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I’'m not an intensive care doctor.....
....... but I do have some critical care skills

.............. and more importantly I regularly see
patients who are critically ill

As such what practical things could I learn from
the critical care stream at the conterence?



Kritik hastalarin acil serviste tedavisi ve yonetimi
giderek gelisen bir siirec

Acil servisler kritik hasta yonetiminde merkezi bir
rol oynamaktadir



* Kritik bakim hastalar giderek artmakta
* Bu hastalar acil servislerde daha uzun stuire kalmakta

* Cesitli nedenler:
Sayinin artmasi
Yataklarin yetmemesi
Laboratuarin gecikmesi
Tani1 zorluklar

Calismalar bu gecikmelerde acil servis calisanlarinin rolii
olmadigini gostermis



"Fizyolojik olarak stabil olmayan, kliniginin yakin
olarak takip edilmesi ve tedavisinin dakika dakika
yonlendirilmesi gereken hasta grubudur”.




Kritik hasta klasik olarak yogun bakim tnitelerinde
tedavi edilir

ANCAK

Bu hastalarin biyik bir kismi ilk Acil servislere
basvurur ve tedavilerine ilk Acil servislerde
baslanir.



Fizyolojik olarak stabil olmayan,

Kliniginin yakin olarak takip edilmesi ve

Tedavisinin dakika dakika yonlendirilmesi gereken
hasta grubudur”

Kritik hasta klasik olarak yogun bakim tunitelerinde
tedavi edilir.

Bu hastalarin biytk bir kismi ilk Acil servislere
basvurur ve tedavilerine ilk Acil servislerde baslanir.



Alrway
Respiratory
CVS

Renal

CNS

Signs / risk of airway
obstruction

RR < 8 or > 30, SpO, < 93%
HR < 40 or > 100

SBP < 100 or fall > 40 from
baseline

Urine output < 100 ml / 4 hours

Agitation, confusion or decrease
in GCS



ABD’de Acil servis basvuru orani yillik 100
milyonun ustiindedir.

Bu basvurularin Bu basvurularin %40 hastaneye
yatar.

Hastaneye yatan hastalarin %251 ise kritik hastadir.



Hastane icindeki yatak sayisinin sinirh olmasi
nedeni ile kritik hastalar acil servislerde kalmakta ve

hastalar yogun bakimlara ABD’de ortalama 145-367
dakika arasinda;

Avusturalya’da ortalama 1.1 gtinliik bir stirecte
cekilebilmektedir.



Acil servis asir1 kalabaliginda hastalar koridorlarda ve gozden uzak
yerlerde kalabilir.

Hemsire ve doktor gozetiminden uzaktaki bu hastalar ge¢ tam ve tedavi
nedeniyle kotii prognoza sahip olabilirler.

Servislerdeki kalabalik nedeniyle hastalar yatamamakta, hastalar acilde
optimal tedavi almamaktadir.

Ya da durumlari biraz toparladiktan sonra tam tedavi olmadan erken
taburcu olabilmektedirler.

Icerinin kalabalig1 nedeniyle acil servise giremeyen ve beklemekten sikilan
hastalarin bir kismi daha sonra daha kotu durumunda c¢ok acil olarak
basvurabilmektedirler.



Yakin monitorizasyon
Ileri teknoloji
Kolay ulasilabilen konsiltanlar

Diisiik hemsire/hasta orani gibi sebeplerle kritik
hastalara optimal tedavi saglanabilmektedir



Hastane oncesi,

Acil servis

Yogun bakim
surecleri;

Kesintisiz olmali,

Birbirinden bagimsiz
olmamal,

Birbirini tamamlar
olmalidir.



Travma hastasindaki "altin saat” gibi, kritik
hastada da taninin en kisa siirede dogrulanip,
hizlica tedavinin acil serviste baslanmasi
mortalite, morbidite ve kaynak kullanimin
azaltmaktadir.

Yogun acil servislerde bu her zaman mimkin
olamamaktadir.

Buist MD, et al. BMJ 2002; 324: 387-390.
Sacchetti A, et al. Am J Emerg Med 1999; 17: 571-574



Acil servis kalabaliginin hastanin tani,
tedavisinde gecikmeye ve dolayisiyla
prognozunda kotilesmeye neden oldugunu
gosteren gozlemsel ¢alismalar vardir.



Acil servisteki prognhozu nasil hastane oncesi
bakim ve midahaleler belirliyor ise; yogun bakima
yatan hastanin prognozunu da acil serviste aldig
tedavinin kalitesi belirler.

Safar'in belirttigi gibi hastane oncesi, acil servis
ve yogun bakim siiregleri;

-Kesintisiz olmals,
-Birbirinden bagimsiz olmamalr,

-Birbirini tamamlar olmalidir.



* Literaturde kritik hastada Acil servis yogun bakim
tinitesi arasindaki surenin prognoza etkisi tizerine
celiskili sonuclar vardir.

Bir kisim calismalar stirenin sonucu (mortalite) etkilemedigini
bulmustur.

Bir takim calismalar ise siirecin prognozu etkiledigini
gostermistir.



* Acil servisten yogun bakima 24 saatten kisa suirede kabul
edilenler ile, 24 saatten daha uzun sure de kabul edilenler
arasinda yogun bakimda kalis siiresi ve mortalite acisindan fark
olmadig1 bulunmus.

Am.J Emerg Med. 2005 May 23(3):3356-9.
Outcomes of critically ill patients.
Tilluckdharry L, Tickoo 5, Amoateng-Adjepong ¥, Manthous CA.

Pulmonary and Critical Care, Bridgeport Hospital, CT 085818, USA,

Abstract
OBJECTIVE: We hypothesized that critically ill patients who remain in the ED for more than 24 hours experience worse outcomes and longer lengths
of stay than those transferred to the medical intensive care unit (MICU) within 24 hours.

METHOD 5: Medical records were examined of all patients admitted to the MICU directly from the ED of a 325-bed community teaching hospital
between 2001 and 2002.

RESULTS: Of 443 patients, 104 remained in the ED for 24 hours or longer (ED=0r=24) befare being transferred to the MICU. There were no significant
differences in demographic characteristics of the 339 who were in the ED for less than 24 hours (ED <24 ) as compared with ED=or=24. APACHE I
scores were 18.9+4/-1.0 for a random sample of ED<24 and 20.5+/-0.9 for ED=or=24 (P=_2). Lengths of hospital stay were 10.9+/-0.8 days for ED=<24
and 9.8+/-0.9 days for ED=or=24 (P=T). Mortality rates were 26.8% for ED<24 and 26.9% for ED=0r=24 (P=5).

CONCLUSIONS: These data suggest that outcomes of crtically ill patients transferred from the ED to our MICU within 24 hours were not better than
those who remained in the ED for longer durations. Larger studies are required to examine this hypothesis.

PMID: 15815409 [PubMed - indexed for MEDLINE]



* Tlk 24 saat icinde yogun bakima yatirilan hastalarin
mortalitesi daha gec yatirilanlara gore dustiktur.

Crit Care Med. 1590 Nov:18{11):1231-5.
Timing of intensive care unit admission in relation to ICU outcome.

Rapoport Teres O Lemeshow S, Harris D.

