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2005- 2010- 2009-
2009 2011 2016 2011 2016
Thrombolysed All stroke
Dispach high 66.2 88.9 87 61.9 72.7
priority
Mean 9 6.9 6.6 9.4 8.1
response
time
(minutes)
Recorded NA 66.7 93.1 25.9 52.1
blood sugar
(%)
ECG/ NA 54.2 49.5 43.6 315
monitoring
done (%)
DNT (minutes) 75.7 55.4 28

Table 1. Changes in door to needle times at WTCH-SS
(West-Tallinn Central Hospital). Since 2014 thrombolysis
started in computed tomography (CT) room and pre-arrival
information is provided by TEMS (Tallinn Emergency

Services).
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Study/Objective: This study has two research objectives. The
first aim is to evaluate the quality of resuscitation team and code
blue practicing. The second is to determine which factors affect
the code blue process.

Background: Code Blue Teams (CBTs) have crucial roles in
every hospital or health care center in the world. With this
important role, CBT must be well trained to save more lives.
To train this team properly, hospitals and other health organi-
zations have some responsibilities. If they do their responsi-
bilities, and provide some conveniences to CBTs, the team can
practice more and be trained well.

Methods: The authors conducted a retrospective data review
of code blue frequency in three months (June 1- September 1,
2016). To carry out this study, permission was obtained from
the hospital authority, then code blue forms reviewed. The
personal information of the patients is not used in this paper.
Results: CBT has 40 code blue calls from different locations
in the hospital. Of those calls, 20% (f = 8) are from the
angiography unit, 35% (f = 14) from clinics, 30% (f = 12)
from patient’s rooms, 5% (f = 2) from cafe for syncope, and
10% (f = 4) from intensive care units. There was 45% (f = 18)
of patients who were resuscitated by giving CPR and saved their
life. There was 2.5% (f = 1) patients could not be saved in the
angiography unit and 52.5% (f = 21) patients were given only
first aid.

Conclusion: The arrival time to the patients is between in 20-120
seconds. Code blue forms need to be standardized. Having prac-
ticed regularly will be helpful for CBTs. Timing is very important
and could affect the code blue quality. People who activate the CBT

in hospitals must be educated about first aid and code blue process.
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Study/Objective: The study was designed with an objective to
measure intra abdominal pressure using intra vesicular pressure
monitoring, in conditions predisposing to abdominal com-
partment syndrome in surgical trauma patients.

Background: Intra-Abdominal Hypertension (IAH) is defined
as a sustained or repeated pathologic elevation of Intra-
Abdominal Pressure (IAP), of greater than 12mm Hg. Serial
monitoring of IAP warrants early initiative for conservative
treatment of IAH before dangerous levels of IAH develops.
Methods: This study comprised of 30 patients, who were
above the age of 10 years, and presented with acute abdomen
with suspected intra abdominal hypertension. IAP was mea-
sured at 0 hr, 8 hr, and 16 hours. Data included demographics,
main diagnosis on admission, APP (MAP-IAP), APACHE II
score; ICU stay, hospital stay, complication and mortality.
Results: Total data of 30 patients was taken and IAH
(IAP >12-20 mmHg) was observed in 18 (60%) of cases and
ACS (IAP >20 mmHg) was noted only in 3 (10%). There was
male preponderance 2.33:1 and raised IAH in 61.9% of males.
Majority (46.7%) of patients were admitted with perforation peri-
tonitis with significant abdominal distention (96.7%). The mean
IAP at the time of study was 14.73 +2.83 (P = 0.92) in IAH group
and was 19+2.98 (P = 0.74) in ACS group whereas the mean
APP was 53.60+11.01 (P = 0.92) in IAH group and 39 +11.43
(P =10.97) in ACS group. Mean Acute physiology score was
19.4 + 6.4 while majority (47.6%) observed high APACHE 11 score
(>20). Mean APACHE score in ACS group (27.3+10) was
higher with higher mortality rate 58.3 +31.94 as compared to IAH
group (20.4 + 6.04, mean mortality 34.78 + 18.25). Medical therapy
(isotonic crystalloids in 100%) and surgical therapy (midline lapar-
otomy 86.7%) was offered in majority.

Conclusion: Raised IAP leading to IAH and ACS, is a hidden
threat to the surgical abdomen. For early prompt diagnosis and

prediction of mortality, IAP and APP monitoring are effective.
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Study/Objective: To perform trial exercises, study, and
technical evaluation of the Patient Isolation Units (PIU), for
biosafety of the emergency medical care staff during transpor-
tation of a suspected patient with a high contagious disease and
microclimate conditions in the PIUs chambers.

