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universo como resultado de seu passado e a causa

do seu futuro. Se um intelecto em certo momento

tiver conhecimento de todas as forcas que colocam G "“”“““'” do THAGRY

a natureza em movimento, e a posicao de todos 0s
itens dos quais a natureza € composta, e se esse
Intelecto for grandioso o bastante para submeter
tais dados a analise, ele incluiria numa Unica
formula os movimentos dos maiores corpos do
universo e também os do atomo mais diminutos;
para tal intelecto nada seria incerto e o futuro,
assim como o passado, estaria ao alcance de seus

qnj quoOy
Pierre-Simon Laplace



https://www.pensador.com/autor/pierre_simon_laplace/

Os sistemas de triagem de prioridades =

ACresceram como tecnologias de gestdo clinica na década de 90;

ARespondem & constatacdo que a demanda em Servi¢os de Urgéncia s&o
maiores que a capacidade e é preciso priorizar 0s que necessitam de

cuidados mais rapidos;

AConsideram que o recurso de atendimento é ofertado para diversas
necessidades sem segmentacao destas, ou seja funciona de forma que
estes recursos sao disputados pelas diversas necessidades;

ANA&o foram desenvolvidos para previsio de recursos (Com excec¢io do ES



Os sistemas de melhoria operacional da
industria

AMapeiam e melhoram os processos

APadronizacio

AAnalisam as variacées e o desempenho dos processos
(mensuram)

AComunicacéo transparente
AFoco em reducdo de desperdicios
ABuscam eficiéncia

AAutomacao

AAjustam continuamente a demanda e a capacidade e os fluxos
recursos
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A agenda da eficiéncia

N 5 B Eficiéncia
N na sadde

Inicio Eficiéncia hospitalar Consolidagdo de resultados Suporte a eficiéncia na satide Biblioteca digital

Auditoria em Eficiéncia Hospitalar

Consolidagado do primeiro ciclo de auditorias

g 1.
39 hospitais auditados, em 22 estados do Brasil; ’r9] . i

com énfase em melhorar a eficiéncia dessas ,|||||I|I|I
unidades. Mais de 6 mil leitos beneficiados )

“ e Ua

Insira os dados da sua
auditoria

Referencial de Auditoria sobre Eficiéncia
Hospitalar

=

Saiba mais

EFICIENCIA

= U Hospitalar

Estudo de casos - Outubro de 2024 - Sustentabilidade de sistemas de saude Saiba mais

Comunicacgodes

Estudo de Casos -

Estudo de caso -

Relatorio de Auditoria - CGE- Relatério de Auditoria -

www.eficiencianasaude.org
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ENTRADA

CUIDADO DE

EMERGENCIA
Pacientes gravemente
doentes e lesionados
provenientes da comunidade
Encaminhamento de
pacientes com condi¢oes
emergenciais

CUIDADO URGENTE

NAO - PROGRAMADO
Falta de competéncia para o
cuidado ndo -programado no

sistema de cuidado
ambulatorial
Desejo de cuidado imediato
(p. ex., conveniéncia, conflitos
com o trabalho, deveres
familiares)

CUIDADO DA REDE DE

SEGURANCA
Populac6es vulneraveis (p.
ex., idosos, pacientes néao

segurados)
Barreiras ao acesso (p. ex.
financeiras, transporte,
seguro, caréncia da fonte
usual de cuidado)

PASSAGEM

Regulacéao e
encaminhamento

L 4
0..
'.. O paciente chega no
M S.U.
R
*
*
*
“
“‘ Classificag&o do risco e

fluxo de
encaminhamento

Demanda por >
cuidado no S.U.

Avaliacdo , tratamento
e altano S.U.

Alojamento no S.U. de
pacientes

encaminhados para a
Internacao

SAIDA

Falta de acesso ao

cuidado continuado
EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

Sistema de cuidado
ambulatorial

{

Transferéncia para
outro local (p. ex.,
enfermagem
especializada,
hospital de
referéncia)

!

Admissé&o no hospital

Sai sem
tratamento
completo

Acomodacao do
paciente

| |
| |
| |
| |
| |
| |

<Illlllllllllllllll:

Caréncia de leitos

equipados

disponiveis na
internacao

Fonte: JCI Servico de emergéncia
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Overnight Stay in the Emergency Department and Mortality

in Older Patients

Melanie Roussel, MD; Dorian Teissandier, MD; Youri Yordanov, MD, PhD:; Frederic Balen, MD; Marc Noizet, MD;
Karim Tazarourte, MD, PhD; Ben Bloom, MD, PhD; Pierre Catoire, MD; Laurence Berard, MD;

Marine Cachanado, MSc; Tabassome Simon, MD, PhD; Said Laribi, MD, PhD; Yonathan Freund, MD, PhD;

for the FHU IMPEC-IRU SFMU Collaborators

IMPORTANCE Patients in the emergency department (ED) who are waiting for hospital
admission on a wheeled cot may be subject to harm. However, mortality and morbidity
among older patients who spend the night in the ED while waiting for a bed in a medical ward
are unknown.