Department of Economics, Mount Holyoke College, South Hadley, MA 01075,

Abstract

This study assessed the relationship between admission time (fram hospital admission ta ICU admission) and mortality predicted by the Mortality
Prediction Model (MPM), actual mortality, and resource use. All admissions, except elective surgery patients, to the general medical/surgical ICU of
a tertiary care hospital during a 24-maonth period were studied {n = 1,689). Patients admitted to the ICU within 1 day of hospital admission had lower
predicted and actual mortality, and used fewer resources than patients admitted later. Predicted mortality was higher than actual martality for patients
admitted to the ICU early and was lower than actual mortality for later ICU admissions. Transfers had higher predicted and actual martality, and used
more resaurces than nontransfer patients. Time from hospital admission to ICU admission can be a potentially useful variable in models of ICU
outcome.

PMID: 2225831 [PubMed - indexed for MEDLINE]



° Critical care of medical and surgical patients in the ED: length of
__..~stay.and initiation of intensive care procedures.Am J Emerg Med

1997 Nov;15(7):654-7.

_* Svenson J, Besinger B, Stapczynski JS.
e Dezpartmznt of Emezrgency Medicing, University of Yentucky, Lexington, USA.
* Little is kKnown about the zxctent of critical carz deliverzd to patients in the zmezrgency

departmeznt (ED) and its impact on ED lzngths of stay or patiznt outcomes. The purposz of
This study was To charactzrizz the Timing of carz for critically ill patiznts, both medical and
surgical, in The €D, The design was a refrospezctive review. Tnez szTting was a university
"rzac‘mn?‘nos'pr‘ral. he supjzcts werz ED patiznts subszquzntly admitfzd To a medical or
surgical'intznsive carz unit (LCU). Thz avzrage lzngth of stay in thz ED was 367 minutzs.
T'nir"'r\{ pzrcent of patients were boarded in Tnz ED bzcausz of lack of bzds in the ICU,
Stabilization oroczdurzs wezrz ozrformed on 45 (277%) patiznts, on avzragze 102 minutzes
aftzr ED admission. Monitoring proczdurzs werz performed on 35 (21%), on avzrage 170
minutzs afrzr ED admission. Therz werz no significant diffzrznces in lanlg'i"n of stay, usz, and
Timing of critical proczdurzs in medical and surgical patiznts. Critically il patiznts rzprzsent
a significant portion of ED patiznts and may rzimain in Thz €D for orolongzed ovzriods of Time,
Onz of Thz major contrioutors To these orolongzd stays arz lack of bzds. Both resuscitative
and monitoring proczdurzs arz oftzn performed in Thz ED sziting for all Typzs of critical
patiznts. The Timing of thzsz proczdurzs indicatzs That They arzpzrformzd wnezn neczssary

for patient carz regardlzss of ED or TCU sztting. Thus, TCU carz is oftzn initiatzd and

maintained in The ED s2tting. EDs must be staffed adequatzly with aporooriatzly Trainzd

personnel To care for theszoatients,

" Acil serviste gerektigi zaman gerektigi miidahaleler yogun bakima ya‘rlsrw
beklemeden yapilmalidir. Kritik hasta bakimi igin yeterli, egitimli eleman .~
ve.ekipman.acil servislere saglanmalidir. '
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Impact of delayved transfer of critically ill patients from the
emergency department to the intensive care unit®

Donald B. Chalfin, MD, M5, FCCM;, Stephen Trzeciak, MO, MPH;, Armtonice Likourezos, MA, MPH;
Erigitte M. Baumann, MO, MSCE; R. Phillip Dellinger, K0, FCCOM; for the DELAY-ED study group

° Acil servise bagvuran kritik hasta sayisi artinca
* Hastane ve acil servis kalabalik olunca

° Yogun bakim yataklar: dolu olunca hastalarin
yogun bakim yatagini acil serviste bekleme

sureleri artiyor.



Impact of delayved transfer of critically ill patients from the
emergency department to the intensive care unit®

Donald B. Chalfin, MD, M5, FCCM;, Stephen Trzeciak, MO, MPH;, Armtonice Likourezos, MA, MPH;
Erigitte M. Baumann, MO, MSCE; R. Phillip Dellinger, K0, FCCOM; for the DELAY-ED study group

* Calismada > 6 saat ve <6 saat altinda acil
serviste kalarak yogun bakim yatagi bekleyen
hastalarin yogun bakim yatis siiresi, yogun bakim
ve hastane mortaliteleri arasinda fark var

“midir? sorusuna cevap aranmigtir.



Kritik hasta yonetimi

O

Box 1. Potential high risk areas

Triage

Patient evaluation

Drug administration

Procedures
Stabilization

Resuscitation
Transfers







Hasta Degerlendirme

O




Agresiv ve zamanla yarisan ozellikte
Vazopressor

Vazodilator

Sedatif

Antikoagulan

Trombolitik

Antbiyotik

Paralitik



Medikal tedavi hatalarindan kacinmak gerekiyor

Dozlar uygun secilmeli
Ilaclar uygun secilmeli
Dogru zamanda yapilmah

Kritik hastalarda medikal ila¢ uygulamalarinda hata
orani yiiksek olabiliyor

Yapilan ilaclar mutlaka kayit edilmeli
Yeni baslayan hemsirelere dikkat



Girisimler

* Stabilizasyon prosediirleri
O Entiibasyon
O Santral venoz kateterizasyon
O Gogiis tiipu yerlestirilmesi
© Kardiyoversiyon
O Pacemaker yerlestirme

* Monitorizasyon prosedirleri
O Arterial kateterizasyon,
© Monitorize etmek icin santral venoz kateterizasyon
O Intraserebral basin¢ monitdrizasyon




Procedures performed on critically ill patients in the ED and the ICU

Adult Pediatric (<17 years) Total
ED ICU ED ICU ED ICU
Procedure

Telemetry 254 97 86 89 340 186
A-Line 1 12 0 2 1 14
Central line 10 11 0 1 10 12
Intubation 34 27 5 6 39 32
ACLS/PALS protocols 16 2 1 1 17 3
Thoracostomy tube 1 1 0 0 1 1
Tracheostomy 0 1 0 0 0 1

Abbreviations: A-line, arterial line; ACLS, advanced cardiac life support; PALS, pediatric advanced
life support.

Data from Nelson M, Waldrop RD, Jones J, et al. Critical care provided in an urban emergency
department. Am J Emerg Med 1998;16:56-9.




Ogrenciler acil girisimlerin coklugundan dolay: acil
tibb1 tercih ediyorlar

Yapilan calismalarda acil serviste kalis stiresini
uzatan yapilan girisimler degil yatak olmamasidir

Girisimler resusitatif veya monitorizasyon amach

Girisimler ihtiyac aninda yapilmah acil de veya
yogun bakimda






Kritik hasta bakiminda en onemli noktalardandadir

Sakles ve arkadaslari
Medikal tanilar
KKY
KOAH
Sepsis
Mental durum degisikligi
Travma (%47)

Tumau acil asistan ve uzman %100 basari



Tranfer

O




Acil serviste baglanan agir sepsis ve septik soktaki
erken hedefe yonelik tedavi sadece mortaliteyi
degil; mekanik ventilasyon ve pulmoner arter
kateter takilmasi ihtiyacini da azaltmaktadir.

Ayni sekilde akut solunum yetmezliginde acil
serviste baglanan NIMV hem prognozu
lyilestirmekte (entiibasyon ve yogun bakima yatis
oranini azaltmakta) hem de YBU'de kalis siiresini ve
maliyeti azaltmaktadir.



