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English summary
ICU beds are too precious to be wasted by admission of

inappropriate patients that can be admitted safely to the

ward or those that not expected to recover. Several systems

developed to decompress the ICU facilities and team and

best classify and arrange the patients and may provide

them with higher level of care outside, pre or post admission

to ICU to save beds for more critical patients via outreach

mechanisms as medical emergency teams and rapid

response teams. Each ICU should have it's own protocols

for admission and discharge due to difference in facilities,

targets and capacities.

The ICU director should be responsible for these local

protocols, there application and training of the ICU team

about use of them. The decision to admit to ICU still

depending largely on the opinion of the physician and no

guidelines can replace completely the experience of the

intensivist. There are several models designed to help the

physician to take a decision, one of them are the priorities

system that categorizes patients according to their benefits

from ICU, giving the first  priority for patients who will have

maximal benefit from admission. Diagnosis model system

categorizes patients by diagnosis and objective parameter

model use objective parameters and data to triage the
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patient, usually vital signs, laboratory, radiographic and

physical parameters. Most ICUs use a combined model

taking into consideration all of the previous models. Scoring

systems are usually numerical methods for  initial and serial

evaluation of ICU patients that can also determine

prognosis of them and may influence some decisions

regarding treatment plan for critical patients. The most

common scoring systems are APACHE I, II, III, IV,

sequential organ failure assessment score, simplified acute

physiology score, multiple organ dysfunction score and

different trauma scoring systems. As a general rule

haemodynamic or ventillatory instability and need for

support/monitoring are the main indications for ICU

admission. Most admissions related to cardiovascular

system usually involve shock by it's different types, acute

coronary syndrome, acute life threatening arrhythmia, heart

failure and hypertensive disorders, acute aortic syndromes,

severe cardiac trauma and infective endocarditis.

Admissions to neuroscience ICUs usually due to

disturbance of conciousness or need for neurological

monitoring as an end result of several disorders and trauma

involving central nervous system as haemorrhages,

infarctions, infections and seizures.
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Actual respiratory failure or liability to develop it and the

need for respiratory monitoring and mechanical ventilation

as in cases of COPD exacerbation, asthmatic episode,

severe chest infection and life threatening pleural disease

are the main indications for admissions related to

respiratory system.

Most admissions due to gastro intestinal tract disorders

usually related to bleeding, pancreatititis, acute/ fulminant

hepatic failure. Diabetes millets complications are common

causes for ICU admission, usually hypoglycemic coma,

diabetic ketoacidosis and hyperosmolar states. Other

endocrine emergencies should mandate ICU admission as

life threatening thyroid storm, myxedematous coma,

addisonian crisis, and pheochromocytoma crisis. Severe

electrolytes disturbance and acute renal failure may

mandate admission. Many ICUs consider admission of most

of trauma victims under observation at least for 24 hours but

different scoring/triaging systems and admission criteria

have been developed for trauma victims to categorize them

and prevent unnecessary admissions. High risk surgical

patients should be admitted to ICU post operatively or may

be preoperatively according to the condition of the patient

and multiplicity of co morbidities but it's justifiable to

routinely admit patients with emergency procedure.
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Several scoring systems have developed to triage patients

with burns and help decision either to admit to intensive

care setting or surgical ward or managed on out patient

setting. Hematological emergencies requiringadmission are

mainly severe coagulopathy with ongoing bleeding or

severe anemia causing hemodynamic changes. Poisoned

patients require careful triaging to prevent over or under

estimstion of the condition. Emergencies that occur in  some

patient with malignancies as a result of compression or post

chemo/radio therapy usually warrants admission, examples

include tumor lysis syndrome, severe hyper calcemia and

superior vena cava syndrome. Obstetric severe

hemorrhages and eclampsia/pre eclampsia still the two

major conditions that bring the pregnants to the ICU. As a

general rule discharge from ICU may be done when a

patient's physiologic status has stabilized and the need for

ICU monitoring and care is no longer necessary.
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INTRODUCTION

The first consensus conference on critical care medicine

led by the national institutes of health (NIH) in 1983 pointed out

that clinical practice has led to expanded indications for

admissions to critical care units . Because of the utilization of

expensive resources, ICUs should, in general, be reserved for

those patients with reversible medical conditions who have a

"reasonable prospect of substantial recovery" . With recent

changes in the health care environment, efficient use of ICUs has

become a priority. (Kollef et al., 1994).

Few studies have examined the indications for and the

outcome of ICU care, and suggested that we may not categorize

patients accurately. This can be noted in cases of drug overdose

patients that commonly admitted to an ICU , although they are not

in need for ICU interventions without clinically determined high

risk criteria (hemodynamic unstability,significant laboratory

abnormalities, unresponsiveness and threatened airways). (Kollef

et al., 1994).


