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Survey: In-Hospital Care of Critically Ill Patients in France

When patients present with organ failure to French teaching hospitals, the receiving hospitals have
very varied staﬃng and organisation, according to a survey by the French Society of Anaesthesia &
Intensive Care - Sociéte française d’anesthésie et de réanimation (SFAR). The results have been
published in the Society’s journal, Anaesthesia Critical Care & Pain Medicine.
When patients present with organ failure to French teaching hospitals, the receiving hospitals have
very varied staﬃng and organisation, according to a survey by the French Society of Anaesthesia &
Intensive Care - Sociéte française d’anesthésie et de réanimation (SFAR). The results have been
published in the Society’s journal, Anaesthesia Critical Care & Pain Medicine.
The questionnaire was sent to 32 university hospitals that admit patients with organ failure, and had
a 75% response rate. These hospitals admitted between 700-1400 patients to emergency units per
week, of which 10 to 20 were admitted for critically ill conditions.
The criteria for receiving patients with a life-threatening condition were highly variable, as were
staﬃng and organisation. In 18%of hospitals, such patients were treated in a specialised room in the
ICU; in 40% of hospitals they were treated in a specialised room in the emergency department
(Service d’admission des urgences vitales [SAUV]) Intensivists were involved in 50% of hospitals,
emergency physicians in 26% and staﬃng was mixed in 24% of hospitals.
Dr. Quintard said that the most surprising ﬁnding was the heterogeneity of organisation of in-hospital
primary care, which could have an impact on patient prognosis. He noted: “These observations
underlined the fact that the same patient could have diﬀerent care according to his geographic
situation. For example, a thoracic trauma could be treated directly by intensivists in ICU whereas in
another hospital it could be treated by physicians, not always trained to manage trauma, in an
emergency room not always dedicated for unstable patients.”
The specialist physicians could be reached in 20 (84%) of hospitals, but a formal network was eﬃcient
in only 11 (45%) of the hospitals. Dr. Quintard observed that most teaching hospitals had specialist
physicians in their organisation, but a network to develop direct contact with specialists is essential to
improve prognosis.
They recommend that consensus be sought to homogenise and improve practice. The authors
conclude that the logical and most eﬃcient approach is to favour direct hospitalisation of patients
with several organ failures in an ICU rather than in a salle d’accueil des urgences vitales (SAUV). Dr.
Quintard said that “The right patient in the right place “ is essential for improving prognosis of
patients. A better interaction between prehospital care and intra hospital orientation is essential for
improving procedure. They plan to investigate non-teaching hospitals in due course.
In an accompanying editorial, Dr. Pierre Bouzat, Dr. Pierre-Géraud Claret and Dr. Jean-François Payen
write: “Improving the morbidity and the mortality in these pathologies is undoubtedly linked to
networking that provides the perfect path from initial symptoms to deﬁnitive treatment. They add:
“The heterogeneity of leadership in French ERs only illustrates heterogeneous local expertise.
Everyone should follow the leader in the ER and the leader is the one who knows!”
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