* Acil servislerde optimal tedavi alan hastalarda
YBU'ndeki yatis siiresi azalir; erken hedefe
yonelik tedavi ve NIMV uygulanmasi yogun
bakimdaki yatis siiresini ve maliyeti azaltir.
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Acil servisler yilda 100 milyondan fazla hastanin
tedavi edildigi servislerdir. Hastaneye basvuran
hastalarin %2.9'unu sepsis ve septik soklu hastalar
olusturmaktadir. Yani yilda 387 616 sepsisli hasta

acil servislere bagvurmaktadir. Bu rakam ABD'de

yilda gériilen sepsis, septik soklu hastalarin

%50'sini olugturmaktadir.



Rivers ve arkadaslarinin gésterdigi gibi septik
soklu hastaya erken hedefe yonelik tedavinin daha
acil serviste iken baslanmasi morbidite ve
mortaliteyi azaltmaktadir. Bu nedenle acil
servislerde sepsis ve septik soklu hastanin erken
tamisi, erken tedavisi 6nem kazanmaktadir.



Early goal-directed therapy in the treatment of severe sepsis and

septic shock. N Engl J Med 2001 Nov 8:345(19):1368-77.

Rivers E, Nguyen B, Havstad S, Ressler J, Muzzin A, Knoblich B,
Peterson E, Tomlanovich M;
Early Goal-Directed Therapy Collaborative Group.

Department of Emergency Medicine, Henry Ford Health Systems, Case Western Reserve University, Detroit, MI 48202, USA.
eriversl@hfhs.org

BACKGROUND: Goal-directed therapy has been used for severe sepsis and septic shock in the intensive care unit. This approach involves
adjustments of cardiac preload, afterload, and contractility to balance oxygen delivery with oxygen demand. The purpose of this study
was to evaluate the efficacy of early goal-directed therapy before admission to the intensive care unit. METHODS: We randomly
assigned patients who arrived at an urban emergency department with severe sepsis or septic shock to receive either six hours of early
goal-directed therapy or standard therapy (as a control) before admission to the intensive care unit. Clinicians who subsequently
assumed the care of the patients were blinded o the treatment assignment. In-hospital mortality (the primary efficacy outcome), end
points with respect to resuscitation, and Acute Physiology and Chronic Health Evaluation (APACHE IT) scores were obtained serially for
72 hours and compared between the study groups. RESULTS: Of the 263 enrolled patients, 130 were randomly assigned to early goal-
directed therapy and 133 to standard therapy: there were no significant differences between the groups with respect to base-line
characteristics. In-hospital mortality was 30.5 percent in the group assigned to early goal-directed therapy, as compared with 46.5
percent in the group assigned to standard therapy (P = 0.009). During the interval from 7 to 72 hours, the patients assigned to early
goal-directed therapy had a significantly higher mean (+/-SD) central venous oxygen saturation (70.4+/-10.7 percent vs. 65.3+/-11.4
percent), a lower lactate concentration (3.0+/-4.4 vs. 3.9+/-4.4 mmol per liter), a lower base deficit (2.0+/-6.6 vs. 5.1+/-6.7 mmol per
liter), and a higher pH (7.40+/-0.12 vs. 7.36+/-0.12) than the patients assigned to standard therapy (P < or = 0.02 for all comparisons).
During the same period, mean APACHE IT scores were significantly lower, indicating less severe organ dysfunction, in the patients
assigned to early goal-directed therapy than in those assigned to standard therapy (13.0+/-6.3 vs. 15.9+/-6.4, P < 0.001).
CONCLUSIONS: Early goal-directed therapy provides significant benefits with respect to outcome in patients with severe sepsis and
septic shock.

PMID: 11794169 [PubMed - indexed for MEDLINE]
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Supplemental oxygen
endotracheal intubation

mechanical ventilation
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arterial catheterization
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Sedation, paralysis
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EARLY GOAL-DIRECTEID THERATY

AND SEPTIC SHOCK

FOR THE EARLY GoaAL-DNIRECTED THERAPY COLLABORATIWVE GROUP™

SIRS criteria and systolic
blood pressure =%0 mm Hg
or lactate =4 mmol/liter

!

Assessment
and
consent

Standard therapy in
emergency department
(n=13

Early goal-
directed therapy
{(n=130)

Randomization
(n=263)

Vital signs, laboratory
data, cardiac monitoring,
pulse aximetry, urinary
catheterization, arterial and
central venous catheterization
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Supplemental oxygen =
endotracheal intubation and
mechanical ventilation

Central venous and
arterial catheterization

L

Sedation, paralysis
{if intubatad),
or both
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TapLE 4. TREATMENTS ADMINISTERED.* -
..................................................................................... - TReaTmEnT HouRs AFTER THE START oF THERAPY
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fall pulmonary-amnery catherers »were inserved while patiencs were in che
intensive Care Unit.




* SONUCTA: Hasta daha acil serviste iken
baslanan erken hedefe yénelik tedavi ciddi
sepsis ve septik soklu hastalarda iyi sonug ve
daha diisik mortalite elde edilmesini
saglamaktadir. .

—

fntensive Carge aor T Service Managemeaent ™




i The role of the ED in stabilizing and sigmificantly improving outcomes in :
i critically ill patients must be emphasized. Recently, there have been many studies
: that have concluded improved outcomes in patients with severe sepsis and septic :
i shock treated with early goal-directed therapy in the ED, Rivers and colleagues :
"[97 established that there were significant short and long term benefits in early

goal-directed therapy of critically ill patients in the ED. The authors concluded
that there was an absolute reduction of 16% in hospital mortality, After ICU
admission, goal directed therapy group required less fluid, vasopressors,
mechanical ventilation, and pulmonary artery catheterization. Other studies have
concluded that a significant reversal of physiologic derangement could occur
during a patient’s ED stay [10]. All of these factors support the vital role of ED
management in providing intensive care toward critically ill patients.




Non-invasive ventilation and continuous positive :
pressure ventilation in emergency departments:
where are we now?

* CPAP ve NIV, ASY olan

hastada glivenilir ve etkili bir
ventilasyon destegi
tedavisidir. Acil servislerde -
erken uygulanirsa entiibasyon
oranini, entiibasyona bagl
gelisecek komplikasyonlari ve
genel olarak mortaliteyi

azaltr.

Kardiyopulmoner 6dem ve
KOAH akut alevlenmede
oncelikli kullanilmasi 6nerilen
bir tedavi yontemidir.

CPAF and NIV are safe and effective methods of assnstmg:
- ventilation in patients with ARF. Traditionally, CPAP and NIV
: have been seen as treatments implemented by respiratm}ri
- physicians. However, patients will benefit from early imple-:
- mentation of these therapies which therefore should also be:
* available in emergency departments. Patients will benefit:
= particularly from reduced intubation rates, along with the:
- associated risks, and an overall reduction in mortality..
ettt et e et en s rnn Je-
Currently, there is good evidence to support the use of CPAP:
= and NIV in CPO and acute exacerbations of COPD, but caution .
= should be exercised for use in other conditions because there is:
= less supporting evidence. Emergency physicians require training
= and education in the appropriate use of NIV. |




Use of non-invasive ventilation in UK emergency
departments

J Browning, B Atwood, & Gray and on behalf of the 3CPO trial group

‘ ............................ ........... Y Ingll-rerne'de blrl gok aC||
:mmT:“d:;t;jImmd noninvasve venfikafion servis NIV

Methods: A dructured quedionnaire was st 1o all UK uygula.mak’radol.r'.

