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Abstract

The hospitals in Calgary are responsible to provide comprehensive health services to residents within the city and rural areas surrounding Calgary and tertiary level services to the population in Southern Alberta. Given this, the population growth through in -migration and the increasing birth rate is predicted to put a strain on existing paediatric inpatient services. These pressures are within the context of the normal seasonal variation of paediatric inpatient activity (peek activity from November through April due to high levels respiratory and infectious illnesses). For planning purposes, the winter peak activity is used for capacity planning.
In Calgary paediatric inpatient care occurs at two sites, the Alberta Children’s Hospital (ACH) and the Peter Lougheed Centre (PLC). This current bed compliment has been primarily adequate, although activity has been increasing. With the increased birthrate (5% per year) over the past several years and the in-migration of families there is a projection that additional beds will be required.

From a service delivery perspective, the ACH will continue as the single tertiary site and any new beds will be at the community or secondary level of care. 

It has become clear that the definition of community or level II patient populations and service delivery models is not well defined in practice. While capital planning proceeds, there is a pressure to confirm a paediatric care model that addresses the best practice within a tertiary/secondary level of care service model. This initiative can support current models of patient care across the ACH and PLC as well as inform service delivery and expectations for future capital growth.

Methods

Systematic Review of the Literature: 

A systematic, comprehensive literature search was conducted in both the academic and grey literature fields using the key words: “paediatric” and “patient admission”; “tertiary care” and “community hospital” and “admission”; “appropriateness” and “admission”; “criteria for admission”; “admission” and “algorithm”.
The few articles that were found were analysed based on content and those describing how decisions made around where patients (preferably paediatric) were admitted were included. 

Key Informant Information: 

After the literature review generated a low yield, the SEARCH participant contacted the Canadian Association of Paediatric Health Centers (CAPHC), whose members are the 16 Paediatric Tertiary care teaching centers across Canada. Via the Canadian Pediatrics Decision Support Network (CPDSN), all the 16 centers were contacted were asked how decisions were made around Paediatric admissions with a focus on choosing between Tertiary care and Community Hospital beds. Seven of 15 centers responded, and of those, this question was only relevant to 3 hospitals. The SEARCH participant contacted these specific hospitals and a 45 minute semi-structured interview was conducted to explore their established admission processes.
Conclusions

Systematic Review of the Literature

Very little consensus was documented in the literature and most of the literature dealt with physical requirements of Emergency Departments and hospitals, risk of admission assessment measures, or were not describing the paediatric population but were valuable in general terms. Two articles were from a major Canadian center describing their admission practices and were directly applicable to the project.
Key Informant Information

Two centers described their systems of diverting Level II patients to outlying paediatric units in community hospitals while retaining the Level III patients at the Tertiary care paediatric center. The third center described a reduced need for community hospital paediatric beds and inferred a potential bed reduction in these hospitals.
Implications and Applications

The results of the study was used as background research by a clinical working group to establish clinical guidelines to be used when a child presents in one of the Emergency Departments and the decision is made to admit the child. The guidelines will be evaluated at regular intervals.
Paediatric Admission Process:  
Creating the Balance Between Tertiary Care and Community Hospital Facilities

Most admissions originate from Emergency Departments (primarily at the tertiary hospital).  Currently in Calgary there is one Tertiary care hospital (112 inpatient beds) and one community hospital paediatric unit (12 beds). No agreement to determine inpatient placements in the present structure. A possible increase in current community hospital paediatric unit to 24 beds has been suggested as has a future community hospital paediatric unit planned with a potential additional 24 beds.

The Questions

The question that this local project sought to answer was: what are the current admission practices for paediatric patients in settings where both tertiary care and community hospitals exist?  To facilitate answering the larger question, two sub-questions arose. The first sub-question was used to direct the search of the available literature. The question was: in the literature, is there any information describing and supporting current admission practices for paediatric patients in centers where both tertiary care hospitals and community paediatric inpatient units exist? The second sub-question arose from the paucity of literature and was answered through a series of expert consultations. This question was: what are the current Canadian practices regarding the placement of admitted pediatric patients in either tertiary care paediatric facilities or community hospital paediatric units and is there literature to support these practices?
The SEARCH VI local project sought to answer these questions through both a structured review of the available literature, and a number of consultations with key Canadian experts.

