conditioning, where ~
necessary, and funds to provide basic remodeling of dome
rooms currently allocated to Neurosurgery and
Anesthesiology. Funding would be provided for

36.



incremental space or new space developed for clinical
departments. A review of these areas indicates that
9,202 NSF of this space will require minor remodeling
(few wall changes, painting, removal of fixtures, etc.)
and 9,809 NSF requires moderate remodeling (some basic
configuration changes). In aggregate this remodeling is
estimated to require funding of $1,586,000. This
estimate is based upon S35/sq. ft. for minor remodeling;
$75/sq. ft. for moderate remodeling; and factors for
public space, architect fees, and some additional non
building costs. $35 and $75/sq. ft. for remodeling
costs includes provision for inflation as well as some
contingencies.

This estimate does not include the cost of necessary air
conditioning, more substantive changes in configuration,
upgraded interior finishes, or furnishing. The plan as
developed assumes all of these costs - to the degree
they are incurred - will be funded by the Medical School
or departments with the exception of air conditioning of
the necessary areas of Mayo sixth floor, which will be
funded by the Hospital. Ongoing maintenance of all
departmental office space will be the responsibility of
the Medical School and University.

B. & C. Sixth Floor Mayo Space and Other Space

The foregoing plan obviously has significant impact on
the allocation of Mayo sixth floor to the Medical
School. Of the 32,000 NSF originally assumed to be
available for redistribution, Psychiatry departmental
offices, clinic space and day hospital will require
26,700 NSF leaving 5,300 NSF available for
redistribution. Because space on the sixth floor of
Mayo, for a variety of reasons, is very inefficient
the 26,700 NSF originally committed has a 60%
efficiency factor applied to it. Thus, 16,020 NSF
elsewhere in Mayo or other facilities, along with 5,300
NSF on Mayo 6, needs to be allocated to meet the
original 1895 commitment to the Medical School.

As noted earlier, it is currently estimated that up to
24,000 NSF of additional space may be available for
redistribution based upon the current Renewal Project
Phase II plan. This figure has been effected by recent
decisions relating to the relocation of the PM&R
Department, which committed 3,200 NSF of this 24,000
NSF estimate. Thus, up to 20,800 NSF may be available
for redistribution.

To facilitate planning for both the Hospital and other
Health Sciences units, it is proposed that this 20,800
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NSF be allocated equally to the Hospital and Medical
School. The retention of 10 t 400 NSF by the Hospital
would be potentially utilized for a variety of
purposes. First, it would be utilized to reduce
remodeling costs where additional space allocations to
Hospital programs can have a substantial impact on
these costs. Second t it would be utilized to partially
deal with Hospital space issues not incorporated into
the second phase of the Renewal Project. These include
ambulatory care, finance departmental space, hospital
based bone marrow office expansion and other needs
which have been identified as space deficient. Also
included within these potential needs are new
activities such as child care facilities.

These total adjustments and changes require an
aggregate of 26,420 NSF to be allocated to the Medical
School in addition to the 5 t 300 NSF remaining on Mayo
sixth floor. This 26,420 NSF is reduced by the
incremental space required for the expansion of
cl~nical department offices of 11,000 NSF which results
in a final figure for allocation of 15,404 NSF to be
relinquished to the Medical School in addition to the
remaining sixth floor space. The foregoing
calculatio,is are detailed in Attachment IV.

To 'ccommodate this space allocation, it is proposed
tha~ a significant component of the northwest corner of
the\ayo complex on the 5th floor be allocated to the
Medi ca 1 School. The potenti al space whi ch woul d be
included in this allocation is identified in Attachment
V.

It should be noted that this plan has attempted to
identify areas for clinical departmental space which
require the least possible level of remodeling from
current configurations - thus, the change in location
for Urology and Psychiatry offices from the 1985 plan.
In addition, to minimize remodeling it envisions
utilizing 38,628 NSF to fulfill the 36 t 738 NSF program
(see Attachment I). Attachment II identifies the
location of these clinical department spaces and color
codes the level of anticipated remodeling. Attachment
III summarizes and totals the necessary remodeling.

V. CONCLUSIONS AND RECOMMENDATIONS

The foregoing proposal is intended to provide a
compre~ensive solution to the clinical departmental space
as well as historical and current reallocations of space.
upon this plan, it is recommended that:

issues,
Based J
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A. Up to an aggregate of 38,628 NSF of existing and new sq.
footage be allocated to resolve the departmental office
space requirements of Psychiatry, Urology,
Anesthesiology, Neurosurgery, Radiology, OB, NICU,
Neuro-epilepsy, and Surgical Pathology. It is further
recommended that this space be allocated in the areas
identified in Attachment II.

B. An aggregate of up to $1,586,000 of the approved Renewal
Project budget be allocated by the Hospital for clinical
department office space remodeling. The utilization of
these funds is restricted to actual remodeling costs and
associated fees and may not be utilized for furnishing
or major upgrades of interior finishes. In addition, it
is recommended that air conditioning be funded, to the
extent necessary, through the existing Hospital Renewal
Project bUdget. Based upon the information available,
the space and funds identified should - in aggregate 
be adequate to meet the departmental requirements.

Because the impact of incremental space for clinical
department offices effects the total space available for Medical
School activities, and clinical department offices are ultimately
the ~1 edi cal Sc h001 I S res p0 nsib i 1 i ty, the act ua 1 fin alp 1an s for
these areas should fall under the purview of the Medical School.
Likewise, while the aggregate funding should be adequate, the
Medical School should have the prerogative of reallocating funds
between specific aspects of the project and to add other funding
from non-Hospital sources if it is deemed appropriate. If the
full magnitude of funds are not needed for the purposes stated,
these should revert to the Hospital. It is, therefore, further
recommended :

C. That responsibility for further planning of the clinical
departmental space specified in this document be the
responsibility of the Medical School,including the
prerogative to reduce space allocations and reallocate
funds between project components. Any funding beyond
the $1,533,000 specified will be the responsibility of
the Medical School and/or cl inical departments and any
unspent funds for the project and the purposes
identified will revert to the Hospital. All planning
will be coordinated with the Hospital and the Medical
School wi 11 use the Renewal Project Phase I I consul tants
(architect and consultant fees at normative levels are
included in the bUdget allocation provided by the
Hospital). Ongoing responsibility for maintenance and
upkeep of clinical department office space affected by
the project is the responsibility of the Medical School
and University.
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As noted in recommendation B it is recommended that funding
for clinical department space come from the existing Renewal
Project Phase II bUdget. Current estimates indicate that
sufficient flexibility exists to accommodate these requirements.
It should be recognized, however, that further planning may
require reconsideration of, and an increase to, the project
budget by the Board at a later date. Necessary approval
processes for renovation of Medical School space included in the
Renewal Project will also need to be clarified.

The foregoing parameters for clinical department office
space, as well as the factors discussed in regard to the sixth
floor of Mayo and other space reallocations, permits the overall
issue of space reallocation to also be resolved. It is,
therefore, recommended that:

D. A total of 15,504 NSF on the fifth floor of the Mayo
complex (northwest corner) and 5,300 NSF on the sixth
floor of Mayo be allocated from the Hospital to the .
r~ e die a 1 Sch0 0 1 .

ihis reallocation from the Hospital to the School replaces
the 1985 reallocation of Mayo sixth floor to the Medical School
through the Vice President for Health Sciences, and is inclusive
of additional space which can be reallocated as a result of the
Renewal Project Phase II plan.

These allocations are net of additional space required for
clinical department office space above and beyond the NSF
determined in 1985. If further planning results in a reduction
of space required for clinical department offices incorporated in
these recommendations, this space remains under the purview of
the Medical School. No Hospital funding beyond that specified
for clinical department office space is associated with these
space transfers.

Finally, as noted earlier, this recommendation should not be
viewed as establishing Hospital responsibility in the future for
clinical department space. To the contrary, this proposal
reflects unique considerations and circumstances. To assure that
the level of ambiguity and confusion which surrounded these
issues is minimized in the future, it is, therefore, further
recommended that:

E. The Hospital, Medical School, Council of Chiefs of
Clinical Services and Vice President for Health Sciences
concur that comprehensive guidelines must be developed
to avoid any further ambiguity regarding the provision
of space, construction/remodeling, and maintenance of ..,.
all clinical department office space. It is further ~

recommended that the office space needs of clinical
departments (hospital and non-hospital based) be a
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responsibility shared to some extent by all the
foregoing parties but that the Medical School and
clinical departments have the major responsibility for
funding clinical department office space. These
guidelines will be developed jointly prior to May 1,
1989. It is understood that funding for any projects in
addition to those specified herein will need to be
delayed pending approval of the guidelines.

It should be noted that in the spirit of this shared
responsibility the Hospital has indicated a willingness to
provide full or partial funding in a variety of circumstances
including relocation of clinical department office space for
Hospital funtions, faculty serving in Hospital administrative
roles for a significant percentage of their effort (i .e. 35% or
more), faculty fulfilling an administrative functions where all
parties agree location within Hospital areas is necessary, and a
variety of special circumstances such as recruitment, new
programs, etc. These, and other guidelines, which may be adopted
for Hospital funding would be applicable to all clinical
departments and controlled by UMHC Board of Governor captial
guidelines.

The foregoing recommendations should provide appropriate
resolution of existing problems, appropriate future guidelines,
and help expedite Renewal Project Phase II planning and
construction.
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Approx. Existing Actual Actua11985 Current
Prior to Program Net Program Office vs

1985 Request Change Request Plan 1985 Program

NICU 340 1100 + 760 1100 1100 0

OBjGyn 690 690 0 1300 1372 682

psychiatry 10900 12555 +1655 16400 16500 3945

Urology 2401 2890 + 489 3800 4228 1338

Anesthesia 3454 3300 - 154 4820 5493 2193

Neurosurgery 2770 2570 - 200 3000 3339 769

Radi 01 ogy 4607 4607 0 4607 4607 0

Subtoti'll 25162 27712 2550 35027 36639 8927

Neuro Epil epsy 0 0 0 1400 1678 1678

Surg Path Expansion 0 0 0 311 311 311

Total 25162 27712 2550 36738 38628 10916
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This office location is tentative.
Final office configuration and
location is subject to additional
planning.
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ATTADflIENT I II

IlENOVATIUN COSTS BASED UN CURRENT PROGIUl'l

== - j --- E &_ ---- - -- =======-----=
RENQIIATION tosi S

+ ''!IN PlOD TOlA.
IIEPARTJlI.ENT PROOflA!Il NSF PLJtl£D NSF KSF • NSt S NSF • NSF S..... - == r= =:::s_ - =--------

taw 1,11111 1,1.2 - - 1,1111" 4B,I~5 - - 1,1'0 48,125

OB/6YN 1, JIll2 1,372 - - - - 1,312 128,625 1,312 128.6Z5

PSYOUATRY 16, 4alll 16, 580 1l,2N

---
5,3lll111 231,875 - - 5,JIll. 231,815

URIUIGY 3,_ 4,228 1,618 -1- 1,1411 49,875 1,4711 137,812 2,610 187,687

A.'6TI£SIA 4,828 5,493 2,693 -1- 751 32,856 2,149 223,295 2,800 '256,1~1

N.,QJROSlJR6ERY 3,. 3.339 2.428 -8- 911 39,856 - - 911 39,856

NEURWlILEPSY 1,4M 1,678 1,678 -1-

RADIlIL06Y 4,607 4,617 - - - - 4,6*17 431,906 4,6117 431,9lll6

SURG PATH EI~SION 311 311 - - - - 311 •HI55,1lll1 311 55,.1ll

TOTALS 35,738 38,628 19,611 -.- 9,212 482,587 9,8"9 9!6,638 19,111 ~I,379,2Z5

IINll.1JD£S S31,2ea 10 IHFILl THE ElISTlNG MYO D.R. OBSERVATION
1,319,225111.5=1,586, Nt.

HI~STROCTJON COSTS kY

""IN:LUDES t4t,tz. FOR "~CHANICRl SERVICE FOR R:lODATED LAI:I

\Jl
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ATTACHMENT IV

37,000 Approximate Jable NSF Mayo Level 6
- 5,000 Available for future mechanical space
32,000 Space originally assumed to be available for redistribution to other

Health Sciences users

Proposed Future Occupancy of Mayo Level 6

16,400 Psychiatry offices
5,800 Psychiatry Day Hospital program
4,500 Psychiatry Clinic

26,700 Proposed future NSF programmed on Mayo Level ~

Proposed New Commitment Regarding Redistribution of Hospital Space

32,000 Original commitment on Level 6
26,700 Proposed future programs on Level 6
5,300 Remains available for redistribution on floor 6

32,000
5,300

26,700
x.6

16,020

Original construction on Level 6
Available NSF on Level 6 for redistribution
Remaining commitment of Hospital space
Inefficiency factor for poor configuration/elevation of floor 6
Proposed new commitment assuming good quality space

============================================================================

Hospital Space Available for Hospital/Non-Hospital Functions Post UHRP
phase II PJann1ng

24,000 UHRP phase II unassigned space
-2,000 Boynton Bridge, Library, files
-1,200 Hospital relocation of Mayo 8
20,800 Remains available

- 2 Assume Hospital and non-Hospital functions have equal justification
------- for space
10,400 Committed to non-Hospital functions

===========================================================================

Proposed Commitment of Hospital Space to Medical School

16,020 Remaining commitment from floor 6
10,400 Remaining commitment from UHRP phase II planning
26,420 Proposed new commitment (excluding 7800 NSF on Mayo 6)

Assumed Redistribution of Space

26,420 Proposed new commitment
-10,916 Faculty office requirements expansion since 1985
15,504 Remaining commitment (excluding 5,300 NSF on floor 6)
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MINUTES
Joint Conference Committee

Board of Governors
JUly 12, 1989

CALL TO ORDER:

Chairman Heenan called the July 12, 1989 meeting of the Joint Conference
Committee to order at 4:38 P.M. in Room 8-106 in the University Hospital.

Attendance: Present:

Absent:

Staff:

Guest:

George Heenan
Davi d Link
Robert Maxwell, M.D.
Robert Dickler
Bruce Work, r~.D.

Amos Deinard, M.D.

Liza Arendt, M.D.
Phyll is Ell is

Jan Halverson
Greg Hart
Nancy Janda
Barbara Tebbitt
Shannon Lorbiecki

Dale Hammerschmidt, M.D.
Sue Jensen

c

APPROVAL OF MINUTES:

The minutes of the June 14, 1989 meeting were approved as submitted.

FOLLOW-UP OF QUALITY ASSURANCE REPORT FROM JUNE MEETING

Sue Jensen reported that discussion with Dr. Clayton resulted in the
establishment of a monthly meeting within the Psychiatry Department to include
individual case reviews and discussion of quarterly reports. Ms. Jensen
indicated that some progress has been made in the development and monitoring
of indicators.

REPORT FROM THE COMMITTEE(S) ON THE USE OF HUMAN SUBJECTS IN RESEARCH

Dr. Dale Hammerschmidt described the role and purpose of the Human Subjects
Committee. The purpose of the Committee is to assure that individuals
participating in clinical studies as research subjects are not exposed to
unreasonable risks.

The committee consists of three panels which conduct prospective review of the
study design to assure that the study design and informed consent process
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provide an acceptable level of risks given the benefits of the research and
conform to all pertinent guidelines of the University and other agencies.

Discussion followed the presentation about when a procedure or form of
treatment becomes accepted practice and no longer falls within the purview of
the Human Subjects Committee, and should thus be considered by the Credentials
Committee of the Medical Staff-Hospital Council. Mr. Hart suggested that it
may be beneficial in the future to have members of the Human Subjects
Committee as guests at a meeting of the Credentials Committee to further
discuss this subject.

The Committee thanked Dr. Hammerschmidt for his presentation.

CLINICAL CHIEF APPOINTMENTS

Dr. Maxwell presented recommendations for the appointments of three new Chiefs
of Clinical Services. Those being Dr. Palahniuk, Anesthesiology, Or. Price,
Neurology, and Dr. Shearer, Hospital Dentistry.

Mr. Hart and Mr. Halverson reported that the hospital has recently learned
that Dr. Palahniuk's H-l Visa limits his patient care involvement to that
which is incidental to his teaching and research responsibilities. The medical
staff bylaws empower the Chief of the Clinical Service to supervise all
patient care activities and professional services within the respective~C~

clinical department. It was suggested that -he topic may need further·~

clarification with Dr. Palahniuk prior to his appointment as clinical chief.

Dr. Work made a motion to recommend the appointment of Or. Palahniuk as Chief
of Anesthesiology. This motion was seconded by Dr. Deinard, and substantial
discussion followed, particularly related to what action would be in Dr.
Palahniuk's best interest.

Dr. Work moved to call the question in order to bring the committee to an
immediate vote on the motion for recommendation of Or. Palahniuk as Chief of
Anesthesiology. This motion failed to gain the necessary majority vote and
discussion of the original motion continued.

Dr. Deinard withdrew his second of the motion that Dr. Palahniuk's appointment
be approved unconditionally based on discussion that approval of this motion
could jeopardize Dr. Palahniuk. The original motion thus died in the absence
of a second.

Mr. Dickler moved that the committee recommend the appointment of Or.
Palahniuk as Chief of Anesthesia pending consultation with Or. Palahniuk
regarding his patient care activities and clarification that fulfillment of
the duties of this role will not jeopardize his Visa status. For the record
Dr. Work indicated dissension relative to this motion, based on his belief
that any patient care conducted by Dr. Palahniuk will be incidental to his
teaching and research responsibilities, therefore not jeopardizing his.,~

immigration status. The motion was approved by the committee with one~

dissenting vote.

The committee unanimously endorsed the recommendation that the provision of
the Bylaws of the Medlcal/Oental Staff requiring that Clinical Chiefs II be
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certified by an American Specialty Board, be waived," as allowed by the
bylaws, given Dr. Palahniuk's status in the Royal College of Physicians and
Surgeons of Canada.

The committee unanimously endorsed the recommendation of Dr. Price and Dr.
Shearer as Clinical Chiefs of the Departments of Neurology and Hospital
Dentistry, respectively.

MEDICAL STAFF-HOSPITAL COUNCIL REPORT

Dr. Maxwell presented the recommendations for the appointment of Medical
Staff-Hospital Council Chairmen. It is noted that changes from appointments
made last year include Dr. Maxwell (as Chief of Staff) assuming chairmanship
of the Quality Assurance Steering Committee and Dr. Ricardo Gonzales assuming
the chairmanship of the Tissue and Procedure Review Committee.

Following discussion, the committee unanimously endorsed the recommendations.

Dr. Maxwell informed the committee that there has been a change in Policy
22.21, addressing the appointment of nonhospital ancillary personnel, as
requested by the chair of the Psychologists Standards Committee.

Lastly, Dr. Maxwell reported that the Medical Staff-Hospital Council's review
of monthly meeting minutes revealed some minutes which did not meet the
hospital's Quality Assurance standards. The Quality Assurance Steering
Committee will work with these departments to ensure conformance to standards.

COUNCIL OF CLINICAL CHIEFS REPORT

Dr. Work reported that the Council of Clinical Chiefs has discussed a variety
of issues since his last report to the committee including closure of the
University of Illinois Hospital, the affiliation agreement between the
University Hospital, St. Paul Ramsey Medical Center and Hennepin County
Medical Center, bUdget matters, the Medical Oncology search, a potential
community hospital strike involving nursing personnel, resident health
insurance, the State Employees Health Insurance Plan, physician reporting
practices, union contract negotiations, monitoring of census levels, and
office space support.

Dr. Work raised the issue of whether minutes should be kept of meetings of the
Clinical Chiefs. It was agreed that this matter is best discussed with the
clinical chiefs.

ADJOURNMENT:

There being no further business, the meeting was adjourned at 6:38 P.M.

Respectfully Submitted:

(., ~L..Ou·V\.}V\-CVl i,i . JlfLL~~_~

Shannon L. Lorbiecki
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Committee(s) on the Use of Human Subjects in Research
A Primer by Dale Hammerschmidt, MD., Chair ofPanel "01"

Background:
• Ethical conduct ~)f research requires that subjects not be exposed to
unreasonable [(s;
• There are se\',;ral components to the provision of protection from
unreasonable f·sks:

-- Basic study design (avoiding the risks that are avoidable)
-- Balance of risks versus benefits

tt To the individual subject
tt To society at large

-- Informed consent of the subject
i.e. The subject is the ultimate arbiter of the balance

• In the last three decades, it has become increasingly common --- especially since
the Helsinki declaration --- to have a formal review process for the adequacyofthe
protective process. This has taken several forms:

-- Peer review at the time of manuscript submission for pUblication
-- Peer review by funding agencies supporting research
-- Policies, procedures, committees for dealing with identified

problems in sUbject protection
- Community-and-peer-based prior review of '"ssearch proposals

(required by most funding agencies, many governmental bodies,
some Journals, most Universities). (Human Subjects Committees;
"IRBs" [Institutional Review Boards])

Where the Committee Fits in:
• All research involving human subjects at the University of Minnesota must be

ipproved by one of the Committees (there are three) before it is begun. There
are certain "minimal risk" types of research which may be administratively
screened and certified as exempt, because they involve virtually no risk at
all, such as re-use of clinical data which do not create risk ofbreach of
confidence, or use of waste blood samples. (University policy)

• All research involving funding by most major funding agencies (NIH, NSF, etc.)
must, if it involves human sUbjects, be approved before a funding request can
be acted upon. (Agency Policy)

• All research involving drugs must be similarly approved, if human subjects are
involved. (FDA Policy)

• All research involving minors or "vulnerable adults" must be similarly approved
(Myriad statutes and regulations).

What the Committee Does (short form):
• Reviews research applications for the adequacy of the protection of human

subjects from unacceptable risks:
-- study design
-- balance of risk versus benefit
-- adequacy of informed consent process and documents
-- conformity with applicable University/State/Federal/Agency guidelines for

human subjects protection
• This review is a prospective review, carried out before the research is carried

out, often while a grant application is pending
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What the Committee doesn't do:
• Police researchers for violations
• Respond to complaints other than signed complaints establishing probable cause
Personnel and budgetary restrictions.

What the Committee should do, but doesn't:
• Provide editorial and other assistance to young investigators just learning how to

approach informed consent issues
• Conduct and participate in forums right and left to raise awareness of human

subjects issues
• Review compliance in at least selective cases
• Conduct research and/or formal teaching in areas of subjects protection
Personnel and budgetary restrictions.

How the Committee is Constututed:
• Three panels ("committees," to satisfy a DHHS semantic requirement)

-- two deal with medical research
-- one deals with social science research
Each committee meets once a month

• Broad membership
-- Medical panels chaired by physicians; other physician members

. -- Attorneys
-- Hospital administrators
-- Non-physician researchers
-- Students
-- Faculty with no connection to human subjects research
-- Community members, not associated with University

• Executive Committee (panel chairs)
• Policy Subcommittee
• Special subcommittees (appeals, investigations, etc.; constituted ad hoc rather

than standing)

Typical Procedure:
In the beginning•••...
• Physician gets great idea; writes NIH grant request.
• Department administrator points out that Human Subjects Committee approval

will be needed; gives forms.
• Physician completes forms, scratches out consent form
• Application is put on agenda for next available panel.
In preparation for the meeting .
• Administrator of Committee(s), Moira Keane, scans application for completeness

and glaring flaws, if OK assigns to a Committee member as 10 reviewer.
• All members of Committee get copies of applications; 10 reviewer gets any

supporting documentation, as well (such as protocol copy).
• 10 reviewer goes over application in detail, including contacting investigator,

if necessary, before meeting; prepares recommended disposition: Accept
as submitted; Accept with stipulated revisions; Accept with suggestions for
improvement; Action deferred pending further information or defense against
objection.

• Other Committee members scan application, and read consent form.
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In the meeting room ("Are the Friends in Agreement?).•..••
• 10 reviewer presents application, critique and proposed disposition to the

Committee
• Other members add comments, often minor consent-form problems they've

noticed but the 10 reviewer has missed
• Consensus builds, and a recommendation is formulated

-- Usually a consensus is achieved that all members can accept
-- If competing ideas are on the floor, Chair may propose a compromise

consensus
-- Once in a while, there are strongly-held views which cannot be reconciled

or compromised; then a formal vote may be taken

Typical outcomes:
• Most of the proposed research is not outlandish, and most researchers have the
best interests of their subjects at heart. So what the Committee most often does
is police the informed consent process, making sure that it is adequate and
adequately documented. An approval with consent form stipulations is the single
most common disposition.
• Fairly commonly, the Committee will find hidden problems, and call them to the
investigator's attention. These frequently involve breaches of confidentiality in what
would otherwise be minimal-risk studies (leading one Committee member recently
to comment that we'd be more likely to approve head transplants than a
questionnaire).
• One or two protocols out of each 15-or-so-item agenda will not be approved
because of a significant perceived problem; these are returned to the investigator
for his response. In a majority of such cases, the investigator adequately defends
his project or modifies it, and approval is ultimately granted.

Problems:
• Expertise: the Committee may naTvely approve or naTvely fail to approve a

protocol, if noone on the Committee knows much about the subject.
-- Burden of proof is on the investigator
-- Committee is forced to trust the good intentions of the investigator

• Timeliness of review and appeal
-- Committee is chronically understaffed and under-budgeted, now handling

about 5 times its 1977 workload with a smaller inflation-adjusted bUdget
-- Committee members serve as volunteers, and have limited time available
-- Availability of meeting rooms, support services

• Black ovinity. The Committee has been administratively under the Dean of the
Graduate School; as it became clear that it was an expanding administrative
and financial burden, it became a bit of a hot potato. Now re-assigned to
ORTTA.

• Lack of internal resources to meet our stated function of service as a Community
resource.

• Lack of resources to respond to community concerns (rBGH story)
• Liability
• Special concerns (minors, fetal tissue, critically ill, psychiatricall ill)

Dale Hammerschmidt, MD., FA.C.P.
Associate Professor ofMedicine, Hematology Division

Box480UMHC
4-0123
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UNIVERSITY OF MINNESOTA
TWIN CITIES

July 19, 1989

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis, Minnesota 55455

TO: Members, Board of Governors

FROM: Robert Maxwell, r~.D. ,~4 UI:.
Chi ef of Staff ' I

Robert Dickler _~
General Directr

SUBJECT: Clinical Chief Appointments

Last month the Board of Governors approved the appointments of the Chiefs of
Clinical Services for 1989-90. We indicated at that time that as new
individuals arrived during the course of the year we would recommend mid-year
changes to the list of Clinical Chief appointments.

We have three recommendations for new appointments as Chiefs of Clinical
Services. They are:

Richard Palahniuk, M.D.
Anesthesiology

Richard Price, M.D.
Neurology

Harrie Shearer, D.D.S.
Hospital Dentistry

Dr. Palahniuk and Dr. Price began their appointments as Heads of their
respective departments on July 1, 1989. Applications for Medical Staff
appointments have been received, and clinical privileges have been granted by
the Chief of Staff on a temporary basis.

The Bylaws of the Medical/Dental Staff (Article III, Section 4a) require that
Clinical Chiefs "be certified by an American Speciality Board, unless this
requirement shall be waived by the Board of Governors". Such a waiver is
requested for Dr. Palahniuk. It should be noted that fellowships in the
specialty of Anesthesiology which are awarded by the Royal College of
Physicians and Surgeons of Canada are considered by the American Board of
Medical Specialties to be comparable to certification by the American Board of
Anesthesiology (ABMS Compendium, p. 107). Dr. Palahniuk is a fellow in the
Royal College of Physicians and Surgeons of Canada.
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Dr. Shearer follows Dr. Elgene Mainous as Clinical Chief of Hospital
Dentistry. A permanent successor to Dr. Mainous has been recruited by
Dean Richard Elzay in the School of Dentistry. It is thus anticipated that
Dr. Shearer's appointment as Clinical Chief of Hospital Dentistry will be of
approximately three months duration.

Abbreviated curriculum vitae for Dr. Palahniuk, Dr. Price and Dr. Shearer are
attached.

We recommend the appointments of these three individuals as Chiefs of their
respective clinical Services.

/kj

attachments
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UNIVERSITY OF MINNESOTA
TWIN CITIES

Office of the Chief of Staff

The University of Minnesota Hospital and Clinic
Box 707
Harvard Street at East River Road
Minneapolis, Minnesota 55455

(612) 626·1945

July 5, 1989

TO:

FROM:

SUBJECT:

Board of Governors

Robert E. Maxwell, M.D., Chief of Staff
Chairman, Medical Staff-Hospital Council

Appointment of Medical Staff-Hospital Council
Committee Chairmen

The Medical Staff-Hospital Council has endorsed the attached list of
committee chairmen appointments for 1989/1990 on July 11, and the Joint
Conference Committee on July 12, and are forwarding these
recommendations to you for your approval on July 26.

The Bylaws of the Medical and Dental Staff, Article VI, Part A,
Section 1, (s), sets forth the requirement that the appointment of all
Medical Staff-Hospital Council committee chairmen be made by the Board
of Governors after receiving recommendations from the Medical Staff
Hospital Council.

Dr. Ricardo Gonzales has been recommended to replace me as chairman of
the Tissue and Procedure Review Committee. His curriculum vitae is
enclosed for your information. This is the only change from the
appointments made last year with the exception of my assuming the
chairmanship of the Quality Assurance Steering Committee.

Th~t)~·
REM/ah

Attachments

HEALTH SCIENCES
63.



THE UNIVERSITY OF MINNESOTA HOSPITAL &CLINIC
MEDICAL STAFF-HOSPITAL COUNCIL COMMITTEE CHAIRMEN APPOINTMENTS

1989/1990

J

1. Bed Allocation Committee.

Seymour Levitt, M.D.

2. Biomedical Ethics Committee

Theodore Thompson, M.D.
Susan Pappas-Varco, RN, Co-Chair

3. By1 aws Ca.i ttee

Robert Ulstrom, M.D.

10. Medical Record and Patient Care
Informatlon Cam.lttee

Marvin Goldberg, M.D.

11. Operating Room Committee

Roby Thompson, M.D.

12. Outpatient Cam-ittee

Amos Deinard, M.D.

4. Cardiorespiratory Advisory
"""'tif611 ttee

Rus.. 11 H. rsen, M.l

13. Pharmacy &Therapeutics Cam.ittee

Russ~11 Lucas, ~.D.

5. Cardiovascular Advisory
Conmnttee

Michael W. Steffes, M.D.

6. Credentials Committee

Henry Buchwald, M.D.
*

14. Product Evaluation &
Standardlzatl0n Committee

Jon F. Berlauk, M.D.

15. Quality Assurance Steering
Ca.lttee

Robert E. Maxwell, M.D.

7. Disaster Committee

Charles Andres, M.D.

8• Emergency Department Commi ttee

Randall Moore, M.D.

9. Infection Control
COIIIIlttee

FranR Rhame, M.D.

16. Tissue &Procedure Review
C"'lttee

* Ricardo Gonzales, M.D.

17. Transfusion Therapeutics
Ca.lttee

Jeffrey McCullough, M.D.

* New Appointment 64.



Name and Address:

Birthdate:

CUR RIC ULUM VI TAE

Ricardo Gonzalez
3072 Willow Drive
Hamel, MN 55340

June 26, 1943

MEn\CAL STAFF OFFlCE

JUL 5 1989

Place of Birth:

Citizenship:

Marital Status:

Present Position:

Languages:

Education:

Postgraduate Medical
Training:

Buenos Aires, Argentina

U.S.A.