- emergency depariments asessing 25000 new patiens - © Genellikle KPO ve

 Results: 222 of 233 depariments complefed e quesiion-
= naire, 148 currently use non-invasive venfilaion [NIV), Most - UYQUICmmC(kTC(dII",

- used NIV foreither cardiogenic pulmonary oedema [n= 128) : ° UYQUIGmG yb'n‘l'emler'i,

NTIe Peny nemh L) o g sureleri, kullanilan

ol ol e maskeler vb. hepsi acil

: Condusion: NIV is commnly used in UK emergency : servislere ?brg cesitlilik

Edepunm.ﬁ'mimmr?ui mﬂ;ﬂmmlﬁnnwmldi 965‘|‘er'mek edir

Eﬁﬁwﬁﬂﬂﬂlwﬁﬁm“ﬂmmi * Standart protokollerin

L olusturulmasi
gerekmektedir.
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:  Luca Cabrimi Medical emergency team and non-invasive ;
,,,,,,,,,,,,,,,,,, *  Sergio Colombo ventilation outside ICU for acute respiratory
- Crisnommue Nlamd - .
- Pier Carle Bergonzi failure .
N aigvanni Landomni ™
. Davide Salaris .
" Carle egmeieri s
: Gimrgio Torri .

Conclusion

In our hospital, the MET applied NIV in a wide vandety of
settings outside the ICU (mainly COPD, cardiogenic
pulmonary oedema, and pneumomnia) with a high success
rate and few complications. This experience may not be
generalizable 1o other hospitals, and patients 1o be reated
outside an U should be selected and monitored with
CcauLon.

Calisma hastalarinin %42'si Acil
servisten ve bagari orani %87




Randomised controlled comparison of continuous

- EM] positive airways pressure, bilevel non-invasive .
: ventilation, and standard treatment in emergency
- department patients with acute cardiogenic :

---------- - pulmonary ocedema
E S D Crane, MWW Elliott, P Gilligan, K Richards and & J Gray .
Emerg. Med. J. 2004;21;155-161 .

. doi:10.1136/emj.2003.005413
: lllllllllllllllllll L 1 1 | (N N N N N N N N N N N N N N N NN AN AN N A A NN S B E E N E R R N NN NN EEEEER I.

- Ba : Candinueus posilive air ressure (CPAP) and bilevel non-invasive ventilafion may have
temr:#m in the i‘Lmﬂ nfm with acule candiagenic pulmenary cedema. 'Il'neerftﬁﬂgm}raf
= both treatments was asessed in the UK emergency depariment setfing, in a randomised comparison with
= sindand axygen therapy.
" Methods: Sixty patients presenting with acidatic |pH<7.35] acue, cardiogenic pulmanary cedema, were
" randomly asigned conventional exygen therapy, CPAP (10 em HyC, or bilevel venilaiion (IPAP
15 om HaO, EPAP 5 em Hy0) provided by o standard ventilator through a foce mask. The main end 1
©  poink were eatment success at two hours and inhospital meridlity. Analyses were by inkeniion io treat,
*  Results: Trealment sucoess (defined as all of regpiraiory rake-<23 bpm, exygen saturation of =90%, and o
= arkenial blood pH=7 35 [that is, reversal of acidesis), at the end of the two hour study period) accurred in
% three |1 5%) pafients in the contrel group, seven |35%) in the CPAP group, and nine [45%]) in the bilewel
= greup |p=0.114]. Fouresn [70%) of fe contrel group patients survived 1o hospital discharge, compared
= with 20 (100%] in the CPAP group and 15 [75%] in the bilevel group |p=0.029; Fisher's tesi]. >
= Conclusions: In this sudy, patients presenting with acute cardisgenic pulmanary cedema and acidosis, |
= were more likely to survive to hospital discharge if ireated with CPAF, rather than with bilevel ventilation or
= wih comenfional oxygen therapy. There was no relation between in hospitd survival and early
physiclogical changes. Survival rates were similar to ofher siudies despite o low raie of endairochedl
infubartion.

NIV 6zellikle CPAP Acil servislerde kardiyojenik pulmoner 6dem
~ tedavisinde giivenilir bir sekilde kullanilabilir. Entiibasyon oranini
azaltir. Mortalite lzerine etkisi belirsizdir.




° Emerg Med Clin North Am. 2008 Aug;26(3):835-47,

© Noninvasive positive pressure ventilation in the emergency
department.

© Yeow ME, Santanilla JI.

© Division of Critical Care Medicine, University of California San
Ersagcisco, 505 Parnassus Avenue, M-917 San Francisco, CA 94143-0624,

© Noninvasive positive pressure ventilation (NPPV) is becoming more
commonplace, both in the ICU and also in the Emergency Department.

T his-arficle-addresses-the rationale and-mechanism-of-action-for -NPPV....

" A review of the indications for using NPPV and a discussion detailing the
initiation of NPPV follows. NPPV _has been shown to decrease length of
hospital stazl and the need for intubation in patients who have
chronic obstructive %ul monary disease and acute cardiogenic
ﬁulmonarx edema. NPPV shouid be considered for most patients who

~..have respiratory distress who are being considered for intubation.
Atter NPPV is initiated, very close monitoring and follow-up must be

]%m loyed to identify those patients who are at risk for treatment
ailure.



http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Yeow%20ME%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Santanilla%20JI%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus

OUTREACH=YERINDE TEDAVI

Tum kritik hastalarin lokalizasyonu bakilmaksizin
esit kalitede bakim aldigina emin olmak igin
gelistirilmis sistemdir.

Yerinde tedavi sistemleri veya ekipleri
servislerde yatan o an veya potansiyel olarak
kritik bakim destegine ihtiya¢ duyan hastalarin
tani ve tedavisini amaglayan sistemlerdir.



Medikal acil ekibi (MET) Avusturalya'da 1990'da

Kritik bakim yerinde tedavi ekibi (CCOT)
Ingiltere'de 2000'de

Hizli cevap ekibi (RRT) 1990'larda ABD'de
gelistirilmistir.

MET hekim onderliginde

CCOT ve RRT hemsire onderliginde yurdtilen
ekiplerdir.



Bu ekiplerin ve sistemin amaci;
1-Risk altinda olan hastay belirleme,

2-Risk altinda olan hastayi bulundugu yerde tedavi edip,
iyilesmesine yardim etmek,

3-Etkin kritik bakimi saglayabilmek igin referans
protokollerin uygulanmasini saglamak,

4-Gerektigi zaman yogun bakimcinin tecriibesini gerektirecek
invaziv girisimleri ve tedavileri yapmak,

B-Gerektigi zaman hastayi yogun bakim tnitesine uygun
sekilde nakil etmek,

6-Servis ekibine klinik bozulmalar: erken tanimasi igin uygun
egitimi vermek,
7-Yogun bakimdan servise ¢ikan hastalar takip etmek,

gerekirse taburculuk sonrasi ailelere tibbi destek
vermektir.



Her erken midahale veya yerinde
tedavi ekipleri kendine uygun ve
genellikle basitge fizyolojik
bozukluklar: tespit edecek ERKEN
UYARI SKORLARINI kullanmaktadir.



