ROZSIROVANI HRANIC URGENTNI MEDICINY

MUDr. JANA SEBLOVA, Ph.D.

ZZS Stredoceského kraje
Urgentni pfijem ON Kladno
Oddéleni urgentniho pfijmu déti FN Motol




VELKA PETKA URGENTNI MEDICINY?

LEGENDA, HISTORIE NEBO NEBO REALITA?
»FIRST-HOUR QUINTET"

NAHLA AKUTNI
ZASTAVA INFARKT

OBEHU P MYOKARDU

AKUTNI L . Nt POLYTRAUMA
CEVNI VELKA
PRIHODA DUSNOST/ NEHODA

DUSENI



PROMENY URGENTNI MEDICINY
V UPLYNULYCH 30 LETECH...

ZADNA urgentni medicina [ fas
ZADNY systém, =
individualni pristup,
centrova péce

(TEMER) ZADNE urgentni
prijmy

NEROVNOMERNA
dostupnost
prednemocnicni
neodkladné péce co do
rozmistéeni ZZS i kvality
poskytovatell




KVALIFIKACE POSKYTOVATELU
TECHNICKE MOZNOSTI
POCATEK BUDOVANI SITEURGENTNICH PRIJMU

LEGISLATIVA A ZAKLADY SYSTEMU

* Nova zdravotnicka legislativa

* Definovano pozadované vzdélavani
Iékarl (specializace urgentni
mediciny, zdravotnicky zachranar i
pro UP)

*Postupné budovani systému
prednemocni¢ni nedokladné péce

*ZacCatek resSeni sité urgentnich prijmua




KDO SE VSAK ZMENIL NEJVICE?
NASI PACIENTI...

Celkovy podet vyjezda - vivoj 2008 - 2018




SPEKTRUM VYJEZDU ZZS V CR 2007-2017

OFICIALNIi DATA UzIS CR
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Obrazek 10. Potty odetfenych pacientl se sledovanou diagnostickou skupinou
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JEDNA MOJE SLUZBA
A CO JSME MUSELI Cl NEMUSELI UMET NEBO RESIT

PRVNI PACIENTKA: ZHORSENI STAVU U CA, ESKALACE
BOLESTI




ZAKLADY PALIATIVNI PECE, LECBY BOLESTI,
KOMUNIKACE

DOPORUCEN] PREDSTAVENSTVA CLEK £ 1200
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European Recommendations
for End-of-Life Care for Adults
in Departments of

Emergency Medicine

Crginal Monuddril

What is dignity in prehospital
emergency carel

Anna Abelsson and Lillemor Lindwall
Karlitad Wniversicy. Swaden

Abstract
Background: Ethics and dgnity in prehospieal emerpendy carg are imporant due o vulnerabidicy and

Fruriarg [ohcn

I=i i

The dathorinh 315

Fengrsy gl pavrrmiite

gk ook s Permisean ras
1 | TR AR T A 5595 5
R T T

SSAGE

BT
R, &
'1|'|.‘|‘

TR e
et

= Iy Wuation
rid humibaced

o g a Fasan .
iy B bk & Pa Cisib

Hnspic. e o s s S G

l'l'.'-.".!.. o ey

L [
e

o L
e Mimid APTE Herymrn [ Miriin 1a s

Assodiation of Hosplie Palialive Care Piovidais

o P P e T B SR . S T B S R ST A . B
L |

2 Brrrn = g by e e m e AT TR R oE S r—

B L T - vy m CinE
Legend

P o R ETeTY G Rt (R S EEETTE BT gedtNy WAL 7 e
e o A S e e ey o rm preen s S e
B R e

i e e e e
- Sreming St W P | aaaray W
B T e e L L L D e P o
el ] Bl ol i T 5l ol PR o 1 it il [F Sl

g b T e P S, S B B F et W e
e phen Barsarswis ¢

Mbbaraty b i e ATT g pdmAn w e ke e ey
B i e e e R e e

R ey B ey o1 BT R S —-A-.w e
fenpan peller |m MEETEY B e VL T s
o e . B i 0 ek, g T Pt o Pt e T S el

L
wirkinkly relelert b dmily

i e e
D o 1 1 T e s
Al s e £ S T A e



DRUHY PACIENT - JE CI NENI SUICIDALNI?

