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What do we know?




Definitions

Intermediate care
area

Attempt[s] to provide appropriate resources to a subset of
critically ill patients who do not require all of the
resources of a full ICU.

Cheng et al CCM
1999
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Original Investigation | CARING FOR THE CRITICALLY ILL PATIENT
Association of Intensive Care Unit Admission With Mortality
Among Older Patients With Pneumonia

Thomas 5. Valley, MD; Michael W. Sjoding, MD; Andrew M. Ryan, PhD; Theodore J. Iwashyna, MD, PhD;
Colin R. Cooke, MD, MSc, MS

IMPORTANCE Among patients whose need for intensive care is uncertain, the relationship of
intensive care unit (ICU) admission with mortality and costs is unknown.

OBJECTIVE To estimate the relationship between ICU admission and outcomes for elderly
patients with pneumonia.

DESIGN, SETTING, AND PATIENTS Retrospective cohort study of Medicare beneficiaries (aged

>64 years) admitted to 2988 acute care hospitals in the United States with pneumonia from
2010 to 2012.

EXPOSURES ICU admission vs general ward admission.

JAMA 2015




Traditional model of care

ICU

Ward
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11 HDUs In the UK

Most common admission diaghoses Basic organ support during HDU

stay”

Medical patients (n=5,337) N (%) N (%)
Infection 1,204 (22.6) Respiratory 2,988 (56.0)
Trauma 764 (14.3) Cardiovascular 4,154 (77.8)
Obstruction 609 (11.4) Renal 90 (1.7)

Elective surgical patients (n=2,692)

Obstruction 1,822 (47.2) Respiratory 1,054 (39.2)
Tumour or malignancy 1,176 (43.7) Cardiovascular 2,190 (81.4)
Miscellaneous® 298 (11.1) Renal 12 (0.5)

Emergency surgical patients (n=979)

Trauma 251 (25.6) Respiratory 440 (44.9)
Obstruction 251 (25.6) Cardiovascular 824 (84.2)
Tumour or malignancy 103 (10.5) Renal 2(0.2)

Prin et al ICM 2015
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Figure 1 Flow of patients with acute respiratory fatlure due to a pulmonary cause.
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ERS TASK FORCE

Respiratory intermediate care units: a European survey

European Respiratory Society Task Force on epidemiology of respiratory
intermediate care in Europe
Members of the Task Force: A. Corrado, C. Roussos, N. Ambrosino, M. Confalonieri, A. Cuvelier,
M. Elliott, M. Ferrer, M. Gorini, O. Gurkan, J.F. Muir, L. Quareni, D. Robert, D. Rodenstein, A. Rossi,
B. Schoenhofer, A.K. Simonds, K. Strom, A. Torres, S. Zakynthinos

This Task Force was approved by the European Respiratory Society Scientific Review Committee, May 14, 1998.




Surgical patients?




11 Hgh Depemdency Units
ICU Ward OR/PACU Other HDU Other Locations
2,015 (22.4%) 1,807 (20. o) 3,716 (41.3%) 97 (10 8%) 272 (3.0%) 225 (2.5%)

Died
457 (5.1%)

8,551 (94.9%)

ICU Ward Other HDU Other Locations
728 (8.5%) 6,916 (80.9%) 114 (1.3%) 793 (9.3%)

Prin et al ICM, 2015 [in press]
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Figure 1 Incidence, case distribution, and mortality for

postoperative complication groups.
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REVIEW ARTICLES

Non-invasive ventilation for weaning, avoiding reintubation
after extubation and in the postoperative period:
a meta-analysis

A. J. Glossop!”, N. Shepherd?, D. C. Bryden3 and G. H. Mills?

L NICE Scholar 2010 and Department of Critical Care, Sheffield Teaching Hospitals NHS Foundation Trust, Herries Road, Sheffield S5 7AU, UK
% School of Health and Related Research (ScHARR), University of Sheffield, Regent Court, 30 Regent Street, Sheffield 51 4DA, UK
3 Department of Critical Care, Sheffield Teaching Hospitals NHS Foundation Trust, Herries Road, Sheffield S5 7AU, UK

* Corresponding author. E-mail: alastair.glossop@sth.nhs.uk




Staffing?
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Staffing?

Admissions to Primary Acute Hospital Adjusted

Critical Care Unit N Mortality (%) Odds Ratio* 95% ClI P Value
Integrated HDC 49,014 19.0 Ref — —
Dual HDC 15,050 16.2 0.94 0.86-1.03 0.16

Tertile of dual HDC hospitals based on percentage of
patients discharged from primary critical care
unit directly to geographically separate HDU

Tertile 1 (1.0-39.9%) 3,948 17.3 0.83 0.71-0.97 0.017
Tertile 2 (40.0-63.6%) 4,487 14.4 0.96 0.82-1.12 0.59
artila 3 (A3 7-00 004) 8 A15 18 7 1 00 0881 14 0 ga’
Staffing of geographically separate HDUs*
Licaenre e 3,197 18.5 1.06 0.93-1.22 0.39
oncritical care physicians 5,052 15.2 0.88 0.78-1.00 0.054
ombination 3,517 14.3 0.81 0.68-0.96 0.016%

Wunsch et al AJRCCM 2015



Conclusions

Profoundly understudied

Rise of NIV may increase role for
Intermediate care

Safety of NIV on ward vs intermediate
care vs ICU not clear

Many important question related to best
model

— ?staffing
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