Use of an admission early warning score to predict
patient morbidity and mortality and treatment
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J D Groarke," J Gallagher,' J Stack,® A Aftab,' C Dwyer? R McGovern,' G Courtney’

ABSTRACT

Background: Early waming scores (EWS) are used to
identify physiological deteniration in patients. Studies to
date have prmanly focused on the comelation between
trends in senally recorded EWS of inpatients and dinical
outcomes. This study examined the pradictive value of an
EWS calculated immediately on presentation to hospital
for acute medcal patents.

Mathod: A prospective study of 275 consecutive medical
admissions. Pulse, systolic blood pressure, respiratory
rate, oxygen saturation and neuroiogecal status were used
to calculate an BWS. Patients were diwded into four score
cateqories based on thewr BWYS. The primary endpoints

avamanod winrn ntonckn conn snet 10 enonnans nann

Some variations of the score include urinary output
and oxygen saturations. Each parameter receives an
mdividual score identified from the reference table
that is proportional to the dewiation of that
pammeter from the normal range. The sum of
the individual scores gives a total EWS An
algarithm is then used by staff to guide the need
for mare Frequent observations and senior medical
mview. The benefit of these scores among inpa-
tient populations is established ™™ An increasing
madified EWS is associated with warse outcome
across a range of medical and surgical spedalties”

Therefore, the predictive value of EWS among
mnatient nanulations has heen demaonstrated.




Hastanede )Ia’rcm ve kardiyak arrest olan
hastalarin %85'de bazen 24 saat 6ncesinde
baglayan fizyolojik parametrelerde bozulmalar
tespit edilmis; fakat bunlarin %54'lniin ya geg
fark edi Idilg’i - yada %69'unun yetersiz tedavi

u

edildigi bulunmustur.

Erken LI?'C(I"I skorlari (EWS) risk gelisen veya
gelisebilecek hastalarin erkenden tesbiti icin
geliyririlmis basit¢e yatak basinda bakilabilen

azi fizyolojik parametrelerle yapilan
skorlamalardir.



Table 1 EWS used in this study

Score 3 2 1 0 1 2 3
Heart rate <40 41-50 51-100 101-110 1M-129 =130
Systolic blood pressure <80 81-90 91-100 101-199 =200
Respiratory rate <8 9-19 20-25 25-29 =30
Temperature <35 35.1-38 38-395 =395
Central nervous system Alert Responds to  Responds to  Unresponsive
voice or pain
newdy
confused
Spoz <85% 85-89% 90-94% =>05%

EWS, early waming score; Spo,, peripheral oxygen saturation.




ORIGINAL ARTICLE

Validation of physiological scoring systems in the accident
and emergency department

C P Subbe, A Slater, D Menon, L Gemmell
Emeng Med | 2006:23:841-845. dai: 10,1134/ em| 2006 035814

Background: Sconing systems thet wei i'he- degree of dbnarmality of bedside observetions might be able
%o identify pafients ot risk of castrophic deterioration.
To esdablish a kFequency :isl‘hﬁnn for typical Fli:,mckgmd scoring systems and o astablish

al benefit of adding these o an e 5 in o EMEngenc deputnals

Detods of the $ree scork hh]::::: i ﬂﬁhwnﬂhﬂdﬁﬁﬂﬁﬂmmyd riment admissions,
g

systems are avalckde mpum-n&nihdﬁnmhem g:mnmm:m»mm and mﬁﬂpm::dmled
anline ﬂhm:fﬁnimhu. kom emergency department to wards and then io inlensive care. Three different physiological
e/ supplemnenial scones ware cakoulaied from the data, Identification of sick pafients by the scores was compared with riage
Saa end of crficl for infarmation fram the Manchester Triage System (MT5).
ml-.m M Results: Most patients admitted to the emergency depariment would not be ideniified as entically ill with

the aid of physiclogical scoring systems. This was true even for patisnts who were odmitted to infensive
N . care. Only in 0-8% of unselected pafients did the scores indicate increased risk. In 100 patients admitied
crs-uﬂ 77 Brock lone, o the infensive care, adding of medical emergency team call-out criteria, Modified Eardy Waming Score
&uhﬂ-ﬂlﬁ.m or Asssssment Score lor Sick pafient Idenfification and Step-up in Trectment would idenfify none, seven or
csubbelhoimai con one paient in addition o those rioged os orange and red by the MTS.
Acampied & Juby 2006 Conclusions: Intraduction of a physiclogical scoring system would heve identified anly a small number of
nddihndpﬂﬁim:ﬁk:‘y.ﬂduﬂdﬂdﬁi&hhﬁuﬂﬁqﬁhﬂmﬂﬁiﬁhm.




Kritik hastalarin geg belirlenmesi gerek servislerde
yatan gerekse acil servislere basvuran hastalarda artmis
kardiyak arrest ve mortalite ile gider.

Yatak baginda bazi fizyolo %ik parametrelerin gozlenmesi
gelisebilecek bazi problemlerin dnceden belirlenmesinde
faydali olabilir.

Acil servisten direk yatan hastalarin proghozu, servisten
yatan hastalara gore daha iyidir. ¢linki ¢ogu acil servis
hizli midahale edilmesi gereken ve yogun bakim unitesine
yattiginda fayda gorebilecek hastayi belirleyebilecek iyi
triaj sistemlerine sahiptir.



Table | Calculation of the modHied Early Warning Score

S ( 2 1 0 1 2 1
Systlc Hod prossum, mrig €10 M40 B0 10i-168 - »200 -
Haart e, b - €4 11-50 B-100 101110 11128 430
Resgiatory e, T - <o - 14 {5-00 212 »30
Temperatre, C - ¢ - 35.0-084 - 385 -
AU - - - A y 7 I

AVPU, aert respaniding Yo woioe, respanding 4 i, and urrespanssa.




mEWS 1- 15 amsmda deger alir.

MEWS > 3 ise takip eden hemslrenm ilgili
doktoru veya hastane igerisindeki RRT, MET,
CCORT veya PART gibi erken uyari sistemlerini
harekete gegirmesi beklenir.

Tek bir skor degerinin degil, belirli zaman
araliklari ile yapilan takip sirasindaki
degismelerin anlamli oldugu bildirilmektedir.



ORIGINAL ARTICLE

Use of the patient at risk scores in the emergency

department: a preliminary study

JE Rees, € Mann

Ererg ld J 200421698699, do. 10113 e 2003008197
mdﬁ mae:;[ﬁe feasibility of using @ modified patient of risk [PAR) scoring system in the

Methods: M iedFARsmmwa‘euiuhadfu'ﬂﬂﬁugemhgﬁy]und?puimmurﬁmlinh
depcrl'nmrundd'limhﬂm after the initial rmudﬂhimuﬂem'uy using chservation dakshests

- - dasi for this projed.,

:‘1:::! iﬁ? Huﬁ'lﬂe pcipatiqhﬂﬂfillwendnihd to the imlensive care unit [KCU). Twenty six patients |[B8%) were
----------------------- admitted to a general ward and ane was discharged. Fifty per cent of the pafients had a PAR score of Jor
Cormesoandens ko more on amrval. Ei seven per cent of the general ward patients had a PAR score that was siable or

Miss ) E Ress, Depariment improved during first 15 minutes of resuscilfion. The other three ward pafients, whaose scores
o Anaestedics, Royd deferioried, wene asessed inﬂtemu'gﬁq depulhuihylheq: iate teams and desmed

Deven and Exmier - P a 5

3 appropricke for ward beds, Two of the three KU patients deterioraied in the resuscitation room, The third
mw&,ﬂ 10U patient mainkined a PAR score of 2 but had such averwhelming injuries that 1CU was the apficn,
Deven EX2 5DF, UK; Discussion: Serial PAR scores are far more informative than isolated scores, This study suggests that serial

pakreesiidocior sorg uk PAR scores could be used in three ways in the emergency department, Firstly, in the assessment of
Aczergied hor gl ineividual patients and their response fo inifial reswscilnfion, Se-ccndly, s a guide fo the need further
0 Mharch 2003 :pmﬂhlumbefmkﬂ\ilgﬂw ﬂqdepuﬂm.ﬁ , as an audit foal o meaure the
....................... effeciivenass of initial reaments in h?m of patients during the inifial resusciktion.