Married
2 children

Professor
Department of Urologicif Surgery
University of Minnesota

Director of "the Section of
Pediatric Urology
Department of Urologic Surgery
University of Minnesota

English, Spanish

1955 - 1965
Colegio Nacional de San Isidro,
San Isidro, Pcia. Buenos Aires
Argentina

1959 - 1965 - M.D.
Faculty of Medicine
University of Buenos Aires
Buenos Aires, Argentina

1971 - 1974 - Graduate Student
Department of Biochemistry
University of Minnesota

1966 - 1968 - Resident
Department of Surgery
Hospital Militar Central
Buenos Aires, Argentina

1968 - 1969 - Research Fellow
Department of Surgery
University of Minnesota
Minneapolis, Minnesota
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Curriculum Vitae
Page 2

Fellowships:

Academic 'ositions:

Sabbatical Leave:

Hospital and Staff
Appointments:

1969 - 1970 - Intern
Department of Surgery
University of Minnesota
Minneapol is, Minnesota

1970 - 1974 - Medical Fellow
Department of Urologic Surgery
University of Minnesota
Minneapolis, Minnesota

1974 - 1976 - Research Fellow
National Kidney Foundation

1974 - 1976 - Instructor
Department of Urologic Surgery
University of Minnesota

1976 - 1978 - Assistant Professor
Department of Urologic Surgery
University of Minnesota

1978 - 1985 - Associate Professor
Department of Urologic Surgery
University of Minnesota

1985 - Professor
Department of Urologic Surgery
University of Minnesota

1980 - 1981 - Visitor at the
Department of Pediatric Surgery
Massachusetts General Hospital
Boston, Massachusetts,
and the Division of Urology
Alder Hey Children's Hospital
Liverpool, England

1974 - Present - Attending Urologist
University of Minnesota Hospitals
Minneapolis, Minnesota

1979 - Present - Active Staff
Minneapolis Children's Medical Center
Minneapol is, Minnesota

1984 - Present - Courtesy Staff
St. Paul Children's Hospital
St. Paul, Minnesota

1988 - Present - Courtesy Staff
St. Paul Ramsey Medical Center
St. Paul, Minnesota
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Curriculum Vitae
Page 3

Board Certification:

Licences:

Prizes and Distinctions:

Biographical Listings:

Research Grants:

1987 - Courtesy Staff
Gillette Children's Hospital
St. Paul, Minnesota

1976 - American Board of Urology

State of Minnesota

1979 - Honorable Mention
Grayson Carroll Award
American Urological Association
(In conjunction with Doctor
R. V. Clayman)

1980 - First Prize - Clinical
Investigation - American Fertility
Society (In conjunction with Dr.
P. Narayan)

1985 - Who is Who in the Frontiers
of Science and Technology.
Second Edition

1976 - 1978 - USPHS Grant CA 18256
Sterol metabolism in renal cell cancer
Co-principal investigator with Dr.
Mary E. Dempsey, Department of
Biochemistry

1976 - 1978 - Minnesota Medical
Foundation - Sterol metabolism in human
renal cell cancer.
Principal Investigator

1979 - American Cancer Society
Institutional Research Grant
Lipoprotein receptors in human
renal cell cancer

1981 - American Cancer Society
Sterol carrier protein in renal
cell cancer
In collaboration with Dr. Mary Dempsey
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Professional Societies:

Foreign:

1982 - 1984 - Graduate School,
University of Minnesota. Effect
of in-utero decompression of
obstructive uropathy upon the
development of the urinary tract.
Principal investigator

1984 - Minnesc~a Medical Foundation
Prenatal treatment of urinary tract
obstruction - Principal investigator

American Academy of Pediatrics

American Association for the Advance
ment of Sciences

American Medical Association

American Urological Association

Genitourinary Reconstructive Surgeons

Minnesota Urological Society

National Kidney Foundation

New York Academy of Sciences

North Central Section of the American
Urological Association

Northwestern Pediatric Society

Society for Pediatric Urology

Urodynamic Society

Sociedad Argentina de Cirugia
Transuretral (Honorary Member)

Mexican College of Urology
(Honorary Member)

Confederacion Argentina de Urologia
(Honorary Member)

Sociedad Argentina de Urologia
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International:

Offices:

Editorships:

Resident Teaching:

Medical Student
Teaching:

Administratve Duties:

Confederacion Americana de Urologia

Latin American Society for
Pediatric Urology

1987 - Treasurer - Latin American
Society for Pediatric Urology

1985,1987,1988 - Program Committee
Annual Meeting, Section of Urology
American Academy of Pediatrics

1982 - 1985 - World Urology Update
Series - Member of Editorial Board

1988 - Urodinamia Clinica
Consulting editor

1974 - present - Urology Residency
Training Program, University of
Minnesota (E.E. Fraley, Chairman)

1975 - 1976 - Urology Residency
Training Program, St. Paul Ramsey
Hospital (A. Cass, Director)

1974 - 1983 - Participant in Kidney
and Urinary Tract Course (Phase B
Students)

1974 - Present - Instruction of
Phase D medical students in Urology

1978 - 1983 - Coordinator for Urology
of Phase B Kidney and Urinary Tract
Course

1986 - 1987 - Selective Minicourses
Pediatric Urology

Tissue and Procedures Committee
University of Minnesota Hospitals

Outpatient Committee
University of Minnesota Hospitals

Child Abuse and Neglect Committee
University of Minnesota Hospitals

Operating Room Committee
University of Minnesota Hospitals
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Curriculum Vitae
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Research Interests:

Postgraduate Courses
Director or Program

Chairman:

1985 - Medical Advisory Board
Kidney Foundation of the
Upper Midwest

Interviewing of prospective medical
students

Director of Graduate Studies
Department fo Urologic Surgery
Graduate School - University of
Minnesota

Fetal Surgery

Urinary Tract Obstruction

Cholesterol Metabolism in Malignancy

Urinary Incontinence

1979 - Second Biennial Leadbetter
Symposium - Reproductive Biology,
Sexual Dysfunction and Gender Dysphoria
University of Minnesota
Minneapolis, Minnesota

1981 - Third Biennial Leadbetter
Symposium - Pediatric Urology
University of Minnesota
Minneapolis, Minnesota

1984 - Reconstructive Urologic Surgery
Postgraduate Course of the Argentine
Confederation of Urology
Rio Cuarto, Cordoba, Argentina

1986 - Advances in Urology
Lithiasis, Transurethral Surgery and
Sexual Dysfunction
Postgraduate Course in the Argentine
Confederation of Urology
Mendoza, Argentina

1989 - Clinical Pediatric Urology
Postgraduate Course in the Argentine
Confed~ration of Urology - Corrientes" ~
ArgentLna ~
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Postgraduate Courses
Invited Faculty: 1977 - Transurethral Surgery

Hospital Militar Central
Buenos Aires, Argentina

1977 - First Leadbetter Symposium
Genitourinary Oncology
University of Minnesota
Minneapolis, Minnesota

1980 - International Symposium on
Human Testes Cancer
University of Minnesota
Minneapolis, Minnesota

1982 - Fifth.Panamerican Urology Course
Organized by Harvard University
New Orleans, Louisiana

1982 - Endourology. Percutaneous
Access to the Urinary Tract
University of Minnesota
Minneapolis, Minnesota

1983 - Family Practice Review Update
Urinary Tract Infections and
Vesicoureteral Reflux
University of Minnesota
St. Paul, Minnesota

1983 - Continuing Nursing Education
Management of the Incontinent Patient
University of Minnesota
St. Paul, Minnesota

1984 - Endoscopic Surgery and Neurogenic
Bladder - Brazilian Urological
Association, Curitiba, Parana, Brazil

1985 - Duke Urologic Assembly
New Horizons in Pediatric Urology
Pinehurst, North Carolina

1986 - Family Practice Review Update
Advances in Pediatric Urology
University of Minnesota
St. Paul, Minnesota

I'
~

1987 - Postgraduate
Surgery - Valencia,

Course in Pediatric
Venezuela

71.
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Medical and Scientific Meetings
Invited Lecturer or
Panel Member: 1982 - Mexican College of Urology

Mexico City, Mexico

1982 - XIX Congress of the Societe
International d'Urologie
Intestinal Cystoplasty in Neurogenic
Bladder - Invited Lecturer
San Francisco, California

1982 - International Symposium on
Pediatric Urology
Sao Paulo, Brazil

1983 - Biomedical Engineering Seminar
Clinical Application of the
Artificial Sphincter
University of Minnesota
Minneapolis, Minnesota

1984 - Society for Pediatric Urology ~.c...
Use of Bowel in Reconstruction of .
the Urinary Tract (Panel Member)
New Orleans, Louisiana

1984 - Argentine Congress of Urology
Rio Cuarto Cordoba, Argentina

1984 - Puerto Rican Urological
Association - San Juan, Puerto Rico

1985 - Mexican College of Urology
Monterrey, Mexico

1985 - International Meeting on
Pediatric Urology
Florence, Italy

1985 - American Academy of Pediatrics
Section of Urology
Discussion of papers on hydronephrosis
San Antonio, Texas

1985 - VI Jornada Carioca de Urologia
(Panel Member)
Rio de Janeiro, Brazil
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1985 - XX Brazilian Congress of Urology
Belo Horizonte M.G., Brazil

1986 - American Confederation of Urology
(CAU) Sao Paul, Brazil

1986 - Latin American Society for
Pediatric Urology (SLAUI)
Panel member, Wilms' Tumor
Sao Paulo, Brazil

1986 - Midwest Pediatric Society
Panel member. Vesicoureteral reflux
Minneapolis, Minnesota

1987 - CurSQ y Jornada de Actualizacion
en Urologia y Cirugia Pediatrica.
Dr. Gabriel Suarez, Valencia, Venezuela

1987 - Argentine Congress of Urology
Buenos Aires, Argentina

1987 - Latin American Society for
Pediatric Urology (SLAUI)
Panel moderator. h~gaureter

San Juan, Puerto Rico

1987 - Internation 1 Symposium on
Urodynamics and Artificial Sphincters
San Carlos de Bariloche, Argentina

1988 - Michigan American Urological
Association - Guest Lecturer
Royal Oak, Michigan

1988 - Societe International d t

Urologie - Panel Member - Hypospadias
Buenos Aires, Argentina

1988 - Societe International d'Urologie
Chairman - Session on Pediatric
Andrology, Buenos Aires, Argentina

1988 - Post Graduate Course for Latin
American Urologists. Preceding the XXVI
Congress of the ociete International
d t Urologie. Guest Lecturer
Buenos Aires, Argentina
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Visiting Professorships: 1980 - Department of Urology
Univesity of Buenos Aires
Buenos Aires, Argentina

1981 - University of Zulia
Hospital Dr. Urquinaona
Maracaibo, Venezuela

1984 - Instituto de Urologia e
Nephrologia - San Jose de Rio Preto
Rio Preto SP, Brazil

1984 - Department of Urology
Hospital das Clinicas
University of Sao Paulo
Sao Paulo, B~azil

1986 - Department of Urology
University of Buenos Aires
Buenos Aire~ Argentina

1987 - Depa. ~ent of Surgery
Universidad e la Laguna
Tenerife, Spain

1987 - Department of Urology
Wayne State University
Detroit, Michigan

1988 - Department of Urology
William Beaumont Hospital
Royal Oak, Michigan

1988 - Department of Urology
Hospital das Clinical
University of Sao Paulo
Sao Paulo, Brazil

1988 - Hospital Leonidos Lucero
Bahia Blanca, Argentina

1988 - Department of Pediatric Surgery
West China University of Medical
University of Chengdu, China

1989 - Academy of Sciences and Medicine
of Catalina - Barcelona, Spain

1989 - Spanish Urological ASsociation~
Madrid, Spain
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Curriculum Vitae
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Publications

1. Hepatic polycystosis. Cal, G., Calaza, J. M. F., Estein, J.E.

and Gonzalez, R., Semana Medica, 130:835, 1967.

2 • Splenic tuberculosis. Stel, A., Calaza, J. M. F. and Gonzalez, R.

Bol. Trab. Soc. Argent. Cirujanos 29, 359, 1968 (Spanish).

3. Rapid control of massive hepatic hemorrhage by laser radiation.

Gonzalez, R., Edlich, R. F., Bredemeier, H. E., Polyani, F. G.,

Goodale, R. L. and Wangensteen, O. H.

131 : 198, 1 9 70.

Surg. Gyn. Obstet.

4. Rapid endoscopic control of bleeding gastric erosions. Goodale,

R. L., Okada, A., Gonzalez, R., Borner, J. W., Edlich, R. F. and

Wangensteen, O. H. Arch. Surg., 101:211, 1970.

5. Serratia marcesens septicemia. Report of 2 cases with survival.

DeWolf, W. C., Blackard, C. E. and Gonzalez, R.

108: 314, 1972.

J. Urol.,

6. Studies of sterol synthesis. Regulation and transport 1n cultured

human kidney.

Fraley, E. E.

Gonzalez, R., Dempsey, M. E., Elliott, A. Y. and

Exper. Cell Resear., 87:152, 1974.

7. Atypical mycobacteriosis of the urinary tract.

extensive disease caused by the Battey bacillus.

A case report of

Pergament, M.,

Gonzalez, R. and Fraley, E. E. J AMA , 229: 81 6, 1 9 74 •

8. Spontaneous pyelorenal urinary extravasation secondary to

carcinoma of the bladder. Report of a case. Pergament, M.,

Gonzalez, R. and Blackard, C. E. Urol., 4:336, 1974.
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Curriculum Vitae
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9 • Emphysematous pyelonephritis. Report of 3 cases treated by

nephrectomy. Dunn, S., DeWolf, W. C., Gonzalez, R. and Fraley,

E. E. J. Urol., 114:348, 1975.

10. Adenocarcinoma of the prostate and malignant pericardial effusion.

Gonzalez, R., Williams, R. D. and Fraley, E. E.

1975.

Urol., 5:233,

11. Multilocular cystic kidney.

Weber, R. and DeWolf, W. C.

Jeffords, D. C., Gonzalez, R.,

Urol., 7:470, 1976.

12. Surgical repair of post hysterectomy vesicovaginal fistulas.

Gonzalez, R. and Fraley, E. E. J. Urol., 115:660,1976.

13. Prophylactic antibiotics Ln transurethral prostatectomy.

Gonzalez, R., Wright, R. and Blackard, C. E.

1976.

J. Urol., 116:20:,,)

14. Surgical Treatment of varicocele. Gonzalez, R. and Taullard, J.

C. Surg. Gyn. ObsteL, 196:802, 1976.

15. Torsion of scrotal testis in a persistent processus vaginalis.

Gonzalez, R. J. Urol., 116:673, 1976.

16. Postoperative neuropathy. (Letter) Gonzalez, R.

1976.

Urol., 8: 197,

1 7 • Sterol metabolism in cultured human renal cell cancer. Gonzalez,

R. and Dempsey, M. E. J. Urol., 117:708, 1977.

18. The origin of cholesterol in renal cell cancer. (Letter)

Gonzalez, R. and Goldberg, M. E. Lancet, 1:912, 1977.

D. H., Williams, R. D. and Gonzalez, R.

19. Intermittent hydronephrosis. A cause of abdominal pain. Dunn,

Arch. Surg., 113:329,J

1978.

76.
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20. Prevention of post transurethral prostatectomy bacteriuria with

Furodantoin macrocrystals. Matthew, A. D., Gonzalez, R.,

Jeffords, D. C. and Pinto, M. H. J. Urol., 120:442, 1978.

21. Deviation of the prostatic urethra in pelvic masses. Gonzalez,

R. , Matthew, A. D. and Lange, P. H.

148:429, 1979.

Surge Gyn. Obstet.,

22. The artificial bladder sphincter AS721 for the treatment of

incontinence 1n patients with neurogenic bladder. Gonzalez, R.

and DeWolf, W. C. J. Urol., 121:71, 1979.

23. Two major regulatory sites in cholesterol synthesis by human

renal cancer cells. Gonzalez, .1." Carlson, J. P. and Dempsey, M.

E. Arch. Biochem. Biophys., 196:574, 1979.

24. Autosuturing device. (Letter) Williams, R. D., Narayan, P. and

Gonzalez, R. Urol., 13:747, 1979.

25. Systemic antibiotics for prophylaxis in urologic surgery.

(Letter) Gonzalez, R. J. Urol., 121:849, 1979.

26. Renal cell cancer invading the inferior vena cava. COl in i cal

review and anatomical approach. Clayman, R. V., Gonzalez, R. and

Fraley, E. E. J. Urol., 123: 157, 1980.

27. Obstructive uropathy, renal failure and sepsis 1n the neonate. A

surgical emergency.

and Fraley, E. E.

Sheldon, C. A., Gonzalez, R., Mauer, S. M.

Urol., 16:457, 1980.

28. Differences 1n cholesterol transport by normal and malignant

kidney cells.

Dempsey, M. E.

1980.

Clayman, R. V., Gonzalez, R., Elliott, A. Y. and

Biochem. Biophys. Resear. Comm., 92: 1355, 1

77.
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29. Diverticula of the male urethra. Ort1ip, S. A., Gonzalez, R. and

Williams, R. D. J. Urol., 124:350, 1980.

30. Embolization of the internal spermatic vein for the treatment of

infertility. A new approach. Formanek, A., Zoll ikofer, M.,

Castaneda-Zuniga, W. R., Narayan, P., Gonzalez, R. and Amplatz, K.

Radiol., 139: 315, 1981.

31. Transvenous embolization of the internal spermatic veins. A

nonoperative approach to the treatment of varicocele. Gonzalez,

32.

R., Narayan, P., Formanek, A. and Amplatz, K.

1981.

Contrast filling of cysts in Potter type

Urol., 17:246,

adult polycystic

diseas~ by retrograde pyelography.

Brit. Urol., 53:281, 1981.

Reinke, D. and Gonzalez

33. Cholesterol accumulation in renal cell cancer.

Gonzalez, R., Clayman, R. V. and Dempsey, M. E.

19:11, 1981.

A review.

Invest. Ural.,

34. Varicocele and male subfertility. Narayan, P.,_ Amplatz, K. and

Gonzalez, R. Fertil. Steril., 36:92, 1981.

35. Creation of the distal urethral meatus in hypospadias repair.

Guzman, J. M. and Gonzalez, R.

1981.

Surge Gyn. ObsteL, 153:251,

36. Evaluation and treatment of the myelodysplastic child. Gonzalez,

R. and Guzman, J. M. Pediatria, 5:29, 1981. (Spanish).

37. Artificial sphincters for the treatment of childhood incontinence.

38.

Gonzalez, R.

Wilms tumor.

Artificial Organs, 5:321, 1981.

An approach to vena caval intrusion. Clayman, R.

V., Sheldon, C. A. and Gonzalez, R.

15:285, 1982.

Progress Pediat. Surg.,

78.
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39. Urologic evaluation and treatment of the myelodysplastic child.

Gonzalez, R., Guzman, J. M. and Sheldon, C. A.

65:535, 1982.

Minn. Med.,

40. Midline extraperitoneal approach to the retroperitoneum ln

children. Gonzalez, R. Urol., 20:13,1982.

41. Single barbed wire stainless steel coil for venous occlusion. A

simple but useful modification. Castaneda-Zuniga, W. R.,

Tadavarthy, M., Gonzalez, R., Rysavy, J. and Amplatz, K.

Radiol., 17:186, 1982.

Invest.

42. Artificial sphincters ln children with neurogenic bladders:

longterm results.

128:1270, 1982.

Gonzalez, R. and Sheldon, C. A. J. Urol.,

43. Transvenous embolization of the internal spermatic veins for the

treatment of varicocele scroti. Gonzalez, R., Narayan, P.,

Castaneda-Zuniga, W. R. and Amplatz, K.

9: 177, 1982.

Ur 0 l. Clin. Nor t h Ame r. ,

44. Varicocele.

16:109, 1982.

Narayan, P. and Gonzalez, R. Human Sexuality,

45. Bilateral renal veln thrombosis.

Sheldon, C. A. and Fraley, E. E.

1982.

Gonzalez, R., Schwarz, S.,

Urol. Clin. North Amer., 9:279,

46. Septic obstruction and uremla in the newborn. Gonzalez, R. and

Sheldon, C. A. Urol. Clin. North Amer., 9:297, 1982.

47. Practical approach to the undescended testes. Kaye, K. W.

Gonzalez, R. and Fraley, E. E.

(1), 1982.

World Urol. Update Series, 1

79.
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48. Upper tract urodynamic studies. The Whitaker test. Chiou, R. K.,

Gonzalez, R. and Smith, A.

1982.

World Urol. Update Series, 1 (7),

49. Methods of differentiating upper and lower urinary infection: A

critical review. Sheldon, C. A. and Gonzalez, R. World Urol.

50.

Update Series 1 (6), 1982.

Surgical treatment of neurogenic bladder 1n children.

R. World Urol. Update Series, 1 (8), 1982.

Gonzalez,

51. Clinical and subclinical varicocele. Diagnosis, significance and

treatment. Gonzalez, R., Kaye, K. W., Castaneda-Zuniga, W. R.

and Amplatz, K. World Urol. Update Series 1 (33), 1983.

52. Management of intravascular nephroblastoma to avoid comPlicatio~

Gonzalez, R., Clayman, R. V. and Sheldon, C. A. Urol. Clin.

Nor t h Ame r., 10: 403, 1983.

53. Carcinoma at the site of the ureterosigmoidostomy. Sheldon, C.

A., McKinley, R. and Gonzalez, R.

26:55, 1983.

J. Diseas. Colon Rectum,

54. Cholesterol accumulation in heterotransplanted renal cell cancer.

Clayman, R. V., Gonza lez, R., Ell iot t, A. Y., Gleason, D. and

Dempsey, M.E. J. Urol., 129:621, 1983.

55. Vasovasostomy: Outpatient procedure under local anesthesia.

Kaye, K. W., Gonzalez, R. and Fraley, E. E.

1983.

J. Urol., 129:989,

56. Comparison of Doppler stethoscope and retrograde spermatic

venography for the diagnosis of varicocele. Gonzalez, R., Red~

P., Kaye, K. W. and Narayan, P. Fertil. Steril., 40:96, 1983.

80.
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57. Endoscopic reestablishment of urethral continuity after

tramumatic disruption of the membranous urethra. Gonzalez, R.,

Chiou, R. K., Hekmat, K. and Fraley, E. E.

1983.

J. Urol., 130:785,

58. Operative thin trocar nephrostomy.

Urol., 22:545, 1983.

Chiou, R. K. and Gonzalez, R.

59. Varicocele - Still an en1gma. (Letter) Gonzalez, R.

130:1204, 1983.

J. Urol.,

60. Differentiation of upper and lower urinary tract infections - How

and when. Sheldon, C. A. and Gonzalez, R. Med. Clin. North

61.

Ame r " 68: 32 1, 1 9 8 3 •

Malignant urachal lesions. Sheldon, C. A., Clayman, R. V.,

Gonzalez, R., Williams, R.

1984.

D. and Fraley, E. E. J. Urol., 131:1,

62. Treatment of urinary incontinence with an artificial sphincter:

Further experience with the AS791/792 device. Sidi, A. A.,

Sinha, B. and Gonzalez, R. J. Urol., 131:891, 1984.

63. Congenital obstruction of the ureteropelvic junction and ur1nary

extravasation.

56:331, 1984.

Niazi, A. and Gonzalez, R. Brit. J. Urol.,

64. Undiversion in children with chronic renal failure.

R., Lapointe, S., Sheldon, C. A. and Mauer, M. S.

Surg., 19:642, 1984.

Gonzalez,

J. Pediatr.

65. Vesicoureteral reflux - Current concepts.

Urol. Update Series, 2 (18),1984.

Gonzalez, R. World

66. Percutaneous intervention in children. State of the art.

Broecker, B., Gonzalez, Hulbert, J. C., et al.

Urol., 7(7), 2, 1984.

Dialogues Pediat.

81.
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67. Hyperammonemia in a boy with obstructive ureterocele and proteus

infection. Sinha, B. and Gonzalez, R. J. Urol., 131:330, 1984.

68. Outpatient orchidopexy. Gonzalez, R. In: Outpatient Procedures

in Urology (Kaye; K. W., ed).

Philadelphia, p. 204, 1985.

Lea & Febiger Publishing Company,

69. Spermatic vein embolization in the treatment of infertility.

Castaneda-Zuniga, W. R., Gonzalez, R. and Amplatz, K. In:

Outpatient Procedures in Urololgy. (Kaye, K. W., ed.) Lea &

Febiger Publishing Company, p. 165, 1985.

70. Endourology V. Pediatric application of percutaneous techniques.

Hulbert, J. C. and Gonzalez, R.

(30), 1985.

World Urol. Update Series 2

71. Localisation de l'infection au nlveau du systems urinaire.

Gonzalez, R., Sheldon, C. A. and Khoury, S. In: Urologie.

Pathologie Infectieuse et Parasitaire. (Khoury, S., Chatelain,

C" Pe c her e, J. C., B0 c con -G i bod, L. and Ric h au d, C., e d s • )

Masson, Foundation Internationale pour I' Information

Scientifique, p. 91, 1985.

72. Reconstruction of the female urethra to allow intermittent

catheterization for neurogenic bladders and urogenital Sinus

anomalies. Gonzalez, R., J. Urol., 133:478, 1985.

73. Diagnosis of upper urinary obstruction in children: Comparison of

diuresis renography and pressure flow studies. Gonzalez, R. and

Chiou, R. K. J • Urol. , 133:646, 1985.

74. Endoscopic treatment of complete urethral obstruction using thxJ

trocar. Chiou, R. K. and Gonzalez, R. Urol., 25:475, 1985.
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75. Preoperative prediction of continence after enterocystoplasty or

undiversion in children with neurogenic bladder. Gonzalez, R.

and Sidi, A. A. J. Urol., 134: 70S, 1985.

76. Percutaneous nephrostolithotomy: An alternative approach to

pediatric calculus disease. Hulbert, J. C., Reddy, P. K.,

Gonzalez, R., Young, A. D., Cardella, J., Amplatz, K., Lange,

P. H. and Castaneda-Zuniga, W. R. Pediatr., 76:610, 1985.

77. Book review. Clinical Pediatric Urology (Kelalis, P. K., King,

LK. R. and Belman, A. B.) Gonzalez, R.

1985.

Mayo Clin. Proc., 60:357,

78. Iatrogaenic ureteral injury 1n a newborn.

Urol. Newsletter, 8:80, 1985.

Gonzalez, R. Pediatr.

79. The diagnosis of upper ureteral obstruction 1n children:

comparison of diuresis renography and pressure flow studies.

Gonzalez, R. and Chiou, R. K. Authors' response to a critical

review by J. H. Newhouse. Invest. Radiol., 20:885, 1985.

80. The value of uro~ynamic testing in the management of neonates

with myelodysplasia. A prospective study. Sidi. A. A., Dykstra,

81.

D. D. and Gonzalez, R.

Pyeloplasty in children.

J. Urol., 135:90, 1986.

Aliaba(,l., H. and Gonzalez, R. J.

d'Urologie (Paris), 92:97, 1986.

82. The outcome and management of vesicoureteral reflux in children

with myelodysplasia.

Urol., 136: 329, 1986.

Sidi, A. A., Peng, w. and Gonzalez, R. J.

83. Pediatric urethral reconstruction without proximal diversion.

Gonzalez, R. and Vivas, C. J. Urol., 136:264, 1986.
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84. Ur 1 n a r ',nd i ve r s ion. Experience with 50 patLents. Indications,

techniques and results.

J. Urol., 136:13, 1986.

Gonzalez, R., Zhang, G. and Sidi, A. A.

85. Influence of intestinal segment and configuration on the outcome

of augmentation enterocystoplasty. Sidi, A. A., Reinberg, Y. and

Gonzalez R. J. Urol., 136:1201, 1986.

86. Percutaneous nephrostomy in children. Gonzalez, R. In: Atlas of

Endourology (Amplatz, K. and Lange, P. H., eds.) Year Book

Medical Publishers, Chicago, p. 103, 1986.

87. The Wh 'aker test. Gon~:.ilez, R. In: Atlas of Endourology

(Ampla..:z, K. and Lange, 2. H., eds.) Year Book of Medical

Publishers, Chicago, p. 105, 1986.

88. Hydronephrosis: Discussion of papers presented at the 1985 Annual

Meeting of the Section C~ Urology of the American Academy of

Pediatrics. Gonzalez, R. J. Urol., 136:344, 1986.

89. Enterocystoplasty in the reconstruction and management of the

pediatric neurogenic bladder. Sidi, A. A., Aliabadi, H. and

Gonzalez, R. J. Pediatr. Surg., 22:153, 1987.

90. Grading ~f veS1C Jreteral reflux by radionucleide cystography.

91.

Zhang, G., Day, ...:., Locken, M. and Gonzalez, R.

Med., 12:106, 1987.

Posterior lumbotomy for pediatric pyeloplasty.

Clin. Nuclear

Gonzalez, R. and

Aliabadi, H. J. Urol., 137:468, 1987.

Reinberg, Y., Aliabadi, H., Johnson,

92. Congenital ureteral valves in children.

of the literature.

Case report and revie',

P. a n"'tJI
Gonzalez, R. J. Pediatr. Surg., 22:379, 1987.
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93. Urologic disorders 1n infants and children. Gonzalez, R. and

Michael, A. In: Nelson Textbook of Pediatrics (Berhman, R. E.

and Vaughan, III, V. C., eds).

Philadelphia, p. 1147, 1987.

W. B. Saunders Company,

94. Localization of the bacteriuria 1n patients with

enterocystoplasty and nonrefluxing conduits. Gonzalez, R. and

Reinberg, Y. J. Urol., 138:1104, 1987.

95. Comparison of the artificial sphincter implantation and bladder

neck reconstruction in patients with neurogenic urinary

incontinence. Sidi, A. A., Reinberg, Y. and Gonzalez, R. J.

96.

Urol., 138:1120, 1987.

Upper urinary tract obstruction 1n children: Current

controversies in diagnosis. Reinberg, Y. and Gonzalez, R.

Pediatr. Clin. North Amer., 34:1291, 1987.

97. Rectal continence after enterocystop1asty in patients with

neurogenic bladder. Gonzalez, R. and Cabral, B. Dialogues of

98.

Pediatr. Urol., 2:369, 1987.

Splenic torsion and the prune belly syndrome. Case report and

literature review. Aliabadi, H., Foker, J. and Gonzalez, R.

Pediatr. Surg. Internat., 2: 369, 1987.

99. Acute and chronic urinary tract obstruction - pathophysiology,

diagnosis and management. Lapointe, S. and Gonzalez, R. In:

Diagnosis and Management of Renal Disease and Hypertension.

(Mandal, A. K., ed).

Philadelphia, 1988.

Lea & Febiger Publishing Company,
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100. Ectopic vas deferens and the prune belly syndrome. Cabral, B.,

Madjidi, A. and Gonzalez, R.

1988.

J. d'Urologie (Paris), 94:223,

101. Endoscopic treatment of posterior urethral obliteration: Longterm

followup and comparison with transpubic urethroplasty. Chiou, R.

K., Gonzalez, R., Ortlip, S. and Fraley, E. E.

140:508, 1988.

J. Urol.,

102. UPJ obstruction in neonates - Renal scanning's role. Gonzalez,

R., Alford, B. A. and dUCret, R. D.

Urology, 11:7, 1988.

Dialogues 1n Pediatric

103. The use of bowel in the reconstruction of the urinary tract 1n

Surgery (Erlich, R.,

R. and Sidi, A. A.children. Gonzalez,

e d • ) • Chapter 42.

In: Modern TeChniqUes..:J

Futura Publishing Co.

Mount Kisco, New York, 1988.

104. Management of ureteropelvic junction obstruction 1n infants and

newborns. Aliabadi, H., Sidi, A. A. and Gonzalez, R. Europ.

Urol., 15: 103, 1988.

105. The outcome of renal transplantation 1n children with posterior

urethral valves.

and Najarian J. S.

Reinberg, Y., Gonzalez, R., Fryd, D., Mauer, M.

J. Urol., 140:1491-1493, 1988.

106. Technique to facilitate placement of the urethral stent 1n

hypospadias repair. Cabral, B. and Gonzalez, R. In press.

107. Nonstented Anderson-Hynes repair of ureteropelvic junction

obstruction 1n 60 patients. Nguyen, D., Aliabadi, H. Ercole, C.

and Gonzalez, R. J. Urol. In press.
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108. Retroiliac ureter 1n a male infant with multiple genitourinary

anomalies. Case report and reV1ew of the literature. Nguyen, D.

H., Koleilat, N. and Gonzalez, R. J. Urol. In press.

109. Urologic evaluation of children undergoing renal transplantation.

Reinberg, Y., Nguyen, D. H. and Gonzalez, R. Dialogues in

Pediatric Urology. In press.

110. Prune belly syndrome: Clinico pathologic study of 32 cases.

Manivel, C., Pettinato, G., Reinberg, Y., Gonzalez, R., Burke, B.

and Dehner, L. P. Pediatric Pathology. In press.

Ill. Early bladder outlet obstruction in fetal lambs induces renal

dysplasia and the prune belly syndrome.

Y., Wells, T., Burke, B. and Vernier" R.

Submitted.

Gonzalez, R., Reinberg,

J. Pediatr. Surg.

112. Hydronephrosis as a complication of chronic granulomatous

disease.

Submitted.

Aliabadi, H., Gonzalez, R. and Quie, P. NEJM.

113. Success of 1n home care by parents after outpatient hypospadias

repair. Austin, C. and Gonzalez, R. Submitted.

114. Compatibility of enterocystoplasty and the artificial urinary

sphincter. Gonzalez, R., Nguyen, D. H., Koleilat, N. and Sidi,

A. A. J. Urol. Submitted.

115. Treatment of congenital urinary incontinence with the artificial

urinary sphincter AS800. Experience in 46 cases. Gonzalez, R.,

Koleilat, N., Austin, C. and Sidi, A. A. j. Urol. Submitted.
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116. The outcome of ren- transplantation 1n children with the prune

belly syndrome. Rcinberg, Y., Gonzalez, R., Manivel, C. J.,

Fryd, D. and Najarian, J. S. J. Urol. Submitted.

117. Continent urinary diversion. A new technique to construct a

continent ileal stoma. Guzman, J. M., Ercole, C., Montes de Oca,

L. and Gonzalez, R. J. Urol. Submitted.

118. Augmentation enterocystoplasty for bladder dysfunction. Results

for 66 patients. Nguyen, D. H., Sidi, A. A. and Gonz"l1ez, R. J •

Uro 1. Submitted.

119. Prune belly syndrome in females. Reinberg, Y. Manivel, C. J.,

Shapiro. E. and Gonzalez, R. In preparation.

Gonzalez, R.120. Undiversion.

CJ. Glenn, editor).

In Urologic Surgery.

Lippincot Co., Philadelphia.

Third edition...)

In press •

• ~l. Urologic disorders in infants and chidren. Gonzalez, R. and

Aliabadi H. In Nelson's Textbook of Pediatrics, 14th edition.

(R.E. Behrman and V.C. Vaughan, III, editors.)

In preparation.

W. B. Saunders Co.

122. Prune belly syndrome 1n the sheep model. Gonzalez, R. and

Reinberg, Y. Dialogues 1n Pediatric Urology. In preparation.

123. Urethral hemangioma in childhood: Treatment by total excision and

single-stage urethroplasty. J. Urol. Submitted.

124. Instabilidade vesical em criancas: Funcao da availaco urodinamica

edo tratamento com anticolinergicos. Ferandes, E., Austin, C.

Sigmoid cystoplasty.125.

and Gonzalez, R. Jornal Brasi1eiro de Urologia.

Gonzalez, R. and Aliabadi,

Submitted.

H. In: BladdJ

Reconstruction and Continent Diversion (L.R. King and G. Webster,

editors.) In preparation.
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THE UNIVERSITY OF MINNESOTA HOSPITAL AND CLINIC
BOARD OF GOVERNORS FINANCE COMMITTEE

June 28. 1989

MINUTES

ATTENDANCE:

Present: Carol Campbell
Edward Ciriacy. M.D.
Robert Dick1er
Clifford Fearing
Erwin L. Goldfine
Jerry Mei 1ahn

Vic Vikmanis

Not Present: Elwin Fraley, M.D.
Barbara O'Grady

Staff:

CALL TO ORDER:

Greg Hart
Teri Holberg
Nancy Janda
Nels Larson
Dan Rode
Barbara Tebbitt

The Finance Committee was called to order by Mr. Jerry Mei1ahn on June 28,
1989 at 12:10 P.M.

APPROVAL OF THE MINUTES:

The Board of Governors Finance Committee seconded and passed a motion to
approve the minutes of the May 24, 1989 meetings as written.

JULY 1. 1989 THROUGH MAY 31. 1989 FINANCIALS:

Mr. Clifford P. Fearing reported to the Committee inpatient admissions for
May totaled 1,619, which was 7% below budget. He also reported the overall
average length of stay for May was 8.0 days, patient days were 342 days
over bUdget, and average daily census was 416. Outpatient admissions for
May totaled 24,683, or 8.1% over budget. Mr. Fearing stated the Hospital
had an operating loss of $409,000 for the month of May. This loss brought
the net revenue over expense for the year to $218,000, which was $2,500,000
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under budget. The $1,600,000 Blue Cross adjustment from the 1988 financial
statements continues to be carried, which then brought the net revenue
position to a $1,400,714 loss.

Mr. Dan Rode reported the balance for accounts receivable as of 5/31/89
totaled $88,940,078 and represented 99.4 days of revenue outstanding. The
May decline in accounts receivable of 3.28 days occurred primarily in
Commercial Insurance and Medicare.

1989-90 CAPITAL BUDGET

Mr. Greg Hart submitted to the Finance Committee the 1989-90 Capital Budget
of $8,300,000 for endorsement.

The Board of Governors Finance Committee second and passed the motion to
approve the 1989-90 Capital BUdget.

1989-90 EMPLOYEE COMPENSATION PLAN

Mr. Robert M. Dickler submitted to the Finance Committee, for endorsement,
the 1989-90 Employee Compensation Plan.

Mr. Dickler presented the following recommendations to the Committee for
non-student, non-unionized employees in Hospital-dominated classes with an
effective date of July 1, 1989. Recommendations were not included for'"
Hospital employees in University-dominated classes and employees in ~

bargaining units represented by unions, because the University had not
finalized its compensation plan for Civil Service Employees and union
negotiations had not been completed.

1) 4% general increase consisting of a 2% change in salary ranges and a 2%
progression increases, i.e., movement through the salary range. Total cost
would be $981,738.

2) Pay equity increases for employees in compensation plan in #1 above.
Total cost would be $168,700. This is the third year of a four year pay
equity plan.

3) Increases for registered nurse-related classes consistent with recent
community nursing contract settlement. Increases involve changes in salary
ranges, progression increases, and increases in other areas of compensation
such as shift differential and charge pay. Total cost of increases would
be $4,611,202.

4) Additional marketplace increases, primarily for health professions,
where marketplace data or recruitment/retention issues evidence the need
for such adjustment. These increases would be accomplished within overall
budget.

The Board of Governors Finance Committee second and passed the motion to
approve the 1989-90 Employee Compensation Plan.
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CLINICAL DEPARTMENT SPACE PROPOSAL

Mr. Dickler presented the Clinical Department Space Proposal for
information only.

The proposal states that the Hospital will fund the remodeling necessary to
provide the specified departments with a basic office configuration, if one
does not currently exist. If the assigned space currently functions as
office space no remodeling will be undertaken. Air conditioning will be
provided in all office areas as part of this proposal. Mr. Dickler
reported the Hospital would provide the Medical School with $1,500,000 for
the necessary renovation. These funds are included in the existing
$62,000,000 renewal project budget. The $1,500,000 is exclusive of air
conditioning and other utility upgrade costs.

Mr. Dickler reported this proposal has been endorsed by the Vice President
for Health Sciences, the Dean of the Medical School, and the Council of
Chiefs of Clinical Services. This proposal will be brought before the
Board for approval next month.

PHASE II RENEWAl DEDICATED RESERVES

Mr. Fearing proposed to the Committee that a plant fund for Phase II of the
Renewal Project be established. He also suggested that the Hospital
establish specific depreciation reserve funds for the remaining components
of the Hospital's capital plan and depreciation reserve needs over the next
ten years. The intent of the proposal is to identify capital reserves for
the renewal project to satisfy Medicare regulations.

A motion was made to endorse this proposal. The Board of Governors Finance
Committee second and passed the motion to establish a plant fund for Phase
II of the Renewal Project.

Blue Cross Contract Update

Mr. Fearing reported to the Committee that he had met with individuals from
Blue Cross and the Department of Employee Services for the State of
Minnesota to discuss the Blue Cross contract. Blue Cross l proposal to the
Hospital was that UMHC and UMCA would be, within the State health care,
network, primary, secondary, and tertiary care providers. The base
provider network for the State health plan would be Blue Plus Network,
whose core hospital care providers for the Twin Cities consist of Abbott
Northwestern, United, North Memorial, St. Paul-Ramsey, and Riverside. The
University Hospital would be a member of the State health care network, but
not be a member of the Blue Plus Network.

Blue Cross' proposal would be that the University Hospital would accept 90%
of the AWARE Gold, AWARE Limited, and AWARE program rates. Blue Cross
feels this would help in reducing the Statels plan members costs. Mr.
Fearing informed the Committee that all other providers would be paid at
the AWARE rate. Blue Cross also proposed that all physicians within the
State health plan network, including University physicians, accept 80% of
the Blue Plus Network allowable fees. Blue Cross did not indicate what the
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allowable fees would be. Mr. Fearing reported that Blue Cross would not be
willing to allow the Hospital to make any incentives to University or State
employees to go to the University Hospital for care. Mr. Fearing stated
Blue Cross gave the Hospital a deadline of July 15, 1989 to decide whether
to accept the contract or not. Mr. Fearing will keep the Committee
informed of further developments.

There being no further discussion, the June 28, 1989 meeting was adjourned
at 1:35 P.M.

Respectfully submitted,

T~:'r~
Recording Secretary
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UNIVERSITY OF MINNESOTA
TWIN CITIES

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis, Minnesota 55455

July 20, 1989

TO:

FROM:

SUBJECT:

Board of Governors

Clifford P. Fearing

June 30, 1989 Financial Statements

As you know, in past years the June 30 year end
usually presented in August or September to the
than in July, which would be the normal timing.
by the year end closing process.

financial statements are
Board of Governors rather
This delay has been caused

During the past year we have made numerous changes to process our financial
statements that will allow us to provide the statement to you in the July
meeting. Although we will not include the June financial statements in
this mailing, we will be presenting the financial statement at the meeting
on July 26, 1989.