OBJECTIVE To assess whether older adults who spend a night in the ED waiting for admission
toa hospital ward are at increased risk of in-hospital mortality.

DESIGN, SETTINGS, AND PARTICIPANTS This was a prospective cohort study of older patients
(=75 years) who visited the ED and were admitted to the hospital on December 12 to 14,
2022, at 97 EDs across France. Two groups were defined and compared: those who stayed in
the ED from midnight until 8:00 am (ED group) and those who were admitted to a ward
before midnight (ward group).

MAIN OUTCOMES AND MEASURES The primary end point was in-hospital mortality, truncated
at 30 days. Secondary outcomes included in-hospital adverse events (ie, falls, infection,
bleeding, myocardial infarction, stroke, thrombosis, bedsores, and dysnatremia) and hospital
length of stay. A generalized linear-regression mixed model was used to compare end points
between groups.

RESULTS The total sample comprised 1598 patients (median [IQR] age, 86 [80-90] years;
880 [55%] female and 718 [45%] male), with 707 (44%) in the ED group and 891 (56%) in
the ward group. Patients who spent the night in the ED had a higher in-hospital mortality rate
0f15.7% vs 11.1% (adjusted risk ratio [aRR], 1.39; 95% Cl, 1.07-1.81). They also had a higher risk
of adverse events compared with the ward group (aRR, 1.24; 95% Cl, 1.04-1.49) and increased
median length of stay (9 vs 8 days; rate ratio, 1.20; 95% Cl, 1.11-1.31). In a prespecified
subgroup analysis of patients who required assistance with the activities of daily living,
spending the night in the ED was associated with a higher in-hospital mortality rate (aRR, 1.81;
95% Cl,1.25-2.61).

CONCLUSIONS AND RELEVANCE The findings of this prospective cohort study indicate that for
older patients, waiting overnight in the ED for admission to a ward was associated with
increased in-hospital mortality and morbidity, particularly in patients with limited autonomy.
Older adults should be prioritized for admission to a ward.

JAMA Intern Med. doi:10.1001/jamainternmed.2023.5961
Published online November 6, 2023.

© 2023 American Medical Association. All rights reserved.
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ABSTRACT

Background Delays to timely admission from
emergency departments (EDs) are known to harm
patients.

Obijective To assess and quantify the increased risk

of death resulting from delays to inpatient admission
from EDs, using Hospital Episode Statistics and Office of
National Statistics data in England.

Methods A cross-sectional, retrospective observational
study was carried out of patients admitted from every
type 1 (major) ED in England between April 2016 and
March 2018. The primary outcome was death from all
causes within 30 days of admission. Observed mortality
was compared with expected mortality, as calculated
using a logistic regression model to adjust for sex, age,
deprivation, comorbidities, hour of day, month, previous
ED attendances/emergency admissions and crowding in
the department at the time of the attendance.

Results Between April 2016 and March 2018, 26 738
514 people attended an ED, with 7 472 480 patients
admitted relating to 5 249 891 individual patients,

who constituted the study's dataset. A total of 433

962 deaths occurred within 30 days. The overall crude
30-day mortality rate was 8.71% (95% C18.69% to
8.74%). A statistically significant linear increase in
mortality was found from 5 hours after time of arrival at
the ED up to 12 hours (when accurate data collection
ceased) (p<0.001). The greatest change in the 30-

day standardised mortality ratio was an 8% increase,
occurring in the patient cohort that waited in the ED for
more than 6 to 8 hours from the time of arrival.
Conclusions Delays to hospital inpatient admission
for patients in excess of 5 hours from time of arrival at
the ED are associated with an increase in all-cause 30-
day mortality. Between 5 and 12 hours, delays cause a
predictable dose-response effect. For every 82 admitted
patients whose time to inpatient bed transfer is delayed
beyond 6 to 8 hours from time of arrival at the ED, there
is one extra death.

INTRODUCTION

In England, by the end of the 20th century, demo-
graphic changes and reduced numbers of acute
hospital beds had resulted in crowded emergency
departments (EDs) and long delays for patients. In
consequence, the NHS 4-hour operational standard
was introduced in 2004 and shortly thereafter, the
other nations of the UK and several other countries,
such as Canada and Australia, introduced similar
standards for ED waiting times." (The 4-hour

2 Simon Swift © > Paul Molyneuy,?
! Richard Oakley © ? Clifford Mann © 7

What is already known on this subject

> Small studies from Canada and Australia have
indicated that there is an increased mortality
rate among patients who experience delays
in admission to an inpatient bed from the
emergency department (ED).

