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Introduction 

Prolonged duration of stay in the Intensive Care Unit 

(ICU) is costly, stressful for patients and families, reduces the 

number of beds available for other patients and can increase 

risk for iatrogenic and nosocomial complications (Capuzzo et 

al., 2010).  

Early discharge from the ICU is not without risk. If 

patients requiring high intensity care are discharged before 

they can be safely cared for in a lower acuity care 

environment, they are at risk for both complications and 

delayed recognition of clinical deterioration. The former can 

result in the need for unplanned ICU readmission; the latter 

can result in patients‟ death (Kramer et al., 2012). 

Delaying discharge in ICU patients can be a waste of 

resources and deny the chance to other patients of an ICU bed 

who may be in awful need of critical care (Siddiqui, 2013). In 

that context, the ICU readmission rates and unexpected deaths 

following discharge, during the same hospital stay, have been 

used as indicators of healthcare quality (Araujo et al., 2013). 

Determining who is ready for ICU discharge is a daily 

challenge for ICU leaders, especially in units with high 

occupancy rates. Traditionally, these decisions are made by 
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attending physicians, in collaboration with other members of 

the ICU care team (Heidegger et al., 2005). Due to the highly 

subjective nature of these decisions, there is considerable 

variability in determining discharge readiness (Skowronski, 

2001).  

One of the more frequently cited ICU quality measures 

is readmissions to ICU during the same hospitalization. These 

events are a significant concern because they carry greater risk 

for adverse outcomes than other types of ICU admissions 

(Schorr, 2012). Furthermore as they are considered a marker 

of ICU and hospital care quality, ICU readmissions may be 

used for resource allocation or to compare performance 

between ICUs (Halpern, 2011). 
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Aim of the Work 

The aim of this study was to know the outcome of 

patients readmitted to intensive care unit and to pick up 

reasons of readmission.  

Also, we aimed to get the sensitivity and specificity of 

supposed predictors as criteria for discharge from ICU, so that 

strategies for quality of care and criteria for discharge from 

intensive care unit might be modified. 
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Review of Literature 

I-Criteria for Intensive Care Unit admission: 

There is a worldwide shortage of the specialized 

intensive care beds needed to meet the demand of eligible 

patients and this is one of the principal factors limiting ICU 

admissions. The fact that so much is spent on these high-

technology resources means that care should be taken to 

ensure that these beds are occupied by patients with a real 

likelihood of recovery (Simchen et al., 2004). 

The obvious criteria for ICU admission are that very 

sick and unstable patients should be treated in the ICU, while 

stable patients do not require ICU care. However, determining 

the most unstable patients is a complex task that is subject to 

high variability depending on the training and experience of 

the particular physician incharge (Boumendil et al., 2012).  

Intensive care unit admission criteria should select 

patients, who are likely to benefit from ICU care so; Griner 

(1973) identified two conditions in which ICU care was of no 

greater benefit than conventional care. These conditions can be 

referred to as ʺtoo well to benefit  ̋ and ʺtoo sick to 

benefit  ̋ from critical care services. As defining the ʺtoo 

well to benefit  ̋ and ʺtoo sick to benefit  ̋ population may 