Table 1 Modified PAR scoring system used in this study

Loore 3 2 ] a 1

(MG responds Alart

hygicby/es <5 T
Pkia roa & (1] A-50 §1-100  100-110

Saplcbosd <70 71-80 81-100 101-199

. 4 Soore
Pan

21-30 =X
Mni-13¢ =130

=200




* PAR skoru serviste yatan hastalarin genel
durumunda bozulmay: erken tespit edip, erken

midahalesini saglayan ERKEN UYART SISTEML
skorlarindan biridir.

* Acil servisteki hastalarin ilk midahale ve
resisitasyonu sonrasindaki gidisatini belirlemek
ve uygun yere (servis, yogun bakim, ara bakim
vb? yatirilmasini saglamak iginde
kullanilabilmektedir:

* PAR23 ise hastanin yogun bakim yatisi ve/veya
ileri uzman gordsi alinmasi agisindan
degerlendirilmesi 6nerilmektedir.



Predictive value of the modified Early Warning Score

in a Turkish emergencg department
Omer Fatih Olmez®, Gozde Simsek®

Erol Armagan®, Yusuf Yilmaz
and Cuma Bulent Gul®

Objective The modified Early Warning Score (mEWS)

is a triage instrument that promises to predict patient
disposition and clinical outcome in emergency
departments (EDs). We investigated whether mEWS can
predict death, hospital admission, intensive care unit (1CL)
admission, and in-hospital deaths in a Turkish setting.

Methods We conducted an ED-based prospective study
of 309 patients who presented to an academic medical
center. The mEWS was recorded in all patients on ED
admission. A mEWS >4 was used to define patients

at high-risk for the study oulcomes.

Results Patients categorized as being at high-risk either
were admitted to ICU (= 23) or to hospital (n=37) 56.6%
of the time, or died in ED (n=16) or in hoespital {n=29)

those with a score less than 5. Patients with high-risk
mEWS were 35 times mome likely to die in EDand 14 times
miore likely to die in hospital than those presenting with
a low-risk scone.

Conclusion We conclude that scores on the mEWS
predict ICU admission as well as ICU and in-hospital
deaths. Eurocpean Journal of Emergency Medicine
15:338-340 @ 2008 Wolters Kluwer Health | Lippincott
Williams & Wilkins.

European lournal of Emergancy Medicne 3008, 15:338-340
Keymords: amangency, nursing, risk screening, brisge
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Departmants of *Emargency Medicne and Sintemal Madicine, Uudag Um\u‘ﬂ
Mo dioal School Bunsa, Turkey
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Kritik hasta icin skorlama sistemleri
genellikle yogun bakima yattiktan
sonra kullanilmaya baslar. Bu

skorlamalar;
Organ yetmezliginin derecesi,
Mortalite olasihgt,

Klinik galismalarda hastalar veya yogun bakimlar arasi
karsilagtirilma yapilmasi ve

Bir takim ilaglarin kullanilmasi igin endikasyon
belirlenmesi igin kullanilabilir.






Yogun bakim {initelerinde en stk APACHE 2 ve 3,
SAPS 2, SOFA ve MODS kullanilir.

Travma hastalarinda en stk 6€S, TISS, TISS-
28, TS, re-TS, TRISS, ICISS vb gibi skorlar
kullanilabilir. Bu skorlar mortalite olasiliginin
belirlenmesinden daha ¢ok, monitorizasyon
sikligini ve kullanilacak terapétik yaklasimlar: ve
maliyeti belirler.



Kritik hastalari takip eden acil servisler degisik skorlama
sistemlerini kullanmaktadir. Yogun bakimda kullanilan
skorlar acil servisler igin uygun degildir. Bu nedenle
degisik skorlar acil servisler igin gelistirilmistir.

SIRS kriterleri+kan laktat seviyesi >4 mmol/L olmas: acil

serviste infeksiyondan siiphelenilen ve normotansif olan

hastada septik gok gelisme olasiligini belirlemek

(spesifitesi %96 korele) ve hastaneye ve yogun bakima
atis olasiligini bulmak ( spesifitesi 7%98.2) igin
ullanilmaktadir.

Pnamoni Agirhk Indeksi acil servise basvuran toplumda
kazanilmis pnomonili hastalarda yatis karari ve yatacagi
servisi belirlemek icin kullaniimaktadir.



Physiologic scoring systems developed and implemented in the emergency department satting

ED

sCanng

system  Referance Objectives and method Summary results Application

MEDS [E1] Prospective cohort study in ED patients at risk for Development and intarnal validation of a prediction  MEDS accurately identifies comelates of death in ED
infection, using multivariate analysis to identify mile to risk stratify ED patients at risk forinfection  patients at risk for infection and is useful in
independant predictors of death and pradict their mortality. The areas under the strafifization of patients according to mortality sk

ROC curve wara 0,82 for the derivation sst
(= 20707 and 0.78 for the validation set
in=1108)

RAPS [22] Prospactive multi-institutional study of diverse group Pradictive power of RAPS for mortality using tha RAPS iz a strong pradictor of mortality and is highty
of transported patients to define the predictive power meet deranged physiologic parameters pre- and reliable in predicting severity of physiologic instability
of REPS posttransport was high (o = 1881), with ROC before and after ransport

cumves exhibiting predictive power similar to that
of APACHE |l

REMS [B57] Prospactive cohort study to evaluate the accuracy of REMS was supernior to RAPS in predicting REMS is an axcallant predictor of inpatient mortality
RAPS in predicting mortality and length of stay in inpatiant mortality, with area under the ROC curve  and length of stay for a wids ranga of nonsurgical ED
nonsurgical ED patients. Age and Sao, were added to . of 0.85 for REMS and 0.65 for RAPS (n=12,008) patients
RAPS to darve REMS

MEES [5&] Prospective study to develop a rapid, simpla scoring Development and evaluation of MEES as a scoring  MEES is a reliable method for assessing prehospital
systam to evaluate prehospital intervention based on systam to evaluate prehospital clinical treatment. irtervention
objective parameters MEES was found to be an efficient and effective

method for determining the impact of ED
intervertion (n = 356)

SARS [71] Prospective study to validate SARS (four-tem Praviously developed SARS screening scores SARS screening scores are patential scresning
gymptom and six-tem clinical) screaning scores in i = 70) wers examinad in 239 patierts with fever,  methods for 3ARS in mass outbreaks
predicting SARS in febrile ED patients in endemic Eighty-two patients had SARS. The scores
areas erhibited a combinad sensitivity of 90.2% and

spacificity of 80.1% for SARS
PRISA [74] Prospective study of padiatric sevarity of iiness Devalopment of PRISA as an assassmeant tool to PRISA can reliably predict pediatric hospital admission

assessment, using univariate and multivariate logistic
ragrassion analyses to develop a model pradicting
hospital admission

predict pediatric hospital admission from the ED.
Areas under the ROC curve ware 0.86 and 0,83
for the development (n=214&) and validation
{n=037) samples, respactively, in predicting
padiatric ED admission

using data during tha ED stay

APACHE, Acute Physiology and Chronic Health Evaluation; ED, emergency departmant; MEDS, Mortality in Emargency Department Sapsis; MEES, Mainz Emargency Evaluation Systems;
PRISA, Pediatric Risk of Admission; RAPS, Rapid Acuts Physiology Score; REMS, Rapid Emargency Medicine Score; ROC, recaiver operating characteristic; Sao,, onygen saturation; SARS,
Savera Acuts Respiratory Syndrome.