CPF:th

HEALTH SCIENCES 93.



SUBJECT:

UNIVERSITY OF MINNESOTA
TWIN CITIES

Bad Debts - Fourth Quarter
Fiscal Year 1988-89

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis. Minnesota 55455

DATE: July 17, 1989

TO: UMHC Board of Governors

FROM: Clifford P. Fearing
Senior Associate Director, UMHC

The total amount recommended for bad debt for Hospital and Clinic accounts
receivable during the fourth quarter of 1988-89 is $708,213.74 represented by
2197 accounts. Bad debt recoveries during the period amounted to $18,441.25
leaving a net charge-off of $689,772.49.

The net bad debts of $689,772.49 for the quarter were 0.90% of gross charges.
This compares to a budgeted level of bad debts of 1.05% ($772,775.00)

A statistical summary is attached along with a detailed description of losse~

over $2,000.00 and recoveries over $200 for each month of the fourth quarter.

Total fiscal year bad debts have amounted to $2,713,424.70 represented by 6629
accounts. Recoveries during the fiscal year amounted to $67,035.85 (167
accounts), leaving a net charge-off of $2,646,388.85.

The net bad debts of $2,646,388.85 for the fiscal year were 0.85% of gross
charges. This compares to a budgeted level of bad debts of 1.05%
($2,968,000.00).

Along with the quarter attachments, we have also included a fiscal year
statistical summary and a breakdown of bad debts by residence and admitting
clinical services.

CPF:slw

Attachments
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WIVERSI'.lY (J? MIRmSO.rA fISlITAL All) CLIHIC

JW) DEBl' srATIsnCS

APRIL 1989 DHXGI JlR 1989

~

Less 11lan • of It>re~ • of ~ • of
INPATIBNr $2000 Accounts $2000 Accounts ~ ACOXIirS
Bad Debt (701) Write-Offs 45,169.42 116 183,496.82 27 228,666.24 143
Bad Debt (702) Charity care 20,365.37 46 169,720.97 10 190,086.34 56
Total 65,534.79 162 353,217.79 37 418,752.58 199
Recoveries (2,049.64) 8 (11,734.00) 1 (13,783.§~ 9
Net Total $ 63,485.15 162* $ 341,483.79 37* $ 404,968.94 199*

aD."PM'IERI.'
Bad Debt (701) Write-Offs 162,575.63 1771 51,556.04 12 214,131.67 1783
Bad Debt (702) Charity care 42, 819.4.?_ 209 32,510.Q.:4 6 75,329.49 215
Total 205,395.08 1980 84,066.08 18 289,461.16 1998
Recoveries (2,421.61) 22 (2,236.00) 1 ---l4,657.611 23
Net Total i_202J~73.A7 1980* $ 81,830.08 18*___~.Llt03.55 1998*----

INPATIBNr AN> OOl'PATImT
'lUmL $ 266,458.62 2142* !-_ 423,313.87 55* $ 689,772.50 2197*

ro.rAL JW) DB81'S
Bad Debt (701) Write-offs $ 207,745.05 1887 $ 235,052.86 39 $ 442,797.91 1926
Bad Debt (702) Charity care 63,184.82 255 202,231.01 16 265,415.83 271
Total 270,929.87 2142 437,283.87 55 708,213.74 2197
Recoveries (4,471.~5) 30 (13,970.00) 2 (18,441.!~~ 32
'lUmL NET JW) DEBl' $ 266,458.62 2142* L~23,313.87 55* §__ 9~_9.Ll]2. 49 2197*

-----

NOTE: More than $2,000 amount includes legal settlements totaling $18,861.01

IXU.ABS IDX2l'm $ 712,714.00

'-0
\JI.

*Net total of accounts do not include recoveries.

'-' '-' '-'
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(' (' ('
UNI VKRSITY OF ",mSTOA HOSPIrAL AND CLINiC

BAD om srArISrICS

APKIL 1981 THUOUGH JUNK 1981
TuTAL

LESS THAN , OF 1100 - , OF II 000 • , OF !ZOOO - , OF lIu.OUO I 'I)f TOTAL , OF
1100 ACCOUNTS ,m ACCOUNTS 'l9ll ACCOUNTS 19, lil ACCOUNTS ACCUUNTl AMOUNT ACCOUNTS

INPAmHT -._ .. _--------
Bid Debt 17011 Hrite-Olh 11,389.13 37 $Z9,889.11 6l '13.890.52 10 m,m.8u 12 'l5,66l.Ol 5 ,m,btiU4 143
BId Debt Il0Zl Chritr Cm '3Z8.93 6 115,384.93 3! '4.651.51 3 '",821.15 I 1137,899.52 3 119U.08&.31 56

-----.- ...... --- --- .... _-_._ .. _-
Totll 11,718.66 13 115,m.10 106 '18,542.03 13 '119,619.25 29 123U68.51 8 1418.15UB m
Recoveries 1'91.201 6 11958.441 I Ill, 000.00 I I 1111.134.001 I '0.00 0 1'1 J. :.il. till l

... ------------ ...... _--_ ....... ....... _-_ ..... -

Net Totll '1,627.46 13 I '44,315.66 106 I 117,542.03 13 I 1107,915.25 29 I 'l3l, 56B. 51 8 I Ilul,l68.94 Iii

OUTPATlIlNT
BId Debt 17011 Write-Olll U4.516.1Z 136Z 1102,731.31 397 115.297.91 12 '51.556.01 IZ ,Uu U 1111. IJ I.til 1183
BId Debt 170Z1 C~aritr Clre lI,m.09 123 m,m.OI !8 '11,354.32 B 116,117.85 5 'I ti.06Z.1 i I I1UZi.ll 215

------------- .-. __ .... - ....... - -- ..... -_ ..... _--
Tl,tll 'IS, 172 .11 1485 1129,570.38 415 126,652.29 20 '68.00U9 11 116. uti, .Il I ,m.Hl.lti me
Recoveries 1I10U1) 19 115Z2.00 I 2 ilL 498.201 1 UU36.001 I '0.00 0 111,651.611 ZJ

._ .... -------.

Net Totll 'IB, 71 1.00 1185 I 1129,01U8 4151 US,I5l.09 ZO I 165,101.8l 17 I 116,062.19 I I ll8l,8uU5 IllM

TOTAL 1P AND OP BAD om
BId Debt 17011 Wute-olls Sl5,936.05 1399 1132,620.51 166 $Z9,1B1.t9 ZZ 1139,38UI 34 '95,m.OZ 5 I44Z,liUI b16
BId Debt (102) Cbaritr Cm $1,955.02 1Z9 llZ,m.97 115 116,005.83 II lIB,269.30 1Z 1153,961.11 I '265,II5.8l 211

------------- ........_------- ...... ----- ... - .. ------------

Total '50,891.07 15Z8 1171,814.IB 581 $l5,194.3Z 33 '187,653.11 46 'Zl9, 630.73 9 '708.113.14 ~IH

Ileco'eries IIm.6ll 25 111,480.441 3 lIZ ,498.20 I 2 1113,970.00) 2 '0.00 0 IIIB,HU51 lZ
- ... - .... __ .... - .... -- ..... _---_ .... ... _---- ....... -.-_ .... _._ ...

TOTAL NHT BAD om 15D.398.16 1528 I 1173,164.01 581 I '1t,696.1Z III '173,683.1l 461 lH9,630.73 9 I '689,772.li 2191

DOLLAIiS BUDGmD '71Z.114.0u

I Net total 01 accounts do no include reco'eries.



lmvms~ (£~ lDii.·i'1:AL A I.INIC

IW) D1mf srATIS'l'ICS

~ 1988 1'IIlOUI .n. 1989

INPATIBRl'
Bad Debt (701) ~ite~ffs

Bad Debt (702) Charity carl..
Total
Recoveries
Net Total

'lUmL
less 1.1lan • of It>re 1.'ban • of ~ • of

$2000 Accounts $2000 Accounts AIIOJl' A£XX)(Ifl'S
$ 187,611.63 429 $ 796,035.74 109 $ 983,647.37 538

78,702.95 167 551,536.11 49 ~9,232·06 216
266,314.58 596 1,347,571.85 158 1,613,886.43 754

(4,029.81) 27 (43,376.33) 5 (47,406~HL 32
$ 262,284.77 596* $1,304,195.52 158* $1,56~,jOO.29 754*

00l"IWf'IIlIIl'
Bad Debt (701) ~ite~ffs

Bad Debt (702) Charity care
Total
Recoveries
Net Total

$ 599,934.71
162,564.25
762,498.96
(17,393.71)

$ 745,105.25

4991
835

5826
134

5826*

266,153.57
70,885.74

337,039.31
(2,236.00)

$ 334,803.31

32 $ 866,088.28
17 233,449.99
49 1,099,538.27
1 (19,629.71)

49* $1,079,908.56

5023
852

5875
135

5875*

INPATIBRl' All) OUl'PATIBRl'
iU.rAL $1,007,390.02 6422* ~1,638,998.83 207* &646,388.85 6629*

'.lU.rAL IW) DBBI.'S
Bad Debt (701) Write-1:>ffs
Bad Debt (702) Charity care
Total
Recoveries
iU.rAL IEl" JW) DBBl'

$ 787,546.34
241,267.20

1,028,813.54
(21,423.52)

$1,007,390.02

5420
1002
6422
161

6422*

$1,062,189.31 141
622,421.~~ 66

1,684,611.16 207
(45,612.33) 6

!L§3~8_. 83 207*

$1,849,7J:.>.65
863,689.05

2,713,424.70
(67,035.85)

$2,646,388.85

5561
1068
6629
167

6629*

NOTE: More than $2,000 amount includes legal settlements totaling $76,757.97

IXUARS JUXZnD

*Net total of accounts do not include recoveries.

$2,967,555.00
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FOlRI.1I 0I\Rl'Im FIS:AL YFAR - 1989
and YP:AR-'JD-IlIn' BAD DBBI.'S

Br SERVICE

ADMI'ITING SERVICE FOURTH FOURTH 'l'C7.rAL TarAL
W\Rl'ER Qti\Rl'ER FSY 89 FSY 89

NtJ.1BER AK>UNl' NtJ.1BER AK>UNl'

Anesthesiology
Clinical Research 1 668.36 6 2,209.20
Dentistry 1 50.00 2 3,294.79
Dermatology 2 1,760.57
Family Practice 1 81.94 1 81.94

OB 2 1,265.58
NB 4 1,507.95

Gm 4 5,810.34 15 15,453.88
Grn~cology 11 12,485.93 29 18,614.58
Lab Medicine & pathology
Medicine-Blue 11 7,476.83 28 33,475.26

Green 1 1,400.75 16 13,767.47
Masonic (One) 14 5,282.04 41 33,209.26
Purple 1 5.20 7 115,340.77
Red A 9 42,827.00 19 48,987.24
RedB 1 359.18 5 1,894.84
Rose A 3 3,753.37 11 59,982.04
Rose B 1 236.43 1 236.43

~White A 10 19,306.75 34 38,609.92
White B 4 1,025.08 17 6,982.77
Yellow A 2 716.60 6 33,367.02
Yellow B 2 838.96 7 2,733.11

Neurology 1 203.84 17 12,139.17
Neuro-epilepsy
Neurosurgery 13 36,106.22 43 97,341.34
New Born--<7eneral 2 1,466.15 10 4,614.08
Obstetrics-General 5 7,386.14 29 41,862.89

-+Ii.dwife
OpthaIoology 3 330.57 16 24,229.59
Orthopaedic SUrgery 4 5,998.82 32 52,450.48
otolaryngology 3 2,151.21 12 9,560.16
Pediatrics--<7eneral 22 30,389.79 69 107,450.71

Dermatology 1 275.05 1 275.05
Neurology 3 658.00 7 1,958.65
Neurosurgery 2 1,104.38 4 4,792.73
q,thalIoology 2 708.98 4 4,512.47
Ortmpaedics 1 130.10
otolaryngology 1 25.00
SUrgery Green 1 2,318.79 6 8,058.80
SUrgery Orange 1 925.14 1 925.14
SUrg. Transplant 1 520.21 1 520.21
Urology 1 394.82

Physical Med. & Rehab. 2 5,108.43 5 7,235.55
Psychiatry<hi.ld 4 2,985.04

-Adult 17 18,185.90 54 117,313.78
Radiology

continued on next page
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(,
FOtRm~ FnrAL YEAR - 1989

and YEAR-'.llHlIr1' BN> DEBI.'S

BY SERVICEIPage TWO

ADMITI'ING SERVICE FOURTH- FOURTH TOl'AL '!urAL
(UARTER QUARTER FSY 89 FSY 89

NtJ.1BER AIDUN!' NUMBER AIDUN!'

Surgery-Blue 11 136,462.11 43 214,273.99
Orange 3 1,309.15 14 151,733.39
Purple 7 11,091.89 20 29,874.79
Red 12 2,289.18 30 36,596.36
White 4 1,137.13 30 51,149.27

Therapeutic Radiology
Urology 11 48,926.74 37 106,665.74
Ulknown 6 11,379.34 38 122,676.49
Q.1tpatient 2025 259,068.87 5926 888,031.44

Total 2239 687,826.79 6709 2,532,551.85

Medicare Bad Debt* -51 -13,312.65 -113 -40,750.97
Legal Sett1eIrents 3 18,861.01 12 76,757.97

(, Bad Debt Agcy Uld $50 3 169.30 11 888.12
Bad Debt - Med NC Chgs 3 14,669.29 10 143,977.73

GRAND TOl'AL 2197 708,213.74 6629 2,713,424.70

REXX)VERIES 32 -18,441.25 167 -67,035.85

NEl' TOl'AL 2197 689,772.49 6629 2,646,388.85

*NOl'E: Medicare Bad Debts are included in Service
breakdown but are no longer included as a bad debt.
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FOlRl1I (JJARl'ER FIOCAL YFAR - 1989
and YFAR-'lO-lWI.'B JW) DEBI.'S

Dr SlATE

grATE FOURTH FOURTH TOI'AL TOl'AL
QUARTER QUARTER FSY 89 FSY 89

NtImER AIDUNr NtImER AIDUNr-_._---
Alabama 1 19.00
Alaska 9 2,476.10
Arizona 6 317.27 9 1,667.06
Arkansas 10 27,387.77
california 3 1,033.75 31 4,687 .28
Colorado 2 192.06 5 665.12
Connecticut 2 875.00
Delaware
Dist. of Co1onbia 1 20.00 2 726.80
Florida 4 997.70 17 9,289.28
Georgia 3 225.50 10 596.18
Hawaii 1 23.61 1 23.61
Idaho 1 37.35 3 168.06
Illinois 13 2,029.09 49 31,184.53
Indiana 18 4,298.10 23 5,232.63
Iowa 16 1,744.81 40 20,691.28
Kansas 3 152.28 4 180.90
Kentucky 1 79.30 2 1,329.30
wuisiana 5 1,777.83
Maine
Maryland 1 122.80
Massachusetts 8 1,881.74 12 2,564.69
Michigan 20 3,739.83 48 100,341.61
Minnesota 1984 483,052.78 5785 1,761,454.92
Mississippi 2 139.78
Missouri 1 428.00 7 3,211.49
MJntana 3 1,137.68 20 28,325.38
Nebraska 2 378.84 7 633.29
Nevada 9 2,498.88
New Hanq>shire 1 20.00
New Jersey 8 4,035.31 10 6,630.70
New Mexico 1 131.00
New York 3 184.40 27 17,513.00
North carolina 3 1,280.10 10 14,731.47
North Dakota 27 6,728.24 98 21,460.73
Ohio 3 620.61 16 3,350.78
Oklahoma 16 10,257.09
Oregon 5 27,301.55
Pennsylvania 2 631.00 15 50,087.05
Puerto Rico

continued on next page
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FOtRl'B (JI\R1"ER FIOCAL YEAR - 1989

C.
and~ BN> DEBl'S

Bf STATElPage Two

SI'ATE FOURl'H FOURl'H TCYl'AL TOrAL
QUARI'ER QUARl'ER FSY 89 FSY 89

NmBER AK:>UNr NtJ.1BER AK)UNr-_.... ' .-.. ' ... --.... -... _...._- -
Rhode Island 1 247.70 1 247.70
South carolina 1 8.60 2 26.73
South Dakota 34 12,016.79 127 82,461.88
Tennessee 1 28.20
Texas 5 20,650.82 22 26,562.40
Utah
Vermmt 1 115.80 1 115.80
Virginia 2 98.40 4 8,538.70
Washington 3 247.91 6 5,476.36
west Virginia 1 52.50
Wisconsin 49 37,723.58 203 103,064.52
Wyoming
OUt-of-COuntry 7 101,467.84 28 146,223.12

'IDI'AL 2239 687,826.79 6709 2,532,551.85

Medicare Bad Debt* -51 -13,312.65 -113 -40,750.97

C. Legal Settlements 3 18,861.01 12 76,757.97
Pad Debt h:jcy Uld $50 3 169.30 11 888.12
Bad Debt - Med NC Chgs 3 14,669.29 10 143,977.73

GRAND TOTAL 2197 708,213.74 6629 2,713,424.70

ROCOVERIES 32 -18,441.25 167 -67,035.85

~ TOrAL 2197 689,772.49 6629 2,646,388.85

00l'E: Medicare Bad Debts are included in the State
Breakdown but are no longer included as a Bad Debt.
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QUALITY

'Top 100' list of !lospitals with the lowest
Medicare mortality rates gets mixed reviews
By David Burda
He's a hospital marketer's dream come
true or the worst possible nightmare.

He's Michael Pine, M.D., president
of Michael Pine and Associates, a Chi
cago-based healthcare consulting firm.
And he's armed with a "top 100" list of
hospitals with the lowest Medicare
mortalitv rates.

In fa~tJr. Pine has a list that
ranks 5.:' n hospitals by their mor
tality rates. The rankings are based
on data from the Health Care Fin
ancing Administration for Medicare
patients admitted to hospitals in 1986
and 1987.

Since last December, Dr. Pine has
selectively released top and bottom
portions of the complete list to the The
Washington Post, The Los Angeles
Times and Medical Utilization Re
view, a Washington newsletter. Dr.
Pine offered to share his "top 100" list
with MODERN HEALTHCARE (See
table).

To some hospital, ~. Pine's mor-
tality rate study l';: C'nts a legiti-
mate attempt to pu l ,;1e much-ma
ligned HCFA mortality statistics to
good use. But others believe Dr. Pine
is using flawed government data to
promote his consulting firm.

Learning from others. Assembling a
list of hospitals with the lowest mor
tality rates serves a constructive pur
pose, Dr. Pine said.

By objectively identifying the high
• quality hospitals, the healthcare indus
I try can study what the hospitals have

in common and what makes them pre
mier institutions, he said. That infor
mation can be shared with other hospi
tals to improve their care.

To be on the "top 100" list, a hospi
tal has to pass three tests:
• A hospital's ratio of observed Medi
care patient deaths to expected deaths
has to be at least 10% less than the
average ratio nationally.
• A hospital's patient mix has to be
comparable to the average patient mix
nationally.
• A hospital's low mortality ratio has
to be statistically significant. In other
words, the possibility that a hospital
would achieve a low mortality ratio by
chance would be less than one in a mil
lion.

"These hospitals are unusual. Pa-

40

Identifying quality hospitals
lets the industry study

what they have in common.

Dr. Pine

tients don't die as much in these hos
pitals as they do in others," Dr. Pine
said. "The question is, 'Why?' "

The answer, Dr. Pine said, is that
most of the hospitals provide care of
exceptionally high quality, although he
admitted there may be some "system
atic ringers" in the bunch.

Cook County Hospital, Chicago,
for example, is on the list despite
the fact that federal inspectors re
cently cited the 1,044-bed facility for
numerous violations of federal
health standards (MH, April 14, p.
12).

In some cases, Dr. Pine said, hos
pitals may have intentionally or in
advertently failed to bill Medicare for
a patient who died. Enough missing
cases would skew a hospital's mortal
ity rate.

Skepticism. To learn about the com
monalities among the top 100, Dr.
Pine has been interviewing execu
tives at many of the hospitals, but
not all were supportive of his find
ings.

"We were delighted to be on the
list, but HCFA's data aren't valid
enough to draw any major conclusions
about quality of care," said Sister
Mary Faith, president of 311-bed St.

Joseph's Hospital, Savannah, Ga.
Only 79% of St. Joseph's 577 Medi

care patients whom HCFA expected
to die did so. But Sister Mary Faith,
who declined Dr. Pine's request to be
interviewed, cited flaws in HCFA data
that she said made them useless as a
quality measurement tool.

For example, many patient deaths
are categorized as unexpected because
of HCFA's coding procedures, she
said. In one case, one of the hos
pital's Medicare patients had termi
nal cancer. He was admitted to the
hospital with a bladder infection and
died. To H(1" .'\, the patient was a
low-risk ur'. Of patient who should
have lived.

Richard .]';;wn, pres~f";':'n' ,,{ 441-
bed Research Medical c.;n~. ""sas
City, Mo., was critical of Dr. e's
motivation.

"Dr. Pine's :nterest appears to
commercial," :\lr. Brown said. ''Wii-.I
the high interest in quality, many con
sulting firms are attempting to estab
lish themselves as leaders in quality
assurance consulting. This appears to
be one of those cases."

According to HCFA data cited by
Dr. Pine, only 85% of the expected
Medicare deaths at Research Medi
cal occurred. Mr. Brown, who also
declined Dr. Pine's request to be in
terviewed, said hospitals shouldn't be
seduced into publicizing the figures
just because they look better than
others.

The conservative vein in the hospi
tal industry refuses to acknowledge
the utility of HCFA's mortality data,
Dr. Pine said. But he said HCFA's
data are valid and consistent.

As evidence, he cited the fact that
99.3% of the 5,577 hospitals studied
had comparable mortality rates for
both 1986 and 1987.

Welcome news. While some criticize
his liberal use of HCFA data, Dr.
Pine's study is attracting the attention
of many mainstream organizations and
institutions. His client list inclUdQ
Hospital Research and Educa
Trust of the American Hospital .,
Chicago; Premier Hospitals Alliance,
Westchester, Ill.; and 1,081-bed Mas
sachusetts General Hospital, Boston.

In fact, in some quality-conscious
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QUALITY

circles, Dr. Pine's list has become
quite a hot item.

In the Philadelphia area, for exam
ple, George Green, M.D., read a letter
circulated by 658-bed Thomas Jeffer
son University Hospital to its medical
staff, employees and board. The letter
cited the hospital's low mortality rate,
which was highlighted in The Los An
geles Times' article.

Dr. Green, however, is the pros
pective pricing coordinator for rival
460-bed Abington (Pa.) Memorial Hos
pital. He immediately called Dr. Pine
to find out where his hospital stood;
Abington made the top 100.

"The consistency and validity of
HCFA's data have improved. Hospi-

'The consistency and
validity ofHCFA's data

have improved.'

tals can no longer discount the data
as 'bad research' and justify their
high mortality rates by claiming to
have sicker patients," Dr. Green
said.

Dr. Green has shared Dr. Pine's re
search with Abington's 400 staff phys
icians to increase physician support of
the hospital's tough quality assurance
procedures. Dr. Green also has used
the research to check the accuracy of
data generated by the hospital's qual-

ity information systems.
Abington also may get involved in a

joint mortality rate marketing effort
with another competitor and fellow
100-club member, 254-bed Holy Re
deemer Hospital and Medical Center,
Meadowbrook, Pa.

Meanwhile, 450-bed Overlook Hos
pital, Summit, N.J., issued a press re
lease in March spreading the news
that it had made Dr. Pine's top 35 list.
The hospital also sent 7,000 letters to
its physicians, employees and others
about its low mortality rate.

"It was good to get some external
reinforcement that we are as good as
we think we are," said Michael Snif
fen, Overlook's president. -

WIIGIIIIIID
University of W1lOOnsin HioIpilal, MedIaon
St. Joseph', Hospital, MtrahfltkI

Spll!b PI_
SIoux Valley HioIpilal, Sioux Fall'

WMb'ngtpn
OI_n... Hospital, Spokane
Virginia Mason Hoapital. StaIlIe

Sgu!!I Cvp!!M

Roper Hospital, ChartesloD

.llIIb
LOS Hoapital, SaJt Laka City

W.atehtltar County MedIcal Cenler, Valhalla
Wh-. Plalna Hospital MedIcal center, Whllt Pteina

I'Innl1/lylnil
AbIngtDn Memorial Hospital, Abinglan
Lehigh Valley Hoapital center. A11tnlown
Franklin Regional MedIcal Center, Franklin
Lancultr G.n.ral HoepilII, Lencatar
Holy Redeemer Hospital and MedIcal center,

MeadowbnIok
P.nneylvenla Hospital, Plil8delphla
HioIpilal of tha University of Panneytvanla, PIiI8deIphla
Thoma J.fferson Univeralty Hospital, Phll8delplia
Allegheny a.neral HoapitaI, PitlIllurph
Mt~HOapital,~~h

Roben Packer HQIPllaI. Saytw

mdA
Cleveland CUnlc Hoapital. CleveIMd
OhIo State University Hospital. COIumbua

Nqr!b pa-
St. AIeJdus HioIpilal. B!Iman:k

IDII
Unlverl/ty of Texu M.D. Anderson Hospital and

Tumor lnatitult It HouIlOD
Th. Methodlll Hospital. Houaton
Southwtst T.xu Methodist Hospital, san An1llnlo

T,n.'·
BaplIIl Memorial Hoapital, Memphll
MethodIst Hospital of Memphll, Memphll
HCA Parkview Medical Center, NUh1IlIIe
St. Thoma Hospital, NaahvtlleHtw.!trlly

Overtook Hoapital. Summit

~
North Shore University Hospital. ManIlUael
Beth Israel Medical Center, New York
cabrini Medical Center, New York
Doclors HOspital, New York
Lenox Hili Hospital, New York
Malmonidel MIedlcal Center, New York
Memorial Hospital, New YOrk
Monteflora Medical Cent.r, New York
Mount Sinal Medical Center, New York
Society of the N.w York Hospital. New York
New York University MIedlcal Center. New York
Presbyterian Hospital, New York
United Hospital. pon Chester

New England Deacon... Hoapilal. IloIllln
New England MedIcal Center, Boston
Lahey CUnIc. Burtlngton
Mount Aubum Hoapilal. cambridge
Newton-Wellealey HioIpilal, NewlOn
WaJlhamWeaton HQIPllaI and MedIcal Center, Waltham
Worcester Memorial Hospital,WO~

MPn1IDI
Deacone.. MedIcal center, BIlUng,

MIDDIIP!a
Abboll·Nonhweelem Hospital, M1nne8llOli'
University of Minnesota Hospital and CUnIc,

Mlnneapolil
Rochest.r Methodist Hoapital, Rochester
St. Mary's Hospital, Rochlal.r
St. Cloud Hospital, St. Cloud
MethOdist Hospital, St. louis Park

MIIIAIItI
St. Mary's Hospital, Rochest.r
COlumbia Regional HioIpilal, COlumbia
Menorah MedIcal Cent.r, t<anau City
Research Medical Center, t<anau City
St Luka's Hoapital, Kanau City
BamesHoapital,St.~

Jewish Hospital of St, louis
St. Luka', Hoapital, Chest.rfield

--University of Michigan Hoapitall, AM Arbor
Sinal Hospital, Detroit

AIIlIIIUa
Baptist Medical Center, Ullie Rock

CII1lamII
Scripps Clinic Research Foundation, La Jolla
Scripps Memorial Hospital, La Jolla
Cedars·Slnal Medical Center, Los Angeles
UCLA Hoapilal Center for Hea_h SCiences, Los Ang.les
Eisenhower Memorial Hospital, Rancho Mirage
St. Mary's Hospital and Medical center, San Francisco
University of California at san Francisco Medical Center.

San Francisco
St. Johns Hospital and Hea_h Center, Santa Monica

E1PIkII
Doclors Hospital, COral Gablas
Southwest Florida Regional MediClI Center, Fon Myers
Shlnds Teeching Hospdal and Clinic, Gainesville
Miami Hean InstMa, Miami Bllch
Mount Sinai Medical Center, Miami Beach
Venice Hospital, Venice

PIItr1et pI Co!ymbll
Georgetown university Hospital
Sibley Memorial HOSpital
Washington Hospital Center

LmIIIIIDa
St. Francis Medical center, Monroe

MMycbyUUI
Beth Israei Hospital, Boston
Brigham and Women's Hospital, Boston
Massachusetts General Hospital, Boston
New England Baptist Hospital, Boston

Source: Michael Pine & Associates

100 hospitals with the lOwest MedIcare patIent mortality rates

A1IIIIma
D C H Regional Medical Center, Tuscaloosa

1lllnP1a
Cook County Hospdai. Chicago
Nonhwestem Memoriai Hoapdal. Chicago
Rush·Presbyterian·St. Luka's Medical Center, Chicago
Evanston Hospital, Evanston

{iJg[gIa
Crawford W, Long Hospital. Atlanta
Emory University Hospital, Atlanta
St. Joseph's Hospital, Savannah

MII:XlIDA .
Greater Baltimore Medlcel Center, Ba_imore
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Special Communications

Interpreting Hospital Mortality Data
How Can We Proceed?
Katherine L. Kahn, MD; Robert H. Brook, MD, ScD; David Draper. PhD; Emmett B. Keeler, PhD;

Lisa V. Rubenstein, MD, MSPH; William H. Rogers, PhD; Jacqueline Kosecoff, PhD

o

DATA about whether patients live or
die following short-tenn~are hospital
ization can serve at least two purposes:
(1) to detennine if hospital perfonnance
has improved or deteriorated over time
and (2) to determine if performance dif
fers across hospitals at one given time.
Hospital mortality figures have been
used in this manner primarily because
such data are readily available, easy to
understand, and potentially important
to the public. However, if mortality
data are to be used for these purposes,
they must reflect actual differences in
the quality of care, not other factors,
such as patient sickness at admission.

see also pp 3611 and 3617.

We have been studying hospital mor
tality and other outcomes as part of a
clinically detailed national study to as
sess the impact of the diagnosis related
group (DRG)-based prospective pay
ment system (PPS) on the quality of
care for hospitalized Medicare patients.
In this report we document and justify
some of the design decisions we made in
planning the study. We believe these

From the Health Program. RAND Corp (Drs Kahn.
Brook. Draper. Keeler. Rubenste,n. and Rogers). and
Value Health SCiences Inc (Dr Kosecoff). Santa Monica.
Calif: and the Depanments of MediCine and Public
Health. University of Califomia at Los Angeles (Drs
Kahn. Brook. Rubenstein. and Kosecoff).

The opinions. conclusions. and proposals in this ani
cle are those 01 the authors aione and do not necessar
ily represent the views of the RAND Corp or UCLA.

Reprints requests to the RAND Corp. PO Box 2138.
1700 Main St. santa Monica. CA 90406-2138 (Dr Kahn).

JAMA. Dec 23/30. 1988-VoI260. No. 24

decisions are relevant to understanding
how hospital mortality varies both over
time and across hospitals at the same
point in time. In addition, justification
for the design decisions provides a
framework for understanding the steps
that need to be taken to assure that the
outcome data are useful.

'Ib understand how mortality can be
used as a meaningful measure ofquality
of care, at least three basic issues must
be addressed:

1. Should we look at disease-specific
or across-disease outcomes and mortal
ityrates?

2. How should we adjust outcomes
for sickness at admission?

3. How should we sample patients
and hospitals?

USING DISEASE-SPECIFIC
MORTALITY RATES

Mortality following short-tenn hospi
talization is a meaningful measure of
quality only iflower rates are associated
with better medical care. For patients
with treatable diseases (eg, pneumo
nias, congestive heart failure), a re
duced mortality rate could reflect bet
ter care. By contrast, for patients with
tenninal diseases (eg, end-stage can
cer), death may be a sought-after and
inevitable outcome, and a higher mor
tality rate thus may not reflect poor
quality of care. For this latter group of
diseases. the functional status and qual
ity of the dying experience may be more
appropriate measures ofquality ofcare.
'Ib develop a valid measure of the quali
ty of hospital care based on mortality
data. we must combine evidence in the
literature about the effectiveness of

care with clinical judgment, and we
must select diseases for which medical
care is efficacious in postponing death.
Studying the mortality associated with
highly prevalent diseases is also useful,
because what is learned will be apPliCJbD-'
ble to a large number ofpatients. ... ..

Selecting diseases with relative',
high mortality rates helps make it pO:,Sl
ble to do meaningful statistical ana
lyses. Four medical diseases account for
approximately 15% of Medicare admis
sions to short-tenn~general hospi
tals: congestive heart failure (5.6%),
pneumonia (3.6%), cerebrovascular ac
cident (2.9%), and acute myocardial in
farction (2.7%). These same conditions
account for approximately 30% of in
hospital Medicare deaths and are associ
ated with significant mortality rates
within 30 days after hospital admission:
congestive heart failure (15%), pneumo
nia (19%), cerebrovascular accident
(20%), and acute myocardial infarction
(26%). In addition, for each of these con
ditions, mortality rates vary substan
tially among hospitals. For example,
among hospitals with 25 or more pneu
monia admissions in fiscal year 1986,
unadjusted 3O-day postadmission mor
tality rates varied from 0% to 60%. I

In addition, each ofthese four medical
conditions can be diagnosed by means of
a reasonable set of diagnostic criteria.
Studies ofhospital mortality differences
among Medicare patients should begin
with consideration of these diseasep
Focusing on prevalent conditions fI
which differences in hospital mortalit
data exist results in the exclusion of all
surgical and psychiatric conditions. We
chose to include a surgical and a psychi-
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atric condition. We chose hip fracture
for the surgical condition because it has
high frequency, is predominantly treat
ed with surgery, and has a higher 30
day postadmission mortality rate than
other prevalent surgical conditions. We
chose depression for the psychiatric
condition because it is the most preva
lent psychiatric reason for admission to
a short-term-eare hospital. If diseases
with low mortality rates, such as hip
fracture or depression, are included in
quality-of-care studies, it is important
that outcomes other than mortality are
also studied.

Th study the mortality associated
with a specific disease, patients with
that disease need to be distinguished
from other patients. Diagnosis related
groups or the International Classifica
tion ofDisease (ICD-9-CM) codes can be
used for that purpose. The DRGs were
developed to group together patients
with similar expenditures for hospital
care who also had related clinical prob
lems. In contrast, the ICD codes were
developed specifically to group patients
who had similar clinical diagnoses and
surgical procedures. Defining patient
groups using the ICD codes rather than
DRGs is more likely to result in patient
groups whose clinical outcomes are
uniform.

Even after patients are selected by
ICD-9-CM codes, there will be clinical
heterogeneity in the sample, because
the coded diagnoses may not describe
the patient's admitting diagnoses in suf
ficient clinical detail. 2 One way to in
crease the sample's homogenity is to
apply clinically based inclusion and ex
clusion criteria. The clinical criteria
could verify, for example, that among
patients assigned an acute myocardial
infarction code (ICD-9-CM code 410), all
patients had evidence of an acute infarc
tion according to a specified combina
tion of historical, electrocardiographic,
and enzyme evidence. Those without
such evidence would be excluded. Fur
thermore, patients who had infarction
as a complication rather than as the
cause of the hospital admission would
also be excluded. We selected patients
for each disease by using ICD-9-CM
codes and then applied clinically de
tailed inclusion and exclusion criteria.

Supplementing Mortality Outcome
Data With Other Outcome Data

Even when we select diseases for
study because of their relatively high
mortality rates, the number of patients
who die during or immediately follow
ing hospitalization in any time period or
within any hospital will be small. This is
particularly true if diseases with lower
mortality rates than those mentioned
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here are studied or if a younger, non
Medicare cohort of patients is included.
Even in the most favorable circum
stances, a large sample size is required
to identify statistically significant dif
ferences across time periods or hospi
tals. For example, approximately 1400
patients are required in both the pre
PPS and post-PPS study samples to
achieve at least an 80% chance ofdetect
ing a change of at least 3.5 percentage
points in mortality from a pre-PPS mor
tality rate of 12%.

One possible way to increase power
without increasing sample size is to in
clude outcomes other than death (eg, in
hospital complications, changes in func
tional status). For example, for patients
with acute myocardial infarction, one
could collect information about the
occurrence of complications (eg, coma,
shock, or pneumonia), of periods of
clinical instability (eg, unstable vital
signs or new onset of altered mental
status), or of life-threatening laborato
ry values (eg, serum potassium level
<2.5 mmoUL).

