Hospitalization and Death Associated
with Potentially Inappropriate

Management in Dead patients
2010-2013







BACKGROUND

The increase of pitfalls in management of
patients often increase the confliction of
doctor and patient. One of them may due
to the lack of resources and the

experiences of people in medical
service.



BACKGROUND

The data review is one of the strategies to
find out the inappropriate management
In any case.

The potentially harmful management is
the reason to study in the death patients.



BACKGROUND

Find out the inappropriateness in
management can help the medical care
team to improve the quality of
management and also in safety care,

moreover, may encouraged them to
update the new trend of management.
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Aim of the study

For summarizing the cause of death
assoclated with potentially inappropriate
management of inpatients in SOIDAO
Hospital in 2010-2013

To continue the study of inappropiate

management of inpatients in SOIDAO
Hospital



Populations

Hospitalized patients in all age group
who have discharge status as ‘Dead
Autopsy’ OR ‘Dead non Autopsy’ in
SOIDAO Hospital during 2010-2013.



Outcome

Identified inappropriate management in

each dead cases ,those fulfiled criteria
for inclusion.






Data sources

Search methods for identification of cases
»Data base of SOIDAO Hospital:

»Search condition:
‘discharge type = Dead Autopsy’ OR
‘discharge type=Dead Non Autopsy’

»IPD cards of SOIDAO hospital



Selection criteria

Criteria for considering cases for inclusion
Hospitalized patients of Soidao Hospital

Discharge status i1s ‘Death’in 2010-2013



Selective criteria

Criteria for considering cases for
exclusion<only one>

»End stage disease
»Death fetus in Utero
»Case-Motarity rate 100%

»DNAR<include no further management and have to
signed in consent form>






Results

End stage disease
N=47

DFIU
N=0

ase motarity rate
100%

DNAR
N=49
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Principle Disease

>ATRIAL FIBRILLATION
COMORBIDITY:

>CARDIOGENIC SHOCK
COMPLICATION:

>HYPOGLYCEMIA
>CARDIAC ARREST

Case |



Casel

HISTORY

CC:milley nduntnen 15 gu.nouun
PI:15 wu.douw inldies nduninen Uoaduae Jaad:
luoan
PH:AF Tyvhaen on
Propanolol (10)1x3 po pc
Diazepam 2)1xhs prn
Digoxin0.25 1x1
ASA 300)1x1



Casel

Physical examination:
V/S :BP 60/30mmHg BT 36.8 RR32 PR 171

HEENT:WNL

HEART: totally irregular heart rate
LUNGS:WNL

ABD:WNL

GU:WNL

EXTREMITIES:WNL
NERVOUS:WNL



Casel

Problem list

1. Chest pain
2. Arrhythmia---EKG:Atrial fibrillation
3. hypotension
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Casel

Order one day

0.9% nacl iv load
1000 ml then rate
120 ml/hr

HR gl hrif >120
p/s notify

v/s q 2 hr if <90/60
p/s notify

Cardioversion 100
]

Valium 5 mqg 1iv

TSH,F'T3

Digoxin 0.25 mqg iv

Order continue

Soft diet
Med
propanolol(io)
1x3
digoxin(o.25)
1/2x1




Casel

ORDER ONE DAY

P=170/MIN
bp50/20
LOAD 0.9%NSS 500
ML

P=166/MIN
RR=28/MIN BP60/20
LOAD 0.9%NSS 500
ML iv IF bp>80/60
THEN 120 ml/hr

P=168/min RR= 28
BP=80/40
OBSERVE o115

ORDER FOR
CONTINUE




Casel
gnu: arrest

ORDER FOR ONE
DAY

DTX low

50%glucose
50mg

CPR

ETTNO 1.5
depth 21

ORDER FOR
CONTINUE




Casel

ECG tracing of a normal heart rhythm.

In atrial fibrillation, the tracing shows tiny. irregular "fibrillation™
waves between heartbeats. The rhythm is irregular and erratic.

A: 350-650 Irregular Fibrillatory
bpm (fine to course)

V: Slow |
to rapid




Casel

Table 1. Etiology Of Atrial Fibrillation.

Cardiac Non-cardiac

» Ischemic heart disease » Pulmonary embolism

» Valvular disease + |diopathic

» Hypertension » Medication

» Congestive heart failure noncompliance

» Sick sinus syndrome + Thyroid disease

» Pericarditis + Holiday heart syndrome

+ Infiltrative heart + Medication use
disease » Electrocution

+ Cardiomyopathy » Other pulmonary disease

- Cardiac surgery » Chest trauma

» Myocarditis » Hypokalemia

+ Congenital heart + Hypomagnesemia
disease » Hypothermia
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- Heparinise
- Electrical

Haemodynamically

Sta ble? 1;. cardioversion

Treat underlying cause
Anticoagulate
Rate control

Metopralol 2.5mg iv bolus, repeat g 20mins, titrate to BP.

Aim for HR reduction of 30%.

Concomitant give Bisopralol 5mg po od.