* Bu skorlardan sik kullanilan ve 6nemli olan iki tanesi MEDS (Mortality in
Emergency Department Sepsis Score) ve REMS (The Rapid Emergency
Medicine Score)dir.

* MEDS Acil serviste infeksiyon igin riski olani ve mortalite
igin risk kategorisini belirlemek igin kullanilir.
© Son dénem hastalik varlig
O Tagipne veya hipoksi varlig
O Septik sok varligi
O Pt sayisinin<150.000/mm* olmasi
© Bant formasyonundaki nétrofil sayisinin >%5 olmasi
O Yas>65 olmasi
O Alt solunum yolu infeksiyonu varhg:
O Bakimevinden gelme
O Mental durumda degisiklik olmasi



Yeterli doku perfiizyonunun saglanmasi, kritik
hastanin restiisitasyonunda merkezi rol oynar.



Sok

Pulmoner Odem

Perioperatif yiksek riski cerrahi
Hipertansif acil olgular

Artmis intrakraniyal basing



Acil serviste baslanan agir sepsis ve septik soktaki
erken hedete yonelik tedavi sadece mortaliteyi degil;
mekanik ventilasyon ve pulmoner arter kateter
takilmasi ihtiyacini da azaltmaktadir.

Ayni sekilde akut solunum yetmezliginde acil
serviste baslanan NIMV hem prognozu
iyilestirmekte (entubasyon ve yogun bakima yatis
oranini azaltmakta) hem de YBU’de kalis suresini ve
maliyeti azaltmaktadir.



Acil servislerde optimal tedavi alan hastalarda
YBU’ndeki yatis suresi azalir; erken hedefe yonelik
tedavi ve NIMV uygulanmasi yogun bakimdaki yatis

suresini ve maliyeti azaltir.



Rivers ve arkadaslarinin gosterdigi gibi septik soklu
hastaya erken hedefe yonelik tedavinin daha acil
serviste iken baslanmasi1 morbidite ve mortaliteyi
azaltmaktadir. Bu nedenle acil servislerde sepsis ve
septik soklu hastanin erken tanisi, erken tedavisi
onem kazanmaktadir.



MEKANIK VENTILATOR
O




Kritik hasta icin skorlama sistemleri
genellikle yogun bakima yattiktan sonra
kullanilmaya baslar. Bu skorlamalar:;

Organ yetmezliginin derecesi,
Mortalite olasiligi,

Klinik calismalarda hastalar veya yogun bakimlar arasi
karsilastirilma yapilmasi

Bir takim ilaclarin kullanilmasi icin endikasyon
belirlenmesi i¢cin kullanilabilir



Hasta bakiminin, yonetiminin kalitesini degerlendirmek ve
gelistirmek icin,

Klinik calismalarda temel olarak kullanmak ve kalitesini
artirmak icin,

Kaynak yonetimine yardime1 olmak i¢in

Prognoz belirleyecek kararlarin dogrulugunu denetlemek ve
gelistirmek icin,

Klinik yaklasimlarin ve yollarin etkilerini objektif olarak
olcmek ve karsilastirmak icin

Prognoz belirlemek icin kullanilir.



Yogun bakim unitelerinde en sik APACHE 2 ve 3,
SAPS 2, SOFA ve MODS kullanilir.

Travma hastalarinda en sik GCS, TISS, TISS- 28, TS,
re-TS, TRISS, ICISS vb gibi skorlar kullanilabilir.

Bu skorlar mortalite olasiliginin belirlenmesinden
daha ¢ok, monitorizasyon sikliginmi ve kullanilacak
terapotik yaklasimlari ve maliyeti belirler



Hastalarin yogun bakim tinitesine yatmadan once
gecirdigi suirec ve aldig1 tedaviler prognozu
belirlemede ¢cok onemlidir.

Bu siuireci bir kisim ve artan sayida hasta grubu acil
servislerde gecirmektedir.



Acil servis alt yapisinin ve ekipmaninin kritik
hastaya hizmet verecek sekilde diizenlenmesi,
egitimler yapilmasi ve yogun bakim-acil tip arasinda
kilavuzlar protokoller olusturulmasi veya hasta
yonetimine acil servisten itibaren yogun bakim
ekibinin baslamasi ve yonlendirmesi SONUCLARI
son derece olumlu etkileyecektir.

Sadece hasta agisindan ve klinik sonuglar yonunden
degil; SOSYOEKONOMIK getiriler yoniinden de
anlamlidir.



Acil servisteki kritik hastalarin yonetimi
gelismektedir.

Gunumuzde kritik hastalarin acil servisteki

yonetiminin merkez bir role sahip oldugu konusunda
yeterli bir kanit vardir.

Bu kritik hastalarin yonetimindeki acil servis
doktorlarin olagan tistu etkisini anlamamiz acil
servis asistanlarinin yogun bakima yonelmesine
buytk katk: saglamistir.



As the field of emergency medicine continues to
mature, the ED physician must take notice of the
potential risk areas within the management of the
critically ill patient to continue to improve these
patients’ short- and longterm survival.



The management of the critically ill patient in the emergency department is an
evolving process. Currently there is sufficient evidence substantiating the central
role of the ED in the management of critically ill patients. Understanding the
tremendous impact ED physicians have in the care of critically ill patients will
serve as an impetus for emergency medicine residents to pursue a critical care
subspecialty. The recent implementation of an emergency medicine critical care
petowshias D Y anenipe. Magine Sipcr Toaum Center s @i oolen]

: of this increased awareness [29]. With the continuous increment of critically;

:ill patients presenting to EDs throughout the country, the nationwide shortage i
tof critical care physicians, and the limited availability of ICU beds throughout :
Ehc:spiial systems, there will be an increased focus on managing these patients
:in the ED. As the field of emergency medicine continues to mature, the ED
i physician must take notice of the potential risk arcas within the management i
iof the critically ill patient to continue to improve these patients’ short- and long- :
‘term survival. '




SONUCTA

* Hastalarin yogun bakim tnitesine yatmadan once
e?jrdigi sureg ve aldigi tedaviler prognozu
elirlemede cok onemlidir.

° Bu streci bir kisim ve artan sayida hasta grubu acil
servislerde gegirmektedir.

° Acil servis alt yapisinin ve ekipmaninin kritik hastaya
hizmet verecek sekilde diizenlenmesi, egitimler
yapilmasi ve yogun bakim-acil tip arasinda kilavuzlar
protokoller olusturulmasi veya hasta yénetimine acil
servisten itibaren yogun bakim ekibinin baslamasi ve
yonlendirmesi SONUCLARI son derece olumlu
etkileyecektir.