Literature Review
The systematic literature review included the following databases: EBSCO (CINAHL with and without full text, MEDLINE with and without full text, Health Business Fulltext Elite), Pubmed, Google Scholar, ABI inform, National Guideline Clearinghouse, Medal.org (Medical Algorithms), and several Grey literature sites.  The Alberta Children’s Hospital library staff was invaluable resources to help ensure saturation was reached in the search through the databases

In the literature review, the SEARCH participant used the following key phrases (in isolation and in various combinations) until saturation was achieved. The search was limited to the paediatric population and then the neonatal population was added.  A focus on in-patient admission (or just admission) was included.  The key phrases of “tertiary care center” and “community hospital” were an important distinction in the literature as was the phrase criteria for admission.  To achieve more depth in the literature search, the term “regionalization” was included. The SEARCH participant tried to find out if there was any existing admission algorithms developed for facilities.  The phrase “Paediatric Risk of Hospital Admission score (P.R.I.S.A.)” was repeated several times in the literature was so a search of the literature was done with this term. Also, the phrase “appropriate/inappropriate admission” was included.  Various settings in acute and community care hospitals were considered, but the primary search focused on the Emergency Department, PICU, and inpatient facilities (both community based and tertiary/teaching hospitals). The final phrase that was included in the search was “hospital requirements” specifically in regards to pediatric hospital admissions, Emergency departments and facilities in general.  “MeSH” equivalencies were sought for each term and/or phrase and included in the literature search. Any related articles generated were assessed for relevance.
For the SEARCH local project, the inclusion criteria for articles selected for reading and then for analysis included:

English language or translated into English

any paediatric or neonatal population

any country (eg. Canada, USA, UK and others)

research articles, grey literature, algorithms, guidelines, policy or position statements

any publication date

articles discussing tertiary vs. community hospital settings

articles discussing regionalization of services

articles discussing physical requirements of hospital settings

articles discussing alternative care arrangements

The exclusion criteria included:

adult populations

articles discussing admissions of patients to various levels of Intensive Care settings 

articles discussing appropriateness of admission measures

articles solely discussing predictive risk of admission or severity of illness measures in   

Emergency Department

articles not available in full text online; through the  Universities of Alberta or Calgary;  

or through the library holdings in the Calgary Health Region

In total, 27 potentially relevant publications were selected for analysis and of those a final six were selected for an in depth review. In general, the SEARCH participant found that there was very little relevant data was published. Many of the articles not chosen examined various different models in but populations that were too divergent to the target population of the project.  During the analysis of the final six articles, common themes extracted and potential for application across populations sought. The analysis of the six articles follows.

Results of the Review of the Literature

The first article that was reviewed discussed the need for regionalization of paediatric services and was published in the journal Pediatric Emergency Care in 2001 (Athey et al., 2001).  This article discussed a project in which a survey was administered to 91 hospitals across the United States of America who have 24 hour Emergency Care provided in their facilities in order to estimate the distribution of paediatric services available at theses hospitals.  This was a self reporting survey and there was no confirmation of the results by direct visitation of the surveyed sites.  The results showed that the majority of the hospitals surveyed did not have separate paediatric departments/wards, many did not admit the children to their hospital from the Emergency Departments and few had paediatric Emergency physicians.  In these hospitals, emergency and intensive care were provided by Adult specialists and few of the hospitals had paediatric protocols. The results suggested that the emergent and urgent care of paediatric patients was not well integrated in the system at the time. The authors pointed out that the survey did not include outcome data for the patients seen at these hospitals.  They did reinforce their beliefs that children should be cared for in hospitals with paediatric specialists, appropriate equipment and specific protocols. They argue that centers with these specifications have better outcomes due to greater exposure to the population, more focused education and are overall better equipped to provide urgent, emergent and in-patient care. 