Repeat iv Metopralol as necessary.
» Substitute with Verapamil 2mg iv and Diltiazem 120mg po in asthmatics.
Rhythm control

Consider if AF < 48hrs duration.

If normal LV fxn and no coronary disease, use Flecanide 100mg po.
(Consider Ibutilide as an alternative after Mg loading 1g/20mins).

In patients with LV dysfunction, use Amiodarone instead.

Electrical cardioversion may be considered.

Warfarinise for 4 weeks if AF is >48hrs duration.

Consider Aspirin if AF is <48hrs duration and low stroke risk.
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Atrial fibrillation

If apprapriala, give axygan and establizh i

High rizk ¥
Hearl rats = 1=
beats min’'
Ongoing chasl pain
Critical perlusion

Intermadiate risk?
* Fala 100-150 baatk min”'
+ Bramlhkssnoss

Immadate heparn and
synchronised L shock +
100 W - 200 36D
or aquivalan biphesic anamgy

Y
Soek expert ha p

= Haporin
= ‘Wortarin

Tor laker syrszhinon Eod
# DC shook -, T indoated

Amicdarana 330 mg i.v over 1 h.

l necassary, may be epealed onca
Foor parfusion

and (' or knavn sinicuml
hizad dizamma?

Conslder anioosgulation:

ACCSSn

g Lewwe risk?
* Hearl rata < 100 beats min'
= Iild or mo symploms
« Good parfusian

LS

Y=

Mo Onsmiknown obe |Yas
wihin 24 hourst

= Haparin
= Amiodarcna: 300 mg Ly
over 1 h, may ba
rapssatad cnoa IF
NG sy
or
« Flazainida 103-150mg
L. over 30mins
el or snehronised OC
shock T, Hird izsied

Onsal known lobs |° Mo Cnsst inown o ba

wihin 24 hours T

Inifal mie mniol Attampt cordovarsion Inkial rata con

= Haparin

= Baks biooers, oral orlw
i ovar 1 h, moy ba
ol = Flamminids 100-150 mg repaated onos I
or L%, coear 30 mires: nacaszany
= Dilioram, oral of T =]
Ly T ovollabdke I J— —

» Bmindarone: 300 mg Ly Anticosegukation:
over 1 h, maybe = Haparin
repanied oree « Warfarin
G O Sy

Synchmnizsd OC shoak 1,
Hired iz absd

= Digoodn

Considar orbicnaguiation:
+ Heparn

= Workarin

for latar spnohronised

DC shook t, 17 indicatad

Amicdarore: 200 mg

Lalmr, synchronised OC
shook T, Hindeatsd

wihin 24 hours?

Irol Alternpl cord oversion:
« Haparin

» Synchmonised DX shock +
1000 2004 30
or aquivalan] biphasic anamgy

Y

Amiod arorss: 300 myg Ly over 1 h.
Hneceszary, may ba repaaied onoe

Lomas throughout ara based on an adull of verage body waight

T Habs 1:

DOC shock iz abvays given undar sedalion’ ganaml anacsihasia.
“ Mote 2 HOT TO BE LEED IN PATIENTS RECEVING BETA-ELOCKERS

Casel



Cardiogenic Shock
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Initial Diagnostic Steps Initial Management Steps
Directed history and physical Supplemental oxygen/mechanical
examination ventilation
Electrocardiography Venous access
Echocardiography Monitoring by electrocardicgraphy
Laboratory testing Pain relief
Chest radiography Hemodynamic support
Pulmonary artery catheterization - Fluid challenge in patients without
pulmonary edema
- Vasopressors for hypotension
unresponsive to fluids

Tissue Perfusion Adequate Perfusion Adequate Tissue
Remains without Perfusion with
Inadequate Congestion Pulmonary Congestion

Inotropic agents Diuretics
IABP Vasodilators

Cardiac Reperfusion

catheterization catheterization
available available

No cardiac

Cardiac catheterization Thrombolytic therapy and IABP

.Y ~ it

Angioplasty CABG Continued shock Clinical improvement



Casel

Reversible Causes
-~ Hypovolemia - Tension pneumothorax
- Hypoxia - Tamponade, cardiac

- Hydrogen ion (acidosis) - Toxins
-~ Hypo-/hyperkalemia - Thrombosis, pulmonary
- Hypothermia - Thrombosis, coronary




Casel

Pitfalls
Hx and physical examination
Initial investigation for Dx and Tx
Appropriate refer
Medical record



Case 2
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History

PH.:
- U/D: DM type 2, HT, gout
- No drug or food allergy

« Quit smoking 1 moPTA and quit drinking 1
yrPTA

- No Hx of surgery



Physical examination

V/S:
- BT 37c BP 130/80 RR 24 PR 68 SpO2 RA 80%

HEENT: WNL

Heart: normal S15S2, no murmurs
Lung: fine crepitation LLL
Abdomen: WNL

Genitourinary: WNL
Extremities: WNL

Nervous system: WNL



Physical examination

Other:

- NG lavage
- Gastric content with blood clot—> Lavage 1,000 ml -
quite clear, no bile

- CXR
- Cardiomegaly - Impending CHF?
- Interstitial infiltration at LLL



Problem list

UGIH
R/0O LLL pneumonia



Investigation

Hct stat 50%



1 woluonav admit notify pt. no pulse, no
heart rate, cyanosis of face>>start CPR
ET tube no 7.5 an 21

EKG: asystole
Total adrenaline 12 amp

DTX stat 58 mg = 50% glucose IV push
CPR 30 min -2 no pulse 2 snuegdos

death
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Reversible Causes
-~ Hypovolemia - Tension pneumothorax
- Hypoxia - Tamponade, cardiac

- Hydrogen ion (acidosis) - Toxins
~ Hypo-/hyperkalemia - Thrombosis, pulmonary
- Hypothermia -~ Thrombosis, coronary




HISTORY OR EVIDENCE OF GASTROINTESTINAL BLEEDING

Y

Active profuse hematemesis
or hematochezia

1. Obtain vital signs.
2. Examine for shock.

Major acute gastrointestinal tract
bleeding. Exsanguination possible.
Other risk factors:

1. Severe liver disease

1. Shock

2. Supine hypotension
(blood pressure < 80 mm Hg
systolic) or postural hypotension

1. Obtain history.
2. Perform brief examination.

3. Obtain venous access and
blocd for type and screen,
hematocrit, and PT/PTT.

2. Advanced age
3. Coagulopathy
4. Cardiopulmonary disease

F

Nasogastric lavage

l

l

1. Insert 2 large-bore Vs = 18 gauge.

2. Obtain blood for type and crossmatch, PT/PTT, CBC, serum
electrolytes, liver function tests, BUN and creatinine, glucose.

3. Begin infusion of 2 L crystalloid solution for treatment of
hypotension pending arrival of blood.

4. Give oxygen at 5-10 L/min by nasal cannula or mask.

5. Perform abdominal and rectal examination, including
examination of stool for gross and occult bleod.

6. Insert urinary catheter if patient is in shock.

aspiration and lavage with normal saline.
8. Notify specialist available to perform emergent endoscopy.

9. If patient is unstable after crystalloid bolus, and
cross-matched blood is unavailable, transfuse
un-crossmatched blood.

10. Correct coagulopathy, vitamin K, and FFP as needed.
11. Hospitalize in an intensive care unit.

7. Give nothing by mouth, insert nasogastric tube, and perform

Source: Stone CK, Humphries RL: Current Diagnosis & Treatment:
mergency Medicine, 7th Edition; www.accessmedicine.com

opyright © The McGraw-Hill Companies, Inc. All rights reserved.

1. Documented hematemesis

2. Blood in nasogastric aspirate

3. Nasogastric aspirate without bile
or blood but with melenic stool

4. Hyperactive bowel sounds

v

Diagnosis: Probable upper
gastrointestinal bleeding
(see Figure 16-2)

1. No documented hematemesis

2. Nasogastric aspirate with bile but
without blood

3. Maroon stools

4. Hematochezia, especially with
normal hyperactive bowel sounds

Y

Diagnosis: Probable lower
gastrointestinal bleeding
{see Figure 16-3)




Assess clinical status.

Y '

Unstable with evidence of shock Stable
¥
Resuscitate Nasogastric tube lavage
Masogastric tube lavage * 4’
Continued red blood Blood clears or MNegative lavage;
with no clearing of coffee ground consider other sources
Negative Positive effluent effluent of bleeding (i.e., hemoptysis)
or postpyloric upper
! gastorintestinal bleed
Melenic stool on ¥
rectal exam?
Reassess clinical status.
L
No Yes ¢

Consult gastrointestinal or general
> surgeon for emergent endoscopy. Normal hematocrit and coagulation, vitals, and

Consider postpyloric orthostatics and no significant comorbid disease
upper gastrointestinal bleed [

Y

Y , No { ¥ Yes
Consider other Intensive care unit admigsion or emergent Gastroe_ntgrology consult Gastroenterology
causes of shock exploratory laparotomy if hemorrhage not for admission and consul_t for
(Chapter 11) controlled by endoscopy endoscopy outpatient

- follow-up and
endoscopy

Source: Stone CKE, Humphries RL: Current Diagnosis & Treatment:
Emergency Medicine, 7th Edition: www.accessmedicine.com

Copyright © The McGraw-Hill Companies, Inc. All rights reserved.




EKG--

Myocardial infarction is three to five times more
common in diabetic patients than in age-matched
controls.

Aspirin (81-325 mg daily) has been shown to
effectively inhibit thromboxane synthesis by platelets
and reduce the risk of diabetic atherothrombosis
without increasing risks of either vitreous or
gastrointestinal hemorrhage.

Use of low-dose enteric-coated aspirin is
recommended in adults with diabetes and evident
macrovascular disease, in those with increased
cardiovascular risk factors, or in those patients older
than 30 years.