° Sadece hasta agisindan ve klinik sonuglar yoniinden

degil; SOSYOEKONOMIK getiriler yoniinden de
anlamlidir.
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Abstract
Introduction: Critically ill patients commonly present to the ED and require aggressive

resuscitation. Patient transfer to an ICU environment in an expedient manner is considered optimal
care. However, this patient population may remain in the ED for prolonged periods of time. The
goal of this study is to describe the ED length of stay, and the invasive procedures performed in
critically ill ED patients.

Methods: This is a retrospective medical record review of all patients who presented to the study
center over a | year period. Patient demographic data, in addition to the times of ED presentation
and ICU admission were recorded. Invasive procedures performed in the pre-hospital, ED and the
initial 24 hours of ICU care were also recorded.

Results: Overall, |78 patients' required direct admission to an ICU from the ED, with a mortality
rate of 21.9%. The median LOS in the ED for critically ill patients requiring ICU admission was 4.9
h (mean 6.5 h, range 1.4-28.2 h). Seventy percent of patients (125,178, 70.2%) required
endotracheal intubation with the majority (118/125, 94.4%) being performed in the ED (80/125,
64.0%) or the prehospital setting (38/125, 30.4%). Central venous access was obtained in 56/178
patients (31.5%), with 17.9% (10/56) completed in the ED. Similarly, arterial catheters were
inserted in 99/178 patients (55.6%) with 14.1% (14/99) inserted in the ED.

: Conclusion: Critically ill patients are managed in the emergency department for a 5|gn|f“n:anr.
: length of time. Although the majority of airway intervention occurs in the prehospital setting and :
: ED, relatively few patients undergo invasive procedures while in the emergency department.
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Table 3: Invasive procedures completed in patients admitted to an ICU directly from the ED

Prehospital Emergency Department ICU <6 h* ICU 6-24 h$
(n, #)
Endotracheal Intubation 38/125 (30.4%) 80/125 (64.0%) 4/125 (3.2%) 3/125 (2.4%)
125/178 (70.2%) Paramedic 38/38 Staff: 35/80 Staff:0/4 Staff: 0/3

Central venous catheter 0
56/178 (31.5%)

Arterial Line Catheter 0
99/178 (55.6%)

Chest Tube 0
8/178 (4.5%)

Resident: |5/80
Paramedic: 4/80

Mot recorded: 26/80

10/56(17.9%)
Staff:3/10
Resident: &/10

Mot recorded: [/10

14/99 (14.1%)
Seaff: 3/14
Resident: 9/14

Mot recorded: 2/14

4/8 (50.0%)
Seaff: 1/4
Resident: /4

Mot recorded: 2/4

Resident: 4/4

30/56 (53.6%)
Staff: 3/30
Resident:27/30

T199 (71.7%)
Saaff:8/7|
Resident: 60/71
Crcher: 371
1/8 (12.5%)
Seaff:0/ |
Residentd/1:
COrther: /1

Resident: 3/3

16/56 (28.6%)
Staff: 1/16
Resident: 14/16
Other%:1/16
14/99 (14.1%)
Staff: 3/14
Resident:8/14
Other:3/14
3/8 (37.5%)
Staff:0/3
Resident3/3:

(n = number of patients with ED diagnosis)
* Procedure completed within & hours of ICU admissions

$ Procedure completed =6 hours after ICU admission, but within first 24 hours of ICU admission.

% Other: hospitalist, medical student




Review
Clinical review: Emergency department overcrowding and the

potential impact on the critically ill
Robert M Cowan' and Stephen Trzeciak?

Conclusion

: Critical care is often performed in the ED, such that there is a:
: mutual link between the ED and the ICU. The available data:
: strongly suggest that ED care of critically ill patients can affecté
: ICU costs, both positively and negatively. More proximal deliv-:
ery of critical care in the ED, before ICU admission, may:
: decrease downstream ICU costs and yield significant system:
: savings. Conversely, ICU practices can also have an impacté
: on the ED. Optimizing the cost-effectiveness of critical care:
should involve both the ED and ICU. Future research should:
: examine the effect of ED interventions on subsequent ICU:
: costs as well as on patient outcomes. Most importantly, critiﬂalé
i care must be seen as a continuum of care so that maximum :
patient benefit may be achieved and hospital costs minimized. :
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ORIGINAL ARTICLE

Descriptive epidemiology of adult critical care transfers
from the emergency department

A Gray, S Gill, M Airey, R Williams

Aims: To describe the nature, frequency, and characteristics of adult critical care transfers originating
from the emergency department (ED).

Methods: A one year prospective regional descriptive study using multiple data sources of all critically
ill adults transferred from an ED or a minor injuries unit (MIU) within the former Yorkshire Regional
Health Authority Area or into a regional critical care facility if originating from an ED or MIU
elsewhere.

Results: 29 EDs transferred 349 adults info the regional critical care facilities. The median number of
transters per department within the region was 18 [range 1 to 42). Seventeen were transferred from
outside the region. A total of 263 (75%) patients were transferred for specialist care and 76 (22%) for
non-clinical reasons. Altogether 294 (84%) were admitted to intensive care or a high dependency unit
at the receiving hospital. The in-hospital documented mortality rate was 26%. A total of 170 patients
(49%) had traumatic pathology of which 101 were principally transferred for management of a head
injury. Median time in the ED was 3 hours 5 minutes (range 11 minutes to 17 hours 47 minutes). In 146
(429%) patients the decision to transfer was primarily made by the emergency medicine clinician. A total
of 251.172%) patients. were.intubated, . The. documented critical.ingident. rate was. 15%.

:Conclusion: Trauma is the most common reason for transfer of the critically ill adult from the ED. A sig- :
:nificant number of patients are transferred, however, with medical and 5urgi-:-::| conditions and for non- :
‘clinical reasons. There continues fo be problems with the quality of care that these patients receive. |
:Emergency medicine clinicians must be actively involved in the development of regional critical care

:systems as a significant proportion of all critically ill adults transferred originate from the ED.
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Table 1 Padtients transferred from an ED (n=349). All figures median and IGR unless
stated otherwise

Age 56 (32 to 62)

Male to female ratio 2.5t 1

Number of patients > 1 transfer 33 (9%)

LOS referring ED [n=310, available data) 03:05 hours (02:15 to 04:18)
LOS receiving hospital (n=294, available data) 8 days (2 to 20)

LOS critical care receiving hospital (n=288, 250 available for analysis) 3 days (1 to 10)

Mortality rate 26%

LOS, length of stay.
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REVIEW

Emergency physicians in critical care: a consultant’s
experience

T Brown

Emerg Med J 2004;21:145-148. doi: 10.1136/em|.2003.012401

There is a growing interest in the interface between
emergency medicine and critical care medicine. Previous
articles in this journal have looked at the opportunities and
advantages o|‘J training in critical care medicine for
emergency medicine trainees. In the UK there are a smalll
number of emergency physicians who also have a
commitment fo critical care medicine. This article describes
a personal experience of such a job, looking at the
ucf'unfagea and disadvantages. Depending upon future
developments in the role of emergency medicine in the UK,
together with the proposed expansion in critical care

medicine, such posts may become more common.
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