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”Hospital Logistics is intelligent when the overall logistics system

allows clinicians to ensure efficient, smooth and safe patient
progress.”
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33-62% twv aoBsvwv Ba kataAnéouv TpLv TN HETAPOPA TOUC
o€ £EELOLKEVUEVO OYYVELOXELPOUPYLKO KEVTPO

e H OQvntotnta Kot n molotnTta (WAC LETA Ao 2 Xpovia sivol idlol IE Thv
EKAEKTLKN OVTLULETWTILON
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Time to Laparotomy for Intra-abdominal Bleeding from Trauma
Does Affect Survival for Delays Up to 90 Minutes

Clarke, John R. MD; Trooskin, Stanley Z. MD; Doshi, Prashant J. MS; Greenwald, Lloyd PhD; Mode, Charles J. PhD

The Journal of Trauma: Injury, Infection, and Critical Care: March 2002 - Volume 52 - lssue 3 - p 420-425
Annual Meeting Articles

Emergency Department Crystalloid Resuscitation of 1.5 L or More
is Associated With Increased Mortality in Elderly and Nonelderly

Trauma Patients

Ley, Eric J. MD; Clond, Morgan A. PhD; Srour, Marissa K. BS; Barnajian, Moshe MD; Mirocha, James MS3; Margulies,
Dan R. MD; Salim, Ali MD

The Journal of Trauma: Injury, Infection, and Critical Care: February 2011 - Volume 70 - Issue 2 - p 398-400
doi: 10.1097/TA.0b0 13231820899k
Original Article



O aoBevnc NPOe 0TO TUAMA EMELYOVIWV.....

2 iepLlpePLKEC PAEPEC
Asiypota ailpatoc
[prAyopn QYYELOXELPOUPYLKN KoL
avaloOnoloAoyikn eKTinon
Eneiyovoa afovikn Owpakoc-KoLALOC (ro Béiticto va

glvall EVOWHATWHUEVN OTO TUAA ETLELYOVIWV)



AlaBgoipo mpoowritko 30 Aemta
LETAL TNV TIPWTN KANON

*Epmelpn Kol ETOPKN G XELPOUPYLK opada
*AlaOEoLun xelpoupykn aibovoa
*EUMELPO TIPOCWTILKO XELPOUPYELOU
*AlaOgoLun tpamelo aipaTtoc Kat mapoywywv
sAlaBgopa YALKA OITOKATAOTAONG
*AlaBeoipun MEO



Opyavwon- dtadikaoio dSrakoputdnc

® Moloc EMKOWVWVEL KoL LLE TTOLOV Yia Th Stakopdn

*[1000C XpOVOC OTIATAAATE ylo TNV TEALKN cuvevvonon?

*Eival dtaBeaot
*Eival dtaBeaot
*Eival dLaBeaot
*YrtapxeL alpa

LN N XELPOUPYLKN opada?
LN N XELPOUPYLKN aiBouoa?

L0l TOL UALKAL?
KalL Ttopaywya KataAAnAa ywa tov a.cBevn?

*Yrtapxel povada Texvntol veppou av XPELOOTEL?
*Elva Stabeoipun MEG?



Opyavwon- dtadikacio Stakoputdng

O oupPoAn tou EKAB

ALaKOULON LOVO O€ KEVTPO LE ETIELYOU OO OYYELOXELPOUPYLKNA
KOAU l.IJ N (In Finland, the centralized care of patients with rAAA lowered the mortality of this condition by 20%)

Ekouyxpoviopoc kot logistics mptv thv dtakoudn twv a.oBsvwv

ON LINE &lkOvVa TWV KEVIPWV HE AVTLUETWTILON €VTOC 30 AsTtTWV

On line ewkova kat dlaBeoipoTNTA UALKWY KOl TTOPOLKALVLKWV
eEETACEWV EVTOC TOU VOOOKOUELOU

ETtiKowvwvia ToU IPOoWTILKOU HECW BECULKWY CUCTNUATWV
eldomoinong

ATIOKAELOUOC TIBavOTNTOC KaBuotepriocwv Kol avaAnyng svbuvwv



Aoylotikn otn Ovntotnta
Logistics for screening

50% mpw tn dtakouLdn

25% art toug SLoKOUL{OLEVOUC TIPLV TO XELPOUPYELD
40% et TO XELPOUPYELD

>uvoAlkn Bvntotnta 80%

BeAtiwon tng Bvntotntag 3,5% ava dekaetia

OL avtpeg eival 10% neplocotepo Bavov va emil{r)oouv HETA OO
pNEN
Taylor LM, Jr, Porter JM. Basic data related to clinical decision-making in abdominal aortic aneurysms. Ann Vasc Surg. 1987;1:502-504.

