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IMPORTANCE 

 Limited and expensive resources 

 

 The cost of critical care in the United States was 

estimated to range between $121 and $263 billion in 

2008 

 

 Crowded intensive care units, delayed admissions of 

critical ER patients, care delays and other delivery 

inefficiencies are also problematic issues 



HISTORY 

 These concerns forced the medical community to act 

smarter and evidence based on this matter 

 

 Thus; in 1999, the Society of Critical Care Medicine (SCCM) 

published guidelines for ICU admission, discharge and triage 

 

 Given the fact that medical expenses are not getting smaller 

and emergency rooms and intensive care units are not 

getting emptier; the topic is still a current challenge for both 

intensive and emergency care givers 



 

 It’s reasonable to develop policies to meet specific 

population needs (such as trauma, burns, neurological 

pathologies, sepsis etc) and take into consideration the 

institutional limitations such as ICU size and therapeutic 

capabilities or number of medical staff 

 



To optimize resource use while improving outcomes, hospitals 
should guide ICU admissions on the basis of a combination of 

various parameters 
 

Specific patient needs that can be addressed only in the ICU environment such as life supportive 
therapies 

Available clinical expertise 

Prioritization according to the patient's condition 

Diagnosis 

Bed availability 

Objective parameters at the time of referral (such as respiratory rate) 

Potential for the patient to benefit from interventions  

Prognosis 
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PRIORITIZATION MODEL 

  

 Patients are categorized by four priority levels based on how 

likely they are to benefit from admission to the ICU 

 



DIAGNOSIS MODEL 

 A list of specific conditions and 

diseases is offered for deciding 

which patients should be admitted 

to the ICU 



OBJECTIVE 

PARAMETERS 

MODEL 

 Specific vital signs, laboratory values, imaging or 

electrocardiogram findings and physical findings are 

offered for deciding which patients should be admitted 

All these models have limitations and none have 

been properly validated 

! 



LITERATURE 

 Cohen et al have suggested that admissions to the ICU should be based on 

functional impairment, rather than just severity of illness 

 

 They showed that functional impairment at the time of intensivist evaluation was 

the determining factor influencing ICU acceptance 

 

 Patients were less likely to be admitted if their functional status was poor or they 

had a do-not-resuscitate order 



LITERATURE 

 McGillicuddy et al reviewed their data after starting a program in which 

abnormal vital signs were used as criteria to trigger patients to be 

admitted to an ICU until their condition improved or stabilized 



LITERATURE 

 Farley et al suggested that respiratory rate alone should be a major 

determinant for ICU admission 

 

 But there is not a reliable list of objective indicators or their respective 

specific thresholds for identifying candidates for ICU admission 



LITERATURE 

 

 Lamantia et al  have shown that the sensitivity and the specificity of 

abnormal vital signs to predict death or ICU admission at triage were only 

73% and 50%, respectively 



LITERATURE 
 

 

Sprung et al  investigated the feasibility of using a triage score to assist in deciding 

about ICU admissions 

The score incorporated : 

 

• Age 

• Diagnosis 

• Systolic blood pressure/ pulse/ respiratory rate/ PaO2 

• Concentrations of creatinine, bilirubin, bicarbonate and albumin 

• Vasopressor use/ glasgow coma scale score 

• Karnofsky performance status score 

• Operative status 

• Chronic disorders 



 qSOFA score is easy to calculate since it only has three 

components each of which are readily identifiable at the 

bedside and are allocated one point 

 

 

 

 

 

●Respiratory rate ≥22/minute 

 

●Altered mental status 

 

●Systolic blood pressure ≤100 mmHg 
 
 

 

 2016 SCCM/ESICM task force have 

described an assessment score for 

patients outside the intensive care unit 

as a way to facilitate the identification 

of patients potentially at risk of dying 

from sepsis 

 

 This score is a modified version of the 

Sequential (Sepsis-related) Organ 

Failure Assessment score (SOFA) called 

the quickSOFA (qSOFA) score 

 

 A score ≥2 is associated with poor 

outcomes due to sepsis 

 

qSOFA 



 In 1999, a group of experts appointed by the Department of 

Health in the United Kingdom suggested that patients in 

hospital should be assigned a level of care based on an 

assessment of their clinical needs, regardless of their  care 

location 

 

Level 0: Regular hospitalized patients with no intensive monitoring or care requirements 

 
Level I:  Patients requiring additional monitoring such as continuous electrocardiographic 
monitoring 

 
Level II: Patients requiring more frequent monitoring and interventions, such as those with 
single-organ dysfunction, which cannot be provided in the previous levels 

 

Level III: Patients requiring life-supportive therapies, such as those with single- or multiorgan 
failure, which can only be provided in the ICU 

 
 

In their review of critical care services published in 2000, they described these levels as 



GUIDELINES 

 Recently, Society of Critical Care Medicine published guidelines which also 

questioned ICU admission criteria 



Avoid admitting patients to a specialized ICU whose primary diagnosis is not 

associated with that specialty (Grade 2C) 

Admit neurocritically ill patients to a neuro-ICU, especially those with a 

diagnosis of intracerebral hemorrhage or head injury (Grade 2C) 

Each institute should develop individual methods for prioritizing and triaging 

patients (Ungraded) 

Triage decisions should be made explicitly and without bias. Ethnic origin, 
race, sex, social status, sexual preference or financial status should never be 
considered in triage decisions (Ungraded) 

Under ideal conditions, patients should be admitted or discharged strictly on 

their potential to benefit from ICU care (Ungraded) 

GUIDELINES 



Require care involving specialized competency of ICU staff that is not widely 

available elsewhere in the hospital (e.g., invasive mechanical ventilation, 

management of shock, extracorporeal membrane oxygenation and 

intraaortic balloon pump) 

Have clinical instability (e.g., status epilepticus, hypoxemia and hypotension) 

Be at high risk for imminent decline (e.g., impending intubation) 

GUIDELINES 



WHO 

SHOULD 

MAKE THE 
DECISION ? 

It is reasonable to have a designated person or service with 

control over resources and active involvement to be 

responsible for making ICU triage decisions during normal or 

emergency conditions  



Terminal Cancer 

Patients 

 In particular cancer 

patients with advanced 

disease it is reasonable to 

discuss care options with 

the patient, next of kin, 

legal representative or 

power of attorney 

 Oncologist or hematologist 

opinion regarding life 

expectancy and palliative 

solutions should be taken 

into consideration 



ICU Triage in 

Epidemics 
 

 
 Nontraditional settings should 

be considered and utilized for 

the care of critically ill patients 

 Using routine laboratory studies 

or scoring systems alone in 

determining the nature of 

illness during an epidemic 

might be misguiding 

 All hospitals and regional areas 

should develop a coordinated 

triage plan for epidemics 



ICU Triage in MCI 

 Disaster response teams should identify all patients in need of ICU care and those 

already hospitalized who could be discharged 

 Then triage and transfer incoming patients to the most appropriate setting as soon as 

possible 



Thank you… 