MLADY MUZ, NA MISTE PES, VOLA DIVKA, KTERA SE S
. NiM ROZESLA, VOLANI ,,Z TRETI RUKY*




HODNOCENI RIZIKA SEBEVRAZDY -
KAZDODENNI NEJISTOTY

Table 4.SAD PERSONS Scale.

JAK POSOUDIT RIZIKO Factar Paints
SUICIDALITY? S= sextmal® 1

A= Age (<19 or >45 years) 1

* Skaly a dotazniky uzivané psychiatry D= Depression :
v urgentni mediciné nepouzitelné P= Previous suicide attempt 1
(slozité, Casové naro€né) E - Eitanolabuse 1

¢ U Vétéiny nutné R = Rational thinking loss 1

psychiatrickémvzdélani

5 = Soclal supports lacking 1

ROZHODOVANI MEZI 1

N = Mo spouse 1
S KYL LO U A C HAB RI DO U : S = Sickness (chronic debilitating disease) 1
* Poruseni prav pacienta Score less than 2:
o . discharge with outpatient psychiatric evaluation
* Bezpecnost pacienta
va r == , score of 3-8
* Pri pOd hodnoceni riziko dokonané consider for hospitalization or at least very close follow-up
sebevra%d_y . i . .. Score of 7 or greater:
* Forenzni rizika pro lékare v kazdé z hospitalization
va ria nt Source: Patterson WA, Dohn HH, Bird J, et al. Evaluation of sulckdal

patients:-the SAD PERSOMS scale. Fsychosomarics 1983 Apr;24(4x343-
345, 348-349,




TRETI PACIENT: ,AGRESIVNI PSYCHOZA*

Nékdy jsou véci jiné, nez jak vypadaji na prvni pohled...
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PROJEKT DESTIGMATIZACE
,MOJE DIAGNOZA NENi MOJE JMENO*
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PROJEKT ,,NA ROVINU®

MEZI ZDRAVQTNiKY JSOU ciLova SKUPINY: PERSONA!_ PRiJMOWCH
ODDELENI (UP), PRAKTICTi LEKARI, PRACOVNICi ZZS
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PROJEKT ,,NA ROVINU®

MEZI ZDRAVOTNIKY JSOU CILOVE SKUPINY: PERSONAL PRIJMOVYCH

ODDELENI (UP), PRAKTICTi LEKARI, PRACOVNICi ZZS




CTVRTA PACIENTKA JE TA PRVNI Z RANA

ZACHRANARI VOLAJI LEKARE NA MIiSTO




ETICKA ROZHODOVANI V KLINICKE PRAXI
NA CEM ZAVISEJi V KONKRETNIM PRIPADE?

MEDICINSKE
A
TECHNOLOGICKE
MOZNOSTI



INDIKACE A KONTRAINDIKACE KPR

VERSUS

INDIKACE PALIATIVNI PECE

ROZHODNUTI
BEHEM 10 VTERIN!

,Medicina jako véda nejistoty a uméni pravdépodobnosti“...

Legislativni ramec, odborna doporuceni, protokoly
Anamnéza
Kvalita zivota pred zastavou a predpokladana kvalita po pripadné
uspésné KPR
Definice ,,marné lécby“ v podminkach urgentni mediciny



TEORIE versus OTAZKY V PRAXI
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Perceplion of mappropriale candiopulmonary resuscitiion by clinicians
working In emergency departments and ambulance services: The
REAPPROPRIATE intermational, muli-centre, cross sectional survey™

Pagrick Diruwe ™", Koermaad . Monsteurs”, Rash Prers”, James Gagg', Shinji Nakaham®,

Bvan Aveahan Mot Hand van Schuppen”, Gitor Bl Anagedij Trshlif, Sofic & Hevbeochia ™,
Nicolns Mpois . Lac-Marie Joly, Theodoros Xesrhes, Markm Roesdler | Peter Paal |