Ignoring nonfatal adverse in-hospital
outcomes and focusing only on whether
the patient is discharged alive or dead is
equivalent to assigning patients a score
ofeither 0or 100 on an outcome scale. It
is not only reasonable but probably im
portant to assign a score between 0 and
100 to patients who suffer adverse in
hospital outcomes but who do not die
during the hospitalization or in the im
mediate posthospital period; ifthese pa
tients were followed up for a longer time
period, a large number of them would
die, and others would have reduced
functioning. We included nonfatal in
hospital complications. Further work is
required to determine how much bene
fit is obtained from this additional infor
mation about the quality of care bal
anced against the additional costs of
data collection and analysis.

Defining the Interval for
Studying Outcomes

Regardless of the outcome to be stud
ied, choosing the time period during
which patients are observed is impor
tant. For example, one might study in
hospital outcomes, outcomes for an in
terval after admission (eg, 30 days after
admission), or outcomes for an interval
following discharge. Th avoid bias, it is
important to select the same interval for
all patients studied. 3 For instance, if we
studied only in-hospital outcomes, hos
pitals with longer average lengths of
stay would have a greater number of
days during which the outcome could be
observed than hospitals with shorter
lengths of stay. Alternatively, ifwe con
sidered a fixed time interval after ad-

mission, all patients would be observed
for that time period regardless of
whether they remained hospitalized or
had been discharged.

Selecting a fixed time interval from
admission has theoretical advantages
but also creates a problem; the data on
which the analysis is based must include
information from both the in-hospital
and postdischarge periods. Collecting
such information can be difficult. This is
true both for the Medicare population,
for whom Social Security databases ex
ist, and for the nonelderly population,
for whom the National Death Index (a
registry of death certificates main
tained by the National Center for
Health Statistics) may be used.· We
gathered in-hospital data from the
medical record and supplemented it
with postdischarge data obtained from
Health Care Financing Administration
files and fiscal intermediary databases.
ADJUSTING OUTCOMES

Patient CompleXity
Th use mortality rates as a meaning

ful proxy for hospital quality ofcare, we
must know the complexity of the pa
tient's condition (sickness at admission)
prior to the delivery of in-hospital care.
Mortality rates can then be adjusted for
complexity.5.6 We used literature re
views and consensus panels to identify
variables that have been found in clini
cal studies to predict outcomes. Patient
characteristics that predict outcomes
and are sufficiently frequent to be worth
collecting can be abstracted from the
medical record and tested to see if they
help to explain the variability in out
comes across time periods or hospitals.

Patient complexity measures should
be multidimensional. Information about
morbid conditions that relate to the rea
son for hospital admission (eg, history of
valvular heart disease in patients with
congestive heart failure or history of
coma in patients with cerebrovascular
accidents) should be collected. In addi
tion, comorbid conditions that describe
clinical problems other than those relat
ed to the reason for hospitalization
should be included. For example, de
pression has been demonstrated to be a
predictor of outcomes for patients with
acute myocardial infarction. 7 Function
al status prior to hospitalization consti
tutes another variable that has been
demonstrated to be an important deter
minant ofoutcome. Forexample, ambu
latory status prior to a hip fracture or
cerebrovascular accident is an impor
tant determinant of whether a patient
lives or dies, while incontinence is an
important determinant of relocation
from home to nursing home.8.8 In consid
ering patient characteristics that may
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influence outcome, attention should be
paid to collecting information about
both acute and chronic conditions.

When studying the effect of complex
ity on outcome~. it is important to use a
clinical modi:' )ased on principles of
pathophysiolu.S and clinical judgment.
It may be that acute complexity vari
ables (eg, fever, acute acid-base distur
bances, and meningitis) have important
effects on short-term ou' ,:omes (in-hos
pital or 30-day postadmission mortality
rates), while chronic complexity vari
ables (eg, cancer, malnutrition, demen
tia, and depression) have important ef
fects mostly on long-term ontcomes (eg,
six-month postadmission I: cality rate
and functional status). Ii :iarticular
complexity variable is not ;;nportant in
the prediction of short-term outcomes,
it should not be discarded until its effect
on long-term outcomes is also studied.

Collecting Complexity Data

'lb be useful, complexity data must be
accurate. Complexity data can be ob
tained from routine billing information,
through prospective data collection,
and from the medical record. Age, sex,
and diagnostic categories are available
from billing data, but this information
may not be sufficient to provide an 3de
quate adjustment for the effect of ':Dm
plexity on outcome.6 Prospective data
collection can make use of a patient in
terview or a checklist completed by a
physician or nurse. Unfortunately, such
techniques cannot be used to describe
past hospital performance, and they are
not currently feasible for routine use.

Medical record review is currently
the most feasible system for collecting
complexity data across time periods and
hospitals. However, there are chal
lenges associated with abstracting clini
cally meaningful complexity data. 1(1,12

1. After most complexity variables
have been precisely defined, multiple
data sources within the medical record
need to be reviewed (ie, physicians'
notes, nurses' notes, x-ray reports, lab
oratory results, electrocardiograms,
and pathologic findings).I;1,18 For exam
ple, to recognize whether the patient is
immunocompromised, the patient's his
tory should be examined for use of the
word immunocompromised, for diag
nostic equivalents (eg, metastatic can
cer), and for the use of immunocompro
mising drugs (eg, chemotherapy or
steroids). Review of the physical exami
nation results provides evidence about
cachexia, debilitation, or thenar wast
ing, and review of laboratory reports
provides information about white blood
cell counts and albumin values.

2. One has to avoid both overstating
the complexity level of patients who
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have multiple descriptions of complex
ityand understating the complexity lev
el of patients with only a single descrip
tion. For example, some records
describ'-, natients as sick according to a
numbe~··f factors (eg, history, diag
noses, '.~ cl of medications, physical ex
amination results, and/or laboratory
data), while other records only use one
term to describe an equally sick patient.
In collecting and analyzing complexity
data across time periods, institutions,
or places, reasonable criteria must be
developed to identify patients with sim
ilar complexity levels, even if there are
varying amounts ofcomplexity informa
tion in the record.

3. Careful attention should be paid to
differences in medical language and re
cording practices. For example, if the
study uses data from different time pe
riods, one might expect differences in
recording, since incentives for record
ing have changed over time. Physicians
in different settings, such as teaching vs
nonteaching hospitals or different sec
tions of the country, may use different
vocabularies to describe the same level
ofcomplexity.

4. Special care must be taken when
using reports of studies rather than the
raw data. This is especially true when
using reports ofroentgenographic stud
ies. Rev lew of the medical record allows
access to the radiologists' (and/or clini
cians') reports rather than to the
roentgenograms themselves. Because
roentgenograms may provide valuable
information about patient sickness at
admission (eg, the presence of conges
tive heart failure or pulmonary edema
for patients hospitalized with acute
myocardial infarction or the presence of
infarct, hemorrhage, or increased intra
cranial pressure for patients hospital
ized with cerebrovascular accident), it
is important to develop a valid system to
grade the severity of roentgenographic
findings. 1;1,18

5. An approach must be developed
for handling unrecorded or missing
data. For example, in the admission his
tory and physical examination, physi
cians customarily report all important
positive historical and physical findings
but only pertinent negative findings.
This means that abstraction from the
medical record of many clinical charac
teristics present at the time of admis
sion can identify the presence of a clini
cal problem but cannot distinguish the
absence ofthe condition from a situation
in which no data were found in the
record about the presence or absence of
the problem. Under these circum
stances a bias can result if complexity
variables are not carefully selected, be
cause a hospital with detailed recording

practices might appear to have sicker
patients than a hospital with less-c~.•,. •
prehensive practices. 'lb reduce'
likelihood of bias, complexity meas
should include only itemsfrom the medi
cal record that generally would be re
corded if the patient had the disease in
question. If this rule is followed, it will
be possible to assign normal values or no
comorbidity if specific data are absent.
For example, if there is no report about
abdominal pain on examinatlOn, the pa
tient can be considered to have no pain.
These decisions can be tested by com
paring whether patients with missing
data are more or less likely to die or
suffer some other adverse outcome than
are patients who have known negative
or normal findings.

Preliminary results indicate that pa
tients with missing laboratory data
were no more likely to die than those
with normal laboratory values, so that
inferring normal values was reasonable.
Because the degree of uncertainty in
creases with the amount of data in
ferred, caution is required in interpret
ing the findings ofstudies in which large
amounts of the data were infer''' ,;. par
ticularly if one time period c 'D of
hospitals has more rnissi;.~ :an
others.

6. Just as a choic( "eds to be _.. "
between disease-sp",· ,uc and nor~
cific sampling, a choiu needs to be I; ,

between using a generic measur! ,of
complexity and a disease-specific mea
sure. Although APACHE II (Acute
Physiologic and Chronic Health Evalua
tion), which uses the same items and the
same weights to determine complexity
across diseases, has been shown to ac
count for a noticeable amount of the
variability in hospital outcomes, clinical
principles suggest that such a generic
measure should be supplemented with
various disease-specific items and
weights.'9 Our preliminary work and
the findings reported elsewhere in this
issue of THE JOURNAL- suggest that
the disease-specific approach produces
models that better predict the outcome.
We do not yet know whether this im
provement is outweighed by the in
creased cost of gathering more data
from the medical record.

PATIENT AND HOSPITALSAMPUNG
Collecting information on complexity

is costly. This is true whether one is
trying to study changes in outcomes
over time or differences in hospital mor
tality at any point in time. 'lb Prod:;)'
the most cost-effective sample" "
studyingthe effect ofa PPS on the q
ty of care, we used cluster sampling
based on five states representative of
major geographic regions of the coun-
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try, and we used four to six geographic
areas in each of the states. We then
randomly sampled approximately 12
hospitals in each area and approximate
ly 60 patient records per hospital. Such
asample, which can be constructed to be
representative of the US hospital and
patient population, is also relevant to
any effort at a national level to examine,
at one point in time, differences in pub
licly released hospital mortality rates.
If it is desirable (and this appears to be
the case) to adjust publicly released hos
pital mortality data for patient complex
ity, at least two sampling strategies are
possible.

1. The first option makes use of the
above strategy and produces for a na
tionally representative sample informa
tion for specific conditions on the
relationship of selected complexity vari
ables to mortality rates, a mean value
for each ofthe complexity variables, and
complexity-adjusted mortality rates for
the hospital sample. Using such data a
hospital could adjust its publicly re
leased disease-specific, age-adjusted,
and sex-adjusted mortality rates. 22 Hos
pitals could calculate an expected and
observed number of deaths for each dis
ease and compare them statistically
with the national sample. Only hospitals
in the higher region ofthe raw mortality
distribution for a given disease might
wish to collect the additional data and
perform the appropriate analysis.

2. The second option involves collect-
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USING ADJUSTED OUTCOME DATA
AS A MEASURE OF QUALITY
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comes are available for patients in a rep
resentative group of hospitals, we can
use logistic and other regression meth
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even across diseases, which variables
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come data across hospitals, the next
step is to assess whether the adjust
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care. Once data about the process of
care (ie, what health professionals do to
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or for patients) are also collected, after
clinical models are specified and out
comes are adjusted for complexity, we
can determine whether a better process
is associated with a better outcome. 23

This work is currently under way as
part of the RAND Prospective Pay
ment Study. When such relationships
are found, we can increase our confi
dence that differences in outcomes ei
ther over time or across hospitals truly
reflect differences in the quality ofcare.

With the recent changes in financial
incentives for hospitals and the evi
dence of large variations in age-, sex-,
and disease-specific mortality rates
across hospitals, it seems worthwhile to
try to understand what outcome mea
sures can tell us about the quality of
care. The steps described here summa
rize some of the tedious, costly, and in
tellectually challenging issues that need
to be considered in trying to relate dif
ferences in outcomes to differences in
the quality of care. Research on the
subject is not likely to occur without
the use of hospital mortality rates, but
users must realize that more research is
needed to increase the validity of this
information.
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measures to evaluate dyspnea. However, the studies
cited examined patients with less severe chronic ob
structive pulmonary disease than that of the patients
in our trial. Fully 60 percent of our patients retained
more than 45 mm Hg of carbon dioxide. It is possible,
therefore, that the effects of theophylline that we ob
served may apply only to patients with severe chronic
obstructive pulmonary disease. However, similar
changes in the PpllPplmax ratio and the dyspnea score
were observed after theophylline treatment in both
patients who retained carbon dioxide and those who
did not.
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SPECIAL ARTICLES

HOW CAN WE PAY FOR GRADUATE MEDICAL EDUCATION IN AMBULATORY CARE?

JOHN M. EISENBERG, ~1.D.

T HE need for expanded training in ambulatory
care is clear, not only in specialties that have tra

ditionally emphasized outpatient practice (such as
dermatology and family medicine), but also in special
ties that have recently begun caring for more of their
patients outside the hospital (such as anesthesiology
and surgery).

In any setting, graduate medical education depends
on many sources of financial support, the most sub
stantial of which is hospital revenue. In 1985-1986,
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hospital revenue from service to patients accounted for
81 percent of residents' stipends and benefits. l In in
ternal medicine, hospital revenue from Medicare cov
ered 26 percent nl residents' salaries and all hospi
tal revenue from patients covered 69 percent. 2 State
and local governments accounted for 10 percent,
and the Veterans Administration and armed forces,
16 percent. The remaining 5 percent came from feder
al training grants, professional fees, medical school
funds, foundation grants, and gifts.

Educators have found training in ambulatory care
exceedingly difficult to finance from these sources.
This article explores the financing of ambulatory care
education for residents and su~gests ways to reconcile
the present disparity between the educational needs of
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future physicians and the activities they are paid to
perform. Because Medicare is an important source of
funding and because it is public, most examinations of
the financing of graduate medical education have fo
cused on it. Alternatives must also be explored. The
income of physicians is one potential source, and fed
eral grants and state support are others. Further op
tions include redirecting support from Medicaid and
the Veterans Administration and using legislative,
regulatory, professional, or marketplace ini tiatives to
make funding available.

MEDICARE PART A AND TRAINING IN AMBULATORY

CARE

Medicare pays hospitals for its share of the costs
incurred in connection with graduate medical educa
tion. Payments for direct costs support training pro
grams, and payments for indirect costs recognize the
higher expenses of care in teaching hospitals.

Payment for the Direct Costs of Education

By 1979, Medicare's payments toward the direct
costs of teaching programs were separate from its pay
ments toward the routine costs of hospitals. Not until
1985 were increases in the payment per resident limit
ed to the rate of inflation. The Health Care Financing
Administration (HCFA) expected to spend $975 mil
lion in 1988 for these direct costs. 3 However, con
straints on its payments have limited the reimburse
ment of hospitals for education in ambulatory care.

Before 1986, the time residents spent in outpatient
settings and the cost of administering outpatient
education were only acknowledged by Medicare if
the setting was part of the hospital. In the Omni
bus Budget Reconciliation Act of 1986, Congress
broadened Medicare's responsibility by requiring that
the time residents spend in ambulatory settings be
acknowledged if the hospital incurs "all or substan
tiallv all" of the cost of the training. This legisla
tion was important in establishing that outpatient
training centers need not be located at the hospital or
owned by the hospital. However, the law's implemen
tation is still uncertain with regard. for example, to
how much of the cost of training constitutes "substan
tiallvall."

The rules under which payment is made for faculty
time also render it difficult for some hospitals to
finance training in ambulatory care. The expenses of
outpatient teachers can be included in the direct costs
of medical education if they are incurred by the
entitv that owns the hospital (e.g., a university). How
ever. teachers who are not employees of an entity
that includes the hospital cannot be paid through
~ledicare unless the hospital pays them directly and
by written agreement. Even if such an arrangement
were made now. the hospital would be limited to the
costs it showed in 1984. Therefore. it may be finan
cially disadvantageous for teaching physicians to take
the responsibility for outpatient programs from the

hospital, despite the potential clinical and educa
tional advantages.

Indirect Medical Education Adjustment

Medicare also pays for indirect costs associated
with graduate medical education - the higher ex
penses that teaching hospitals incur, perhaps because
they handle more complex cases or order additional
services for patients in their teaching programs. In
1988, the HCFA expected to spend $2.02 billion for
these indirect costs. l

When the HCFA began paying hospitals under the
system of diagnosis-related groups in 1983, the agency
included interns and residents working in hospital
outpatient areas and emergency rooms in determining
the indirect cost of medical education.'~-7 In 1985,
however, an HCFA regulation eliminated the time
residents spent in ambulatory care from its calculation
of the number of full-time-equivalent residents. Argu
ing that its contribution toward indirect costs was in
tended to pay for the "intensity of teaching activity,"
the HCFA reversed its earlier position that the contri
bution served to recognize the increased costs of care
in teaching hospitals.a Congress disagreed with the
HCFA. The Consolidated Omnibus Budget Recon
ciliation Act of 1985 stipulated that house staff's
outpatient time must be included in calculating the
adjustment for indirect medical education costs. Con
gress thus averted the risk that hospital administrators
would be penalized for facilitating outpatient educa
tion. In what may have seemed on the surface to be a
trivial debate over regulatory language, the HCFA
received a clear message from Congress about the im
portance of ambulatory care education.

Nonetheless, current HCFA guidelines still dis
criminate against training in outpatient centers other
than hospital clinics. The time residents spend there is
not included in the full-time-equivalent calculations
for the payment of indirect costs (although it can
count for the payment of direct costs). If a resident's
training moves from a hospital-run clinic to a faculty
run clinic - even at the same location - the resi
dent's time no longer counts toward the indirect ad
justment. The adjustment factor dropped in October
1988 to 7.7 percent (from 11.59 percent in 1984) for
each 0.1 percent in a hospital's ratio of residents to
beds; the loss of one resident in a 500-bed hospital
would mean a 0.16 percent reduction in the payment
per case by Medicare.

Linking Financing to Education in Ambulatory care
Other changes could be made in the Medicare pay

ment system to facilitate the dedication of hospital
resources to education in ambulatory care. In 1986,
several members of Congress proposed weighing more
heavily the time residents in the primary care disci
plines spent in ambulatory care. Even if these propos
als had been enacted, an operational issue would have
remained: the inconsistencies in some institutions in
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the financing of graduate medical education and the
budgeting of hospital revenue. For years, the directors
of outpatient clinics n~ ;lOspitals have complained that
cost-accounting com" ,ltions burden them with an ex
cessive share of hospital overhead, and that payments
for education are not always used to support educa
tional programs. These budgetary allocations (of
funds such as those recovered from faculty time-and
effort reports) are principally a local matter, but they
may make it even more difficult to fund training in
ambulatory care in some institutions.

MEDICARE PART B AND PAYMENTS TO PHYSICIANS

Most outpatient care is funded through payments
for physicians' services, such as those made under
Medicare Part B. If a supervising physician has not
already issued a bill and if educational costs have not
already been assumed by a teaching hospital, the work
of licensed residents is payable as physicians' services.
However, the payment of physicians includes no ad
justment - such as that included in payments to
hospitals - for the costs associated with medical edu
cation. Residents would need to generate enough rev
enue to pay their own salaries and benefits, the cost of
the practice, the cost of their teachers, and the other
costs of education in ambulatory care.

Physicians' revenue from the care of patients al
ready constitutes a major source of support for medi
cal school faculty members. Between 1963-1964 and
1985-1986, clinical income increased from 3 percent
to 34 percent of medical school revenue. Obviously, its
proportion of the revenue in clinical departments is
even higher.9

,10 Faculty members are increasingly de
pendent on their own clinical income to subsidize
teaching and other activities. However, there are clear
disincentives to the teaching of ambulatory care in
the charges historically recognized by Medicare Part
B. For example, the payment for a physician's visit
to an inpatient is from 11 percent to 32 percent higher
than the payment for a similarly coded outpatient
visit. I I The payments for procedures are more hand
some than those for evaluation and management serv
ices. 12 As a result, payments to physicians offer less
potential support for outpatient education than for
inpatient education and less in the primary care spe
cialties than in those that perform highly paid techni
cal services.

There are also limits on the ambulatory care serv
ices in teaching centers that can be billed to Medicare.
The medical record must indicate clearly that the su
pervising physician personally performed the service
or was present when the service was furnished. Col
will l3 has suggested that full compliance requires ad
ditional fatulty, tends to undermine the relationship
between the resident and the patient, and probably
does not result in better care.

Thus, one of the ironies in graduate medical edu
cation in ambulatory care is that outpatient training
cannot be financed through payments for outpatient

services, but instead is subsidized largely through pay- J
ments for hospital services, insufficient though they
may be. Mechanisms that allow physicians' payments
to finance education in ambulatory care may offer a
sensible solution. 14 Two possibilities may be feasible.

First, payment for ambulatory care services should
be increased. Congress has already begun to act, pro
viding higher increases in the charges for office visits
allowed under Medicare in order to redress partially
inequities in payment schedules based on historical
charges. Continued and substantial reform in pay
ments to physicians is necessary.

Second, Medicare should offer a teaching adjust-
ment for payments under Part B to parallel that for
Part A. If the rationale for the current adjustment is
that teaching hospitals incur greater inefficiencies and
treat more severe cases, that rationale should apply as
well to outpatient medicine in teaching facilities. If
direct payments for medical education are intended to
support residents' salaries, why not pay the supple-
ment for ambulatory as well as inpatient care? The
HCFA would probably want to ensure that the teach-
ing center was legitimate and might require certifica-
tion by the residency director. The participation of
residents in the care of patients would also have to be
documented. The patient would make no copaYJT1f"~H

on the teaching adjustment. This Part B subsidv .
ambulatory care education could be financed witn ""\.
money saved through the recent reduction in Part A"til
indirect payments or through other mechanisms in
Part B, such as a more limited general increase in
allowable fees.

OTHER PAYERS

Educators complain about the insufficient financing
of ambulatory care education by Medicare, but other
payers provide even less support. Some third-party
payers fund a portion of residents' salaries as they are
reflected in a hospital's cost report, but many now
negotiate hospital rates without regard to the costs
incurred by the hospital.

Health Maintenance Organizations

When health maintenance organizations (HMOs)
and preferred-provider organizations negotiate for
lower prices, they are unlikely to be willing to support
education in ambulatory care. Payers who are driven
by market pressures will try to reduce their payments
as much as they can while still retaining access to
hospitals of acceptable quality. In less than 10 percent
of teaching hospitals do house staff receive part of
their training in a staff-model HMO. I Moore l5 has
described one exemplary model of HMO participa-
tion in primary care teaching: the Harvard Communi-
ty Health Plan has set aside about I percent of its
gross revenue for teaching, research, and community "\
service and has established a teaching department'J
with an outpatient teaching facility.

Federal regulations could facilitate the participation
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of HMOs in ambulatorv care education. The HCFA
might start by reconsid~ring the way Medicare pays
HMOs. The agency calculates what it would expect to
pay for each Medicare beneficiary in fee-for-service
facilities (the average allowable per capita cost) and
pays HMOs 95 percent of that amount. Because the
average cost includes the direct and indirect costs as
sociated with graduate medical education, Medicare
payments to HMOs include educational costs. HMOs
need not pay these costs when they negotiate the rates
they will pay hospitals or teaching clinics, however,
nor must they use the money to provide graduate
medical education. The HCFA should require that
HMOs that receive Medicare educational funds sup
port graduate medical education.

Medicaid

Many patients who seek care in teaching clinics are
indigent and are covered, if at all, only by Medicaid.
In most states, Medicaid payments are lower than
those of Medicare and other payers, and rates of col
lection from patients without insurance are notorious
ly low. Policies on educational reimbursements differ
widely from state to state. 16 Because Medicaid pay
ments also vary from state to state, it would be mis
leading to extrapolate from reports of the financial
solvency of teaching clinics where Medicaid rates are
relatively high. The problem of the care of indigent
persons also makes the example of educational subsi
dies at major referral centers (for example, the Mayo
Clinic or the Ochsner Clinic) difficult to extrapolate,
because hospital subsidies and the generosity of staff
physicians require that the hospital and the physicians
be reasonably satisfied with their own revenue first.
An alternative would be to distribute support of grad
uate medical education across all federal sources of
payment, to develop national standards mandating
state support of graduate medical education in ambu
latory care through Medicaid, and to subsidize educa
tion at hospitals that provide substantial amounts of
uncompensated care. Reform of long-term care fi
nancing could free substantial Medicaid funds to be
used in conjunction with care of the poor.

CAN PRACTICE REVENUE PAY FOR EDUCATION IN

AMBULATORY CARE?

Analyses of whether revenue from payments to phy
sicians can support education in ambulatory care have
produced ambiguous results. Some studies have con
cluded that outpatient teaching practices for residents
are substantially more expensive than nonteaching
practices. 17

•
20 Others have determined that residents

provide valuable services that, were other clinicians to
provide them, might cost more. 21

-
24 The answer prob

ably lies in the experience and efficiency of the resi
dents. For example, Stern et al. 25 found that produc
tivity offset the costs of primary care education only
among more senior residents. In another clinic, the
decrease in the number of patients seen when third
year residents were involved (0.31 visit per hour) was

only one quarter of the decrease when less experienced
trainees participated. 26

The ability of training facilities to operate efficiently
also seems to be important. Panton et al.27 found that
if a clinic was used at less than capacity, which is often
the case given the scheduling difficulties of residents in
outpatient medicine, the clinic would lose money. The
educators and administrators who direct teaching
clinics share some of the responsibility for the difficul
ty of paying for ambulatory care education. Increas
ing the allocation of revenue is only part of the solu
tion; reducing costs through more efficient practices is
another.

Part of the cost of shifting residents to outpatient
training arises from the need to replace them in pro
viding inpatient services, and some substitution of
other workers for house staff is feasible. 28 However,
shortages of other professionals, such as nurses, make
it difficult to relieve residents of their inpatient respon
sibilities. The service time of residents could also be
reduced through better clerical and technical support
and improved clinical information systems.

FEDERAL GRANT PROGRAMS

An alternative would be to separate the financing of
medical education from the payment for medical serv
ices. The federal government's part in financing grad
uate medical education could be channeled through
grants. Although Title VII of the Public Health Serv
ice Act was originally intended to increase the number
of health professionals,29 its subsidies were switched
in the 1970s to address specific problems, such as poor
distribution geographically and according to special
ty. The current program, which supports education in
general internal medicine, general pediatrics, and
familv medicine, was established in 1976. It has been
helpf~l in developing new curricula and initiating pri
mary care training, but the grants program has several
major shortcomings.

First, the available funding has been relatively
limited; it has supported an average of only 82 pro
grams a year (about IS percent of residencies) in in
ternal medicine and pediatrics. The residencies that
have received support for their primary care initiatives
have suffered year-to-year uncertainty about what lev
els of funding would be available and whether the
programs would be reauthorized. The funding of a few
residencies has helped to establish model programs in
ambulatory care education, but by and large their ex
periences have not been carried into the mainstream
of graduate medical education because of the limited
funds available to other programs and other special
ties. Many programs that have lost their funding have
found it difficult to invest resources and to maintain
the quality of primary care education, particularly the
biopsychosocial curriculum, the number of faculty
members teaching in ambulatory care centers, the su
pervision of residents by mental health professionals,
and curriculum evaluation. 30

Second, many educators have qualms about the
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guidelines for these grants. To ensure that programs in
i",'ernal medicine and pediatrics remain committed to
r,'fiary' .re education. the Bure~l of Health Profes
sions has equired that ,.' percent u' residents' time be
spent in a "continuity sc·tting," following a group of
patients. The guidelines make it difficult for residents
to gain exposure to other important elements of pri
mary care. such as occupational medicine and home
care, as ""l! as to have experience in a variety of
outpatient settings through preceptorships with com
munitv practitioners and HMOs and rotations with
specialists in other disciplines. Most disconcerting to
medical educators is the fear that a federal grants pro
gram, particularly a single national fund to support
education, could lead to more federally established
curricula, and curtail the faculty's responsibility and
authority.

De~"'((' the limited number of programs and re
strict) ,rrin,;ar requirement' 69 percent of the
primarv care programs in general internal medicme
and general pediatrics begun between 1976 and 1986
were federally funded. Given the small investment
(around 550 million a year, as compan'd with almost
$1 billion paid through Medicare r' . A for direct
costs), it is impressive how effecmely the grant
support has been deployed to improve training in
ambulatory care. The training record has also be'n
admirable: a higher proportion of graduates ! ..'

become board certified, more have chosen gene:,
medical practice, and more are practicing in under
served areas.30

Another difficulty that grant programs <ould ad
dress is the development of cost-effective :tpatient
teaching centers. Either through the curre.,t grant
program or through a new mechanism, additional
funds should be made available to create models for
more efficient practices in teaching clinics. 31

OTHER GoVERNMENTAL INITIATIVES

State Support

State support for clinical education (other than
through \ledicaid) varies widelv, both in its ap
proaches and in the 'nount of f<ading it provides. 16

Although some states Drovide operating subsidies that
range fr.', 51,353 to ' '0,478 per resident, support is
rarely t,;'marked for training in ambulatory care,
except ' - substantial support for family medicine.
With en. '" uragement (such as matching block grants),
states couid use their funds more p 1fectivelv to encour-
age ambulatory care education dl speC!:dties.

Veterans Administration

A substantial portion of graduate medical educa
tion in the United States is supported by the Veterans
Administration. In 1987-1988, the agency supported
8153 (12 percent) of the nation's residency positions.
Because most of these positions are occupied by resi
dents who rotate through Veterans Administration
hospitals from affiliated residency programs. about
30,000 residents train in agencv hospitals each year.

The Veterans Administration also supports over 2200 .\.
. medical school faculty members. 32.33 ....",

By and large, the Veterans Administration bases its
,upport of residents on their provision of inpatient
services in its hospitals, largely neglecting the impor
tance of ambulatory care in the agency's system,
which provides over 20 million outpatient visits a year.
The agency should revise its formula for allocating
residents: placing more emphasis on ambulatory care
workloads will encourage hospital administrators to
assign residents to outpatient responsibilities. The
Veterans Administration supports only 1 percent of
the positions in family medicine, and as might be ex
pected, supports no positions in pediatrics. It thus
provides relatively less support to the disciplines that
emphasize education in ambulatory care.

An All-Payer System

In addition to paying directly for medical care
and providing grants, the federal and state govern
ments should also encourage education in ambulatory
care through regulations and taxation. For example,
Petersdorf34 has suggested that a medical-education
lillld be created out of general tax revenues or an all
payer tax levied through most providers, incIudil1l!;
hospitals. A system in which all payers were req"lIed
to support their fair share of graduate ~r:edical ("
tion would relieve some of Medicar{~'s burdcf.'
facilitate the assignment of residents according to t."'-~ ....,
cational priorities.

PROFESSIONAL AND MARKETPLACE INITIATIVES

The Profession

T.' ~overnmentmust be involved in the finan.:mg
of graauate education in ambulatory care, but much
can also be done by the medical profession itself.
Residency review committees could encourage the al
location of funds by requiring that hospitals with ac
credited residencies offer a substantial amount of edu
cation in ambulatory care. A complementary action
would be to limit the time spent on certain inpatient
services, such as intensive care units. The profession
- particularly program directors and residency re
view committees - could agree to accredit fewer resi
dencies. The quality of education would probably
improve if residencies were concentrated in fewer
hospitals to which the resources for curricular devel
opment, faculty support, and training programs were
channeled. Simply shifting residency positions to pri
mary care specialties, as has been proposed, will not
solve the problem of financing education in ambula
tory care. Instead, even more residents would need the
very ambulatory care education that is so difficult to
finance.

Another proposed solution calls for tradeoffs in re
sources within medical centers. Perkoff35 has pointed .'
out that ambulatory care programs generate substan- .....",
tial income through referrals, diagnostic services, pre
scriptions. and hospital admissions. Revenue from
well-paid services could be (and already is in many
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cases) used to support less well paid activIties such
as education in ambulatory care. This might be diffi
cult, however, at hospitals that depend on a voluntary
faculty.

The profession could also make an assessment for
graduate medical education part of medical licensing
fees, as Perkoff36 has suggested, or mandate other
contributions from physicians. It is unlikely that the
full cost of education will be paid by outside sources,
and physicians will still need to volunteer their time
for teaching - or at least recognize that their teaching
will not be recompensed at the rate they are customar
ily paid for the care of patients. Ensuring the future
quality of medical care is certainly a social good, but it
is also a professional responsibility. Members of this
well-paid profession should be willing to sacrifice
some income by contributing in either time or money
to medical education.

Marketplace Approaches

In a climate in which free-market solutions are often
more enthusiastically received than those involving
government regulations or further federal expendi
tures, encouraging the marketplace to support medi
cal education might be explored. Perhaps, for exam
ple, the future employers of residents should finance
their educations. Residents could sign contracts with
future employers (such as HMOs) in exchange for
educational financing. In a similar way, the armed
services and the National Health Service Corps pay
the costs of undergraduate medical education in ex
change for a commitment to practice. Another alter
native is to reduce residents' salaries in order to reduce
their service responsibilities and offer them a better
education, but at the same time to make loans availa
ble to them. Grants rather than loans could be offered
to residents who enter undersupplied specialties, espe
cially those in which the anticipated income is lower.

CONCLUSION

The financing of ambulatory care education is es
sential if the country's future physicians are to be
trained appropriately. The national mandate may no
longer be to increase the number of physicians, but
society still has the responsibility to give health care
providers training that is suitable to the demands of
future patients. The emphasis on ambulatory care is
increasing in all specialties, and it is essential that
the financing of graduate medical education be re
formed.The debate must move beyond the limitations
of one funding source (Medicare) for one site (the
hospital).

Two major themes emerge from this exploration of
the financing of graduate education in ambulatory
care. First, the current federal system of financing
makes it advantageous to train residents in inpatient
settings. The dollars currently available for graduate
medical education could be redistributed to stimulate
rather than discourage other essential aspects of train
ing, such as ambulatory care. Second, all who pay for

medical care should be required to pay for education
as part of the cost of care. The limits of current financ
ing for hospital care already constrain the ability of
educators to respond to changes in the nature of prac
tice, and Medicare and other payers seem to be seek
ing ways to avoid their traditional responsibility for
graduate medical education. An all-payer scheme
would mandate equitable levels of reimbursement for
the costs of residencies and spread those costs among
all who pay for medical care. Centers that provide
uncompensated care would be subsidized. Other
sources of support, such as grants, could then pay for
curricular innovation, evaluation, and faculty devel
opment.

In summary, the federal commitment to education
in ambulatory care through payments to hospitals
should continue, but other sources must also be
sought. In reforming the system of payments to
physicians, we should explore educational subsidies
through Medicare Part B and other payers. Grant pro
grams should be continued, but their guidelines must
be flexible enough to allow curricular independence
and innovation. Regulatory options should be ex
plored, and we should assess the potential of the mar
ketplace to improve the commitment of residency pro
grams to education in ambulatory care. Finally, the
medical profession must recognize its own responsibil
ity to identify new ways to finance graduate training in
ambulatory care and to provide it efficiently.
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EDUCATION IN AMBULATORY CARE - FINANCING IS ONE PIECE OF THE PUZZLE

JAMES D. BENTLEY, PH.D., RICHARD M. KNAPP, PH.D., AND ROBERT G. PETERSDORF, M.D.

M EDICAL education at both the undergraduate
and graduate levels is based on the premise

that students and residents learn best by partici
pating, under supervision, in the day-to-day care
of patients. Historically, most of this clinical educa
tion has taken place on the inpatient services of teach
ing hospitals. Although a few visionary medical edu
cators have argued that inpatient training should be
complemented by a meaningful education in ambula
tory care, the movement to increase the ambulatory
care component of training grew little in the 1960s and
1970s. In fact, some senior facultv members have ob
served that there was more educ~tion in ambuiatory
care in the 1950s, when they were residents, than in
the 1970s, when they were teachers. Even the rise of
the primary care disciplines of family practice, general
internal medicine, and general pediatrics, with their
commitment to training in ambulatory care, caused
only a small ripple in the dominant pattern of inpa
tient education.

In the past few years, a number of developments
have coalesced to renew interest in ambulatory care
education. New procedures in areas such as ocular
lens implantation, anesthesia, and laser and arthro
scopic surgery have permitted patients who would for
merly have been treated as inpatients to receive both
diagnosis and treatment as outpatients. The rise of
larger group practices has enabled physicians to ac
quire diagnostic equipment for their offices that was
once available only in hospitals. Alternative delivery
systems have emphasized ambulatory care in order to
reduce hospital admissions and to please both insurers
and patients. As a consequence of these changes, pa-

From !he Association of American Medical Colleges. Washington. D.C.

tients who would in the past have been admitted to
hospitals may now be treated in offices, clinics. or ,:
standing ambulatorv care centers. The role of the ho~ .,
pital in the care of patients has also been altered by ......,
incentives from payers to reduce lengths of stay by
expanding the services provided before admission and
after discharge. Because some patients are no longer
admitted and others stay in the hospital for only a
short part of their illness, today's inpatient services
offer a less useful setting for clinical education. Edu
cation in ambulatory care settings must therefore
become a more important component of medical
training.

