Elective repart

Elective dates: 07/05/13 - 07/06/13
Elective supervisors: Professor Hinds/ Professor Watson
Contact details: c.phinds@gmutacuk/pd watson@gmul.ac.uk

My

elective in cnitical care was sphit between the I'TUs at St Bartholomew's and Homerton

Hnwersity Hospitals,

My objectives included the foliowing:
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Describe the case mix you encountered on your elective and discuss how and why this was
or was not what vou expected.

The case mix was extremely different at both of the I'TUs | spent time at. The ITU at Barts
was mainly occupied by patients who were recovering from cardiac surgeries like walve
replacements and coronary artery bypass grafts. Additionally, cases from general theatves or
high-risk patients from other parts of the hospital would occasionaly stay on the unit e.g. a
patient who had undergone a bilateral adrenalectomy, or a patient with a gvnaecelogical
malignancy.

At Homerton University Hospital, the ITU was comparable to a district general hospital:
overdoses, diabetic ketoacidosis, head imjuries and out of hospital cardiac arrests.

I was surprised hy how specialist the [TU at Barts was, but expected the wide range of
conditions | encountered during my time at Homerton.

Describe the pattern of health provision and contrast this with other European countries and
the USA.
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At the time of wniting, health provision in the UK is by the NHS and is free at the point of

delivery,

In France, healthcare is provided using a national health insurance system. The government
refunds between 70 and 100% of healthcare costs,

The USA provides healtheare via a private insurance model. 1L therefore does not guaranier
access Lo healtheare for its population

Interestingly, the USA spends more than any other country on healthcare per capita, yet has
the lowest life expectancy when compared to equivalent countries. Conversely, France
provides close to the best healthcare in the world according to the World Health
Orgamsation. 11 the NHS as iU is will cease to be a viable opuen, perhaps a system similar (o
that used in France should be tricd.

What was the most difficult case you dealt with and how would you do things differentiv in
future?

The most emotionally difficult case | dealt with was a patient who had ischaemic colitis and
remained on the unit for over 50 days. The patient was obviously depressed because they
were having near-constant diarrhoea complicated by decreased anal tone and subscquent
excoriation around the anus. When the patienUs NG feed was stopped and the diarrhoea
ceased, the improvement in the patient’s mood was huge. Therefore sometimes, in order to
keep a patient motvated and thus increase their chances of recovery, divergent thinking
may be required. For really ill patients, much thought must be placed inte overcoming the
barriers Lo therr recovery. inadequate solutions {whers s better solution could exist) should

ot be toierated.

itow has this placement impacted on your persenal/ prolessional development goals? Reflect

on a case that has changed how you wil! practice medicine 1n the future
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This placement has added to my interest in Critical Care Medicine | feel that it is likely T will
apply for ACCS (Anaesthesia) or ACCS (Intensive Care Medicine) should such an option exist
when | am applying. | feel that critical care marries the practical aspeclts of anaesthesia with
the physiological understanding and complexity of acute medicine and both of these
gualities appeal lo me.

{ feel every case | was a part of has changed how [ will practice medicine in the tuture
because of the approach | have developed as a result of sceing how the critical care team
assessed patients. Assessing each of a patient’s systems individually means that one won't
miss anything out and will ‘cover all the hases' when crafting a management plan.

Over the course of the 5 weeks [ wrote 2 reports, one about acute kidney injury [AK!) and the
other regarding lactate. Furthermore, | produced a presentalion on a Case of acute respiratory
distress syndrome (ARDS), with the slides included on the following pages. Other iearnming
pbjectives are listed below
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To increase personal understanding of the pharmacoiogy associated with agents commonly
used in ¢ritical care.

| read about mduction agents and focused on propofol due Lo its prevalence in both
anaesthesia and critical care.

To revisit the pathophysiology of common critical illnesses

| specifically investigated AKI, sepsis and ARDS.

To understand the evidence base behind key management protocols

i looked at the evidence behind protecols for AKL sepsis, ARDS and chyidf;horzax.

‘To appreciate the importance of the multidisciplinary care provided to critically ill patients
The I'TU nurses look after the patient 24 hours a day and are integral to the functioning of
the ITU. The outreach team try and prevent admissions Lo ITU, or help expediate admissions
if required. Physiotherapists help to wean patients off ventilators and try and reduce the
incidence of or overcome, critical care polyneuromyopathy. Radiographers work to image
patients for many reasons, including diagnostic X-rays or images that confirm the correct
placement of lines. Dieticians provide advice on feeding patients using TPN or NG feeds.
Porters help transfer patients to the €T scanner and to wards. Other clinicians assess
patients using specialist knowledge. Intensivists help correct and maintain the physiology of
the patients and construct management plans to aid recovery

Ta he familiar with the cthical considerations associated with end of life care

There are many ethical considerations to do with end of life care and 1 feel that the 5 weeks |
have spent an [TU has shed some lighton this vast issue that takes many years (o get to grips
with. 1f I have difficulty in the future with such issues, | think it important to speak with the
patient if they are able, speak with the next of kin and speak to colleagues 10 arrive at a
decision that benefits the patient in a way that the medical team are comfortable with. This
is easier said than done, but with careful consideration and effective communication i
mutually agreeable situation should be achieved.

To be able to recognize the critically il patient
Due to mv time spent with the outreach nurse and the lime on the unit, recognizing critically

ill patients has become easier. Extreme shortness of breath, changes in skin pallor and
different postures are some indications of a critically il patient.
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ARDS - definition

= ¥ Atype of acute diffuse, mflammatory lung

injury, leading to increased pulmenary vascular
permeatility, increased lung weight and loss of
aerated lung tssue. I
The cliinical hallmarks are hypoxaemia and
bitateral radiographic opacities. associated with
increased verous admiture, ncredsed
physiological dead space, and decreased ung
compiianca.” {1]

* Primary vs. secondary
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ARDS - Berlin classification

« Martality: 20%, 419 and S2% respectively

ARDS — adjunctive therapies

Prone positianing in severs ARDS confers
significant survival benefit [6-7]

= Conservative fluid balance {2]

« NG transient benefit but may be harmfui [8]
- LCMD {specialist centra beneficiai) [9-12]

= Neuromuscular hlockade beneficial [11,13-14]
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ARDS — Ventilatery Mx

* Low tidal volumes {6 mL/kg)

v Plateau pressures of £ 30 emH.O

« PEEP (+titration)

» Recruitment manoeuvres (2]
« High frequency osciliatory ventilanon 13-41

= Permissive hypercapnia (3]

Resolution of ARDS in Mr AD
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Currently

= 7 cean: muitiple intra-abdominal collections

v Resuits of hiopsy: Hkely T8

« 3y gprralions Lo remove coliochions, CNange
dracsing and clese abdominal wound

Summary

- Worrying conditton with high mortality
= Primary or secondary
+ BManagemaont _f.rr‘:;:cglc-, invelve venbilatory

ant adiunctive mpasures