The next three articles reviewed discussed the specific needs for paediatric Emergency Departments. The first was by Canadian and was authored by McGillivray et al. and was published in 2001. The second article was published in the United States and was the guidelines for the care of children in the Emergency Department by the American Academy of Pediatrics published in 2001.  The third related article was the position statement published in 2005 by the American Academy of Pediatrics for the equipment needs for freestanding Urgent Care facilities.  The three articles discussed the specific equipment needs for paediatric care in Emergency departments and in urgent care facilities. The data provided in the three articles had limited applicability to the SEARCH project other than emphasizing that the paediatric population had specific needs especially when assessed and treated in Emergency Departments.


The fifth article was more relevant to the SEARCH project as it discussed distributing the care of neonatal patients through various levels of Neonatal Intensive Care and Step-down units in Canadian hospitals. This article was the Position Statement on the Levels of Neonatal care published in 2006 by the Canadian Paediatric Society (CPS).  The article initially discussed the concept of regionalization in neonatal care across Canada. It then went on to discuss the levels of neonatal care and the importance of the current classification system seen in Neonatal units and delineated each of the levels of care. Finally, the article discussed the standards for hospitals with neonatal care.  While the specific information included in the article was not directly relevant to the SEARCH project, many concepts in the article were applicable.  The CPS supported specialization in care provided by specific neonatal units, a concept that could be applied to paediatric care. Also, having specialized units allowed for staff education that focused on the needs of the patient population. Finally, having a stratified system of admissions allowed for the movement of patients through the system as their needs changed. All of these concepts could be applied to the SEARCH project.

The final article reviewed was found after the expert consultation was conducted with Toronto’s Hospital for Sick Children. The article, published by Freedman and Thakkar in 2007, discussed the hospital’s experience setting up a regionalized system to transfer patients between a tertiary care setting and regional or community hospitals in the surrounding areas. The editorial by Krug and Gausche-Hill (2007) was also analyzed for relevancy and that analysis is included. The primary article described a cohort study done over a one year period. The hospital developed a list of the top ten diagnoses, procedures and lengths of hospital stays by diagnosis. These were classified by where the child could possibly go to receive care. Additionally, clinical determinants that necessitated that the child remain at the tertiary center were identified as were exclusion criteria to exclude the transfer of children at risk for deterioration or who required the need for a subspecialist.  Descriptive, exploratory and qualitative data were collected during the one year research period and a number of statistical analyses were conducted to examine which children remained in the tertiary care center and which children were transferred to community or regional care facilities.  The results of the study confirmed the safety in the newly implemented transfer procedures although the authors commented that many parents might not agree to a similar transfer in the future. They also commented that only a small reduction in Emergency Department visits occurred as a result of the new process. The key features identified to facilitate the process included: effective communication between the tertiary care and community hospital, an increase in paediatric beds in the outlying hospitals, use of non-medical means for transferring patients (ie taxi or private vehicle) when appropriate, and buy in from the communities. The study concluded that the results could be generalized to other publically funded centers and supported regionalization of care.  The editorial, included later in the journal, supported the transfer of those patients assessed to have low acuity and for whom care could be provided in their own community hospitals. The discussions in these two articles were directly applicable to the SEARCH project and the article and editorial were provided to SEARCH participant’s director for further analysis.
Conclusion of the Literature Review