Mickael M. Cochi”, Commsd Rdrchal”, Monlia Paullkewd™, Jouni Mumi’,

Pascoussl Pifern Salmeson’, Redoslyw Owerik, Hildigunnr Svavarsddois, Comer Deasy,
Diana Cimpoesu™, Marios lnammides", Palbio Azuilera Fursmalida”, Lisa Kurlasd',

Vialeita Ralfay ", Gal Pachyy, Beam Gadey=e”, Johas Sieen”, S2ija Vesateclasde

Peter De Paepe”, Dominkjue 1. Benoit®

Commence, continue, withhold or terminate?: a systematic
review of decision-making in out-of-hospital cardiac arrest

Ethically justified treatment limitations in emergency

" situations
Joonas Tirkkonen™®, Klaus T. Olkkola®, Jyrki Tenhunen

Oipjective Medical emangency beams (METs) implement do
nel albempl cardicpulmaniny resuscalion (DNACPR)
orders and otfer limitations of medical trestment (LOMTs)
in hospilals regulsrdy. Hoseves, METS oferabe in omergency
sHustions with Emited or no patient infarmation at the
st We arved 1o sludy e medeozal sifdes of LOMTs
implemienied in ir-hospital emengency situations.

Methods The was 8 B ospeciime ohidsvalone] ludy with
refreigtet case-nalo analysis conducted in & singles Firsish
university hospial ceer 16 months. Dala were colecied

Natalie E. Anderson™®, Merryn Gott” and Julia Slark”

When faced with an out-of-hospital cardiac armest patient,
prehospital and emergency resuscitation providers hawe to
decide when to commence, continwe, withhold or terminata
resuscilation efforls. Such decisions may be made difficult
by incomplete information, clinical, resourcing or scane
challenges and ethical dilemmas. This systematic
integrative review identifies all research papers examining
resuscitation providers' perspectives on resuscitation
decision-making for out-of-hospital cardiac arrest patients.
A tolal of 14 studies fulfilled the inclugion criteria: ning

*4 and Sanna Hoppu®

reviews (31 v 20 min, Pa 080 were comgaeable in the teo
preuh. Age alorg wis never recondod B B reEion
for LOMT.

Conclusien LOMTS wene implemented in o Sesenl and
ethically paitiligd manmg in Maengenty Efudlions Tellowing
thit code of oomduct ecommended by guidehnes, aven
thaugh MET eperated undar highly subsptimal
cirturmiances 1o end-ol-bhe Lase plaming Euwronemn
Jowmal of Emesgancy Medieing 37331 4=218 Capyright €
016 Winlters Kiuwes Mesith, bnc. Al rghis mesensed.

mal of Erorgercy Medces B, Z2148=718

evaluation of cardiac arrest regisiry data or clinical notes,
but these may not caplure all salient factors, Fulure
reseanch should explore resuscitation provider perspectives
to better understand these important decisions and the
clinical, ethical, emotional and cognitive demands placed on
resuscitation providers., European Jownal of Emergency
Medicine 24:80=-86 Copyright © 2017 Wolters Kluser
Health, Inc, All rights meserned.

Eurcpoan Jouwmal of Emergency Medcing: 2007, 24:80=85



TEORIE versus OTAZKY V PRAXI

Foregoing prehospital care: should
ambulance staff always resuscitate?

Kenneth ¥ lserson The Umsinernity of Chicago

Author's abstract

Approctmarsty J00,000 prople die surside LTS haspiraly or
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ETHICcAL CONFLICTS IN
PREHOSPITAL EMERGENCY CARE

Lars Sandman and Anders Nordmark

Key wordss ambulance; ethical condlicks; paramedics; prebaospital emergency cane

This arsche snalyvees gnd eSS & surery of ethical cosdlaits 1n Prl_ll'\-.h'xl.li T Ry
case, The rosulis ase Based o s loous group Bnleeviesws with 29 fegetered durses and
paramsCHes Woliang in praluosp sl emeegimcy care &1 e different ocaBons: & small
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profissional mde arsl seli-identity, significant obthers and bystanders, other cand proofes-
sionals, organimational strectuse and resource management, socktal kleals, ard other
predesshonals. |t is odien angued it ]'h'hlﬂEI.Lﬂ Cafe 18 UNK]ee i companson wilh othey
forms of care. However, in this arbcle we do not find support for the ldea that ethical
condlicts occurring in prehospital care are wnigue, even if some may be moee common in
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CTYRI ZAKLADNI ETICKE PRINCIPY

