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Summary
For many critically ill patients, intensive care is

undoubtedly life- saving and resumption of a normal

lifestyle is to be expected. In the most seriously ill

patients, however, immediate mortality rates are high; a

significant number die soon after discharge from the

intensive care unit, and the quality of life for some of

those who do survive may be poor. Moreover, intensive

care is expensive, particularly for those with the worst

prognosis, and resources are limited.

Both for a human approach to the management of

critically ill patients and to ensure that limited

resources are used appropriately, it is necessary to
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Introduction

Quality of care is an important issue in the health

care debate. There is an ever-increasing recognition of

the wide variation in quality of care and its effect on

outcome. Therefore, indicators to measure quality of

care are increasingly being used and focus either on the

outcome, the process or the structure of care. Until

recently, Intensive Care Units (ICU) have focused

mainly on outcome. Only recently process and structure

indicators have been added to the registry. Such as the

availability of numbers of critical care beds per 10,000

populations, patient-to-nurse ratio, the length of ICU

stay and compliance with care bundles. Prediction

models have been developed to perform case-mix

adjustments on mortality rates, thereby enabling

comparison of outcome between individual ICUs (Keizer

et al., 2002).
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The process of diagnosis and treatment of patients

admitted to the ICUs is guidelines based. Using these

scoring systems for the mortality prediction along with

the guideline-based medicine, help to compare ICUs’

performances using the available facilities, evaluating

the result of new interventions, technologies and

protocols; and determination of cost-effectiveness in

any process; To reach this goal, it is important to choose

a suitable index for measuring the probability of

mortality and severity of illness for critically ill patients

(Pronovost and Angus, 2001).

The newer ICU prediction models, e.g. Acute

Physiology and Chronic Health Evaluation (APACHE),

Simplified Acute Physiology Score and Mortality

Probability Model, have the potential to help decision

makers, physicians, and patients to select treatment

options and allocate resources despite their limitations,

they have been used as benchmarks to evaluate ICU

performance, and they highlight the structure and
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process of care characteristics associated with the

various levels in quality of care (DePorter, 1997).

The evaluation of severity of illness in the

critically ill patient is made through the use of severity

scores and prognostic models. Severity scores are

instruments that aim at stratifying patients based on the

severity of illness, assigning to each patient an

increasing score as their severity of illness increases.

Prognostic models, apart from their ability to stratify

patients according to their severity, predict a certain

outcome (usually the vital status at hospital discharge)

based on a given set of prognostic variables and a

certain modeling equation (Moreno et al., 2005).

Most critical care severity scores are calculated

from the data obtained on the first day of ICU

admission [e.g. the APACHE, the SAPS, and the

mortality prediction model (MPM)]. Other scoring

systems are repetitive and collect data sequentially

throughout the duration of ICU stay or over the first
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few days. Examples of repetitive systems are the SOFA

and Multiple Organ Dysfunction Score (MODS). Both

first day and sequential scoring systems can be further

divided into subjective and objective scores. Subjective

scores are produced by taking variables that have been

agreed by a panel of experts, and then applying a

numerical weighting to each variable to produce a

subjective score (Le Gall, 2005).

Finally, all the scoring systems assess the severity

of illness and the likelihood of in-hospital mortality. Of

arguably more importance is the ability to predict

outcome or morbidity after discharge from ICU (Ridley,

1998).