The first sub-question was largely unanswerable due to paucity of relevant articles. In summary, 24 publications were analyzed and there was very little relevant data was published. Many of the articles examined various different models in differing populations too divergent to be considered for in-depth analysis. In the six articles that met the inclusion criteria for the study, common themes extracted and the potential for application across populations was summarized. The results of the literature search were discussed with the SEARCH participant’s director and the decision to conduct the expert consultation was made. 
Expert Consultations
After completing a search of the literature, a decision was made to conduct telephone interviews with key informants in Canadian paediatric tertiary care centers. All of the centers belong to the Canadian Association of Paediatric Health Centers (CAPHC). The coordinator for the Canadian Paediatric Decision Support Network, a program of the CAPHC organization was contacted and asked to distribute a request for information to all of the 16 member hospitals (Appendix 1). Essentially, the request went out seeking information on the admission practices in Canadian cities where both Tertiary care hospitals and Community hospitals with paediatric inpatient units co-exist.
Responses to email request

Of the 16 centers, seven centers (L'Hôtel-Dieu de Québec, Centre Hospitalier Universitaire de Sherbroke, Children’s Hospital of Eastern Ontario, Hopital Ste Justine, Kingston General Hospital., McMaster Children’s Hospital, and Montreal Children’s Hospital) did not respond to the email. Five other centers (Janeway Children’s Hospital, Children’s Hospital London Health Sciences Centre, Winnipeg Children’s Hospital, Saskatoon Health Authority, IWK Health Center – Halifax) responded that all paediatric admissions were directed exclusively to the Tertiary care facility in their cities. Three centers (Stollery Children’s Hospital, BC Children’s Hospital and Sick Kid’s Hospital) all responded that they have both Tertiary Care Centers and Community Hospitals, and these centers have policies in place concerning admission practices for paediatric patients.

Stollery Children’s Hospital


Edmonton has a major tertiary care center and 2 community hospital centers to which paediatric patients can be admitted and a third site where Neonates can be admitted. No formal process is in place to determine where paediatric patients are admitted. Two conflicting messages were obtained when speaking with experts in Edmonton. A representative from the Stollery described plans to centralize all admissions at their hospital and alluded to the fact that the community hospital beds might be reallocated to other programs. A second view was expressed by a paediatrician who works at one of the community hospitals. She stated that the unit, while small, is often full to capacity especially in the winter months, and that she had heard no definitive plans to close the unit. 

BC Children’s Hospital

In Vancouver, the BC Children’s Hospital is the paediatric tertiary care center. Attempts are made to repopulate community centers with suitable patients (ie children not from Vancouver proper and not needing a specialist, TPN, complex medical care, orthopedics, complex trauma care, cardiac surgery/care, are less than 6 month old – in select cases)  would be sent to their own community hospital. Also, attempts are made to repopulate patients once admitted at appropriate times in the child’s recovery. Adolescent psychiatric population is the most difficult to place.

This practice extends into the Emergency Departments of both BC Children’s Hospital and the community centers.  Decisions to turn a patient away from ED at BC Children’s is variable and depends on a number of factors but many discrepancies between physicians exist. The factors influencing Emergency Department admissions include: the ED physician’s comfort with community hospitals, and the diagnosis/stability of patient. The patient’s parent needs to agree. When a potential transfer is being considered, the Pediatrician speaks with families about this. The accepting hospital needs to agree with the transfer. It is possible that a patient swap might be arranged with outlying hospitals.  A need to err on side of caution is important in these decisions.

The hospital has a Program Manager for Access and Utilization.  She meets daily with senior residents after bed utilization meetings to discuss admissions, ICU potential transfers and tentative discharge dates on the inpatient units. She also emphasizes with residents and physicians – if there is no bed post-operatively, no surgery is possible. She shares the 6 month utilization reports with the management and physician groups. In stress times (ie when there are higher demands for beds than there are potential discharges) the next level is authority is the Medical Admitting Officer, a senior physician, who is able to facilitate early discharges in collaboration with his physician colleagues.