» Counterfactual modelling has shown reduced
patient mortality s a result of the NHS 4-hour
operational standard. The NHS Benchmarking
Network found a coefficient of determination
(R? value) of 0.07 between time greater than
4 hours in the ED and a hospital's Summary
Hospital-level Mortality Indicator.

What this study adds

» This study of over five million NHS patients
shows an increase in all-cause 30-day mortality
that s independently associated with delays
to hospital admission from the ED rather than
with crowding alone,

» The standardised mortality rate starts to rise
from 5 hours after the patient's time of arrival
atthe ED.

» The increasing effect of long stays in the ED
before inpatient admission can be measured
and represented as a number needed to harm
metric: after 6-8 hours, there is one extra death
for every 82 patients delayed.

standard is a binary time threshold for discharge,
admission or transfer; it starts when the patient
arrives at the ED, and time in the ED beyond 4
hours is a ‘breach’ of the ‘target’.)

For more than a decade, the 4-hour standard
served both patients and the NHS well but, during
the past few years, further increases in the demand
for urgent and emergency care have exacerbated
long waits for hospital admission.’ By 2019-2020,
over 3.2% of all ED patients waited in the ED for
more than 12 hours from their time of arrival.” Long
ED delays are most often caused by ‘exit block’
due to a lack of available inpatient beds. This was
demonstrated using data collected from all English
EDs over a 90-day period by an NHS economics
team. They showed that higher inpatient bed occu-
pancy was correlated with longer ED waiting times,
but with a non-linear association.’
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COMMENTARY

Emergency Department Crowding: The
Canary in the Health Care System

Gabor D. Kelen, MD, Richard Wolfe, MD, Gail D’Onofrio, MD, MS, Angela M. Mills, MD,
Deborah Diercks, MD, Susan A. Stern, MD, Michael C. Wadman, MD, Peter E. Sokolove, MD
DOI: 10.1056/CAT.21.0217

Emergency department crowding is a sentinel indicator of health system functioning.
While often dismissed as mere inconvenience for patients, impact of ED crowding

on avoidable patient morbidity and mortality is well documented but remains largely
underappreciated. The physical and moral harm experienced by ED staff is also substantial.
Often seen as a local ED problem, the cause of ED crowding is misaligned health care
economics that pressures hospitals to maintain inefficient high inpatient census levels,
often preferencing high-margin patients. The resultant back-up of admissions in the ED
concentrates patient safety risks there. Few efforts (even well-meaning ones) address the
economically driven root causes of ED crowding, i.e., the need to achieve minimal financial
hospital margins. The key to a sustainable solution is to realign health care financing to
allow hospitals to keep inpatient capacity below a critical threshold of 90%; beyond that,
hospital throughput dynamics will inevitably lead to ED crowding.

For the Association of Academic Chairs of Emergency Medicine, Des Plaines, Illinois, USA

Emergency department (ED) crowding is a widespread problem and a source of patient

harm. While such crowding may be inaccurately considered a problem of ED operations and
inefficiency, in truth, ED status is the sentinel canary in the coal mine — reflective of not just
individual department performance or even individual hospital performance, but of health system
dysfunction throughout the United States. Emergency medicine provides the optimal setting to
efficiently evaluate unscheduled, acute undifferentiated and decompensated conditions. Available
24-7, its smooth functioning is paramount to providing this essential service, and its efficient
operation is dependent not just on department staff and managers, but on factors outside the
control of the ED.

NEIM Catalyst is produced by NEIM Group, a division of the Massachusetts Medical Society.
Downloaded from catalyst.nejm.org on March 20, 2022. For personal use only.
No other uses without permission. Copyright © 2021 Massachusetts Medical Society. All rights reserved.
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Volume anual 116.433
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Taxa Média de Chegada Semanal

A distribuicao da
chegada segue o padrédo
internacional, com uma
maior procura por parte
dos pacientes nos
primeiros dias da
semana.
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Porte do Servigo de Urgéncia

Porta Médico

™

)

é‘b’