Bown MJ, Sutton AJ, Bell PR, Sayers RD. A meta-analysis of 50 years of ruptured abdominal aortic aneurysm repair. Br J Surg. 2002;89:714-730.
Mureebe L, Egorova N, McKinsey JF, Kent KC. Gender trends in the repair of ruptured abdominal aortic aneurysms and outcomes. J Vasc Surg. 2010;51:9-13.



Noonpotnta o€ KEVTPA LE TNPNON AOYLOTIKWVY
TP WTOKOAAWV QVTIUETWTILONC

Table

Perioperative complications and their associated mortality

Frequency Associated mortality

Intra-/postoperative hemorrhage  12-14% -

Colonic ischemia 3-13% 73—-100%
Respiratory insufficiency 26—47% 34-68%
Renal failure 26—42% —

Postoperative dialysis 3-18% 76—89%
Myvocardial infarction 14-24% 19—66%
Cardiac arrhythmia 19-23% 40—48%
Congestive heart failure 18—21% 39—42%
Multi-organ failure 55-66% 65-71%
Paraparesis/paraplegia 1.1-2.3% 45-53%

Harris LM, Faggioli GL, Fiedler R, Curl GR, Ricotta JJ. Ruptured abdominal aortic aneurysms: factors affecting mortality rates. J Vasc
Surg. 1991;14:812-818. discussion 9-20.



A Cost Analysis of Surgery for Ruptured Abdominal Aortic Aneurysm
T. Tang', M. Lindop?, I. Munday®, C. R. Quick', M. E. Gaunt' and K. Varty*’

Departments of Wascular Surgery and ’Intensive Care, Addenbrooke’s NHS Trust, Cambridge, U.K.

Table 1. Median length of in-hospital stay (days) in intensive care
and the general surgical ward.

Elective Uncomplicated Complicated
(range) ruptures (range) ruptures (range)
ITU 2 (1-28) 3 (1-5) 9.5 (7-104)
Ward 9(4-72) 10 (0-31) 19 ((-d6)
Total 11 (5-85) 13 (1-36) 375 (15-123)

| MORTALITY (%) |
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Logistics for conservative treatment?

Eight of the 47 rupture patients were not operated
upon and cost analysis was not performed on these. A
decision not to operate was taken by the consultant
vascular surgeon on-call at the time of presentation.
The principal factors used in this decision were a
combination of the following: age over 80, cardio-
respiratory or renal failure, known malignancy, hypo-
tensive shock and impaired mental state.

Mortality rate of ruptured abdominal aortic aneurysm repair

Author Owverall mortality | Mortality over 80 vears
NoeL et al. (1) 37% Gl
Visser et al. (8) 44% 62
Heikkinen ef al. (9) 51% Ll
BenGrsson er al. (10) 52% 01%
Dueck eral. (11) 41% 4R%
O'Hara (12) Not available 33%




0dds ratio (95% CI) Odds ratio (95% Cl) P value

Overall (n=613) _— 0.94 (0.67 t0 1.33)
Age <77 (n=306) = 1.15 (0.681t01.93) .15
Age »77 (n=307) - 0.83 (0.52t01.31)
Female (n=133) - 0.44 (0.22t00.91)

0.019
Male (n=480) —— 1.18 (0.80t0 1.75)
Hardman index =0 (n=162) = 1.54 (0.69 to 3.45)
Hardman index = 1 (n=256) i 1.02 (0.63t01.66) 0.254
Hardman index 22 (n=121) = 0.58 (0.30t0 1.14)

0.2 0.5 1 2 4

Favours endovascular Favours




A Cost Analysis of Surgery for Ruptured Abdominal Aortic Aneurysm
T. Tang', M. Lindop?, I. Munday®, C. R. Quick’, M. E. Gaunt' and K. Varty*

Departments of Wascular Surgery and ’Intensive Care, Addenbrooke’s NHS Trust, Cambridge, U.K.
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The Hardman index

The Hardman index is composed of five
patient-related preoperative predictors. One
point each is given for age >76 years, loss of
consciousness after presentation, a
concentration of serum creatinine >190
umol/L, hemoglobin <90 g/L, or acute
myocardial ischemia defined as depressed ST
segments >1 mm and/or associated T

wave changes on electrocardiogram(ECG). The
Hardman index may thus vary between 0 to 5
points, and scores of 23 points have been
associated with 100% mortality.



https://www.sciencedirect.com/topics/medicine-and-dentistry/hemoglobin
https://www.sciencedirect.com/topics/medicine-and-dentistry/myocardial-infarction
https://www.sciencedirect.com/topics/medicine-and-dentistry/st-segment
https://www.sciencedirect.com/topics/medicine-and-dentistry/t-wave
https://www.sciencedirect.com/topics/medicine-and-dentistry/electrocardiogram

