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Nonggawuse (1840s 2 1898) Xhosa prophetess whose prophecies ledo
Xhosa cattlekilling crisis of 1856 1857, in what is now the EasterrCape, SA
Claimedto have seen theancestorsin a dreamadvised that all cattle should
be killed to give way toa new order with healthy cattle and prosperity
300-400 000 cattle were killed.Famine 80 000 people dead

LESSON: 1. St at e capt uDi#icult Bmes ahetad,heweer
It would be unwise to destroy everything that we have in the hope of
something better that may never come.

ICU resources in the ECé
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The Crisis of Public Health Care
in the Eastern Cape

The post-apartheid challenges of oversight and accountability
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Alssues: governance and corruption

APer capita expenditure on health is 73% national value In
South Africa (unclear why that is so)

AChronic HR and skills shortage

Critical profession Vacancy rate (%)
Medical specialist 79%
Principal pharmacist 62%

Physiotherapist 100%™°




Population distribution, sub-district boundaries and health facility locations
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a  Statistics South Africa. Census 2011 Municipal fact sheet. Report No. 03-01-58. Pretoria: Statistics SA; 2012.




EC ICU resources per population:
public sector

Table 3. Public sector ICU/HC bed:population ratio in South Africa: 2008 - 2009

Province Population (millions) Public sector ICU/HC beds ~ Public sector ICU/HC bed:population ratio
EC 6,648 % 1:75 000
kS 2902 103 1:30 000
Gl 10,531 397 1:25 000
KZN 10.449 224 1:45 000
LP 5.227 35 1:150 000
MP 3.606 40 1:90 000
NC 1147 2 1:55 000
NW 3450 32 1:110 000
WC 3.356 244 1:20 000
Total 49.320 | 186

EC = Eastern Cape; IS » Free State; GT » Gauteng; KZN » KwaZuhu-Natal; LP = Limpopo; MP = Mpumalanga; NC = No



Public and Private ICU

beds

Table 1, ICU/HC beds in South Africa 2008 - 2009

Population Public Private

Province N (million) (%) % of total Beds (N) % of total Beds (N) % of total
EC 6,648 135 %0 6.9 162 4.6
IS 2902 29 103 19 293 8.2
Gl 10,531 214 397 335 1914 3.2
KZN 10449 21.2 24 17.2 448 12,7
LP 3.227 10,6 35 2.7 3 09
MP 3.606 1.3 40 3 10] 28
NC 1147 ECisi3rd mogs o 2l 1.6 26 07
NW 3450 7 pop.::." lous 2.9 83 23
WC 5.356 109 24 18.8 475 134
Total 49.320 100 | 186 25 3533 79

EC = Eastern Cape; FS = Free State; GT = Gauteng; KZN = KwaZubu-Natal; LP = Limpopo; MP = Mpumalanga; NC = Northern Cape; NW = North West; WC = Western Cape.
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State of ICU

AlB bed with 6 active ICU beds for 600 bed hospital and the
entire district of 2 million plus people

AStaffing: 40% ICU trained

AS High Care beds, separate site, 4 Medicine and 4 In
surgery,

A4 obstetrics N1 h | cgr&obeds no real organisation/
monitoring

No dedicated rounds, untrained staff, inadequate
monitoring



|CU resource not meeting
the needs of the health
system

ADvertriaging: eg TBI GCS 3/15 at A&E and referring hospital, not
accepted, 30% refusal rate,

A/IEDICOLEGAL RISK

A)ifficulties discharging patients: Ambulance issues, distances
travelled, (bottleneck at the high care and the wards)



ICU discharges delayed: 2 days to leave ICU,
access for new patients

APremature, out-of-hours discharges, in-hospital
mortality, despite good ICU outcome

A)onflict with staff: nurse to patient ratio 1:1,
despite lower acuity patients

Aack of private beds: Political admissions



Interventions

1.Amalgamation of ICU and High Cares

2. High flow nasal oxygen therapy

3. Rationing of RRT: Peritoneal dialysis, IHD,
SLED, CVVHD. Stricter rationing specific to
patient profile and overall survival prediction.

4. Staffing: Periodic visits by experts (Proffs
Mathivha, James, Mdladla), funded by
Discovery



Amalgamation of ICU and High Care
under one roof and management

AProcess: use of existing open space within the ICU,
addition of monitors and ventilators: 6 ICU beds
converted to 6+7 high care beds in one area.
Possiblility of adding ICU to High Care beds.

ADOOIing of ICU and high care staff under one roof
ADain assessment of staffing needs matching to iliness

acuity of patients (e.g. de-escalated ventilated
patients= high care)



Benefits

A Time to availability ofbedé . 4 hours to 30 minu

A Flexible acuity based assessment of staff needs: Conflict with
nursing staff

APost ICU/HCA outcomes improved ( readmissions 20% down to 10%)
reduced in-hospital mortality.

AWorkrow: conversion of ICU to HCA status, streamlined ward
discharges

ATeaching and learning benefits for nursing staff (ICU training) and
medical trainees (range of cases)

Challenges: Infection control, clinician control including admission
criteria, nursing resistance on ratios