Despite these changes in the medical environment
that should have stimulated the spread of education in
ambulatory care, the Association of American Medi-
cal Colleges regularly receives inquiries from faculty
members, deans, and hospital executives trying to
identify medical centers with extensive and compre
hensive training programs in ambulatory care. The
association has been unable to answer these inquiries
as effectively as it would like. It therefore hosted, with
the support of the Kellogg Foundation, an invita
tional symposium on education in ambulatory care in
1986. 1 In 1987, with the help of the Health Resources
and Services Administration, it conducted interviews
with educational leaders and organized visits to nine
academic medical centers in order to examine devel
opments in ambulatory care education.2 The sympo
sium, interviews, and site visits showed without a
doubt that education in ambulatory care was under- .,
developed. Many medical educators favored more"'"
training, but few had implemented it in any compre
hensive way as a component of their medical school
clerkships or residency programs. Moreover, the pro-
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grams that did exist were often small and designed for
a few students in one or a handful of disciplines. De
spite the mandate to move medical education into am
bulatory care settings, a large gap remains between
rhetoric and execution.

We believe that there is no single cause for this
delay in the development of training in ambulatory
care. A number of major difficulties confront its ex
pansion. At the outset, some faculty members are
philosophically opposed to ambulatory care educa
tion. They sincerely believe that inpatient settings,
which offer intensive exposure to acute disease, pro
vide the best training. Other faculty members argue
that the lessons learned in treating inpatients can easi
ly be applied to ambulatory care, but the lessons
learned in treating outpatients are not so easily trans
ferred. Patients may also be less willing to accept
trainees in an ambulatory care setting. Faced with a
serious illness and an entire day in bed, the inpatient
may accept or even welcome the opportunity to inter
act with students and residents. The ambulatory pa
tient, expecting a brief outpatient visit, may be less
willing to accept multiple workups and repetitive con
firmatory examinations. Where training in ambula
tory care has grown, the dispersal of students to nu
merous centers has led to concern about evaluation
and quality control. Finally, the community physician
who welcomes the night and weekend coverage of in
patients by students and house staff may begrudge
the time and inconvenience that a trainee adds to an
office practice. All these difficulties are real, but
they shrink beside the perceived difficulty of financ
ing education in ambulatory care. Issues of financing
may be the primary problem slowing the growth of
training in ambulatory care, or they may be only a
convenient and acceptable way to avoid other serious
difficulties, but they are regarded as a major stum
bling block. If outpatient education is to grow, we
must identify, discuss, and act upon our options for
financing it,

ISSUES OF FINANCING

In our experience, three different issues underlie the
problems of financing education in ambulatory care.
Two result from the added costs that an educational
program brings to the ambulatory care setting, and
the third from the lower revenues outpatient care pro
duces. First, training in ambulatory care increases the
operating costs of a practice. In many cases, an addi
tional examining room is needed to permit the trainee
to see one patient while the supervising physician sees
others. Similarly, examining rooms must be larger to
accommodate the physician, the patient, and the
trainee. Costs are also higher because of the increased
use of supplies, the greater frequency of in-office tests
to show the trainee their value, and the development
of more extensive medical records.

Second, a loss of productivity accompanies the in
clusion of trainees on the team. Some senior residents
may require only limited supervision and may 1m-

prove the efficiency of a practice, but most trainees are
almost by definition less efficient. While still learning
the meaning of signs, symptoms, and laboratory find
ings and while still developing skills in interviewing
and examining patients, trainees evaluate medical
problems slowly. The physician in charge must con
sult with them and supervise them. As a result, the
mentor either sees fewer patients or works a longer
day. In any case, the physician's productivity de
clines.

Third, the treatment of ambulatory patients does
not generate the revenues that inpatient care pro
duces. Most patients are insured for the services they
receive in the hospital, and most major insurers ac
knowledge and accept educational costs. In cost-based
payment systems, the expenses of medical education
are recognized as one part of the hospital's allowed
costs; in most charge-based payment systems, the in
surer does not demand a price reduction to offset the
costs of medical education. (Effectively, however,
some payers are offsetting these costs by contracting
with both teaching and nonteaching hospitals at the
same price.)

The cost-based or cost-accepting tradition of many
hospital payers has few analogies in ambulatory care
settings. Outside hospital-sponsored outpatient clin
ics, most ambulatory care is paid for on the basis of
charges; every physician's charges are compared with
the community average. As a result, even if those who
taught students and residents in their practices sub
mitted higher charges, the charges would be disre
garded to the extent that they went "beyond the com
munity norm" of physicians without trainees.

Educators have sought to reduce the expenses of
practice and to enhance productivity by compensating
supervising physicians, but they have not been able to
fill the need for added revenue. In effect, by paying
supervisory physicians they have simply traded the
revenue problem for the expense problem.

FINANCIAL PROPOSALS

When education is introduced into an ambulatory
care setting, costs go up but revenue remains flat or
even declines as productivity falls. In this situation,
educators must acknowledge the cost problems as
real. A practice that formerly cared for patients alone
must now care for patients and provide medical train
ing. This new product is not free, and it is likely to
make the care of patients more expensive. Recogniz
ing that costs increase does not mean that educators
can ignore them. On the contrary, they have a social
responsibility to conduct their ambulatory care pro
grams as efficiently as possible. Recognizing that costs
increase means that the debate can move from the
question" Do costs increase?" to more useful questions
directed at funding those costs.

As a first step, medical schools and their faculties
must stop assuming that the need for added revenue is
the teaching hospital's problem. Hospitals are a vital
part of clinical education, but their primary mission is
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the care of patients. They can help to support clinical
education, but they cannot do it alone. As a second
step, trainees in ambulatory care must be separa:d
into two distinct groups: medical students and reSi
dents. They come to ambulatory care training with
different capabilities, objectives, and opportunities for
financial support.

Medical Students

The medical student begins a clerkship as a novice,
learning basic clinical skills through involvement with
a limited number of patients for 4,8, or 12 weeks. On
the inpatient service, the medical student joins a team
of junior and senior residents, fellows, and faculty
members. Much of the student's education depends
on the time and effort of the team's residents. In an
ambulatory care setting where patients see individual
physicians (residents or faculty members), the medi
cal student will be involved in more one-to-one work
with faculty members. This will require larger subsi
dies than medical SChOOlS have provided to inpatient
services.

We believe that the subsidies for medical students
should come from the core funds of the medical school
that are normally earmarked for education: tuition,
designated endowmen ~ income, capitation if the state
provid,.~ it, governmental appropriations reserved for
educa:nal support, and gifts. Some have argued that
the sch:ul must use these funds for its other missions,
including the teaching of basic science, general sup
port to the faculty, and research. We submit, however,
that the medical school receives these funds for the
purpose of educating students, and it should be pre
pared to use them to subsidize activities that are pri
marily educational, such as clerkships in ambulatory
care. An institution that fails to use the funds for these
purposes is distracted from its overriding mission of
medical education.

There are a number of schools using core dollars to
support ambulatory care education for students. For
example, at the University of Washington, the medi
cal school has contracted with a health maintenance
organization and with individual practicing physi
cians for clerkships. Using formulas designed to iden
tify the impact of students on costs ;lnd productivity,
the school has paid ambulatory can- rograms to de
fray, at least in part, the estimateu expense. In the
report of the Association of American Medical Col
leges on the general professional education of the phy
sician,3 schools were urged to establish an identifiable
and distinct budget for the education of medical stu
dents. Education in ambulatory care is an important
part of such a budget.

Residents

Residents enter trammg to develop independent
clinical competence in a single discipline. Their pro
gram involves active participation in the care of a
large number of patients. Under the system of graded
supervision, residents are more closely supervised in

the early part of their training programs and less in..,)
the later years when their clinical skills are more fully
developed. Because residents are major contributing
members of the professional team that cares for pa
tients, their education in ambulatory care should be
supported primarily by public and private health care
payers, income from faculty practices, and targeted
governmental appropriations and grants.

Medicare has set a clear precedent in the support of
residents during periods of ambulatory care educa
tion. Unwilling to alter Medicare's basic charge-based
system for ambulatory care, Congress instead allows
payments to hospitals for the time residents spend in
ambulatory care education, provided that the hospi
tals pay the residents' stipends while they are based in
ambulatory care settings. Other cost-based payers can
adopt a similar policy. Those that base their payments
on charges and negotiated or administered prices can
support education in ambulatory care by making des
ignated contributions to residency programs. Encour
aging experience in ambulatory care may stimulate
outpatient care, reduce admissions, and save money in
the long run.

Without implying that the incomr: from faculty
practice plans is the pot of gold that should be tapped
to resolve every problem of the medical centr' we
believe that it would be reason' i' for practice --Ian
H""nues to help finance ambuLJ 'v care educ ""\
On :he inpatient services, resich',,',s assist ...."
members in the care of patients. This reduc:c');~e

amount of time faculty members must spend caring
for patients and frees them for teaching, researdl. and
adn~inistration. Faculty members can recognize this
contribution to their practices by helping to support
residents in their ambulatory care assignments.

Finally, the education of primary care specialists
whose training emphasizes outpatient experience is in
society's interest. It is therefore not unreasonable that
this social good be matched by public grants and ap
propriations earmarked to facilitate training in ambu
latory care. Such targeted appropriations can ensure
that residents are trained in ambulatory care settings
that correspond to the likely sites of their future prac
tices. To be most effective, these funds should pro
vide economic incentives or reduce economic disin
centives for education in ambulatory care. Ideally,
grants should be used to provide opportunities in
areas that are not self-supporting. Subsidizing junior
residents more heavily than senior residents, whose
productivity is higher, is an example of such selec
tivity.

Our proposal of public support may lead some of
medical education's advocates to argue for a national
fund to support not only training in ambulatory care
but graduate medical education altogether. We do not
favor such a step at this time. First, because the costof'
graduate medical education is over $2 billion a year, a ...."
national fund would tend to have the budgetary, po
litical, and administrative characteristics of other
large special-purpose funds. Second, given the federal
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changes in airway secretions or in the thickness of the
airway wall that do not occur rapidly enough to be
detected in studies of short-term bronchodilator chal
lenge. If so, the term "fixed obstruction" is really a
misnomer; perhaps "slowly reversible obstruction"
would be better. Accordingly, it is possible to interpret
the data of Murciano et a1.6 as reflecting the ameliora
tion of slowly reversible airway obstruction by long
term theophylline treatment. The increase observed in
FEV I suggests a decrease in overall airway obstruc
tion. The failure of the airway resistance to decrease
suggests that the reversible obstruction occurred in
smaller airways that do not contribute substantially to
the total pulmonary resistance. The absence of major
improvement in the maximal midexpiratory flow rate
simply reflects the poor reproducibility of this index in
patients with severe obstruction.

Finally, we recognize now that chronic obstructive
pulmonary disease is not one disease, but many. A
theme common to these disorders is that of chronic
airway inflammation. It is possible that growth factors
or secretagogues produced by inflammatory cells (or
by their interaction with pulmonary cells) mediate the
airway hypertrophy, epithelial dysplasia, and hyper
trophy and hyperplasia of the mucous glands that
characterize these disorders. At present, the mecha
nisms responsible for possible alterations in the airway
wall in chronic obstructive pulmonary disease and
their pharmacologic manipulation are the subject of
intense investigation. In particular, major research ef
forts are under way to learn how the composition and
volume of airway secretions are regulated. In the fu
ture, the availability of probes specific to certain secre
tory components, such as the core proteins of mucin
glycoproteins or the enzymes responsible for the post
translational modification of mucins, could provide
the clinician with more accurate means of diagnosing
certain forms of chronic obstructive pulmonary dis
ease. As the regulation of mucus production and se
cretion is better understood, novel approaches to
pharmacologic intervention may follow.

Beth Israel Hospital
The Children's Hospital
Boston. MA 02215

JEFFREY M. DRAZEN, M.D.
CRAIG GERARD, PH.D, M.D.

REFERENCES

8. Murciano D. Aubier M. Lecocguic Y. Pariente R. Effects of theophylline on
diaphragmatic strength and fatigue in patients with chronic obstructive pul
monary disease. N Engl J Med 1984: 311 :349-53.

MEDICAL EDUCATION IN OUTPATIENT
SETTINGS

THE education of a doctor requires the longest
training of any profession. In addition to its length,
the process is remarkable for how much of the training
is conducted on the job. Business students don't man
age companies, law students don't try cases, and gov
ernment students don't legislate while paying tuition.
But medical students assist in the care of very ill pa
tients, and residents independently perform surgery,
complicated medical therapies, and cardiopulmonary
resuscitation. To ensure that this progressive clinical
responsibility is safe for patients, medical trainees are
part of a system whose teacher-student ratio is very
high; the result is a large faculty and great costs.

Medical education's mixture of service and train
ing, in which practitioners participate as teachers, has
defied economic quantification: no one has been able
to calculate its precise cost. Perhaps despairing of just
this challenge, Hippocrates swore his followers to
teach without fee those who followed them. When

.Harvard College launched America's third medical
school, the founding articles lamented its inadequate
resources, saying ". . . as the College has not suf
ficient funds to maintain Professors . . . in Cam
bridge, ... it would be expedient ... to elect into
those Professorships some gentlemen of public spirit
and distinguished ability who would undertake the
business . . . for the fees that mav be obtained from
those who would readily attend th~ir lectures." I It is
clear that the early professors, like many today, were
donating their teaching time. They were earning their
incomes principally from the care of patients, not from
the university.

But in both Athenian Cos and would-be-Athenian
Boston, the education of doctors occurred almost en
tirely in outpatient settings, and the physician-educa
tors of those times would probably smile at the chal
lenge explored in this issue of the Journal: getting
medical education, or at least more of it, out of the
hospital and into the outpatient clinic. How did medi
cal education get into the hospital, anyway? One could
say that antisepsis and anesthesia put it there, and
therapeutics and technology have kept it there. Pa
tients and their doctors began going to hospitals when
the risk and pain of doing so became acceptable; and
patients, doctors, and students went there more and
more as the benefits to all of them grew. The flowering
of complex surgery, antibiotics, cancer chemotherapy,
and coronarv and intensive care created an endlesslv
fascinating ~orld in which patient care, medical edu'
cation. and clinical research could all thrive simulta
neously. But the recent evolution of the university
teaching hospital has become skewed. It is more than
ever a center of applied pathophysiology, but less and
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THE PHYSICIAN AND THE DYING PATIENT ~
To tke Editor: Dr. Seravalli's discussion (Dec. 29 issue) I of the

profound personal challenge dying patients present to medical
professionals provides insight into the practice and education of
physicians that should prove instructive.

All too often. the physician-patient encounter is viewed in terms
of the problems or misunderstandings that patients bring with
them. and only rarely (if at all) do physicians recognize the extent to
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less a place where patients can rest, recuperate, or die, This is exactly where Eisenberg, in his fine article,"~
and it is correspondingly a lrss useful site for future enters the discussion. Reviewing the diverse sources of
doctors to learn basic clinic kills. rhe pressures of support for graduate medical education, he concludes
escalating costs now keep" lut the sickest patients that a combination of approaches is necessary. Some
out of the hospital, and the mpatient setting is, rather federal money should be diverted from inpatient to
suddenly, but one galaxy in the universe of illness. As outpatient education. But Eisenberg also suggests that
Bentley et al., of the Association of American Medical educating new doctors in ambulatory settings will
Colleges, point out in this issue of the Joumal,2 medical make them both more effective and more cost effective.
education must now return to the ambulatory care From this perspective, ambulatory care education is
setting. nothing more than a part of graduate medical educa-

A recent conference dealt with this question in some tion that has been newly valued. It is, to be specific, a
detail and left no doubt that the clinician of tomorrow social good from which all will benefit and to which all
will be called on to exhibit skills and judgment that payers should contribute. Thus, Eisenberg4 and Bent-
can be learned only in outpatient settings.3 They in- ley et a1. 2 agree that ambulatory care education is
volve, at the least, preventive medicine, longitudinal mandatory, that it will increase costs, and that those
responsibility for patients, chronic disease and geriat- costs should be borne by a mixture of public and pri-
rics, the decision to hospitalize patients, episodes of vate purses very similar to the one that now supports
acute illness, the care of patients discharged still sick in-hospital education.
from the hospital, ambulatory surgery, and health There are also important steps that academic insti-
promotion. There are whole topics of medicine, dis- tutions can take. Deans and faculty members must
eases, observations, actions, and decisions that are recognize and publicize the importance of ambulatory
just not encountered in the care of hospitalized pa- care training. Excellent hospital attending physicians
tients any longer. should learn to teach in clinics; effective teaching of

Are we talking only of primary care? Absolutely outpatient care is, if anything, more difficult than that
not. It is true that the generalist must learn to dis tin- of inpatient care. New affiliations should be forged
guish self-limited from serious illness, make cost-effec- between medical schools and health maintenance or-
tive use of a burgeoning technology, and employ a ganizations, and the latter should assume - as teach- ,"
powerful pharmacopeia to correct deranged patho- ing hospitals long have - their proper roles in paying ....."
physiology. But the cardiologist too must learn to deal for educational expenses. Appropriate recognition "
with chest pain that is not caused by myocardial in- should be given to ambulatory care teaching in ap-
farction and with ventricular ectopy that does not re- pointing and promoting faculty members. Finally, fac-
quire heroics. The general surgeon must learn which ulty members, professional organizations, industry,
patients can tolerate outpatient or same-day surgery and health care payers should unite to revise reim-
and which patients cannot. Indeed, surgical residents bursement structures so that ambulatory care is ap-
will have to work in ambulatory settings simply to propriately recompensed. All these steps together
meet their patients before they are draped; otherwise should increase the recruitment of students to am-
they risk becoming technicians only. The neurosur- bulatory care specialties. The evidence strongly sug-
geon must see patients with headaches and visual dis- gests that patients, students, and all of society will
turbances that do not require surgery. The orthope- benefit.
dist must see a range of minor injuries to become
better at recognizing the serious ones. All doctors need
to work with a diverse population of patients, symp
toms, problems, and circumstances. In short, ambula
tory care experience must be linked with hospital
training if we are to educate well-rounded doctors in
every specialty.

Our problem is that although an indispensable seg
ment of medical education should be conducted in
outpatient settings, most of the money and almost all
of the incentives in this small industry attach to inpa
tient activities: invasive diagnostic procedures, com-
plex imaging, major surgery, and intensive care. The
patterns of physician and hospital reimbursement
have become just as skewed as the composition of
the patient population in university hospitals - and
during approximately the same period. Over the past
50 years, surgery and high-technology procedures
have come to be paid for particularly welL and prima
ry and general care services comparatively poorly.
Similarly, the underwr: tng of inpatient care has
grown. even in times 0/' cost restraint; payment for
ambulatory services has been stingy inde-:d.
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patients with hypothyroidism explain why the thyroid
screening programs can be so successful, even in in
fants with severe fetal thyroid dysfunction. It follows
that if we ensure a euthyroid state during pregnancy
and if parents and physicians try rigorously to provide
adequate replacement therapy thereafter, it is not un
realistic to expect that even athyrotic infants whose
condition is discovered by thyroid screening programs
can reach their full intellectual potential.

Howard Hughes Medical Institute
Brigham and Women's Hospital
Boston. MA 02115
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SOUNDING BOARD

IT IS TIME FOR UNIVERSAL ACCESS, NOT
UNIVERSAL INSURANCE

AN editorial by ReIman proclaims, "Universal
Health Insurance: Its Time Has Come." I Other re
cent Journal articles recommend various consumer
choice health care systems,2.3 and the report of the
National Leadership Commission on Health Care pro
poses what is essentially a national health insurance
scheme.4 I submit, instead, that the idea whose time
has come is universal access to care - not through
universal insurance that is funded from a central
source or tightly controlled by forces other than medi
cal need, but through a pluralistic delivery system.

Universal health insurance is not a good idea. To
control goods or services through a single agency 
especially when the driving force is economic - would
fly in the face of the American way of doing things.
We have tried central controls, and the results have

been less than first-rate. Surely, for instance, we would
not want to trust health care to a monolithic and mon
umentally ineffective monster like the postal service.
Lost letters are one thing; lost lives are another.

What about the argument that we need government
intervention to take care of those who are unable to
care for themselves? Micromanagement in the health
care system has become very much worse under the
federal programs that exist today. And certainly our
national experience with welfare and public housing
has shown that a central bureaucracy fails miserably
in addressing the heart of human need.

Rather than support such unworkable, soulless
programs, I propose universal access through a plu
ralistic funding mechanism. Those who can take
care of themselves should do so; those who need
help should receive it according to their'need; and
we should define a basic level of health care to
which everyone is entitled, supported by multiple
funding systems. Those who want special procedures
(such as cosmetic surgery, the lack of which will
cause no harm) or the ambience and comfort of
"Cadillac care" should pay for them out of their
own pockets.

The American Medical Association has made a se
ries of proposals5 whose implementation would not
only increase access to health care but also go a long
way toward providing appropriate, effective care in
the proper setting. The proposals would expand eligi
bility and coverage under Medicaid to everyone below
the poverty line and would create state risk pools with
assistance, by means of vouchers, for uninsured peo
ple who are above the poverty line. The undergirding
premise is to each according to his or her need and
from each according to his or her means. When did
this become undemocratic?

I am suggesting a pluralistic system because plural
ism has made this country great in all respects - in
large part because it offers built-in checks and bal
ances that do not exist in monolithic systems of gov
ernment. Turning the funding of health care over to
the federal government, or any single entity, cannot
seem a particularly reassuring or realistic idea to any
one. And dare we create a tax program that might or
might not be used appropriately? Why do we keep
getting bogged down in discussions of universal health
insurance, ignoring the opportunity to do something
really dramatic and humane?

Perhaps it is because so many countries now have
such plans. But a look at universal health insurance
programs in other countries inspires little confidence
that a similar system here would solve the problem of
access to care. The United States is unique, and our
pluralistic approach is unique. There is no reason to
think that an imported system would be successful
here or that American citizens would accept its implic
it restrictions.

Furthermore, no country has a system without
major flaws. In many cases, the flaws would be par
ticularly unacceptable to American consumers. For
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sometimes measured again during the first week of
life. Using serum T 4 measurements from seven paired
samples, Vulsma et al. estimated the rate of disap
pearance of maternal T 4 from the newborns' circula
tion. Thyroxine clearance was more rapid in the in
fants than in adults and corresponded to a half-life of
3.6 days.

The authors then turned their attention to another
group of infants, those with thyroid agenesis, who had
been identified through the Dutch thyroid screening
program. These newborns satisfied stringent criteria
for thyroid agenesis, including undetectable serum
thyroglobulin levels and the absence of thyroid tissue
on scintigraphy or ultrasonography. Their T.levels in
serum samples obtained by heel puncture at approxi
mately one week of age as part of the screening pro
gram were in the same range, and the T. disappeared
at the same rate as in the thyroid peroxidase-deficient
group. Thus, the maternal transfer of thyroid hor
mone was similar in these two groups. Although ma
ternal-fetal transfer of isotopically labeled T. was
clearly demonstrated more than 30 years ago,2 the
Dutch study establishes that the transfer of maternal
hormone is sufficient to result in serum T 4 concentra
tions in the fetus at term that are 25 to 50 percent of
those present in normal infants. Although the rate of
T. transfer would probably be lower in an infant with
higher rates of endogenous T t production (and a low
er maternal-fetal gradient), it seems likely that 30
nmol of T 4 per liter would be the minimal concentra
tions of fetal serum T 4 at term, and presumably during
much of gestation, provided the mother is euthyroid
and placental function is normal.

How could these small concentrations of the thy
roid prohormone T 4 protect the congenitally hypo
thyroid infant? Results of experiments in animals are
relevant to this question. Most of the circulating
3,5,3'-triiodothyronine (T3), the most active thyroid
hormone, is formed from T. by the enzyme Type I
5'-iodothyronine deiodinase, which is found predomi
nantly in the liver and kidney.3 Although many tis
sues, such as the heart, kidney, and skeletal muscle,
obtain T 3 directly from the plasma, this is not the
case for the cerebral cortex. Approximately 80 percent
of the T 3 used by this tissue is produced in situ from
T. by a second 5'-deiodinase, termed Type II, the
activity of which is increased in hypothyroidism.3

A further compensatory adjustment in the hypothy
roid cerebral cortex is a reduction in the rate of
degradation of T3! These adaptive changes act to
maintain the cerebrocortical content of T3 and the
activities of T 3-dependent enzymes at euthyroid
levels even when serum levels of T 4 are severely re
duced." Morreale de Escobar et al. found that mater
nal T 4 will normalize the concentration of T 3 in the
brain of a hypothyroid rat fetus, demonstrating the
effectiveness of these adjustments during pregnancy.6
Assuming that similar changes occur in the human
central nervous system, the fetal serum T t concentra
tions in the range found by Vulsma et al. 1 should be

sufficient to normalize the intracellular levels of T 3 ir..J
the cerebral cortex. Whether the few infants with clini
cally recognizable congenital hypothyroidism at birth
have impaired maternal T. transfer remains to be
determined.

From these results, one would predict that early
treatment of asymptomatic infants with congenital
hypothyroidism would result in normal intellectual
development. The children treated in several screen
ing programs are now reaching an age at which psy
chomotor function and learning ability can be care
fully assessed. It is gratifying to find that most
are functioning normally. 7-9 In some programs,8,9
impaired psychomotor function has been correlated
with the degree of intrinsic thyroid dysfunction,
which would argue that maternal T. was not sufficient
to prevent irreversible damage to the central nervous
system in the fetus. The experience of the New
England Congenital Hypothyroidism Collaborative
Program has been different.7 In the collaborative's
program, there was no correlation of eventual IQ with
the severity of the thyroid dysfunction or with the
results of biochemical tests at the time treatment was
begun, provided it was begun before clinical hypothy
roidism appeared. Rather, the only factor that corre
lated with a subnormal IQ was inadequate treatment,
defined as serum T. concentrations below 130 nmol
per liter with elevated levels of thyroid-stimu,., .!'",
hormone in the serum on several occasions dunne,';l""
follow-up period. It occurred in approximately 10 per
cent of this group and was usually due to inadequate
compliance.7

The recognition of the critical part played by serum
T. as the source of cerebrocortical T 3 has led to a
growing consensus that hypothyroid infants should
be treated with substantial doses of T. to normalize
their serum T. concentrations rapidly. The results of
Vulsma et al. emphasize how quickly maternal T. dis
appears from the newborn infant's circulation. 1 The
relatively low initial doses of T. « 10 ILg per kilogram
of body weight) prescribed before publication of the
results of the studies in animals mentioned previously
may have contributed to the suboptimal outcome in
some severely affected infants in some programs.8,9
Fisher and Foley have recently advocated that infants
with congenital hypothyroidism be given 10 to 15 ILg
of T. per kilogram, since they found no adverse side
effects when this dose was given during the first year
of life. 10 A dose of approximately 10 ILg of T. per
kilogram has been recommended by the New England
Congenital Hypothyroidism Collaborative Program.7

Despite this higher dose, the fact that as many as 10
percent of the infants in this program still received
inadequate treatment emphasizes the importance not
only of the T. dosage, but also of parental education
and frequent measurements of serum levels of T. an'
thyroid-stimulating hormone. """'"

The transplacental passage of T. demonstrated by
Vulsma et al. and the increased efficiency of the con
version of T. to T 3 in the central nervous system of
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some magic number, usually related to the gross na
tional product.

Ignoring the demands or expectations of its patients
dooms any monolithic system before it starts. To con
trol health expenditures solely on the basis of econom
ic targets does violence to all involved. Cost, access,
and quality are interrelated; manipulating one has an
astounding impact on the others.

So, we ought not to be talking about a universal
health insurance scheme, but rather about universal
access - access to needed care, on a timely basis, with
controls on quality and use that have been accepted by
everyone involved. The key principle of effective ac
cess and limited cost is the rationalization of care. In
this age of high-technology medicine and miracle
drugs, we must realize that we can no longer do every
thing for everybody just because it is possible. Rather,
we should develop a system in which decisions about
what we do, when, where, and to whom are based on
reasonable expectations of the benefits involved and
on sound medical principles communicated clearly to
patients and their families.

Our only salvation lies in developing a greater sense
of restraint and responsibility, ignoring the quick fix
and the revolutionary brainchild of those who would
control costs at the expense of patients and progress.
What other countries have done is irrelevant to our
problems. No country has reached a comfortable ac
commodation with its current system.

So universal access, not universal insurance, is an
idea whose time has long since come. And if all of us
- the health care community and our patients (those
who do pay as well as those who should) - assume
our rightful responsibilities, the idea can become a
reality. We ought to be smart enough to devise in the
United States a system of universal access at a cost
that we can afford and in keeping with the principles
of freedom we hold dear. This is the challenge before
us; to improve the greatest health care system in the
world, not to destroy it.

instance, despite recent favorable analyses of the Ca
nadian experience,6,7 the temporal rationing that oc
curs in that system - forcing patients to wait months
or even years for what in this country are common
medical procedures - is not the American way. Con
sider that in Vancouver there is a wait of two to four
years for corneal transplantation, and up to three
months for a psychiatric, neurosurgical, or routine or
thopedic opinion.8 Americans will not stand for tem
poral rationing or priorities by triage.

The problem with existing universal health insur
ance plans is that they focus primarily on paying for
care. If cost is the only focus, it is easy to devise a plan
that will at least function. Any budget can be con
trolled by making sure there is only one source of
funds and then turning the spigot on and off according
to what is available from that source. And this is es
sentially what has happened in every country with
universal health insurance. Indeed, it is happening in
this country, as the health care system continues to
have a disproportionate role in the reduction of a fed
eral budget deficit it did not create.

Other countries ignore appropriateness and effec
tiveness; they ignore the many complex elements of
high-quality care that we in America demand; and
they largely ignore the citizen's right to free choice, a
concept we hold very dear. Americans will not stand
for closing the spigot as long as there is a genuine need
for care. In 1989 it is unrealistic to expect health care
expenditures to level off, much less to decrease, in the
absence of economic rationing. Instead, the level
of health care activity will continue to grow as a
result of various factors, including an aging popula
tion, increased demand (fostered in part by more con
sumer awareness of health issues), and the simple
fact that medicine can do more for people now than
ever before.

The American health care system at its best is uni
versally acknowledged to be the best in the world, yet
clearly that is not enough. Although we do need to
address the enormous problems that exist in American
health care, any plan that seeks to revamp completely
a system that is working as well as ours is a dangerous
proposition. We must not kill the can-do spirit that
has fostered what is best in American medicine - the
breakthrough research, technological advances, and
widespread availability of life-enhancing procedures.
It would be tragic to jeopardize the best of this best
in-the-world system just because there are problems
with it. These can be addressed in an evolutionary and
equitable fashion if we have the resolve to do so.

What is the siren song of foreign programs? I t is
unrealistic to think we can import systems from differ
ent cultures - or try to revolutionize a system that has
produced some of the greatest technology and physi
cians in the world - and expect success. Our political
and economic climate is unique, and our pluralistic
tradition is unique as well. Health care expenditures
cannot be controlled by controlling the reimburse
ment of physicians or capping economic resources at

American Medical Association
Chicago, IL 60610 JAMES S. TODD, M.D.
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Report of Operations for the Period
July 1, 1988 through June 30, 1989

The Hospital's operations through the month of June continue to
reflect both inpatient admissions and outpatient visit activity
that are above budgeted levels although the month of June saw a
slight decline in inpatient census levels. P-h ancillary and
routine revenue are above budgeted levels for thE onth of June and
year-to-date.

INPATIENT CENSUS: For the mor-r:h of June, inpatient admissions
totaled 1,594, which was 64 below budgeted admissions of 1,658.
Our overall average length of stay for the month was 7.7 days.
?atient days for June totaled 12,295 and were 136 days over budget.
?he decrease in admission levels from bUdget was primarily in the
areas of Surgery, Medicine, Ophthalmology, and Urology.

To recap our year-to-date inpatient census:

1987-88 1988-89 1988-89 %
Actual Budget Actual Variance Var

Admissions 19,246 18,700 18,856 156 0.8
Patient Days 154,537 143,700 158,375 14,675 10.2
Avg Length of Stay 8.0 7.7 8.4 0.7 9.1
Avg Daily Census 422.2 393.7 433.9 40.2 10.2
Percent Occupancy 72.9 68.2 74.5 6.3 9.2

OUTPATIENT CENSUS: Clinic visits for the month of June totaled
24,572 which was 490, or 2.0%, over bUdgeted visits of 24,082.
Areas in which actual visits were over budget included Diabetes
Center, Dermatology, Masonic Day Hospital, Eating Disorders,
Radiation Therapy, and Family Practice. The increases were offset
by decreases in OB/GYN, Medicine, Ophthalmology, and Urology •
Community' University Health Care Center (CUHCC) visits for the
month of June totaled 4,415, which was 50, or 1.1%, over budgeted
visits of 4,365, while Home Health visits of 914 for the month were
125, or 15.8%, above bUdgeted visits of 789.
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To recap our year-to-date outpatient census:

Clinic visits
CUHCC visits
HHA visits

1987-88
Actual

264,505
48,305

9,409

1988-89
Budget

266,100
50,000

9,600

1988-89
Actual

272,322
48,265
12,070

variance
6,222

(1,735)
2,470

%
Var
2.3

(3.5)
25.7

FINANCIAL OPERATIONS: The Hospital's Statement of Operations shows
revenues over expenses by $453,746, an unfavorable variance of
$3,679,535.

Patient care charges through June totaled $309,752,943, which was
10 . 1% over budget. Routine revenue was 13. 4 % over budget and
reflects our year-to-date favorable patient day variance.

Ancillary revenue was $18,631,707 above budget (8.9%) and reflected
the favorable variance in both admissions and clinic visits.
Inpatient ancillary revenue has averaged $8,840 per admission
compared to the budgeted average of $7,982 per admission.
Outpatient revenue per clinic visit has averaged $225 compared to
the budgeted average of $225.

Operating expenditures through June totaled $268,521,721 and were
$9,955,598 (3.9%) over budgeted levels of $258,566,123. The
overall unfavorable variance relates primarily to the increased
demand for patient services, and is reflected in higher personnel
costs and patient care supplies (blood and medical supplies and
services) .

ACCOUNTS RECEIVABLE: The balance in patient accounts receivable
as of June 30, 1989, totaled $85,706,462 and represented 97.4 days
of revenue outstanding. The overall decrease in our patient
receivables in June of 2.0 days occurred primarily in Minnesota
Medical Assistance and Medicare.

CONCLUSION: The Hospital's overall operating position is positive.
We have seen improvement in our operating expense position during
the past month and we continue to monitor our demand for service
closely and make those operating changes that are necessary and
appropriate.

The June financial statements presented today are preliminary in
that the University, and the Hospital, have not completed the year
end closing process. Even though these are preliminary statements,
we do not anticipate any material changes to them as a result of
the closing process. Financial statements reflecting the final
close will be presented at the September meeting of the Board.



PRELIMINARY STATEMENT

UNIVERSITY OF MINNESOTA HOSPITAL &CLINIC

EXECUTIVE SUMMARY OF FINANCIAL ACTIVITY

FOR THE PERIOD JULY 1, 1988 TO JUNE 30, 1989

Variance
1988-89 1988-89 Over/-Under Variance
Budgeted Actual Budget %

.. .. ..... .. .. .. .. .. .. .. ... ... .. .. .. .. .. .. .. .. .... .. -_ .... _-_ .... - ...................

Patient Care Charges $281,419,061 $309,752,943 $28,333,882 10.1%

Deductions from Charges 48,671,482 n,533,428 23,861,946 49.0%

Other Operating Revenue 8,684,223 9,936,332 1,252,109 14.4%
..... .. .. .. .. .... .......... ........................ -_ ... _........... .. ..............

Total Operating Revenue 241,431,802 247,155,847 5,n4,045 2.4%

Total Expenditures 258,566,123 268,521,n1 9,955,598 3.9%
.. .. .. .. .. .... .. ...... .. ......................... ...................... .. ...............

Net Operating Revenue (17,134,321) (21,365,874) (4,231,553) -24.7%

Non·Operating Revenue
and Expenses 21,267,602 23,439,060 2,171,458 10.2%

.. --_ .......... -- .. ---_ .. _.. _- .. ...................... .. ...............
Revenue Over/Under

Expense 4,133,281 2,073,186 (2,060,095)

Prior Year BC/BS Adjustment (1,619,440) (1,619,440)

Adjusted Revenue Over/Under $4,133,281 $453,746 ($3,679,535)
Expense ===:::::::::::::::::: ============ ============

Variance
1988·89 1988-89 Over/-Under Variance
Budgeted Actual Budget %

_ .. _.. _.... __ .- ................. .......................... .. ...............

Adnissions 18,700 18,856 156 0.8%

Patient Days 143,700 158,375 14,675 10.2%

Average Daily Census 393.7 433.9 40.2 10.2%

Average Length of Stay 7.7 8.4 0.7 9.1%

Percentage Occupancy 68.2 74.5 6.3 9.2%

Outpatient Clinic Visits 266,100 2n,322 6,222 2.3%
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AGENDA

I. Approval of the July 26, 1989 Minutes

II. Chairman's Report

-Ms. B. Kristine Johnson

III. Hospital Director's Report

-Mr. Robert Dickler

Approval

Information

Information

IV. Special Presentation: Dr. Richard Palahniuk

, V.