Médico-Decisao

N 2 426

Tempos de Passagem



O FATOR DE UTILIZACAO

Clinica Médica | Medico #Demanda OCapacidade
e ool DON | SEG R W W o 3 Tizacia 000 200 400 600 8,00 10,00 12,00 Senvico de Urgeﬂﬂa“.ocal de Cuidado (= 46) #Demanda OCapacidade
000 | 179 [ 258% | 209% | 258% | 4% | 243% | 196% [ 208% [ 28% | coo Periodo [Demanda] DOM | SEG | TER | QUA | QUI | SEX | SAB |Utlizacag]  © 2 4 § 8 1012141618 2022242618
100 | 100 [ 123% | 120% | 131% | 120% | 134% | 16.0% | 105% | 127% | 00 ] 000 | 404 [ 289% [ m6% | 20.2% | 196% | 193% [ 17.2% | 0% | A4% | oo
200 | 085 [ 1am% | 11.2% [ 120% [ o% | 9% | 98% [ 3% | 108% | 200 m————— 100 | 242 [ 124% | 126% | 125% | 10% [ o4% [ 1% [ g | 2% | o
300 [ 059 [ 7% | 6m% [ 6% | 73% [ &m% | 73% [ 8a% | 1% | so T ————— 200 [ 200 | 128% [ 003 | o [ oo | e [ om [ o [00% | co
£00 [ 060 [ 56% | 7% [ 3% | osen | na% [ onae [ ot | e | 0 300 [ 14 | e [ o | mak [ 3 | m% [ es% [ 82 [ A% | w0 7
500 | 083 | 9% | 104% [ 105% | 102% | 113% | 127% | 102% | 106% | 500 I A00 | 142 | 6T | 6% | 8B% | 6% | 6% | 7% | 1% | A% | a0 T ]
6:00 | 235 | 146% | 404% | 35.2% | 28,7% 1% | 200% | 229% | 209% | 600 L 1 S00 | 166 | 61% | 80% | 85% | 92% | 9% | 92 | T4k | 82% | S0 @ ]
0 | 510 5% 0N 700 e 600 | 418 [ 006% [ o [ 220% | 203% | 267% [ 203% | 160% [ 08% | so0
%00 | 673 5% G 500 e 00 | 1148 | 1% | 152% | 6 8% | 5% | 60 | 4% | 511% | roo )
900 | 834 000% EEEIEn 800 | 1800 | 503% 03,7% B3 A 500 N ]
10:00 | 975 [T 10:00 D 9:00 | 2249 | 752% % BTN on D
0 | 83 000% RIEH ] 160 | 560 Rupg 0% RUATE-
:;gg 816 00,0% :;33_ 10 | 279 [k 04,1%  1000% BRI
13:00 791 00,0% KR! _ 1200 | 2104 [REIKY - |||:‘ 1200
1400 | 813 [ 14:00 I 1300 | 2039 | 164% B 1000 1300 I
160 | 810 TN 15:00 [ W | 200 S 819% WU 1400 I
. ‘ _ 15:00 | 2137 | 167% §12% TN 1500 IO
0 | 80 sl 1600 I 1600 | 209 | Th1% o LN 1600 D
1700 | 808 8% RV 1700 e TR m L —
18:00 | 75 86,5% 71.2% RNV 16:00 IR - ’ —— '
‘ - 1800 | 1653 | 658% T a0 BTV 787 | 600% | 822% | 100 IR

1900 | 801 |64tk AU 6% Y 1900 IR 600 | 55 | 6% % | 785% DL 6% | 516% | g | 100 D )
20 | 179 Rl 763% JRIIIUTH 2000 I 200 | 540 | 8% TR 836% | 136% | 135% | G4% | T66% | 000 DD
20 | 637 | 65 T8l | 1526 | ST | 80% | 200 T ] 2000 | 1248 | 502% | B30% | 66:1% | 733% | 568% | S90% | 441% | 6% | 200 DO ]
200 | 450 | 480% | 628% | 64%% | 647% | 599% | 476% | S | 5% | 200 BN ] 200 | 905 | 398% | S48% | S0% | WS | 4t | 416% | s% | 452% |20 DN ]
2:00 | 311 | 8% | 542% | 432% | 414% | 338% | 38% | 5% [ 305% | 2300 200 | 660 [ 259% | 403% | 351% | 328% | 204% | 326% | d28% | 328% | zo0 ]

(b<eosr) (eos bz 8Rr) (b>gay)
yisuégo' 2nBnplIsseso TouS 0beLICIOUS| COULOLIFAS] 2NbEKNAIISSego’ sous bewjdozs



Tempo, em minutos, entre a } Radiologia (R-X) Laboratério (LAB) Ultrassonografia (US) Tomografia (TC)

Solicitagdo e a Resposta do % 1 20 é 1 20 ' ))) 1 20 =—© 12 0

Exame
4 N

Servigo Auxiliar de Diagnéstico e Terapia - SADT

Porcentagem de exames realizados em pacientes que visitam o servico de urgéncia
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Capacidade Instalada do
Hospital

Total Leitos Hospital % Ocupacao Média TMP Internado

e 207 bam  70% 2,69

Substituicao Leito

< 1,14
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Tempo Médio de Permanéncia (LOS), minutos
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