The out-lying Community hospitals set what they will accept. Examples are:

0 – 19 years

Reactive Airway Disease as long as they are qhourly Ventolin or less 

Pneumonia

Respiratory viruses

Bronchiolitis depending upon acuity

Upper Respiratory Tract Infections
PICC lines

Sepsis pt 

Fractures

Gastroenteritis

Urinary tract infection

Post-surgical procedures

IV therapy

Multiple diagnoses needs – e.g., tube feeds – when the patient's 

parents are present to provide care 24/7

Continuous monitoring of heart rate, respiratory rate, oxygen 

saturation

Special Care Nurseries will admit babies needing phototherapy when:

There is space available in the SCN

The baby is under 6 weeks of age

There has been no known contact with a communicable disease within 

the incubation period for that disease

Pediatric patients needing treatment with or for the following should be admitted to BC 
Children's Hospital:

Cardiac monitoring

Tube feeding

IVIG infusions

Blood transfusions

Suspected CNS infections

Diabetic ketoacidosis

Newly diagnosed seizures

Medically unstable babies less than 6 months of age.

TPN

Toronto Sick Kid’s Hospital

The Toronto Sick Kid’s Hospital is the other tertiary care center where a collaborative re-population strategy is the current practice. Initially, the hospital developed a diagnosis based criteria for Level 2 community hospitals. Before implementing, the decision was made NOT to use the criteria as it was too restrictive or too much of a “recipe approach”. This approach, while acceptable at the management/director levels did not filter down to the frontlines well and had little meaning for frontline staff/physicians

Instead of a prescriptive transfer format, formal partnerships were established with outlying community hospitals in which training, residency, corporate brands, policy, and equipment needs are established and shared.  When a community hospital wants to establish a partnership, personnel from Sick Kids goes and inspects the hospital using the ACEP Guidelines for Community/Tertiary care centers. Once the hospital meets these requirements a partnership is set up.  After this point, the community hospital agrees to accept all Level one and two patients from their area and Sick Kids accepts all Level 3 patients (based on physician assessment) patients without question.  Also, Sick Kids commits to provide training for 30 of 52 weeks of the year for the community hospital’s staff, residents rotate through the community hospital, open education sessions are offered for the physicians, there are cross appointed physicians for both sites.  

Once decisions are made to transfer patients from Sick Kids to a community hospital, a follow-up phone call happens within a week to assess family satisfaction.

Emphasis is that the decision to repopulate/transfer is a medical decision NOT the family’s decision. It is reinforced that the child, while needing admission doesn’t need the specialized care at Sick Kids, that Sick Kids endorses the level of care provided at the other hospital.  Equally important is the public awareness campaigns. Ads are run in newspapers, radio and television. It is made clear that families/parents are not to be made to felt that they have to triage, they are to go to their closest hospital where care will be provided (rather than travelling to the Sick Kids).  This represents a culture change in the community hospitals and Sick Kids.

There are several key messages inherent in this collaborative model. The first is that hospitals are not fighting over business; instead rather there is an improvement in patient care when collaborations exist.  Also, community hospitals in fact provide better care for Level 1 and 2 patients in the same way that Sick Kids provides better tertiary care so both centers can capitalize on their own experiences.  Finally, the message is clear that each hospital (whether tertiary care or a community center) are doing a different line of work, and are not in fact competing.


This collaborative model resulted in several new mandates at Sick Kids. The first is a mandate to transfer knowledge between collaborative centers. The second mandate, which states that centers can learn from each other, comes directly from the first. The final mandate developed from this new collaborative model is to provide better care for kids closer to home. As a result of this new model, partnerships/joint positions/cross appointments occurred for physicians, residents, nurses, therapists, support staff, and educators. Due to the success of this model, several new partnerships are currently being established between Toronto Sick Kids hospital and the out-lying community hospitals.

Local Results 


The results of the expert consultation were submitted to a committee working on developing guidelines for admission in the Child and Women’s Health portfolio. The guidelines are included in Appendix 2. Currently, the guidelines are being used especially in the Emergency Department at the Alberta Children’s Hospital. Revisions are occurring as issues arise. The trend to date is close to 80% occupancy at the PLC Hospital (a desired outcome of the committee).

