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Session Summary

What is Remote Critical Care? Robert H. Groves, Jr., MD, FCCP
1) Historical comparison

On-demand vs. always on

Store and forward vs. real time

One on one vs. population management

Extend geographic range vs. extend geographic range + improve efficiency

2) Key elements

Tele-intensivist and support staff present 12 to 24 hours per day

Remote patient monitoring and alert systems 

Patient management protocols

Integrated care delivery and measurement/reporting systems

3) Reengineering and error-reduction

Tightened feed-back control

Intentional redundancy

Standardized processes

Teamwork

4) Proactive care model

Efficient continuous active rounding

Adverse trend alerts

Assist in monitoring evidence-based practices and bundle implementations

5) Measurement
What are the Challenges to a Remote Care Program? Thomas E. Van der Kloot, MD, FCCP

1) Change, especially involving technology, is never easy

a. Many users techno-phobic/can’t type

b. Many incorrect assumptions (e.g. video recording)

c. Overemphasis on the documentation tool, rather than the care paradigm

2) Introduction of “outsiders” - perceived loss of autonomy

3) Potential for disruption of existing care & processes:

a. Documentation

i. Medical records/hospital and long-term charts

ii. Billing 

b. Protocols

c. Communication (RN to MD)

d. Data analysis 

4) Staffing

a. Docs

i. Limited available resources

ii. Few dedicated options – need to maintain bedside skills

iii. More overnights – “duplicate call” 

b. RNs

c. Other – PA/RNP/etc

5) Privileging/Credentialing

a. Multiple institutions/committees

b. Across State lines

c. Ongoing assessment of performance – recertification

6) Technological

a. Limited IT, Pharmacy, other resources

b. Interfacing between multiple information systems

c. Speed/down-time/bugs/glitches

7) Data validity issues & limited ability to customize data analysis

8) Cost – demonstrating ROI

Integrating Remote Critical Care into Practice. Richard S. Irwin, MD, FCCP
1) Describe pre-modern era of critical care in our institution
2) Describe the structure and guiding principles of a system-wide virtual department of critical care

· Guiding principles:

a. Critical care is defined as caring for the critically ill no matter where they are

b. Critical care is collaborate, interdisciplinary, and patient focused

i. The care we want our families to receive

c. It is system-wide
d. It meets and exceeds Leapfrog standards

3) Summarize the potential promises of establishing a system-wide structure for critical care.

· Did they come to be?

4) What are the key components involved in integrating critical care into practice?
· People

· Process

a. Build consensus

b. Develop communication and collaboration strategies

c. Institute accountability strategies

· Tools

a. Daily interdisciplinary bedside rounds with daily care plans and goals

b. Daily nurse manager rounds

c. Regular and routine infection control rounds

d. Daily eICU rounds

e. Transparent monitoring and reporting

5)   Summary

What are the Clinical and Financial Data for Remote Critical Care? Craig M. Lilly, MD, FCCP
1. Study Population and Design

a. 7 Tertiary Referral Academic Medical Center Adult ICU’s at 2 sites 

b. Before and after design

c. Number of observations and completeness of data

d. Comparison of Characteristics of the comparator groups

2. Effects on Hospital Mortality

a. Unadjusted

b. Acuity adjusted

c. Attribution of to guideline compliance, admission review, reduction in CRBSI/VAP rates, eICU interventions

3.   Effects on Hospital LOS

a. Unadjusted

b. Acuity adjusted

4. Effects on cost per case

a. Unadjusted

b. Adjusted

c. Attribution of beneficial effects to guideline compliance, admission review, reduction in CRBSI/VAP rates, eICU interventions

5. Conclusions
What is the Future Direction of Inpatient Remote Care? Marc T. Zubrow, MD, FCCP

1. Technical Improvements that will allow easier care

a. Voice recognition

b. 2 way communication to devices to spend care

c. feedback loops that automate care

i. Transcutaneous glucose and insulin infusion

ii. Coagulation measurement and heparin (or whatever anticoagulant)

Infusion

d. Software improvements that will allow free flow of information to various applications

2. Financial support from third party payers to increase utilization of eICU medicine at smaller hospitals to support local intensivists and supplement care.

3. Regional eICU’s to support networks of smaller, non teaching hospitals with critical care support.

a. Method for academic institutions to support larger faculties, making them less dependant on research monies. Place these regional eICU’s in large academic centers that can provide the critical nucleus of CCM physicians to staff the core. 