-Professor and Chairman
Department of Anesthesiology

Committee Reports

A. Joint Conference Committee

-Mr. George Heenan

1. The Joint Conference Committee did not meet.

B. Planning and Development

-Ms. B. Kristine Johnson

l. Major Capital Expenditure:
Left Ventricular Device

2. Maj or Capi ta1 Expenditure:
IMS Network

3. Quarterly Purchasing Report

4. Quarterly Purchasing Report:
Format Revisions

5. Masonic III Budget

Information

Information

Information

Approval

Approval

Information
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C. Finance Committee

-Mr. Jerry Meilahn

1. July 31, 1989 Financial Statements

VI. Other Business

VII. Adjournment
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MINUTES

Board of Governors
The University of Minnesota Hospital and Clinic

July 26, 1989

Call to Order

Vice Chairman B. Kristine Johnson called the July 26, 1989 meeting of
the Board of Governors to order at 2:40 p.m. in 555 Diehl Hall.

Attendance

,
Present:

Not
Present:

Leonard Bienias
David Brown, M.D.
Paula Clayton, M.D.
Robert Dickler
Phyllis Ellis
George Heenan
Kris Johnson
Robert Latz
David Link
Robert Maxwell, M.D.
Jerry Meilahn
Robert Nickoloff
Barbara O'Grady
Cherie Perlmutter

Gordon Donhowe
Erwin Goldfine

Special Presentation: Dr. Keith Harmon
Dr. Marshall Hertz
Ms. Mary Ellen Wells

Dr. Marshall Hertz summarized several troubling statistics about the affects
of cigarette smoking. Smoking is the single most preventable death in our
society. Since 1981, 2.5 million Americans have died from tobacco related
deaths. The two pack per day smoker, on an average, does not reach retirement
age, collect social security, and dies almost two decades before a non-smoking
spouse. Bronchitis, pneumonia, ear infections, and upper respiratory track
infections in children of smokers are more common than in children of non
smokers. Non-smoking spouses of smokers have increased rates of lung cancer
and heart disease.

The State of Minnesota has been proactive in supporting smoking cessation
programs, beginning in 1975 with the Clean Indoor Air Act. In the last
decade, Minnesotans who smoke dropped from 37% to 26%.
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Dr. Keith Harmon described the history and orlgln of tobacco use. Tobacco use
is documented as early as 3500 b.c. in North and South America. Columbus is
credited with introducing tobacco products to Europe from America. During the
18th and 19th century tobacco consumption in the United Stated decreased
significantly. The 20th century, however, has brought about the reversed
trend.

Nicotine, the most addictive substance in tobacco, is absorbed rapidly by
brain tissue and activates neuro receptors. Cigarette smokers find a need to
maintain nicotine concentrations at a constant level and withdrawal from
nicotine with difficulty that matches withdrawal from highly addictive drugs.

Ms. Mary Ellen Wells overviewed The University of Minnesota Hospital and
Clinic policy that was promulgated with the intention of eliminating smoking
in the hospital facility. The policy, which will become effective August 1,
1989, eliminates smoking with one notable exception. Hospital patients can
smoke with the authorization of their physician. The Health Sciences have
also promulgated an August 1 prohibition on smoking.

In an effort to prepare the hospital staff for the change of policy,
announcements about the change began five months ago. Referrals to smoking
cessation programs have been available. A brochure describing the hospital
smoking policy will now be included in all preadmission packets.

~ Approval of Minutes

The Board of Governors seconded and passed a motion to approve the minutes of
the June 28, 1989 meeting as submitted.

Chairman's Report

Mr. Robert Nickoloff assumed responsibility for chairing the Board of
Governors meeting at 3:15 p.m. Chairman Nickoloff introduced Mr. Kenneth
Janzen, the Associate Executive Director of the Board of Regents. Mr.
Nickoloff also welcomed Dr. Robert Maxwell to the Board of Governors. Dr.
Maxwell replaces Dr. Moller as Chief of Staff.

Mr. Nickoloff appointed five members of the Board of Governors to serve on a
newly activated Bylaws Committee. Ms. Kris Johnson will chair the committee
and will serve with Robert Dick1er, Phyllis Ellis, George Heenan and Robert
Latz. The Bylaws Committee was asked to review a series of proposed bylaw
changes and to make a report to the Board of Governors in 60 to 90 days.

Hospital Director's Report

Mr. Dick1er briefly overviewed recent University Hospital census statistics.
The inpatient average daily census has fluctuated as dramatically as 100
patients in 10 days in recent weeks.

Mr. Dick1er noted that the Board of Regents had approved the 1989-90
University Hospital budget at the July 14, 1989 Regents meeting. The budget
was approved as submitted by the Board of Governors.
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The University Hospital and University Physicians have reached tentative
agreement with Blue Cross as a participant in the State of Minnesota Blue
Cross Preferred Provider Network. Mr. Dickler explained the parameters of the
agreement reached.

Mr. Dickler indicated his receipt of some questions regarding the implications
to the University Hospital of the recent supreme court ruling on abortion.
Mr. Dickler explained abortion services are quite limited at the University
Hospital and suggested the actions by the State of Minnesota would likely have
a closer influence on our service than those taken at the federal level.

The Board of Governors annual retreat will be held on October 2 and 3, 1989 at
Riverwood Conference Center in Monticello, Minnesota. Ideas for agenda items
can be forwarded to Nancy Janda.

Lastly, Mr. Dickler regretfully reported Mr. Jan Halverson's departure from
The University of Minnesota Hospital and Clinic, but did note that Mr.
Halverson will continue working with the hospital on a limited contractual
basis.

Planning and Development Committee Report

The Board of Governors seconded and passed a motion approving a document
entitled "Renewal Project Phase II: Clinical Department Office Space". The
document summarized recommendations relative to the relocation and renovation
of clinical department office space.

Joint Conference Co.mittee Report

Mr. George Heenan recapped a presentation given at the Joint Conference
Committee by Dr. Dale Hammerschmidt, an Associate Professor in the Department
of Medicine. Dr. Hammerschmidt chairs one of three committees on the use of
human subjects and research. The Human Subjects Committees review research
applications for the adequacy of the protection of human subjects from
unacceptable risks. They examine study design, the balance of risk versus
benefits, the adequacy of the informed consent process and the conformity with
University, State, Federal and Agency guidelines for human subjects
protection.

Secondly, Mr. Heenan presented the Joint Conference Committee's recommendation
to approve the appointments of three new Clinical Chiefs: Dr. Richard Price
in Neurology, Dr. Harrie Shearer in Hospital Dentistry and Dr. Richard
Palahnuik in Anesthesiology. The bylaws of the Medical/Dental staff require
that Clinical Chiefs "be certified by an American specialty board, unless this
requirement be waived by the Board of Governors". Such a waiver was requested
for Dr. Palahnuik, in light of his comparable certification by the Royal
College of Physicians and Surgeons in Canada. The Board of Governors seconded
and passed a motion approving the appointments of the new clinical chairmen as
recommended.

Thirdly, the Board of Governors seconded and passed a motion approving the
1989-90 Medical Staff-Hospital Council Committee Chairman appointments as
recommended. The recommendations included appointments of two new committee
chairman, Dr. Robert Maxwell for the Quality Assurance Steering Committee and
Dr. Richardo Gonzales for the Tissue and Procedure Review Committee.
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Finance Committee Report

Mr. Jerry Meilahn and Mr. Clifford Fearing overviewed the 1988-89 preliminary
year end statements. Year-to-date admissions totalled $18,856, .8% over
budget. Patient days totalled $158,375, 10.2% over budget. The length of
stay was 8.4 days or 9.10% over budget. Clinic visits for the year totalled
272,322, 2.3% over budget. These utilization levels resulted in a $453,746
margin over expenses for the year.

Mr. Fearing also reviewed the 4th quarter 1988-89 bad debts report, the net
bad debts totalled $689,722.49 for the 4th quarter or .9% of gross charges. A
bad bedt level of 1.05% of gross charges Or $772,775 had been budgeted. The
Board of Governors seconded and passed a motion approving the bad debt write
off as proposed.

Other Business

The Board of Governors thanked Mr. Jan Halverson for his very thoughtful
advise as General Counsel for The University of Minnesota Hospital and Clinic.
Mr. Halverson has accepted a position with the firm of Felhaber, Larson,
Fenlon, and Vogt, P.A. but will continue doing some work with the Unversity
Hospital over the next few months.

Adjournment

There being no further business, the July 26, 1989 meeting of the Board of
Governors was adjourned at 4:35 p.m.

Respectfully submitted,

/1 \j~

N~:;;td'r
Associate Hospital Director
Secretary to the Board of Governors
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UNIVERSITY OF MINNESOTA The University of Minnesota Hospital and Clinic
j , TWIN CITIES Harvard Street at East River Road

Minneapolis, Minnesota 55455

August 17, 1989

TO:

FROM:

Members of the Board of Governors

Nancy Janda~
Associate Director
Secretary to the Board of Governors

We are pleased to welcome Dr. Richard Palahniuk as our enrichment speaker this
month. As you know, Dr. Palahniuk is the recently appointed Chairman and
Clinical Chief of the Department of Anesthesiology.

This is another in a series of presentations designed to broaden or enhance
Board of Governors familiarity with issues that impact The University of
Minnesota Hospital and Clinic.

HEALTH SCIENCES
7.



NAME

DATE OF BIRTH

MARITAL STATUS

CITIZENSHIP

PRESENT POSITION

PAST POSITIONS

CURRICULUM VITAE

RICHARD J. PALAHNIUK

December 5, 1944

Married to Patricia Palahniuk
Three sons

Canadian

Professor and Head
Department of Anesthesiology
University of Minnesota

Professor and Chairman, Department of Anesthesia, University of
Manitoba,1979-1989

Chief of Anesthesia, Health Sciences Centre, Winnipeg, 1979-1989

Associate Professor, Department of Obstetrics and Gynecology, University of
Manitoba, 1975-1989

Associate Professor, Department of Anesthesia, University of Manitoba,
1975-1979

Assistant Professor, Department of Anesthesia, University of Manitoba,
1973-1975

Director, Department of Obstetrical Anesthesia, Health Sciences Center,
Winnipeg, 1973-1979

EDUCATION

Undergraduate 1962-1964, University of Manitoba
M.D., 1964-1968, University of Manitoba
B.Sc. (Med.) 1968, University of Manitoba
L.M.C.C., 196e
F.R.C.P.(C), 1973
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C POSTGRADUATE MEPICAL TRAINING

June 1968-June 1969

July 1969-June 1970

July 1970-June 1971

July 1971-June 1972

July 1972-June 1973

MEDICAL LICENSE

Manitoba
California
Minnesota

Internship, Winnipeg General Hospital

Resident Program, Medicine, Winnipeg General
Hospital

Resident Program, Anesthesia, Winnipeg General
Hospital

Resident Program, Anesthesia, University of
California, San Francisco Medical Centre

MRC Research Fellow in Obstetric Anesthesia,
University of California, San Francisco Medical
Centre

C MEMBERSHIPS

1. Canadian Medical Association
2. Canadian Anaesthetists' Society
3. American Society of Anesthesiology
4. Society of Obstetric Anesthesia and Perinatology
5. International Anesthesia Research Society
6. Association of Canadian University Departments of Anesthesia
7. American Medical Writers Association
8. Minnesota Medical Association
9. Minnesota Society of Anesthesiologists

COMMUNITY SERVICE

1. Economics Chairman, Section of Anesthesia, Manitoba Medical
Association, 1977-1979

2. Past President, Manitoba Division of Canadian Anaesthetists' Society,
1978

3. Volunteer Physician, Visit of Pope John Paul to Winnipeg, September
1984 ..

4. Hockey Coach and Manager, Heritage Victoria Community Club, 1977
1987

9.



-3-

COMMITTEES

1. Perinatal and Maternal Welfare Committee, College of Physicians and
Surgeons of Manitoba, 1977-1979

2. Scientific Committee, Association of Canadian University Departments of
Anesthesia, 1977-1979

3. Department of Anesthesia Education Committee, University of Manitoba,
1973-1989

4. Reproduction Subject Committee, University of Manitoba, 1973-1979

5. Research and Invnstigation Review Committee, Department of Obstetrics
and Gynecology, university of Manitoba, 1973-1979

6. Perinatology Committee of University of Manitoba, Health Sciences
Centre, 1973-1979

7. Executive Committee, University Medical Group, University of Manitoba,
1979-1989

8. Scientific Committee, Canadian Anaesthetists' Society, 1973-1983

9. Programme Committee, Canadian Anaesthetists' Society Annual Meeting,
1978-1983

10. Management Committee, Association of Canadian University Department
of Anesthesia, 1979-1989

11. Test Committee - Anesthesia, Royal College of Physicians and Surgeons
of Canada, 1978-1985

.. 2. Oral Examination Board, Royal College of Physicians and Surgeons of
Canada, 1978-1984

13. Ad Hoc Committee on Cardiotoxicity of Bupivacaine, Canadian
Anaesthetists' Society, 1984

14. Editorial Board, Canadian Anaesthetists' Society Journal, 1983-1989

15. Dean's Advisory Committee on Cardiac Sciences, University of Manitoba,
1983

16. Editorial Board, Anesthesia and Analgesia, 1987-present

10.
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" PUBLICATIONS

1. Palahniuk RJ: Inhalation anesthesia and analgesia in obstetrics. Chapter
in Anesthesiologist, Mother and Newborn. S.M. Shnider & F. Moya, Eds.
Williams and Wilkins Co., 1974.

2. Palahniuk RJ, Shnider SM, Eger EI: Pregnancy decreases the
requirement for inhaled anesthetic agents. Anesthesiology, 1974; 41 :82
83.

3. Ostheimer GW, Palahniuk RJ, Shnider SM: Epidural blood patch for post
lumbar-puncture headache. Anesthesiology, 1974;41 :307-308.

4. Palahniuk RJ, Shnider SM: Maternal and fetal cardiovascular and acid
base changes during halothane and isoflurane anesthesia in the pregnant
ewe. Anesthesiology, 1974; 41 :462-472.

5. Wallis L, Shnider SM, Palahniuk RJ, Spivey HT: An evaluation of
acupuncture analgesia in obstetrics. Anesthesiology, 1974; 41 :596-601.

6. Palahniuk RJ, Cumming M: Plasma fluoride levels following the obstetrical
use of methoxyflurane. Can. Anaesth. Soc. J., 1975; 22:291-297.

7. Smith J, Manning FA, Palahniuk RJ: Maternal and fetal effects of
methoxyflurane anaesthesia in the pregnant ewe. Can. Anaesth. Soc. J.,
1975; 22:449-459.

8. Palahniuk RJ: A return to trichloroethylene. Br. J. Anaesth., 1975;
47:1232-1233. (letter)

9. Palahniuk RJ: Inhalation anesthetics for operative obstetrics, in
Proceedings of the VI World Congress of Anesthesiology. Excerpta
Medica, Amsterdam, 1976, pp. 235-237.

10. Blouw R, Scatliff J, Craig DB, Palahniuk RJ: Gastric volume and pH in
post-partum patients. Anesthesiology, 1976; 45:456-457.

11. Palahniuk RJ, Cumming M: Fetal and maternal effects of thiopental-nitrous
oxide anaesthesia in the pregnant ewe. Can. Anaesth. Soc. J., 1977;
24:361-370.

12. Palahniuk RJ, Scatliff J, Biehl 0, Wiebe H, Sankaran K: Maternal and
neonatal effects of methoxyflurane, nitrous oxide and lumbar epidural
anaesthesia for Cesarean section. Can. Anaesth. Soc. J., 1977; 24:586-
596. ~

ll.
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PUBLICATIONS (continued)

13. Palahniuk RJ, Cumming M: Serum cholinesterase activity following the
use of methoxyflurane in obstetrics. Anesthesiology, 1977; 47:520-522.

14. Ong BY, Palahniuk RJ, Cumming M: Gastric volume and pH in out
patients. Can. Anaesth. Soc. J., 1978; 25:36-39.

15. Palahniuk RJ, Cumming M: Prophylactic blood patch does not prevent
post-lumbar puncture headache. Can. Anaesth. Soc. J., 1979; 26:132
133.

16. Lou HC, Lassen NA, Tweed WA, Johnson G, Jones M, Palahniuk RJ:
Pressure-passive cerebral blood flow and breakdown of the blood-brain
barrier in experimental fetal asphyxia. Acta Pediatr. Scand., 1979; 68:57
63.

17. Johnson GN, Palahniuk RJ, Jones M, Tweed WA, Wade JG: Regional
cerebral blood flow in the partially asphyxiated sheep fetus in Y1e..!:Q. Am. J.
Obstet. Gynecol., 1979; 135:48-52.

18. Palahniuk RJ, Doig GA, Johnson GN, Pash MP: Maternal halothane
anesthesia reduces cerebral blood flow in the acidotic sheep fetus in~.
Anesth. Analg., 1980; 59:35-39.

19. Pickering BG, Palahniuk RJ, Cumming M: Cimetidine premedication in
elective Cesarean section. Can. Anaesth. Soc. J., 1980; 27:33-35.

20. Ong BY, Pickering BG, Palahniuk RJ, Cumming M: Lorazepam and
diazepam as adjuncts to epidural anaesthesia for Cesarean section. Can.
Anaesth. Soc. J., 1982; 29:31-34.

21. Palahniuk RJ: Anesthesia for preterm delivery. Chapter in Obstetric
Anesthesia: The Complicated Patient. F.M. James and A.S. Wheeler, ed.,
F.A. Davis Company, 1982.

22. Pickering BG, Palahniuk RJ, Cote J, Wade JG, Pash MG: Cerebral
vascular responses to ketamine and thiopentone during fetal acidosis.
Can. Anaesth. Soc. J., 1982; 29:463-467.

23. Kozody R, Palahniuk RJ, Wade JG, Cumming MO, Pucci WR: Effect of
subarachnoid epinephrine and phenylephrine on spinal cord blood flow.
Can. Anaesth. Soc. J., 1984; 31 :503-508.

24. Kozody A, Palahniuk RJ, Cumming MO: Spinal cord blood flow following
subarachnoid tetracaine. Can. Anaesth. Soc. J., 1985; 32:23-29.

12.



-6-

PUBLICATIONS (continued)

25. Kozody R, Ong BY, Palahniuk RJ, Wade JG, Cumming MO: Subarachnoid
bupivacaine decreases spinal cord blood flow in dogs. Can. Anaesth.
Soc. J., 1985; 32:216-232.

26. Ong BY, Greengrass R, Bose 0, Gregory G, Palahniuk RJ: Acidemia
impairs autoregulation of cerebral blood flow in newborn lambs. Can.
Anaesth. Soc. J., 1986; 33:5-9.

27. Biehl 0, Palahniuk RJ: Update on obstetrical anesthesia. Can. Anaesth.
Soc. J., 1986; 32:238-245.

28. Bedder MD, Kozody R, Palahniuk RJ, Cumming MO, Pucci WR: Clonidine
prolongs canine tetracaine spinal anesthesia. Can. Anaesth. Soc. J.,
1986; 33:591-596.

29. Ong BY, Macintyre C, Bose 0, Palahniuk RJ: Comparison of two methods
of altering blood pressures for assessing neonatal cerebral blood flow
autoregulation. Can. J. Physio!. Pharmacol., 1986; 64:1023-1026.

30. Ong BY, Cohen MM, Esmail A, Cumming M, Kozody R, Palahniuk RJ:
Paresthesia and motor dysfunction after labor and delivery. Anesth.
Analg., 1987; 66:18-22.

31. Ong BY, Cohen MM, Cumming M, Palahniuk RJ: Obstetrical anaesthesia
at Winnipeg Women's Hospital 1975-1983: Anaesthetic techniques and
complications. Can. J. Anaesth., 1987; 34:294-299.

32. Palahniuk RJ: Anesthesia for preterm delivery. Chapter in "Obstetric
Anesthesia: The Complicated Patient, Second Edition". James FM,
Wheeler AS, Dewan OM, Eds. FA Davis Co., Philadelphia, 1988.

33. Palahniuk RJ: Obstetric epidural analgesia in remote hospitals. Can. J.
Anaesth., 1989; 36:253-254. (letter)

..
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ABSTRACTS

3.

4.

5.

6.

Palahniuk RJ: Blood patch epidural. Society for Obstetrics, Anesthesia
and Perinatology (S.O.A.P.) Meeting, Lexington, 1973.

Palahniuk RJ and Shnider SM: Halothane and isoflurane anesthesia in
the pregnant ewe. S.O.A.P. Meeting, Lexington, 1973.

Palahniuk RJ and Eger EI: Effect of pregnancy on anesthesia
requirements. West Coast Anesthesia Residents Conference, Oakland,
1973.

Palahniuk RJ and Shnider SM: Acupuncture analgesia in obstetrics.
American Society of Anesthesia (A.S.A.) Meeting, San Francisco, 1973.

Palahniuk RJ and Eger EI: Pregnancy reduces anesthetic requirements.
S.O.A.P. Meeting, San Francisco, 1974.

Palahniuk RJ and Shnider SM: Effect of methoxyflurane, halothane and
isoflurane on uterine blood flow and fetal status in the pregnant ewe.
Western Division Meeting, Canadian Anaesthetists' Society (C.A.S.), April
1974.

7.

9.

8.

Smith JB and Palahniuk RJ: Maternal and fetal effects of methoxyflurane
in the pregnant ewe. C.A.S. Meeting, St. John's 1974. (Third Prize -
Residents' Competition).

Palahniuk RJ: Maternal and fetal effects of methoxyflurane anesthesia in
the pregnant ewe. A.S.A. Meeting, Washington, 1974.

Manning FA and Palahniuk RJ: Maternal and fetal effects of
methoxyflurane anesthesia in the pregnant ewe. Meeting of Investigators
in Reproduction, Murray Bay, Quebec, 1974.

10. Palahniuk RJ: Serum cholinesterase activity following the obstetric use of
methoxyflurane. S.O.A.P. Meeting, Philadelphia, 1975.

11. Scatliff J and Palahniuk RJ~ Evaluation of Cesarean section anesthesia.
S.O.A.P. Meeting, Philadelphia, 1975.

12. Palahniuk RJ: Gastric volume and pH in postpartum patients. S.O.A.P.
Meeting, Philadelphia, 1975.

13. Scatliff J and Palahniuk RJ: Evaluation of Cesarean section anesthesia.
C.A.S. Meeting, Kingston, 1975.

14. Palahniuk RJ: Effect of maternal drugs on the fetus and newborn.
Neonatal Symposium, Winnipeg, 1975.

14.
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, ABSTRACTS (continued)

15. Palahiuk RJ: What's new in Cesarean section anesthesia? Western
Division Meeting, G.AS. Winnipeg, 1976.

16. Palahniuk RJ: Comparison of epidural and general anesthesia for
Cesarean section. American College of Obstetrics and Gynecology
Meeting, Winnipeg, 1976.

17. Palahniuk RJ: Evaluation of methoxyflurane, nitrous oxide and lumbar
epidural anesthesia for Cesarean section. AS.A Meeting, San Francisco,
1976.

18. Palahniuk RJ: Effect of thiopental - nitrous oxide anesthesia on the sheep
fetus in 1ililll. AS.A Meeting, San Francisco, 1976.

19. Palahniuk RJ: Prophylactic blood patch does not prevent spinal
headache. S.O.AP. Meeting, Seattle, 1977.

20. Palahniuk RJ and Kehler G: Arm and leg blood pressure at Cesarean
section. S.O.AP. Meeting, Seattle, 1977.

21. Johnson G and Palahniuk RJ: Fetal regional cerebral blood flow following
partial in~ asphyxia and maternal anesthesia. C.A.S. Meeting,
Saskatoon, 1977 (Second prize - Residents' Competition).

22. Ong BY and Palahniuk RJ: Gastric volume and pH in NFA patients. G.AS.
Meeting, Saskatoon, 1977. (Third prize - Residents' Competition).

23. Johnson G and Palahniuk RJ: Fetal regional cerebral blood flow following
partial in~ asphyxia. AS.A Meeting, New Orleans, 1977.

24. Palahniuk RJ: Halothane reduces cerebral blood flow in the asphyxiated
sheep fetus in.Liliill2. International Anesthesia Research Society (I.A.R.S.)
Meeting, Hollywood, Florida, 1979.

25. Pickering Band Palahniuk RJ: Effect of ketamine on cerebral blood flow in
the asphyxiated sheep fetus in.u.1W:Q. C.AS. Meeting, Edmonton, 1979.
(Second prize - Residents' Competition).

26. Pickering Band Palahniuk RJ: Cimetidine premedication in elective
Cesarean section. S.O.AP. Meeting, Winston-Salem, 1979.

27. Palahniuk RJ and Tweed WA: Lack of autoregulation of cerebral blood
flow in th"e non-asphyxiated sheep fetus in 1ililll. AS.A Meeting, San
Francisco, 1979.

15.
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ABSTRACTS (continued)

28. Palahniuk RJ: Ketamine maintains cerebral flood flow during acute fetal
asphyxia. AS.A. Meeting, San Francisco, 1979.

29. Palahniuk RJ: Use of isoflurane in obstetrics. Isoflurane Symposium,
Toronto, 1980.

30. Palahniuk RJ: Anesthesia for Cesarean section - general anesthesia.
Ontario Medical Association, Fall Anesthesia Meeting, Thunder Bay, 1980.

31. Palahniuk RJ: Anesthesia for specific obstetrical problems. O.M.A. Fall
Anesthesia Meeting, Thunder Bay, 1980.

32. Palahniuk RJ: History of anesthesia. Manitoba Science Teachers
Convention, Winnipeg, 1980.

33. Palahniuk RJ: Obstetric anesthesia. Symposium on Inhalation
Anesthesia, Edmonton, 1980.

34. Palahniuk RJ: Regional anesthesia and high risk labor. American Society
of Regional Anesthesia Meeting, Atlanta, 1981.

35. Palahniuk RJ: Pain therapy for premature labor. Manitoba Medical
Association Meeting, Winnipeg, 1981.

36. Ong BY and Palahniuk RJ: Lorazepam and diazepam as adjuncts to
epidural anesthesia for Cesarean section. C.AS. Meeting, Halifax, 1981.

37. Cumming MO, Ong BY and Palahniuk RJ: An obstetric anesthesia audit
system. C.AS. Meeting, Quebec, 1982.

38. Palahniuk RJ and Wade JG: Fetal cerebral blood flow - measurement and
implications. University of California. 25th Anniversity Symposium, San
Francisco, 1983.

39. Kozody R, Cumming MO and Palahniuk RJ: Spinal cord blood flow
following subarachnoid block with and without epinephrine. I.AR.S.
Meeting, Reno, 1984.

40. Greengrass R, Ong BY, Bose 0 and Palahniuk RJ: Acidemia impairs
autoregulation of cerebral blood flow in newborn lambs. C.S.C.I. Meeting,
Winnipeg, 1984.

41. Ong BY, "Greengrass R, Gregory G, Bose 0 and Palahniuk RJ: Impairment
of cerebral blood flow autoregulation after hypercapnea. AS.A. Meeting,
New Orleans, 1984.

16~
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(;, ABSTRACTS (continued)

42. Kozody R, Palahniuk RJ, Wade JG: Spinal cord blood flow following
subarachnoid lidocaine. LARS. Meeting, Houston, 1985.

43. Kozody R, Kehler CH, Duke PC, Parrott J, Palahniuk RJ, Wade JG: Spinal
cord blood flow following double thoracic aortic cross-clamping. AS.A
Meeting, San Francisco, 1985.

44. Kehler CH, Kozody R, Duke PC, Parrott J, Palahniuk RJ, Wade JG:
Response of the canine cerebral circulation to thoracic aortic occlusion.
AS.A Meeting, San Francisco, 1985.

45. Ong BY, Macintyre CJ, Bose D, Sitar D, Kozody R, Palahniuk RJ:
Phenobarbital prevents loss of cerebral blood flow autoregulation after
asphyxia in newborn lambs. LARS. Meeting, Las Vegas, 1986.

46. Bedder MD, Kozody R, Palahniuk RJ, Cumming MO, Pucci WR: Clonidine
prolongs tetracaine spinal anesthesia in dogs. LARS. Meeting, Las
Vegas, 1986.

47. Ong BY, Cohen MM, Esmail A, Cumming M, Kozody R, Palahniuk RJ:
Paraesthesia and motor dysfunction after labor and delivery. C.AS.
Meeting, Montreal, 1986.

48. Ong BY, Macintyre CJ, Bose D, Sitar DS, Sutherland GR, Palahniuk RJ:
Lidocaine prevents loss of cerebral blood flow autoregulation after
asphyxia in newborn lambs. LARS. Meeting, Orlando, 1987.

49. Keane E, Ong BY, Bose D, Sitar DS, Palahniuk RJ: Magnesium sulfate
enhanced recovery of impaired cerebral blood flow. LA.RS. Meeting, San
Diego, 1988.

50. Keane E, Ong BY, Bose D, Palahniuk RJ: Cerebral blood flow
autoregulation in newborn lambs - effect of 0.5% halothane administration.
World Federation Meeting, Washington, 1988.

51. Ong BY, Cohen MM, Palahniuk RJ: Anesthesia for nonelective Cesarean
sections - effects on neonates. World Federation Meeting, Washington,
1988.

..
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PANELS

1. American Society of Anesthesia - Chicago, 1975
"Establishing an Obstetric Anesthesia Service"

2. World Congress of Anesthesia - Mexico City, 1976
"Anesthesia in Obstetrics" (Panel Chairman)

3. Canadian Anaesthetists' Society - Ottawa, 1978
"Obstetric Anaesthesia"

4. Canadian Anaesthetists' Society - Quebec, 1982
"Facts and Myths in Obstetric Anaesthesia" (Panel Chairman)

5 International Anesthesia Research Society - Orlando, 1989
"Controversies in Obstetric Anesthesia" (Panel Chairman)

REFRESHER COURSES

1. Canadian Anaesthetists' Society Meeting, Edmonton, Alberta, June 1979.
"Obstetrical Anaesthesia in 1979".

2. American Society of Anesthesiologists Annual Meeting, San Francisco,
October, 1979. "Analgesia and Anesthesia in Normal Obstetrics".

3. International Anesthesia Research Society, 62nd Congress, San Diego,
March, 1988. "Management of Anesthesia for Cesarean Section".

4. Canadian Anaesthetists' Society Annual Meeting, Ottawa, June, 1989.
"Anaesthesia for Neonatal Surgical Emergencies".

CHAIRMAN • SCIENTIFIC SESSIONS

1. C.A.S. Meeting, Edmonton - June 1979

2. C.A.S. Western Division Meeting, Vancouver - April 1980

3. G.A.S. Meeting, Toronto - June 1980

4. Anesthesia Update, Winnipeg - March 1981

5. G.A.S. Meeting, Halifax - June 1981

6. Anesthesia Update, Winnipeg - April 1982..
7. G.A.S. Meeting, Quebec - May 1982

8. G.A.S. Meeting, Vancouver - June 1983

18.
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C CHAIRMAN - SCIENTIFIC SESSION (continued)

9. Western Division Meeting, Edmonton - March 1984

10. C.AS. Meeting, Winnipeg - June 1984

11. U of M/Astra Pharmaceuticals - Clinical Anesthesia in the 1980's;
Winnipeg - September 1987

12. I.AR.S. Meeting, San Diego - March 1988

13. C.AS. Western Division Meeting, Vancouver - April 1988

14. I.AR.S. Meeting, Orlando - March 1989

VISITING PROFESSOR

1. Laval University - December 10, 1978
Lecture - "Recent Advances in Obstetrical Anesthesia"

2. McMaster University, Hamilton - March 24-25, 1980
Lecture - "What's New in Obstetrical Anesthesia"
Resident Seminar - "Anesthesia for High Risk Obstetrics"

3. University of Saskatchewan, Saskatoon - April 28, 1980
Lectures - 1) "Anesthesia for High Risk Obstetrics"

2) Dinner Meeting - "Obstetric Anesthesia-1980"

4. University of Washington, Seattle - April 28, 1980
Lecture - "Implications of Fetal Cerebral Blood Flow Measurement"

5. Memorial University, St. Johns, Newfoundland - April 1981
Lectures - 1) "Current Concepts of Fetal Cerebrovascular InjUry"

2) "Regional Anaesthesia in High Risk Obstetrics"
3) "Neonatal Resuscitation"

6. University of Washington, Seattle - May 10-12, 1984
Lecture - "Regional Blood Flow in the Brain and Spinal Cord"

7. Reproductive Care Program of Nova Scotia, Invited Consultant 
October 1984

8. McGill University - March 18-20, 1985
Lecture - "Spinal Cord Blood Flow - Measurement and Implications",

9. University of Western Ontario - April 30-May 3, 1985

10. McGill University, Annual Review Course in Anesthesia - May 26-30, 1986

19.
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VISITING PROFESSOR (continued)

11. The University of Calgary - 6th Annual Anaesthetic Symposium Update 86.
Calgary, December 6, 1986

12. The Institute for Post-Graduate Education, 3rd Annual Joint Conference on
Anesthesia and Ob/Gyn. Acapulco, February, 1987

13. University of Saskatchewc.. ~:iesidents' Research Day. May, 1988.
Lecture - "Managr '-:ent ot ,·.nesthesia for Cesarean Section"

RESEARCH ;::ELLOWS SUPERVISED

1. 1974 - J. Bruce Smith, M.D. presently
Resident Program Director, McGill University
Montreal, Quebec

2. 1974 - Frank Manning, M.D. presently
Professor and Chairman of Obstetrics and Gynecology, University
of Manitoba

3. 1975 - John Scatliff, M.D. presently
Staff Anesthetist, St. Boniface General Hospital, Winnipeg

4. 1976 - Diane Biehl,M.D. presently
Chief of Anesthesia, St. Boniface General Hospital, Winnipeg

5. 1977 - Gary Johnson, M.D. presently
Anesthetist, Bismark, North Dakota

6. 1977 - Malcolm Jones, M.D. presently
Obstetrician and Gynecologist, Ontario

7. 1977 - Bill Ong, M.D. presently
Chief of Obstetric Anesthesia, Health Sciences Centre, Winnipeg

8. 1978 - George Doig, M.D. presently
Anesthetist, Thunder Bay, Ontario

9. 1978 - Michael Pash, M.D. presently
Anesthetist, Foothills Hospital, Calgary, Alberta

10. 1979 - Bryan Pickering, M.D. presently
A.nesthetist, Health Sciences Centre, Winnipeg

20.
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EDITORIALS

1. A Survey of Obstetric Anaesthesia Practice in British Columbia. Can.
Anaesth. Soc. J., 1986; 33:123-125.

2. Obstetrical Epidural Anesthesia in Remote Hospitals. Can. J. Anaes.,
1988; 35:448.

BOOK REVIEWS

1. Manual of Obstetric Anesthesia edited by G.W. Ostheimer. Can. Anaesth.
Soc. J., 1985; 32:195.

2. Anesthesia edited by R. Miller. Can. Anaesth. Soc. J., 1986; 54.

3. Neural Blockade in Clinical Anesthesia and Management of Pain edited by
MJ Cousins and PO Bridenbaugh. Can. J. Anaesth., 1988; 56.

GRANT APPLICATION REVIEWER

1. Medical Research Council of Canada

2. Hospital for Sick Children Foundation

3. Candian Heart Foundation

4. British Columbia Health Care Research Foundation

MANUSCRIPT REVIEWER

1. Canadian Journal of Anaesthesia (Editorial Board)

2. Anesthesia and Analgesia (Editorial Board)

3. Anesthesiology

4. Canadian Medical Association Journal

..

August 1989
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MINUTES
Planning and Development Committee

August 7, 1989

GALL TO ORDER.
The Chair, Ms. B. Kristine Johnson, called the August 7, 1989 meeting of the
Planning and Development Committee to order at 1:10 p.m. in room 8-106 in the
University Hospital.

Attendance: Present

Absent

Staff

B. Kristine Johnson, Chair
Robert Dickler
Leonard Bienias
Robert Latz
Peter Lynch, M.D.
William Jacott, M.D.
Ted Thompson, M.D.

Clint Hewitt
Geoff Kaufmann

Chip Bolman, M.D.
Cliff Fearing
Nancy Janda
Mark Koenig
John LaBree, M.D.
Shannon Lorbiecki
Carter McComb
Lisa McDonald
Helene Wald

APPROVAL OF KINUTES
The minutes of the July 10, 1989 meeting were approved as distributed.