Impact

Literature Review

Summary of the findings generated and given to clinical working group looking at regional admission practices

Expert Consultation

Summary of the findings generated and given to clinical working group looking at regional admission practices
Appendix 1
Email Request for Information
Thank you for agreeing to send out my request for information to your member and associate member contacts.
As background, I am a Pediatric Nurse Practitioner at the Peter Lougheed Center (a community hospital associated with the Alberta Children's Hospital in Calgary, Alberta). I am a member of the SEARCH Classic sixth cohort. As such, we have to choose a topic of interest for our own practice and for our region.
In Calgary, we have a Tertiary care Pediatric hospital and a Community Hospital with a Pediatric unit. In the next 3 years, we will be opening a second Community Hospital with a Pediatric Unit. The issue of where to place a patient once the decision has been made to admit them is of paramount importance for the region. The current practice is to make decisions based on capacity, the patient and family's home address, the assessment of what the patient needs and the Emergency Physicians' thoughts about the appropriateness of either unit. Unfortunately, this means that the decision to admit a patient is somewhat variable and often inconsistent.
I am aware that other centers have similar shared responsibilities between Tertiary care centers and Community Hospitals. I am hoping that representatives from these centers would be willing to share their practices with me.  I am hoping that these people would be willing to grant me permission to contact them to discuss their practices, share supporting documentation describing their practices and any supporting literature or studies that they have conducted describing how effective their strategies have been. In return, I am entirely willing to share any findings I obtain and am in fact hoping to present my findings at the 2008 CAPHC conference.

I am requesting that people contact me before October 15th. This gives me time to contact them (or their representative) to further explain what I am seeking and arrange to receive any documentation that they might have.
Please don't hesitate to contact me for any clarification or with any questions you might have. 

Thanks

Wendy Gillespie

Pediatric Nurse Practitioner, 

Peter Lougheed Center, Calgary, AB

wk phone - (403)943-5731
Appendix 2

PLC Admission from ACH ED FLOW Project

(included with permission from Dr JM Bailey)

Goals:  

1. Improve use (% occupancy) of PLC beds from current baseline (May 07-April 08 : 53-82% per month, average 68.6%)

2. Spread patient occupancy more evenly over the pediatric units (currently units 2, 3, and 4 at ACH average 85-95 % occupancy)

3. Ensure the “right patient” is in the “right bed.  Monitor PLC to ACH transfers (current baseline 1-2 per month)

Methods:

1. Identify patient characteristics that require ACH admission and direct all other admissions preferentially to PLC.

2. Use diagnosis examples to highlight PLC-appropriate patients and distinctions between patients targeted for ACH and PLC care.

3. Target daytime patients for PLC when available: likely small numbers but this is ideal time for PLC admissions.  Nighttime admissions are the major proportion of admissions so these must also be targeted in the project if the gaols are to be achieved.

4. Broad education campaign for all staff and for patients and the broader public regarding regional pediatric care.  Messages see below for examples

Barriers:

1. PLC housestaff coverage:  Use of PLC more frequently and consistently can only occur if there is consistent in-house coverage.  Currently, family medicine residents are providing less consistent coverage and other options such as extenders/IMG’s are being considered.  Project will be unsuccessful if there is inconsistency in the level of patient acuity that PLC can accommodate such that it changes from day to day based on coverage.

2. There are misperceptions of acuity levels and types of diagnoses that PLC can accommodate.  To ensure that these misperceptions are not reinforced, care with patient acuity must be taken especially during the initial phases of the project: success builds success.

3. From ED perspective: process must be “autopilot” ie not require extra work.  Diagnosis as a tool may work well for ED.  Concern from PLC is that restricting diagnosis creates a unit with many patients of the same diagnosis at PLC this is not best for trainees or attendings.  As a result: Diagnosis should be a tool rather than the focus of the project.

Questions Raised/ ACTION Required:

1. Data: we have Statit Data for PLC and ACH unit occupancy, transfers both from ED to PLC and from PLC back to ACH inpatients.  We need to ensure occupancy at PLC is calculated similarly to ACH.  ACTION: Michelle will look at occupancy data and ensure data is optimal.  Also will see if data re: time of admit can be obtained via STATIT.  