AUTONOMIE
Respekt k preferencim pacienta
Drive vyslovena prani
Informovany souhlas

NON-MALEFICIENCE
DNAR - DNA-CPR
Allow natural death
Ukoncit/nazahajit marnou
lécbu
Paliativni péce

BENEFICIENCE

Snaha lécCit a zachranit zivot
Prognostikace
— individualizovana péce

SPRAVEDLNOST A ROVNY
PRISTUP KE ZDROJUM
Zadna diskriminace na
zakladé veku, pohlavi,
narodnosti, etnicity,
nabozenstvi, socialniho
postaveni....



ETICKA ROZHODOVANI V DNESNIM

KONTEXTU
STREDEM _ STREDEM '
LECBY  LECBY PACIENT Nf::g}: :
ZDRAVOTNIK  AUTONOMIE

BENEFICIENCE? DISKUZE!



DVA ZPUSOBY JAK DO BUDOUCNOSTI
ROZHODNOUT O SVEM VLASTNIM LECENI

DRIVE VYSLOVENA PRANI - pravni dokument

* MUSI EXISTOVAT
* MUSIi BYT PLATNA

* MUSI BYT V KONKRETNI SITUACI POUZITELNA

ZASTUPNY SOUHLAS — OSOBA URCENA
PACIENTEM

* JE DULEZITE, ABY RODINNIi PRiISLUSNICI A BLizCi

PACIENTA DOBRE ROZUMELI JEHO/JEJIM PRANIM A
PREFERENCIM

* NEMELO BY DOCHAZET K VOLANIM NA TiSNOVOU LINKU
,PRO JISTOTU*



PATY PACIENT: STRELBA V PANELOVEM DOME

l.V. pristup, celkova anestezie, OTI, UPV,
transport na ARO...




BEHEM INTUBACE ZVONI
SLUZEBNIi MOBIL..
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ZPATKY KE KRANIOTRAUMATU:
CO MANZELKA A SESTRA PACIENTA?

Jak se vyrovnat s mimoradnou
situaci, aneb rady a pomoc
v tizive situaci
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SYSTEM PSYCHOSOCIALNI

INTERVENCNI SLUZBY - SPIS
KRIZOVA INTERVENCE PRO SEKUNDARNI OBETI
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RANO —VNAVRAT NA ZAKLADNU, KéVI-}
(NEBO DVE) A HONEM DOMU PO SLUZBE....
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CO MY SAMI?

NASE ODOLNOST, UNAVA, STRES?

‘SECOND OpiNioN BY Rod RofeRs

WHKF SEEMS To BE
THE PROBLEM,
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SYNDROM VYHORENI?
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SYSTEM PSYCHOSOCIALNI INTERVENCNI

SLUZBY - SPIS
KOLEGIALNI PODPORA - SYSTEM PEERU




CO TEDY VSECHNO MUSIME UMET?

NESMIME ZAPOMENOUT DOVEDNOSTI PRO RESENI
KRITICKYCH STAVU A PRIDAT K NIM ,,ULTRASOFT* SKILLS

NASLOUCHAT A KOMUNIKOVAT

— Nemusime kazdého intubovat, nechme pacienty sdélit sviij pribéh — i
medicinsky!

RED CODE versus SLOW CODE

— At si lidé prevezmou ¢i ponechaji odpovédnost za své zivoty, zdravi,
aleismrt....

IT TAKES ASYSTEM TO HELP

— Vytvareni systému — vhodné pro obsedantni typy....

TELEMEDICINA

— Mozné reseni pretizenych systému s nedostatkem lékaru

,» ROZSIRENA“ PECE

— Zaklady krizové intervence, TANR/TAPP, delegovani, vzdalena podpora,
pahahvnlpece

| MY MUZEME NEKDY NEBYT V PRACI, SPAT, NEBO
DOKONCE DELAT NECO, CO NAS BAVI!

— Neni to sobecké — je to ve prospéch nasich pacient
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