KAJOR CAPITAL EXPENDITURE: LEFT VENTRICUlAR ASSIST DEVICE (LVAD)
Mr. McComb discussed the expenditure request for two LVADs for $108,000
apiece. Dr. Bolman said that the HEART MATE 1000 IPVAD is being used on three
types of patients. Patients with severe left ventricular failure who are
unresponsive to conventional pharmacological and/or intra-aortic balloon
counter pulsation support. The device may also be used as a bridge for
potential transplant patients or for acute myocardial infarction and
myocardetis patients. UMHC would use it on all three types of patients. The
reason the Heart Mate was chosen is because it is implantable and the surface
coatings utilized minimizes the probability of clotting. These features allow
patients to be sustained on the device for extended periods of time. The
longest time to date is 130 days. FDA approval is expected in the next 3-4
years. Since the FDA considers it an investigational device, Medicare and
Medicaid wilt not reimburse UMHC. Some private insurance carriers may
reimburse UMHC but Blue Cross Blue Shield generally follows Medicare
guidelines.

Mr. Latz was concerned about the potential financial liability to UMHC. Mr.
Dickler responded that the program will be evaluated after the LVAD has been

1



, used on 3 patients or for 21 days. However, Mr. Dick1er concluded that the
dilemma of funding experimental programs and devices will continue to be a
problem and suggested that it be discussed at the board retreat.

KAJOR CAPITAL EXPENDITURE: IKS NETIlORK
Dr. LaBree discussed the proposal for $225,000 to expand the Upper Midwest
Hea1thcare Network through the purchase of 70 software licenses and 30 network
communication workstations. Ms. Wa1d said that the network is currently being
used in 15 external and 18 internal sites to facilitate the exchange of
patient information between UMHC and referring physicians. Direct access is
also provided to the Biomedical Library. The requested funds will allow the
Network to add 40 external and 10 internal sites. External sites choosing to
join the Network purchase their own computer station and UMHC provides the
software. Results to date have been positive and have had a positive impact
on inpatient admissions. The computer functions will be expanded in the next
six months. Dr. LaBree concluded that the calls made to the physician offices
have generated additional discussion about other outreach services and
stressed the importance of being first with the program.

QUARTERLY PURCHASING REPORT
Mr. Koenig reported that fourth quarter purchase orders for 1988/89 of
$14,537,590 were comparable to last year. Set aside awards of $203,867 were
much higher than usual. Vendor appeals were discussed and Mr. Latz requested
that cancellation of bids be given greater consideration when specifications
change or are unclear. Purchases through the University Hospital Consortium
generated fourth quarter savings of approximately $24,000. A motion was made,
seconded and passed for approval of the report.

FORMAT FOR QUARTERLY PURCHASING REPORT
Mr. Koenig reviewed the new purchasing report format. The Committee endorsed
the new format with three exceptions. 1) The threshold for reporting awards
to other than low bidder will remain at $5,000. Other criteria for reporting
(such as variance between low bid and awarded bid) will be investigated. 2)
The revised threshold for reporting Sole Source purchases will be $5,000.
Options for reporting lower cost sole source items that occur frequently will
be considered and incorporated in future recommendations. 3) Reporting of Set
Aside activity will be modified to reflect new University policy.

UNIVERSITY OF MINNESOTA CLINICAL ASSOCIATES (UKCA) UPDATE
Dr. Lynch reported that negotiations are continuing with PHP and that the
contract decision should be made by October. UMCA and hospital administration
are working closely on the Blue Cross Blue Shield plan for the state. This
will be the first time that UMCA will be doing case management for a PPO .

..
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OTHER. BUSINESS

MASONIC II BUDGET STATUS
Mr, nickler updated the corr ittee on the Masonic II renovation project which
w; exceed the Board's a: Jved budget of $1,161,000 due to problems
~untered in removing th ~sbestos. Mr. Koenig explained that the project
~_ ~66,OOO over budget because the original estimate was underestimated and
Lberglass insulation in the ceiling had to bp replaced due to asbestos

.ntamination. Environmental Health & Safety has recommended that additional
f';cecautions be taken in areas where the asbestos remained u1.disturbed. Mr.
Koenig reviewed the two options to comply with the recommenaations. To
eliminate the ceiling work and enclose the asbestos costs $70,000. To remove
the additional asbestos and replace the ceilings costs $148,000. Mr. Latz and
Mr. Bienias recommended that all the asbestos be eliminated to reduce the
health risk and legal liability. Ms. Johnson concurred that an aggressive
approach be taken to remove the asbestos.

Ms. Johnson then inquired if there were other possible cost savings on the
Masonic II renovation to offset the additional asbestos cost. Mr. Dickler
replied that we are in the middle of project and there are no anticipated
additional savings.

The committee approved the additional $235,000 for the Masonic renovation and
requested that consideration be g~ven to recovering the additional costs from
other sources. lhe committee also requested a reexamination of the capital _~__
approval process with emphasis on the involv~ment of the medical staff . ~

ADJOURNMENT
\s. Johnson adjourned the Planning and Development Committee at 3:06 p.m.

Respectfully submitted,

Lisa McDonald
Assistant Director of
Planning and Marketing

..
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UNIVERSITY OF MINNESOTA
TWIN CITIES

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis, Minnesota 55455

August 16, 1989

TO:

FROM:

SUBJECT:

Members of .I~oard of Governors

Greg Hart ~\ .
Senior Associate Director

Capital Expenditure

Attached is a major capital expenditure report for an item whose
acquisition costs falls in the $100,000 - $600,000 range required for Board
reporting. This is presented for information consistent with Board of
Governors' policy.

We look forward to discussing this item with you at the Board of Governors
meeting on August 23, 1989.

GH:th

Attachment
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August 7, 1989
August 23, 1989
August 23, 1989

Board of Governors ReView:

Planning & Dev. Commlnee ReView:

Finance Committee ReView:UTHE UNIVERSITI OF MINNESOTA

HOSPITALAND CUNIC
___B_O_AA_D_O_F_G_OV_E_AN_O_R_S ---.J

MAJOR CAPITAL EXPENDITURE REPORl

EQUIPMENT: Implantable Pneumatic Ventricular Assist Device

PURCHASE PRICE: $108,500 (2 un its)

DESCRIPTION: The University Hospital currently has a device for the short
term assistance of left ventricular cardiac function.
The current device operates on the principle of centrifugal
force. Newer technology (implantable pneumatic ventricular
assist device, VAD) is now available which may represent an
important step forward in treatment of patients with end
stage cardiac disease.

Recently, Thermo Cardiosystems Inc. of Wilburn, Massachusetts
was granted investigational device exemption for an implantable
left ventricular assist device. The HEART MATE 1000 IP VAD
is currently approved by the FDA for use in a number of
institutions; University Hospital would be an additional
approved site. The device has been used primarily to treat .J.....
patients with severe left ventricular failure who are unrespon- .
sive to conventi ~al pharmacological and/or intra-aortic
balloon counter ~ulsation support. The device may be used
as a bridge to transplant and further, the HEART MATE VAD
is approved for use in acute myocardial infarction and
myocarditis patients.

The principal distinguishing features of the HEART MATE
are the fact that is is implantable and the surface coatings
utilized, minimizing the probability of clotting. These
features allow patients to be sustained on the device for
extended periods of time.

The HEART MATE has been used successfully in a number of
patients at centers including the Texas Heart Institute
in Houston, Texas, the Washington Hospital Center in
Washington, D.C. and the London Hospital in London, England.

The Hospital is in the process of specifying and purchasing
two HEART MATE 1000 implantable pneumatic ventricular
assist devices. These units will allow us to maintain
our state of the art cardiovascular and thorzaics ery
program.

Purchase of these devices was bUdgeted~~ t ~ }989-90
fiscal year. ~ .' L--"

')ubmitted By: ---:G:.:.r-=e:.;;lg~Ha::.;r:...t~ _
Title: ,,"-5"",en,,-'...,·o:...:.r~A~s=_so~c:::...'!..::·a:...:t~e::....::D~i~r_=e;:.c~to~r:...__

APIlfUV!d By: -...::~/~/~::::::::..._::!JI:- _
TItle: 50
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Date:

To:

From:

Subject:

UNIVERSITY OF MINNESOTA Department of Planning and Marketing
TWIN CITIES The University of Minnesota Hospital and Clinic

C-116 Mayo Memorial Building
Box 200.420 Delaware Street S.E.
Minneapolis, Minnesota 55455

Office (612) 626-3330
FAX (612) 626-4853

August 14, 1989

Board of Governors

Geoff Kaufmann

CONTINUED DEVEIDPKENT OF PHYSICIAN COMPUTER NEnlORK AND CAPITAL
REQUEST ASSOCIATED VITH ITS EXPANSION

Last year, as a part of the capital budget request, the Board of Governors
approved a pilot project which set up physician computer linkages with clinics
in our region. This pilot was very successful in creating easy two-way
communication with those medical groups.

We have had numerous requests from other medical groups to expand this network
and wish to meet these requests. It is anticipated that 50 additional sites
will be added this year with 40 of these being external to UMHC. We will
continue to keep the Board of Governors appraised on the progress of this
important project.

GLK:asf

..
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UHoSffiAlOANDclrNIC
BOARD OF GOVERNORS

Planning & Dev. Commillee Review: AJI!~llst 7, 198 9

Finance Commillee Review: August 23, 1989

Board 01 Governors Review: Augus t 23. 1989

MAJOR CAPITAL EXPENDITURE REPORT

PC-communications Software Licenses (70)
EQUIPMENT: Network communication Workstations (30)

PURCHASE PRICE: $225,000

DESCRIPTION: The.University Hospital currently has a computer
communications·network to facilitate the exchange of patient
information between University and outstate referring physi
cians. Physicians on the Network can transmit and receive
patient demographic and clinical data, and are provided with
patient status reports and updates. ECG and PFT tests can also
be transmitted over the Network from the primary care MD's
office to UMHC for overread. Direct access is provided via
computer to the Biomedical Library and the UMHC internal
departments of: Admissions, Emergency Room, Intensive Care,
ECG Lab, Cardiac Cath Lab, Medical outreach, and Nutrition for
dietary consults.

The Upper Midwest Healthcare Network now consists of 15
outstate practices and 18 internal UMHC sites. Preliminary results
from the first 6 months of operation indicate the program has had
a positive impact on inpatient admissions. Several of UMHC's major
competitors are also now implementing or studying similar networks.

The Network expansion plan for 1989/90 calls for the addition
of 50 or more network sites, 10 internal and 40 external. To
accomplish this, the Hospital is currently in the process of pur
chasing 10 network systems (i.e. workstation and software) for
internal expansion, and 20 systems as inventory to rotate for 90
day trials to external sites. The purchase of the additional 40
software licenses assumes that 40 of the 60 to 80 external sites
that trial the network during 1989/90 will implement. External
sites choosing to join the Network purchase their own computer
station, while UMHC furnishes the communications software license.
The 50-65% implementation rate is comparable to the experience of
other hospitals with the same system.

Purchase of this equipment and software was budgeted for the
1989/90 fiscal year.

\

Submilled Bv: _.:.:.H.:::.e.:.;le~n~e:......::WW2al."!,l..lo1d,--_-Q;nd;.,,,'/;n~..i:..(::;"!/_/___ Approved BV: / c/A//-f/~~~/J~~
------- // / '-- ""'-Tille: ....;;N....;;e;;..;t;;..;w....;;o....;;r....;;k_C-'-o-'-o;;..;r;...d_i_n_a_t_o_r____ Tille: I ~")
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UNIVERSITY OF MINNESOTA
TWIN CITIES

August 17, 1989

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis, Minnesota 55455

TO:

FROM:

SUBJECT:

Members, BO~d of Governors

Greg Hart~

Quarterly Purchasing Report

,

Attached please find the quarterly purchasing report for the period April
June, 1989. The report will be reviewed at the August Committee meeting.
Following the review we will be seeking endorsement of the report.

Also attached on pages 45 through 64 is the proposed new format of the
quarterly purchasing report. For purposes of comparison the third quarter
report (January-March) is included in both the new and old format. The format
change was presented at the May Planning and Development meeting for
information. Final endorsement of this change is sought at this month's
meeting.

Please contact me if you have any questions regarding the quarterly report or
the format change.

/kj

attachments



UNIVERSITY OF MINNESOTA HOSPITAL AND CLINIC

ADMINISTRATIVE REPORT ON PURCHASING ACTIVITY

PERIOD OF APRIL - JUNE 1989

I. PURCHASE ORDER ANALYSIS

RANGE NUMBER OF P.O.'s DOLLAR VALUE

$ 0 - $ 499 6028 $1,012,987.04
$ 500 - $1,999 2176 $2,235,197.45
$ 2,000 - $4,999 561 $1,749,171.02
$ 5,000 - $9,999 284 $2,039,035.89
$10,000 - OVER 327 $7,033,864.60

SUBTOTAL 9376 $14,070,256.00

II . CONFIRMING ORDERS

$ 0 - $ 99 115 $5,506.64
$ 100 - $ 499 152 $36,871.93
$ 500 - $ 999 38 $25,800.04
$1,000 - $1,999 32 $49,520.05
$2,000 - OVER 46 $349,636.23

SUBTOTAL 383 $467,334.89

TOTAL 9759 $14,537,590.89

III. PURCHASE AWARDS TO OTHER THAN APPARENT LOW BIDDER

(Attached)

IV. SOLE SOURCE

(Attached)

V. SET ASIDE AWARDS

(Attached)

VI. VENDOR ?EALS

(Att~ched)

VII. UNIVERSITY HOSPITAL CONSORTIUM ACTIVITY

(Attached)

30.



(\ f' n
III. PURCHASE AWARDS TO OTHER THAN LOW BIDDER ($5,000 OR MORE)

1.

ITEM

Syringe, Irrigation

UNSUCCESSFUL
VENDOR/AMOUNT

General Medical
$ 9,802.00

SUCCESSFUL
VENDOR/AMOUNT

C. A. Bard
$ 13,328.88

DEPARTMENT

Materials Services

4 Plungers are too tight, barrel is difficult to manipulate, and
packaging is difficult to open.

2. Cast Padding DePuy
$ 5,200.00

Colonial
$ 6,000.00

Materials Services

Product is difficult to apply as it does not easily conform to body
contours, and product had an uneven thickness and density.

3. Multilumen Catheter Abbott
$ 40,455.00

Kolling
$ 55,100.00

Materials Services

Catheter is too stiff, making it difficult to insert and position
safely, and luer lock syringe is more difficult to manipulate.

Argon
$ 52,780.00

Kolling
$ 55,100.00

Materials Services

Catheter is too stiff, increasing the risk of perforation, and the
flow rate of the distal lumen is lower than specified product.

Baxter/Edwards
$ 46,255.00

Kolling
$ 55,100.00

Materials Services

Vendor did not respond satisfactorily to UMHC's concerns
regarding the effect of the heparinized catheter on certain
coagulation lab results. Additionally, the lumens lack clamps
and are shorter and more difficult to manipulate.

4. Sheath Introducers Cook
$ 33,440.00

Kolling
$ 33,510.80

Materials Services

w
......
c

Sheath is too long, increasing risk of perforation, sideport cannot
be removed from introducer sheath, dilator is too long, and
gUidewire does not have a "J" tip.



4. Sheath Introducers
(cont'd)

Baxter/Edwards
$ 30,475.00

Kolling
$ 33,510.80

Materials Services

Dilator is not stiff enough, multiple reports of sheaths cracking
during use were reported, and sheath does not attach to the
introducer securely enough.

Argon Medical
$ 29,260.00

Kolling
$ 33,510.80

Materials Services

#' Sheath is too long, toughy-borst connector is undesirable as it
can occlude flow through the catheter or damage the guidewire,
it is difficult to slide the catheter through the sheath and the kit
does not have an obturator.

5. Extraction Columns Fisher
$ 18,900.00

ChromTech
$ 27,720.00

Labs

Packaging is inadequate, resulting in damaged columns and poor
extraction values.

6. Monitoring Kit,
Adult

Abbott
$126,000.00

Speetramed
$162,000.00

Cardio-Resp.

Parts are lightweight and not bonded together, increasing the
risk of cracking, leaking, and patient bleeding; unable to
consistently obtain sharp wave tests; drifting of the transducer
occurred, resulting in inaccurate readings, pigtail cable is not
sturdy; and systolic values obtained during bench testing were
6% low.

7. Biopsy Needle, Jamshidi Medix
$ 30,432.02

Baxter
$ 34,560.00

Materials Services

No covering for the needle exists once the stylet has been
removed, which makes gripping the needle awkward and
uncomfortable.

8. Biopsy Needle, Illinois Medix
$ 20,328.00

Baxter
$ 20,380.80

Materials Services

W
N
•

'-'

Needles cannot be used with a luer-Iock syringe, which is
necessary for bone marrow aspiration.

'-' '-'



e
::1. Biopsy Needle General Medical

$ 6,518.40
Medix
$ 6,746.49

~.
Baxter
$ 7,380.00

~
Materials Services

The space between the stylet tips is too large to grasp a biopsy
sample properly.

10. Tray Mat, Non-5kid Van Paper
$ 15,700.00

Baxter
$ 18,400.00

Materials Services

Non-skid properties are not effective enough on patient trays.

11. Handiwipe Midwest Wipes & Ind. Supply
$155,376.00
Cleveland Cotton
$149,506.56

Van Paper
$163,425.60

Materials Services

Cloths do not hold up when used with phenolic detergents,
necessitating use of many more cloths.

Cleveland Cotton
$162,777.60

Van Paper
$163,425.60

Materials Services

Cloths do no hold up when performing housekeeping tasks.

Cleveland Cotton
$110,937.60

Van Paper
$163,425.00

Cloth is lightweight, tears easily, and is rough and unsuitable for
use on a.R. patients.

12. Detergent, Aseptic Huntington Labs
$ 7,504.00

Amsco
$ 9,744.00

Materials Services

Detergent leaves a residue on carts, requiring staff to wipe them
down.

Brulin
$ 8,000.00

Amsco
$ 9,744.00

,W
W
o

Product contains phosphoric acid which can harm stainless
steel.



12. Detergent, Aseptic (cont'd) Calgon
$ 8,188.80

Amsco
$ 9,744.00

Materials Services

Product leaves lime deposits and other residue on equipment
and carts.

13. Copiers (3) Konica Xerox Materials Services
$ 40,338.00 (annually) $ 41,372.00 (annually)

#' Copier is too large to fit into the copier rooms safely and
according to the manufacturer's specifications.

Pitney Bowes Xerox Materials Services
$ 29,330.40 (annually) $ 41,372 (annually)

Copier does not have stapling capabilities ond the 20-bin sorter
is inadequate sorting capacity for frequent longer runs.

Stringer Business ;.erox Materials Services
$ 34,332.00 (annually} $ 41,372 (annually)

The 20-bin sorter/finisher is inadequate sorting and finishing
capacity for frequent longer runs.

14. Hamper Bags, Disposable, Comodity Plastic Films American Western Materials Services
Biodegradeable $ 38,318.00 $44,030.00

Product offered is photodegradeable and not suitable for landfill
purposes.

15. Osyl Detergent Huntington Labs National Labs Materials Services
$ 5,437.44 $ 5,916.67

Product contains significantly higher quantities of phenolic
ingredient, which has been shown to cause serious physical
problems with long term exposure.

w
~
o

(, ~ ~



(; Bags, Speciman Transport Associated Bag
$ 12,750.00
Butler Paper
$ 14,946.50
KCL Corp.
$ 10,989.00
Omnimed
$ 10,746.75

-..f',J Vonco
$ 20,815.00

f"
Materials Services

·~.

Bags leak in the transport tube.



IV. SOLE SOURCE

CONTRACTI
VENDOR P.O. # VALUE DEPT. PRODUCT

Siemens Elema H094988 $21,000.00 Cardio. Ventilators (rental)
* Siemens Elema H094989 $67,868.80 Cardio. Ventilators

Lisa's Upholstery &Design H386429 $9,385.00 Facilities Reupholstering of Chairs
Design Tex Fabrics H096311 $2,700.00 Facilities Upholstery Fabric
Maharam Fabrics H096656 $9,217.70 Facilities Upholstery Fabric
Contract Furnishings H096293 $2,965.00 Home Health Chairs
NW Bell Premises H094856 $3,614.00 I.S.D. Premise System Data

Housing
Baxter Scientific H099624 $23,940.00 Labs Reagent Kits
Baxter Healthcare H096750 $20,000.00 Labs Autopheresis System
Knowledge Data H096627 $12,000.00 Labs Keyboards
Namic H099602 $23,670.00 Labs Custom Manifolds
Dytec North H095799 $8,723.50 Labs Bar Code Readers
Curtin Matheson H099611 $45,234.00 Labs CMV Scan Latex Kits
Leeds Precision Instr. H094228 $3,956.00 Labs Photomicroscope Parts
PMT 89-519 OPEN Nursing Halo Orthoses
Medistat H095780 $4,284.00 Outpatient Operative Stools
CNC Engineering H094198 $4,864.00 Outpatient Coil for Vestibular Lab
U.S. Surgical H381417 $4,444.20 O.R. Stapler, Peds.
Chick Medical H094210 $24,986.00 O.R. Pedestal Table
Acufex Micro H097109 $4,985.00 O.R. Orthopedic Equipment
Lee Medical 89-545 OPEN O.R. Marrow Harvest Needles
Concept H097119 $11,945.00 O.R. Video Camera &Access.
Ruggles H387047 $6,195.00 O.R. Instruments
Living Technology H386486 $2,600.00 O.R. Instruments
Medsurg H094814 $27,500.00 O.R. HGM Argon Laser
BaxterlV. Mueller H381933 $2,807.00 O.R. Burrs
Benson Optical H096670 $2,995.00 O.R. Slit Lamp

* Living Technology H095709 $89,500.00 O.R. YAG Laser
Concept 89-553 OPEN O.R. Burrs & Blades
Serving Software H094299 $14,668.00 O.R. P.C. & File Server
BaxterlV. Mueller H382014 $2,420.95 O.R. Instruments
Life-Tech H096767 $4,539.00 O.R./Cysto. Uropump &Access.
Vena Tech H385727 $6,360.00 Radiology Catheters
Target Therapeutics H382326 $4,160.00 Radiology Tracker Sets &Guidewires
DVI, Inc. H381803 $6,000.00 Radiology Atherocath
Arrow H385728 $3,350.00 Radiology Catheters
Computer CAD H096643 $3,265.00 Ther. Rad. Digitizer

TOTAL .. $486,142.15

36.



V. SET ASIDE AWARDS

C; A. AWARDED BIDS - None

B. DEPARTMENTAL PURCHASES

APRIL

P.O. NUMBER VENDOR DOLLAR VALUE

1. H381445 Art Materials $321.90
2. H382269 Art Materials $36.00
3. H383432 Art Materials $339.30
4. H381590 Halcon $619.20
5. H382517 Halcon $116.10
6. H382508 Halcon $2,732.40
7. H382643 Halcon $2,674.75
8. H382634 Halcon $232.20
9. H382825 Halcon $1,490.40

10. H382834 Halcon $232.50
11. H383036 Halcon $116.10
12. H383147 Halcon $81.30
13. H383044 Pereira Enterprises $29.10
14. H381668 P.M. Johnson $577.30

C; 15. H381719 P.M. Johnson $206.85
16. H093865 Quality Medical $114.90
17. H381810 West Photo $693.16
18. H094108 Quality Medical $36.00
19. H381935 Gisela's Interiors $85.00
20. H381907 Medic $584.85
21. H092559 Trophy Craft $62.70
22. H093154 Quality Medical $381.50
23. H093871 Quality Medical $614.50
24. H382208 P.M. Johnson $656.74
25. H382306 Budget Paper $49.90
26. H382245 Medic $179.45
27. H381686 Art Materials $187.20
28. H382604 Chrom Tech $531.00
29. H382671 Chrom Tech $126.72
30. H382682 Chrom Tech $1,848.00
31. H383016 Chrom Tech $48.00
32. H383196 Chrom Tech $1,848.00
33. H383331 Enrica Fish Medical Books $131.75
34. H381865 Falcon Heights $66.96
35. H38t789 Halcon $77.40
36. H381861 Halcon $2,674.75
37. H381987 Halcon $170.40
38. H382667 Medic $136.30
39. H383198 Medic $106.30

37.



V. SET ASIDE (cont'd)

40. H381609 P.M. Johnson $440.00
41. H381694 Quality Medical $85.56
42. H381784 Quality Medical $59.25
43. H094121 Quality Medical $59.52
44. H094685 Quality Medical $276.60
45. H094689 Quality Medical $831.35
46. H092560 Trophy Craft $222.50
47. H094247 Context Ltd. $1,996.58
48. H382615 Falcon Heights $387.36

APRIL TOTAL $25,575.60

MAY

1. H383972 Metro/Healthworld $978.00
2. H384864 Halcon $116.10
3. H383661 Halcon $38.70
4. H383865 Halcon $1,2n.10
5. H384169 Halcon $127.80
6. H3844n Halcon $2,674.75
7. H384748 Halcon $193.50
8. H384639 Halcon $232.20
9. H383635 Falcon Heights Medical $750.24
10. H384845 Falcon Heights Medical $66.96
11. H383629 Quality Medical $225.00
12. H384627 Quality Medical $85.56
13. H384621 Art Materials $27.00
14. H384359 Art Materials $426.60
15. H384155 Art Materials $36.00
16. H383942 Art Materials $228.60
17. H383848 Art Materials $36.00
18. H384077 Peira Enterprises $1,259.28
19. H092561 Trophy Craft $117.30
20. H383821 Medic $294.10
21. H383900 Northern Balance Service $10.00
22. H384229 Northern Balance Service $175.00
23. H384315 Medic $163.40
24. H384439 Action Business Forms $696.00
25. H092562 Trophy Craft $205.70
26. H384558 Context Ltd $43.75
27. H095555 Quality Medical Products $447.90
28. H384702 Medic $334.15
29. H384835 Northern Balance Service $555.00
30. H3849n EPA Audio Visual $399.00
31. H092563 Trophy Craft $66.15
32. H385340 Medic $618.20
33. H385112 Chrom Tech $325.00
34. H385468 Budget Paper $99.80

3~.



V. SET ASIDE (cont'd)

C, 35. H385552 Chrom Tech $525.00
36. H095567 Quality Medical $908.45
37. H092564 Trophy Craft $104.85
38. H385285 Art Materials $36.00
39. H385487 Art Materials $321.90
40. H385171 Halcon $1,490.40
41. H385184 Halcon $541.80
42. H385370 Halcon $3,292.00
43. H385616 Halcon $336.90
44. H385381 Quality Medical $59.25
45. H385609 Quality Medical $64.17
46. H384793 Halcon $85.20
47. H384948 Halcon $2,856.60
48. H385052 Halcon $116.10
49. H385693 Halcon $696.60
50. H385667 Falcon Heights Medical $66.96
51. H095754 PM Johnson $1,113.65
52. H095778 Context $25,129.47
53. H095765 PM Johnson $10,969.98

MAY TOTAL $62,045.12

JUNE

C,
1. H385741 Medic $196.95
2. H092567 Trophy Craft $85.80
3. H387216 Medic $437.00
4. H092568 Trophy Craft $201.45
5. H387449 Chrom Tech $76.30
6. H387591 Medic $219.40
7. H095823 Context Ltd. $1,394.86
8. H097008 Context Ltd. $7,515.00
9. H097011 Context Ltd. $10,918.77
10. H097013 Context Ltd. $6,230.70
11. H095825 Context Ltd. $654.75
12. H097007 Context Ltd. $1,899.65
13. H097009 Context Ltd. $16,413.31
14. H097010 Context Ltd. $10,886.40
15. H097012 Context Ltd. $23,373.80
16. H096688 Quality Medical $121.05
17. H387901 Chrom Tech $1,175.00
18. H386017 Chrom Tech $125.00
19. H386230 Chrom Tech $924.00
20. H386555 Chrom Tech $654.00
21. H386624 Chrom Tech $924.00

C
22. H386005 EPA Audio $1,197.00
23. H386145 Medic $917.15
24. H386768 Medic $96.80

39.



V. SET ASIDE (cont'd)

25. H095882 Quality Medical $356.70 J
26. H095573 Quality Medical $705.65
27. H095574 Quality Medical $139.25
28. H095547 Quality Medical $61.20
29. H0966n Quality Medical $619.30
30. H386751 Quality Medical $68.00
31. H092565 Trophy Craft $68.25
32. H092566 Trophy Craft $132.90
33. H096209 EPA Audio $799.00
34. H386681 Art Material $81.00
35. H386812 Art Material $36.00
36. H387240 Art Material $330.60
37. H38n08 Art Material $27.00
38. H386580 Haleon $928.80
39. H387342 Haleon $4,732.25
40. H387522 Haleon $2,732.40
41. H386824 Quality Medical $236.85
42. H387152 Quality Medical $68.00
43. H387336 Quality Medical $391.68
44. H3863n Quality Medical $236.85
45. H386046 Haleon $4,732.25
46. H386094 Haleon $793.65
47. H386189 Haleon $321.30
48. H387329 Haleon $1,490.40
49. H386284 Art Materials $426.60
50. H386368 Art Materials $27.00
51. H096293 Contract Furnishings $2,965.00
52. N/A* Country Cabinets $4,800.00
53. N/A* Lang Custom Metals $1,300.00

JUNE TOTAL $116,246.02

C. QUARTERLY GRAND TOTAL

April Purchases
May Purchases
June Purchases

GRAND TOTAL

$25,575.60
$62,045.12

$116,246.02

$203,866.74
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VI. VENDOR APPEALS

1. VENDOR NAME/DOLLAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOLLAR AMOUNT:

REASON FOR APPEAL:

Gibbco/$3,493.00
Lab Refrigerator
Nor-Lake/$4,057.00

Vendor contended that the refrigerators offered had previously been found acceptable
and were in use in other lab areas. Upon further investigation, the refrigerator was found
to be a cubic foot smaller than specified, and it had three doors instead of the specified
four. Vendor was then notified of these inadequacies.

STATUS: Contract awarded to Nor-Lake

2. VENDOR NAME/DOLLAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOLLAR AMOUNT:
REASON FOR APPEAL:

Clini-Therm/$162,900.00
Hyperthermia Unit
Yamamoto/$185,000.00

Clini-Therm was found unacceptable because their microwave external heating device
was designed to heat only superficial and small tumors. Clini-Therm responded that this
was inaccurate, that with their ultrasound option more depth could be reached.
However, the ultrasound option is an additional $45,000.00 making this bid higher than
the intended award. Additionally, this method has problems of overheating bone in
the areas and creating hot spots at unpredictable locations. Vendor has been so
notified.

STATUS: Award to Yamamoto pending.

3. VENDOR NAME/DOLLAR AMOUNT:

NATURE OF PURCHASE:

INTENDED VENDOR/DOLLAR AMOUNT:
REASON FOR APPEAL:

Commodity Plastic Films/
$38,318.00

Biodegradable Plastic Hamper
Bags

American Western/$44,030.00

Vendor contended that the photodegradable product offered met all specifications.
UMHC maintains that a photodegradable product is not acceptable with our landfill
situation. Vendor was so notified.

STATUS: Contract awarded to American Western.

4. VENDOR NAME/DOLLAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOLLAR AMOUNT:
REASON FOR APPEAL:

Lobdelllnstruments/$9,702.00
Microlens Telescopes
SIN$11,340.00

Telescopes were found unacceptable as the literature stated they were not compatible
with present equipment at UMHC. Vendor indicated the literature was inaccurate so
telescopes were brought in for an evaluation, but then found unacceptable because
they could not be gas sterilized. Vendor was so notified.

STATUS: Purchase order awarded to SIA.

41.



5. VENDOR NAME/DOllAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOLLAR AMOUNT:
REASON FOR APPEAL:

Kodak/$53,698.68
Copiers (3)
XeroX/$41,372.00

Vendor appealing was significantly higher in price, but contended that the awarded
copiers did not meet all the specifications. It was ascertained during the evaluation
process, however, that the only copiers which would meet all the specifications would
not physically fit into two of the copying areas safely. It was felt that it was in the best
interest of UMHC to award to the vendor which next best met the specifications (Xerox).
A rebid was decided against because the outcome would have been the same. Vendor
was so notified.

STATUS: Contract awarded to Xerox. No further communication has been received
from vendor.

..



VII. UNIVERSITY HOSPITAL CONSORTIUM ACTMTY

CONSORTIUM PURCHASES

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NeXT LOWEST COST:
SAVINGS:

Operating Table
Siemens Medical
H095707
$ 23,227.60
Not Bid
$ 3,167.40 (12%)

EKG Equipment
Marquette Electronics
H094853
$ 14,355.00
Not Bid
$ 1,595.00 (10%)

Healon Syringes
Pharmacia Lab
N/A
$ 5,100.00
Not Bid
$ 612.00

Forms
Standard Register
Various
$ 23,168.58
Not Bid
$ 0.00

Surgical Dressings Contract
Johnson & Johnson
N/A
N/A
N/A
$ 813.82 (March)

676.69 (April)
2,025.45 (May)

I.V. Solution/Sets
Baxter
N/A
N/A
N/A
$ 4,878.13 (Quarterly Rebate)
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NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORr'-:R #:
VALUE ,-:'F PUiiASE:
VALUE .JF NE. LOWEST COST:
SAVINGS:

..

Flow Cytometer
Coulter
H096318
$ 76,811.00
Lowest Bid
($ 1,267.00) - Bid pricing was

lower than UHC pricing.

Patient Beds, Tables & Chairs
Hill-Rom
H096754 &H100003
$75,461.90
Not Bid
$ 3,971.70 (5%)

Heidelberg Universal Table
Siemens Medical
H097155
$51,236.00
Not Bid
$ 7,109.00 (5%)
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UNIVERSITY OF MINNESOTA HOSPITAL AND CLINIC

ADMINISTRATIVE REPORT ON PURCHASING ACTIVITY

PERIOD OF JANUARY - MARCH 1989

I. PURCHASE ORDER ANALYSIS

RANGE NUMBER OF P.O.
,

s DOLLAR VALUE

$ 0 - $ 499 6332 $1,030,929.65
$ 500 - $1, 999 2247 $2,317,411.14
$ 2,000 - $4,999 635 $1, 946,848.24
$ 5,000 - $9,999 249 $1, 721, 013.11
$10,000 - OVER 324 $8,002,885.32

SUBTOTAL 9787 $15,019,087.46

II. CONFIRMING ORDERS

$ 0 - $ 99 123 $5,807.22
$ 100 - $ 499 171 $41,808.38
$ 500 - $ 999 48 $28,445.90
$1,000 - $1,999 38 $56,112.77

(; $2,000 - OVER 47 $245,454.75

SUBTOTAL 427 $377,629.02

TOTAL 10,214 $15,396,716.48

III. PURCHASE AWARDS TO OTHER THAN APPARENT LOW BIDDER

(Attached)

IV. SOLE SOURCE

(Attached)

V. SET ASIDE AWARDS

(Attached)

VI. VENDOR APPEALS

(Attached)'"

VII. UNIVERSITY HOSPITAL CONSORTIUM ACTIVITY

(Attached)
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III. PURCHASE AWARDS TO OTHER THAN LOW BIDDER ($5,000 OR MORE)

UNSUCCESSFUL SUCCESSFUL
ITEM ~EI'IDOBLAMOUNI ~EI'IDOBLAMQUNI QEEABIMENT

1. Protective Eyewear Warner Industrial Prod. Baxter Scientific Materials
'$ 5,274.72 $ 5,530.00

.' Glasses were too heavy and uncomfortable.

North Star Medical Baxter Scientific Materials
$ 1,368.00 $ 5,530.00

Glasses did not provide adequate protection.

2. Test Kit Abbott Labs Genetic Systems Labs
$ 9.375.00 $ 10,108.80

CAP HIV - 1 survey results show that the kit offered has an
unacceptable false positive rate, and the incubation time for
the product Is too long.

3. Dialyzers Terumo BaxterITravenol Materials
$ 16,200.00 $ 21,600.00

The membrane of the dialyzer Is manufactured with cuprammonlum
rayon which causes reactions In many patients.

4. Protein and Plasma Baxter Scientific American Bioproducts Labs
$ 16,920.00 $ 26,250.00

The product offered makes It difficult to quantitate Factor VIII
levels of less than 10% for the diagnosis of hemophilia.

5. Assay Kits Amersham Incstar Labs
$ 5,740.00 $ 5,827.50

The use of the product bid would result in a change in patient
test values.

'~

..0'\..
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6.

7.

6.

ITEM

Towel Clip

Pasco Panels

Surgical Microscope

~.. ' ....i

'".'d~

UNSUCCESSFUL
VENDOR/AMOUNT

SMS
$ 10,865.40

Ratchet on the instrument is weak.

Lobdell
$ 11,848.20

Instrument is difficult to close.

Baxter Scientific
$ 9,089.60/$ 12,160.00

Products lack several antimicrobials.

North Central Instruments
$ 76,000.00

SUCCESSFUL
VENDOR /AMOUNT

Medix
$ 11,863.80

Medix
$ 11,863.80

Curtin Matheson
$ 16.226.80

Midwest Surgical
$ 76,990.00

('.. '.'..'
:iT

DEPARTMENT

Materials

Materials

Labs

OR

Alternate scope has a cooling fan which blows over the sterile
field, It is difficult to access bulbs to change them, and
footpedal Is not waterproof.