2. ED needs to have accurate information on PLC\ bed availability on an ongoing basis that is updated frequently.  ACTION: Rob will check on current practice.  Steve will look at how bed availability is determined at PLC and what “reserve” is needed for jaundice and for NICU patients.

3. Direct referral of patients to PLC via SARCC would also be helpful:  ACTION: Once “criteria” are developed they will be shared with SARRC

4. Messages used, ED process for determining patients for PLC and appropriate use of diagnoses all need to be finalized and agreed upon by all parties.  ACTION: see draft below – for comment.

5. Timeline:  aim for Oct/Nov 2008 as long as PLC coverage allows us to proceed.  ACTION: Department to be informed of the project and its dependence on PLC coverage.  Final start date to be set in September 2008.

Messages for Project:

Wider Audience:  

“ Best Place for Your Child’s Care”, 

 “Child Health: One Program, Two Sites”

ACH Staff based:  

“Right Patient in Right Bed at the Right Time”

“Level 2 Inpatient Pediatric Care at PLC”

“Spreading the Load: Equalizing Bed Occupancy Results in Bed Availability Where and When 
you Need It”  ???

ACH versus PLC Trigger Tool
Does This Patient:


Need Surgery?






yes

no

Have a high potential for instability/deterioration requiring ICU?
yes

no

Need frequent nursing assessments?



yes

no

Need daily subspecialty involvement?



yes

no

Need multiple subspecialists involved in their care?


yes

no

Need specialized ACH services (ie Eating disorder, Diabetes)?

yes

no

Need > 1/day Pediatrician involvement (attending/senior-resident)
yes

no

If you have answered No to all questions –this patient should be preferentially admitted at PLC if there are beds available.

If you have answered Yes to one or more of these questions: this patient should be admitted at ACH.
Diagnosis Examples:
All listed diagnoses are appropriate for direct PLC/Community Hospital admission. This is not a restrictive list and other diagnoses may be appropriate. Additionally, circumstances may dictate that a child with a listed diagnosis may not be suitable for admission to a community hospital due to other concerns or circumstances. 

PLC should be used PREFERENTIALLY for patients that meet criteria for PLC REGARDLESS OF 
HOME ADDRESS. 

· JAUNDICE/HYPERBILIRUBINEMIA IN NEWBORN

- All to PLC 
· RULE OUT SEPSIS/UTI/PYELONEPHRITIS

- Infants, toddlers or children with no underlying complex GU disorder

- stable cardiovascular status

· ASTHMA

- phase II pathway or ready to move to phase II

- no underlying complex respiratory disorders
· BRONCHIOLITIS

- any age or gestation

- stable cardiorespiratory status on oxygen

- if cap gas done – normal or low CO2

- no underlying complicating disorders (CLD, cardiac, airway malformation, genetic disorders)

· OVERDOSE

- stable cardiovascular status

- known ingestion

- not requiring ICU/no CV MONITOR REQUIRED

· PNEUMONIA

- stable cardiovascular status

- no active underlying cardiac or respiratory diagnosis
· GASTROENTERITIS

- stable cardiovascular status

- not requiring electrolyes and fluid reassement more than twice a day 

· FEBRILE SEIZUREs

· FTT/FEEDING ISSUES (including NG tubes and G-Tubes)

· Stable ITP

- stable cardiovascular status
· HSP
- no suspected intusseception
· Suspect MENINGITIS or Viral MENINGOENCEPHALITIS

- stable cardiovascular status

- stable/no SIADH

· ENCOPRESIS

· MONONUCLEOSIS 

- stable airway
· SINUSITIS/PERIORBITAL CELLULITIS 

- not needing acute surgical intervention)

· CROUP

- stable airway

- good epinephrine response

- no underlying respiratory or airway abnormality
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