9. Isolation Gown,Disp. Baxter
$ 32,871.60

Medline
$ 43,911.60

Materials

Gown is not fluid resistant and tears easily when unfolding.

Teknamed
$ 36,225.00

Gown is too small and constraining.

Intermedical Group
$ 41,400.00

Medline
$ 43,911.60

Medline
$ 43,911.60

Materials

Materials

~
-...I.

Gown is too small and has an offensive odor.



UNSUCCESSFUL SUCCESSFUL
ITEM ~E~QORLAMQUNT ~E~QQR/AMOUNT DEPARTMENT

10. Tubing Pack Central Medical Master Medical Cardio-Respiratory
$ 5,892.00 $ 8,388.00

Product did not contain enough tubing to supplement the pump.' packs used during open heart surgery.

11. Hard Shell Venous Baxter Bentley Bard Cardio-Respiratory
Reservoir $ 6,500.00 $ 8,500.00

Product lacks a 1/2" venous inlet for return line connection.

12. Tray, Urine Meter Medline Bard Materials
wI Foley Cath $ 22,416.00 $ 24,000.00

No seal exists between catheter and tubing, increasing the
potential for infection.

PMP
$ 15,168.00

Bard
$ 24,000.00

Materials

No seal exists between catheter and tubing increasing the
potential for infect/on; gloves cannot be removed from tray
without contaminating kit contents; and urimeter measurements
are not clear.

13. Embolectomy Catheters Seaburg Medical
$ 10,062.00

Baxter V. Mueller
$ 14,322.00

Materials

.po..
00
•

\.,

Catheter was very difficult to thread Into vessel, balloon
does not deflate properly and syringe size is not as
specified.

\., \.,
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14.

ITEM

Water Phantom
Dosimetry

UNSUCCESSFUL
VENDOR/AMOUNT

Theratronics
$ 62,150.00

t"
SUCCESSFUL
VENDOR /AMOUNT

Medical Physics
$ 97,422.10

t"

DEPARTMENT

Ther. Radiology

System controller is not designed for X-Y plotter, it does
not track preselected Isodose curves, cannot use Independent
electrometers. Additionally, water phantom tank is too
small, remote control is not provided, and software package does not
allow diagonal scans or locate central axis from scanned
beam.

15. Office Furniture
Guest Arm Chairs

Offisource
$ 4,4940.00

Daytons
$ 5,219.00

Facilities

.po
\.0.

gov20

Alternate chair is made of beech instead of maple, and has
an Inferior seat construction.



IV. SOLE SOURCE J
CONTRACT/

VENDOR P.O. # VALUE DEPT. PRODUCT

Douglas Electr:-nlCS H093659 $2,9C JO Bio.Med. CAD/CAM Software
Olympus H090350 $6,700.00 Cardio. Xenon Light Source
Kolling Co. H093667 $21,900.00 Cardio. Monitor & Interfaces
Stein Gates H092895 $34,140.00 Cardio. Jet Ventilators
Baxter H092828 $2,100.00 Cardio. Cardiotomy Reservoirs
Dale Medical H092684 $15,000.00 Cardio. Pulse Oximeter
Ernest & Whinney H091789 $25,000.00 Finance Claims Mgmt. Software
Unisys H092841 $3,800.00 I.S.0. Software Education &

Support
Unisys Corp. H091991 $10,750.00 I.S.D. Alumni Development

Software
Joseph & Cogan Assoc. H092382 $28,900.00 I.S.D. PATHVU Software
Western Business H090347 $2,300.00 Labs Laser Bar Code Reader
Kodak H099535 OPEN Labs Slides
Marouette Electronics 89-332 OPEN Labs Electrode
K' ... ,vledge Data H092680 $29,185.00 Labs Instrument Irrerfaces

'! . "grated Med. Sys. H092890 $241,115.00 Marketing Partners-in-Change
Software

U. S. West Comm. H091243 $38,841.69 Marketing Direct Advertising
Syr::H1on H091238 $9,200.00 Marketing Magnetic Tags

• Me, . Traffic H088925 $224,400.00 Marketing Media Advertising
Tele Engineering H090425 $20,250.00 M.&O. Telelift Delivery Cars
Honeywell/BSO H091471 $9,001.68 M.&O. Honeywell System

Components
Lintex H376992 $27,250.00 M.S./Linen Surgeon Gowns
Lintex H377048 $6,794.00 M.S./Linen Specialty Robes

• CandelaiComdisco H099529 $96,444.00 Outpatient Dye Laser (3 yr. lease
agreement)

BaxterlV. Mueller H375354 $3,112.35 O.R. Instruments
Karl Storz H091782 $2,580.00 O.R. Arthroscope
American Medical Sys. 89-357 OPEN O.R. Urological Implants

• Candela H099534 $249,900.84 O.R. Lasertripter (3 year
lease agreement)

Sebring & Assoc. H376948 $2,595.00 O.R. Needles & Membrane
Scratchers

Great Lakes Orthpedic 89-750 OPEN O.R. Ortho. Implants
Metro Healthcare H3n498 $20,131.60 O.R. Table Positioning Pad
Stryker H092898 $19,390.00 O.R. Sagittal Saw
3M H379348 $2,497.00 O.R. Ortho. Staples
Dacomed • H092899 $6,950.00 O.R. Rigiscan
Hodapp Surgical 89-382 OPEN O.R. Neuro. Implants
Ruggles H375355 $4,165.00 O.R. Angled Currettes
Ocular Instruments H376949 $3,675.00 O.R. Lens Ring System

SO~



IV. SOLE SOURCE (cont'd)

C,
Medsurg Products H093087 $8,500.00 O.R. Ophthalmoscope
Karlin Technology H093663 $4,590.00 O.R. Frame Retractor
Grieshaber H092685 $16,660.00 O.R. Instruments
Zinnati Surgical H380410 $2,530.00 O.R. Instruments

• Olympus H090808 $56,610.00 O.R. Angioscope
DVI H376757 $7,050.00 O.R./Amb. Bone Conductor Implant
G.E. H091474 $30,000.00 Radiology Coronary Filter Cones
DVI H375251 $9,000.00 Radiology Atherocath
Microvasive H090412 $6,000.00 Radiology Catheters
Schneider H093669 $2,285.00 Radiology Catheters
DVI H376770 $4,980.00 Radiology Atherocath

• Advanced Tech Labs H091470 $87,050.00 Radiology Ultrasound Upgrade &
Probe

DVI H091797 $6,030.00 Radiology Catheters
Biochem International H381284 $2,775.00 Radiology Respiration Monitor

TOTAL $1,415,028.16

..
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V. SET ASIDE AWARDS

A. AWARDED BIDS

CATEGORY

Anti-Embolism Stock-
ings (contract)

Carpeting
Furniture
Ortho Hard Goods

(contract)

VENDOR

Halcon

Context Ltd.
PM Johnson
Quality Medical

TOTAL

AWARDED AMOUNT

$28,196.60

$10,177.08
$20,374.20
$12,747.68

$71,495.56

B. DEPARTMENTAL PURCHASES

JANUARY

P.O. NUMBER VENDOR DOLLAR VALUE

1. H085548 Trophy Craft $126.75
2. H090002 Quality Medical $49.95
3. H375233 Chrom Tech $212.50
4. H375368 Northern Balance $399.00
5. H091224 Quality Medical $638.26
6. H085549 Trophy Craft $65.35
7. H092301 Quality Medical $319.29
8. H376096 Medic $608.25
9. H085550 Trophy Craft $101.05
10. H092435 Quality Medical $322.35
11. H376583 Chrom Tech $297.00
12. H092551 Trophy Craft $249.15
13. H376843 Budget Paper $49.90
14. H375098 Art Materials $81.00
15. H375121 Art Materials $426.60
16. H375459 Art Materials $36.00
17. H375673 Art Materials $27.00
18. H376614 Art Materials $365.40
19. H374495 Halcon $2,674.75
20. H374839 Halcon $255.60
21. H375204 Halcon $762.00

.~22. H375342 Halcon '$228.60
23. H375332 Halcon $1,490.40
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V. SET ASIDE (cant'd)

(;
24. H375469 Halcon $952.38
25. H375455 Halcon $190.50
26. H375573 Halcon $114.30
27. H375793 Halcon $3.292.00
28. H375819 Halcon $1,269.84
29. H376181 Halcon $609.60
30. H376514 Halcon $2.674.75
31. H375218 Quality Medical $85.56
32. H375330 Quality Medical $79.00
33. H374704 Kelly Computer Supply $95.52
34. H374843 Falcon Heights Medical $469.44
35. H374941 Halcon $2.856.60
36. H376850 Halcon $419.10
37. H376662 H.A. Roberts $72.00
38. H089153 PM Johnson $20.374.20
39. H091993 Context. Ltd. $10,177.08

JANUARY TOTAL $53,518.02

FEBRUARY

1. H3n204
2. H3n513
3. H092315
4. H092552
5. H3n805
6. H37n35
7. H3n928
8. H150294
9. H0927S6
10. H092323
11. H376850
12. H3n269
13. H3n484
14. H3nS83
15. H3n692
16. H3n869
17. H378233
18. H378159
19. ~H3n994

20. H378305
21. H378555
22. H378772

Quality Medical
Chrom Tech
Quality Medical
Trophy Craft
Chrom Tech
Chrom Tech
P.M. Johnson
Audio Visual Wholesalers
Quality Medical
Quality Medical
Halcon
Halcon
Halcon
Halcon
Halcon
Halcon
Halcon
Halcon
Halcon
Halcon
Halcon
Halcon

$34.00
$92.50

$759.64
$145.80
$325.00
$918.00
$104.75
$163.00

$49.95
$179.40
$419.10
$762.00
$114.30

$85.20
$2,856.60

$170.40
$1,490.40

$190.50
$127.80

$2.880.50
$228.60

$38.10
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V. SET ASIDE (cont'd)

23. H378893 Halcon $3,086.25
24. H377861 Quality Medical $225.00
25. H377880 Quality Medical $79.00
26. H378981 Quality Medical $59.25
27. H376813 Falcon Heights Medical $44.64
28. H378662 Falcon Heights Medical $66.96
29. H377763 Art Materials $568.80
30. H378228 Art Materials $402.60
31. H378616 Audio Visual Wholesalers $378.30
32. H379003 Chrom Tech $802.70
33. H379120 Gisela's Interiors $721.00
34. H378513 Halcon $609.60
35. H378688 Medical & Legal Visuals $24.00
36. H379235 Medic $675.35
37. H092482 Quality Medical $381.50
38. H378481 Quality Medical $225.00
39. H378499 Quality Medical $85.56
40. H092553 Trophy Craft $136.95
41. H09255·':' Trophy Craft $36.00
42. H092829 P.M. Johnson $236.80

J43. H377498 Metro Healthworld $2.031.60
44. H377332 Halcon $2,674.75

FEBRUARY TOTAL $25.687.15

MARCH

1. H093666 Context, Ltd. $1.999.14
2. H380887 Chrom Tech $350.00
3. H150550 Ability Plus $175.00
4. H380293 Art Materials $348.00
5. H380697 Art Materials $56.55
6. H379362 Chrom Tech $978.55
7. H380892 Ckom Tech $147.34
8. H381493 Chrom Tech $100.00
9. H379995 Halcon $533.40
10. H380129 Halcon $2.732.40
11. H380232 Halcon $356.40
12. H380316 Halcon $170.40
13. H3e0317 Halcon $1.269.84
14. H380432 Halcon $2.674.75
15. H379999 Falcon Heights Medical $469.44
16. H379319 Medic $218.10



V. SET ASIDE (cont'd)

~ 17. H380556 Medic $190.90
18. H381200 Medic $705.60
19. H379987 Quality Medical $525.00
20. H380011 Quality Medical $85.56
21. H380127 Quality Medical $59.25
22. H093858 Quality Medical $845.90
23. H093934 Quality Medical $49.95
24. H092557 Trophy Craft $86.70
25. H092558 Trophy Craft $101.40
26. H090789 Quality Medical $179.35
27. H379737 Art Materials $84.90
28. H092555 Trophy Craft $211.05
29. H380045 Allanson Business $173.50
30. H380100 Quality Medical $170.00
31. H380187 Medic $227.50
32. H090797 Quality Medical $373.60
33. H380383 Chrom Tech $346.40
34. H380438 Context, Ltd. $1,391.03
35. H092556 Trophy Craft $104.55
36. H090799 Quality Medical $173.40
37. H093853 Quality Medical $376.38
38. H380505 Art Materials $36.00

~
39. H381359 Art Materials $426.60
40. H381351 Art Materials $36.00
41. H379664 Quality Medical $225.00
42. H379173 Falcon Heights Medical $387.36
43. H379530 Halcon $800.10
44. H379485 Halcon $2,880.50
45. H380532 Halcon $1,356.25
46. H380719 Halcon $190.50
47. H390609 Halcon $1,490.40
48. H381 030 Halcon $38.10
49. H381131 Halcon $2,674.75
50. H381382 Halcon $914.40
51. H379733 H.A. Roberts $1,112.40

MARCH TOTAL $31,609.59

C. aUARTERLY GRAND TOTAL

January Purchases
February Purchases
March Purchases

GRAND TOTAL

$53,518.02
$25,687.15
$31,609.59

$110,814.76
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VI. VENDOR APPEALS

1. VENDOR NAME/DOLLAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOLLAR AMOUNT:

REASON FOR APPEAL:

Medtox/Open Contract
Lab Testing
National Psychology/Open

Contract

Vendor contended that notification of unacceptability of their product was
not received until after the time for appeal had expired. As letter was
postmarked with ample time for vendor to receive, UMHC responded
that we were not responsible for the late delivery and therefore,
considered the bid closed.

STATUS: Contract awarded to National Psychology.

2. VENDOR NAME/DOlLAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOLLAR AMOUNT:
REASON FOR APPEAL:

Organon Teknika/$ 2,600.00
Lab Kits
Amersham/$ 3,224.00

Organon Teknika maintained that test results were within Hospital
standards. After investigation by Labs, this was found to be true.
However, the establishment of new quality control and reference ranges
would be costly, and the Lab has no extra techs to spare for this task.
When new staff is hired in the Spring, labs will consider this product.
This was agreeable to Organon Teknika.

STATUS: Contract awarded to Amersham.

3. VENDOR NAME/DOlLAR AMOUNT:
NATURE OF PURCHASE:

INTENDED VENDOR/DOLLAR AMOUNT:
REASON FOR APPEAL:

Narco Medical/$ 42,257.01
Patient Care Rental Equipment

(2 lines only)
UHS/$ 51,755.49

Vendor did not offer reprocessing, per specifications, on original bid.
Narco claimed that 2 lines of equipment (monitors) were not being
reprocessed at UMHC, and therefore they should receive the rental
award. UMHC responded by stating that it was house-wide policy to
reprocess all monitors and as they did not offer reprocessing, they
would not receive the award. Narco then responded by stating they
would now be willing to reprocess the monitors. This is considered an
alteration to the original bid and contrary to bidding policies and
procedures.

GOV20b

STATUS: Bid is considered closed. Award made to UHS.
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VII. UNIVERSITY HOSPITAL CONSORTIUM ACTIVITY

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATUREOFPURCHAS~

CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

Stretcher
Hausted
H093322
$ 3,524.82
Not Bid
$ 994.18

Memory Array Card
Hewlett Packard
H092377
$ 2,441.56
Not Bid
$ 96.44

Healon Syringes
Pharmacia Labs
N/A
$ 1,500.00
Not Bid
$ 180.00

Forms
Standard Register
Various
$41,626.52
Not Bid
N/A

Surgical Dressings Contract
Johnson & Johnson
N/A
N/A
N/A
$1,671.00 (December)
$ 656.00 (January)
$ 406.00 (February)
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VII. UNIVERSITY HOSPITAL CONSORTIUM ACTIVITY (cont'd)

NATURE OF PURCHASE:
CONSORTIUM VENDOR NAME:
PURCHASE ORDER #:
VALUE OF PURCHASE:
VALUE OF NEXT LOWEST COST:
SAVINGS:

Total Savings This Quaner:

Total Savings This Fiscal Year:

..

I.V Solutions/Sets
Baxter
N/A
N/A
N/A
$48,339.02 (Quarterly Rebate)

$52,292.64

$589,689.48

..
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IV. SET ASIDE ACTIVITY
c

I.

II.

III.

UNPJERSITY OF MINNESOTA HOSPITAL AND CLINIC

ADMINISTRATIVE REPORT ON PURCHASING ACTIVITY

PERIOD OF JANUARY - MARCH 1988

PURCHASE ORDER ACTIVITY

AWARDS TO OTHER THAN APPARENT LOW BIDDER

SOLE SOURCE ACTIVITY

c

V. VENDOR APPEALS

..
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PURCHASE ORDER ACTIVITY

$16.965.20J17,.357,959

$15.94.3,921$15.941,785

1st Cuer. 2nd Cuer. .3rd Cuer. 4th Cuer. 1st Cuer. 2nd Cuer. 3rd Cuer. 4th Cuer.

1987- 8 8 1988-89

THIRD QUARTER, FISCAL YEAR 1988-89, ACTIVITY:

..

PURCHASE ORDERS

CONFIRMING ORDERS

TOTAL THIS QUARTER

NUMBER

9787

10,214

VALUE

$15,019,087.46

$377,629.02

$15,396,716.48
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III. PURCHASE AWARDS TO OTHER lliAN LOW BIDDER ($25,000 OR MORE)

Gown is not fluid resistant and tears easily when unfolding.

The product offered makes it difficult to quantitate Factor VIII
levels of less than 10% for the diagnosis of hemophilia.

Alternate scope has a cooling fan which blows over the sterile
field, it is difficult to access bulbs to change them, and
footpedal is not waterproof.

v
~
>
~

~

1.

2.

3.

ITEM

p'rotein and Plasma

Surgical Microscope

Isolation Gown, Disp.

UNSUCCESSFUL
VENDOR/AMOUNT

Baxter Scientific
$ 16,920.00

North Central Inst.
$ 76,000.00

Baxter
$ 32,871.60

Teknamed
$ 36,225.00

Gown is too small and constraining.

Intermedical Group
$ 41,400.00

SUCCESSFUL
VENDOR/AMOUNT

American Bioproducts
$ 26,250.00

Midwest Surgical
$ 76,990.00

Medline
$ 43,911.60

Medline
$ 43,911.60

Medline
$ 43,911.60

DEPARTMENT

Labs

OR

Materials

Materials

Materials

Gown is too small and has an offensive odor.

4. Water Phantom
Dosimetry

Theratronics
$ 62,150.00

Medical Physics
$ 97.422.10

Ther. Radiology

0'\......

System controller is not designed for X-Y plotter. it does
not track preselected isodose curves, cannot use independent
electrometers. Additionall~·. water phantom tank is too
small, remote control is not provided, and sohware package does not
allow 'diagonal scans or locate central axis from scanned
beam.



I. SOLE SOURCE - $10,000 and Over

CONTRACTI
VENDOR P.O. II VALUE DEPT. PRODUCT

Kolling Co. H093667 $21,900.00 Cardia. Monitor & Interfaces
Stein Gates H092895 $34,140.00 Cardia. Jet Ventilators
Dale Medical H092684 $15,000.00 Cardio. Pulse Oximeter
Ernest & Whinney H091789 $25,000.00 Finance Claims Mgmt. Software
Unisys Corp. H091991 $10,750.00 lS.D. Alumni Development

Software
Joseph & Cogan Assoc. H092382 $28,900.00 I.S.D. PATHVU Software
Knowledge Data H092680 $29,185.00 Labs Instrument Interfaces
Integrated Med. Sys. H092890 $241,115.00 Marketing Panners-In-Change

Software
U.S. West Comm. H091243 $38,841.69 Marketing Direct Advenising
Metro Traffic H088925 $224,400.00 Marketing Media Advenising
Tele Engineering H090425 $20,250.00 M.&O. Telelift Delivery Cars
Lintex H376992 $27,250.00 M.S.lLinen Surgeon Gowns
Candela/Comdisco H099529 $96,444.00 Outpatient Dye Laser (3 yr. lease

agreement)
Candela H099534 $249,900.84 O.R. Lasenripter (3 year

Jlease agreement)
Stryker H092898 $19,390.00 O.R. Sagittal Saw
Grieshaber H092685 $16,660.00 O.R. Instruments
Olympus H090808 $56,610.00 O.R. Angioscope
G.E. H091474 $30,000.00 Radiology Coronary Filter Cones
Advanced Tech Labs H091470 $87,050.00 Radiology Ultrasound Upgrade &

Probe

TOTAL $1,272,786.53
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SET ASIDE ACTIVITY

$110.815

15t Otr. 2nd Otr. 3rd Otr. 4th Otr.

, 987 - 8 8

JANUARY PURCHASES

FEBRUARY PURCHASES

MARCH PURCHASES

TOTAL THIS QUARTER

VALUE OF CONTRACT AWARDS TO
'CATE. FISCAL YEAR 1988-89:

15t Otr. 2nd Otr. 3rd Otr. 4th Olr.

, 988 - 8 9

$53.518.02

$25.687.15

$31.609.59

$110.814.76

$98.606.56
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rv. VENDOR APPEALS

1. VENDOR NAME/DOUAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOUAR AMOUNT:

REASON FOR APPEAl:

MedtoX/Open Comract
Lab Testing
National Psychology/Open

Contract

Vendor contended that nalitication of unacceptability of their product was
not received untiJ after the tme far appeal had expired. As letter was
postmarked with ample time for vendor to receive, UMHC responded
that we were not responsible for the late delivery and therefore,
considered the bid closed.

STAWS: Contract awarded to National Psychology.

2. VENDOR NAME/DOUAR AMOUNT:
NATURE OF PURCHASE:
INTENDED VENDOR/DOllAR AMOUNT:
REASON FOR APPEAl:

Organon Teknika/$ 2,600.00
Lab Kits
Amersham/$ 3,224.00

Organon Teknika maimained that test results were within Hospital
standards. After invastication by Labs, this was found to be true.
However, the establishmr· Of new quality control and reference ranges
would be costlyI and tt"' has no extra tachs to spare for this task.
When new staff is hire<:.le Spring, Labs will consider this product.
This was agreeable to OrGanon Teknika

STATUS: Contract awarded to Amersham.

3. VENDOR NAME/DOLLAR MOUNT:
NATURE OF PURCHASE:

INTENDED VENDOR/DOUAA AMOUNT:
REASON FOR APPEAl:

Narco MedicaJl$ 42.257.01
Patiem Care Remal Equipmem

(2 lines only)
UHS/$ 51,755.49

Vendor did not offer reprocessing, per specifications, on original bid.
Narco ctaimed that 2 lines of equipmem (monitors) were not being
reprocessed at UMHC, and therefore they should receive the remal
award. UMHC responded by stating that it was house-wide policy to
reprocess all monitors and as they did not offer reprocessing, they
would not receive the award. Narco then responded by stating they
would now be willing to reprocess the monitors. This is considered an
alteration to the original bid and contrary to bidding policies and
procedures.

STATUS: Bid is considered closed. Award made to UHS.

GOV20b
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UNIVERSITY OF MINNESOTA
TWIN CITIES

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis. Minnesota 55455

August 7, 1989

TO:

FROM:

SUBJECT:

Bob Dickler

Mark KOenig~VV
Masonic III Budget Status

There are several issues relating to asbestos removal that will cause the
Masonic III renovation project to exceed the Board approved budget of
$1,161,000. Below I have summarized the unanticipated expenses:

Issue

Original asbestos removal estimate of $36,000
was exceeded by $42,000 when bids were
received (low bid $78,000)

Fiberglass insulation in the ceiling became
contaminated during asbestos removal.
Replacement was required.

Environmental Health &Safety recommended
that additional precautions be taken in
areas where asbestos remained undisturbed.
These precautions involve:

Eliminating above ceiling work and
enclosing asbestos

or
Removing additional asbestos by
removing and replacing existing ceilings

Expense

$42,000

24,000

70,000
(opti on 1)

148,000
(option 2)

The total additional funds required if option 1 is undertaken will be
$136,000. If option 2 is undertaken, $214,000 in additional funds will be
required. Since both of these amounts exceed the Board guideline of 10%, a
presentation to the Board will be required.

We have not yet made a final decision on which option is most suitable. I
request that we bring a bUdget modification to the Board in the amount of
S235,OOO~ This amount will fund the costliest option (option 2) and provide
an additional $21,000 (10%) for anymore asbestos related problems. This
dction should provide the funds and flexibility necessary to complete the
project.

i1K/kj
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THE UNIVERSITY OF MINNESOTA HOSPITAL AND CLINIC
BOARD OF GOVERNORS FINANCE COMMITTEE

July 26, 1989

MINUTES

ATTENDANCE:

Present: Carol Campbell
Robert Dickler
Clifford Fearing
Elwin Fraley, M.D.
Jerry Meilahn
Barbara O'Grady

Not Present: Edward Ciriacy, M.D.
Erwin L. Goldfine
Vic Vikmanis

Staff: Greg Hart
Teri Holberg
Nancy Janda
Nels Larson
Roger Paschke

CALL TO ORDER:

The Finance Committee was called to order by Mr. Jerry Meilahn on July 26,
1989 at 12:10 P.M.

APPROVAl OF THE MINUTES:

The Board of Governors Finance Committee seconded and passed a motion to
approve the minutes of the June 28, 1989 meeting as written.

JULY 1, 1988 THROUGH JUNE 30, 1989 PRELIMINARY FINANCIALS:

Mr. Clifford P. Fearing reported to the Committee the June financial
statements were preliminary because the University, and the Hospital, had
not completed the year end closing. Mr. Fearing stated that when the final
financial statement for 1988-89 is give to the Board in September, the
numbers should not be substantially different than what was presented at
the July Board meeting.

Mr. Fearfng reported inpatient admissions for June totaled 1,594, which was
approximately 4% below budget. For the month of June the overall average
length of stay was 7.7 days and patient days were 136 days over budget.
Year to date for admissions of 18,856 were .8% over budget, patient days of
158,375 were 10.2% over bUdget, an average length of stay of 8.4 days was

66.



9.1% over budget. Mr. Fearing reported the first 25 days of July had an
average daily census of 419 with admissions being 4% below bUdget. This is
consistent with the last four months. Outpatient visits for June totaled
24,572 which was 2% over budget. Year to date clinic visits were reported
to be 2.3% over budget, or a total of 272,322.

Mr. Fearing reported the Hospital's Statement of Operations showed a profit
of $453,746, which included two offsetting prior year adjustments and a
fringe benefit adjustment reducing hospital costs by $1,600,000. Without
the adjustment the Hospital would have a $2,073,186 net revenue over
expense for the year. Mr. Fearing stated there were two significant events
that had occurred during June to bring the net revenue to a positive
number, where in the past few months it has been at a loss. The first
event was that HCFA informed UMHC and other hospitals they had won two
reimbursement appeals, one on malpractice insurance and the other on base
rates that were granted under the DRG payment systems. As a result of this
the Hospital recaptured approximately $1,600,000 of prior year profit. The
other issue was that the University credited the Hospital with
approximately $1,600,000 in reduced fringe benefit costs for the year. Mr.
Fearing stated the University will take back the money as of July 1, 1989,
and at the same time the Hospital will create a prepaid fringe benefit
asset which will be shown in the financial statement throughout the year.
Without these two factors Mr. Fearing stated the Hospital had an operating
loss of in excess of $1,000,000 for the month of June.

Lastly, Mr. Fearing reported the balance of accounts receivable as
30, 1989 totaled $85,706,462 and represented 97.4 days of
outstanding. The June decline in accounts receivable of 2 days
primarily in Minnesota Medical Assistance and Medicare.

CLINICAL DEPARTMENT SPACE PROPOSAL

of June
revenue

occurred

Mr. Robert Dickler submitted to the Finance Committee the Clinical
Department Space Proposal for endorsement.

The Finance Committee seconded and passed the motion to approve the
Clinical Department Space Proposal.

HOSPITAL INVESTMENT POLICY

Mr. Roger Paschke, from the University·s Office of Asset Management,
suggested to the Committee that the Hospital invest part of its reserves,
i.e., $22,400,000, into a long term reserve pool. Mr. Paschke stated the
Hospital would need to invest the money in the pool for 3-5 years and that
the yield is anticipated to be approximately 9-10% on the investment. Mr.
Paschke indicated there would be some risk in this type of investment. For
example if there was a call by the Hospital on the funds in a year or two
after committing to the pool the funds may need to be sold off at a loss,
but it is felt the risk is rather low. Because there is such a strong bond
market at the present time, Mr. Paschke suggested buying into the group
investment pool on a gradual basis over the next twelve months. Mr.
Fearing will bring a recommendation to the Committee at the August meeting.
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FOURTH QUARTER, 1988-89 BAD DEBTS:

Mr. Fearing reported the bad debts for the fourth quarter totaled
$708,213.74, representing 2,197 accounts. Recoveries amounted to
$18,441.25, leaving a net charge-off of $689,772.49. This amount
represents 0.90% of gross charges and compares to a budgeted level of bad
debts of 1.05%.

The Finance Committee seconded and passed a motion to endorse the Fourth
Quarter 1988-89 Bad Debt report as submitted.

Mr. Fearing stated a draft of an admissions policy will be presented to the
Committee at the August meeting.

Mr. Dickler reported to the Committee that in the last legislative session
the laws had been changed in the Medicaid coverage for transplants. He
stated Minnesota Medicaid will now only cover transplant procedures
approved by Medicare, which would eliminate coverage of heart/lung, lung,
pancreas, adult liver, a number of categories of bone marrow, and
combination transplants. Mr. Dickler indicated this would effect between
5-8% of the patients on the transplant waiting list at the Hospital.
Individuals who are on the waiting list due to prior Medicaid approval will
continue to be on the list for one year from the date they were given
approval. Administration is pursuing the next steps with legislative
leaders and Department of Human Service officials and will report back
further developments to the Committee as they occur.

Blue Cross Contract Update

Mr. Fearing reported to the Committee the most recent developments of the
negotiations with Blue Cross on the State of Minnesota employee health
plan. With regard to the physicians· contract, Blue Cross would reduce the
number of specialists in the Blue Plus Network from 2900 to approximately
1500. It was felt the reduction would draw more patients to the Hospital
and its clinics.

Mr. Fearing reported that Blue Cross compared what they have paid UMHC per
case with the other hospitals and found out that with a 10% discount UMHC's
payments are only 3% below what the other hospitals are being paid. UMHC
has therefore agreed to accept 92% of the AWARE rate on the State contract.
Mr. Fearing stated there has been a verbal agreement on the generalized
terms but a formal contract had not yet been developed. Administration
will report the outcome of the contract to the Committee when it is
finalized.

There being no further discussion, the July 26, 1989 meeting was adjourned
at 1:25 P.M.

Respectfu'ly submitted,

~/'~
Teri Holberg ~
Recording Secretary
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;)~:l J UNIVERSITY OF MINNESOTA
'WIll J j TWIN CITIES

August 17, 1989

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis, Minnesota 55455

TO:

FROM:

SUBJECT:

Board of Governors

Clifford P. Fearing

July 31, 1989 Financial Statements

Due to the timing of the year end closing, the July Financial Statements
will be brought to the Board the day of the meeting.

CPF:th

..
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UNIVERSITY OF MINNESOTA
TWIN CITIES

The University of Minnesota Hospital and Clinic
Harvard Street at East River Road
Minneapolis, Minnesota 55455

August 23, 1989

TO:

FROM:

SUBJECT:

Board of Governors

Clifford P. Fearing

Report of operations for the Period
July 1, 1989 through July 31, 1989

The Hospital's operations for the month of July reflect both
inpatient admissions and outpatient visit activity that are be
budgeted levels. Similarly, both routine and ancillary revenue are
below budgeted levels for the month.

INPATIENT CENSUS: For the month of JUly, inpatient admissions
totaled 1,576, which was 53 below budgeted admissions of 1, 29.
Our overall :verage length of stay for the month was 8.4 d2~S.

Patient days for July totaled 13,050 and were 710 days bel.ow
budget. The decrease in admission levels from budget was primarily
in the areas of Medicine, Neurosurgery, and Orthopedics.

To recap our year-to-date inpatient census:

1988-89 1989-90 1989-90 %
Actual Budget Actual Variance Var

Admissions 1,624 1,629 1,576 (53) (3.3)
Patient Days 13,776 13,760 13,050 (710) (5.2)
Avg Length of stay 8.3 8.4 8.4 0.0 0.0
Avg Daily Census 444.4 443.9 421. 0 (22.9) (5.2)
Percent Occupancy 77.2 75.8 71.8 (4.0) (5.3)

OUTPATIENT CENSUS: Clinic visits for the month of July totaled
21,933 which w~~ 1,309, or 5.6%, below bUdgeted visits of 23,242.
Visits were b 0W bUdget in almost all areas with the most
significant dec . :lses occurring in Dermatology, OB/GYN, Sports
Medicine, Ortho~ :lies and Adult Psych. The only areas that
reported visits s. :1ificantly above budgeted levels were Radiation
Therapy, Emergency Room, and Family Practice. Community University
Health Ca~e Center (CUHCC) visits for the month of July totaled
4,146 Which was 425, or 11.4%, over budgeted visits of 3,721, while
Home Health visits of 865 for the month were 137, or 13.7%, below
budgeted visits of 1,002.
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To recap our year-to-date outpatient census:

Clinic Visits
CUHCC Visits
HHA Visits

1988-89
Actual
21,808

3,361
823

1989-90
BUdget
23,242

3,721
1,002

1989-90
Actual
21,933

4,146
865

Variance
(1,309)

425
(137)

%
Var
(5.6)
11.4

(13.7)

FINANCIAL OPERATIONS: The Hospital's statement of Operations shows
revenues under expenses by $232,312, an unfavorable variance of
($742,124) .

Patient care charges through July totaled $27,414,606, which was
6.3% under budget. Routine revenue was 2.9% under budget and
reflects our unfavorable inpatient census variance.

Ancillary revenue was $1,595,458 below budget (7.7%) and reflected
the unfavorable variance in both admissions and clinic visits.
Inpatient ancillary revenue averaged $9,068 per admission compared
to the budgeted average of $8,922 per admission. Outpatient
revenue per clinic visit averaged $225 compared to the bUdgeted
average of $271.

Operating expenditures for July totaled $24,061,101 and were
$817,951 (3.3%) below budgeted levels of $24,879,052. The overall
favorable variance relates primarily to the decreased demand for
patient services, and is reflected across most expense categories.

ACCOUNTS RECEIVABLE: The balance in patient accounts receivable
as of July 31, 1989, totaled $90,078,678 and represented 100.8 days
of revenue outstanding. The overall increase in our patient
receivables in July of 3.4 days occurred primarily in Medicare,
Transplant Contracts and Commercial Insurance.

CONCLUSION: The Hospital's overall operating position shows a loss
for the month of JUly. While we have seen some improvement in our
expenditure levels, we are continuing to closely monitor our demand
for services and make those operating changes that are necessary
and appropriate to bring our expense levels into line with net
revenues .

..



UNIVERSITY OF MINNESOTA HOSPITAL & CLINIC

EXECUTIVE SUMMARY OF FINANCIAL ACTIVITY

FOR THE PERIOD JULY 1, 1989 TO JULY 31, 1989

Variance
1989-90 1989-90 Over/-Under Variance
Budgeted Actual Budget %

.. .. .. .... .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. ......................... .. ..............
Patient Care Charges $29,257,677 $27,414,606 ($1,843,071) -6.3%

Deductions from Charges 6,859,060 6,482,747 (376,313) -5.5%

Other Operating Revenue 847,100 795,961 (51,139) -6.0%
.. .. .... .. .. .. .. .. ...... ........................ .. ...................... .. ..............

Total Operating Revenue 23,245,717 21,727,820 (1,517,897) -6.5%

Total Expenditures 24,879,090 24,061,101 (817,989) -3.3%
... .... .. .. .. .. .. .. .... .. ........................ .. ...................... .. ..............

Net Operating Revenue (1,633,373) (2,333,281) (699,908) -42.9%

Non-Operating Revenue
and Expenses 2,143,147 2,100,969 (42,178) -2.0%

........................ .. ....................... .. ...................... .. ..............
Revenue Over/Under

Expense 509,774 (232,312) <742,086)
========== ========== ==========

Variance
1989-90 1989-90 Over/-Under Variance
Budgeted Actual Budget %

.......................... .. ...................... .. ....................... .. ..............

Adnissions 1,629 1,576 (53) -3.3%

Patient Days 13,760 13,050 (710) -5.2%

Average Daily Census 443.9 421 (22.9) -5.2%

Average Length of Stay 8.4 8.4 0.0 0.0%

Percentage Occupancy 75.8 71.8 (4.0) -5.3%

Outpatient Clinic Visits 23,242 21,933 (1,309) -5.6%

..