Background: Deployment of a PIU for temporary isolation
and transportation of an infected patient requires high-level
biosafety measures, to avoid uncontrolled release of infectious
material and protect medical care staff. Different design
features and performance in a variety of biosafety ventilation
systems of PIUs, initiated concerns regarding comfort, safety, and
microclimate conditions for the patients during transportation
operations, including uncontrolled ingress of the disinfection
liquids into the PIU chamber during disinfection treatment.
Methods: Microclimate conditions and physiology status in
the PIU’s chambers were evaluated with the volunteers having
purposely elevated core body temperature for +38, 5 °C and
placed in a PIU. Volunteer’s rectal, skin temperature, and heart
rate were recorded during negative/positive pressure ventilation
regime of a PIU, including microclimate parameters such as
external/internal temperature, humidity, airflow, air pressure,
air exchange rate, and CO, concentration.

Results: It was concluded that desirable nominal AER inside
of an isolation chamber should be in the range of 35-50 times/
hour, compared to a majority of commercially available PIUs
with the insufficient AERs of 10-15 time/hour.

Conclusion: Trial exercises with practical handling of the mock
patients during their temporary isolation and transportation in
the PIUs by the EMS Biohazard Teams demonstrated the need
of cooperation between the first responders (EMS, fire service,
police, and health care) to improve joint standard operational
procedures. Potential heat stress risk of a patient isolated in a PIU
is significantly influenced by the performance of biosafety ven-
tilation systems. High air exchange rate in PIUs‘ chambers is

essential to control a patient’s comfort and cooling effect.
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Study/Objective: To enhance flow of standardized informa-
tion between Emergency Medical Teams (EMTs), Emergency
Medical Teams Coordination Cell (EMTCC), and the Ministry
of Health (MOH).

Background: During a disaster, EMTs’ assistance arrives with
lots of goodwill, but may not be compatible with the needs or
the situation. Every EMT has its own data collection and report
system. The variety of each data gathering system creates
difficulties in the process and analysis of information for by the
EMTCC and MOH. There is a gap in the reporting due to lack
of pre-existing standardized template. Lack of a standardized

reporting system creates difficulties for EMTCC and MOH to
collect data for future research to improve the disaster response.
Japan International Cooperation Agency (JICA), Isracl's Agency
for International Development Cooperation (MASHAYV), and
the World Health Organization (WHO) set a Working Group
(WG) to define the Minimum Data Set (IMDS) for disaster
report.

Methods: A preliminary meeting with JICA and MASHAV
set the concept and introduced it to the WHO. With the
WHO’s approval, a secretariat of a MDS WG was established
and made a literature review. Thirteen international organiza-
tions joined the MDS WG. Summary of the first WG and
MDS internet survey was taken with the response of 29 coun-
tries’ EMTs. The outcome was presented to the second WG in
order to define the strategy and the items for the MDS, taking
into consideration the patient’s record and the EMTCC and
MOH needs statistics.

Results: Based on the survey, MDS WG determined the items
should be included in the reports and will be finalized by the
WHO and the WHOQO’s recommendation to use as MDS
reporting by EMTs.

Conclusion: Using standardized MDS can help with data
collection in disaster in order to provide better medical care and to

develop research for future learning and better disaster response.
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Study/Objective: An assessment and treatment of Intensive
Care Unit (ICU) Oncology patients is important for surgeons
and intensivists. The use of Robot Physician’s (RP - 7), ICU
management, and care of ICU Oncology patients.
Background: The timely assessment and treatment of ICU
Oncology patients is important. We hypothesized the use of
Robot Physician’s (RP-7) ICU to improve management and
care in unstable ICU Oncology patients.

Methods: This is a study using the effectiveness of RP. RP is
used to make multi-disciplinary ICU rounds in the ICU and for
Emergency cases. Data from several aspects of the RP interac-
tion, including the latency of the response, the problem being
treated, the intervention that was ordered, and the type of
information gathered using the RP, were documented. The
effect of RP on ICU length of stay and cost was assessed.
Results: The use of RP was associated with a reduction in latency
of the attending physician face-to-face response for routine and
urgent pages compared to conventional care (RP: 10.2 [SD = 3.3]
minutes vs conventional: 220 [SD = 80] minutes). The response
latencies to Oncology Emergency (8.0 [SD = 2.8] vs 150 [SD =
55] minutes) and for Respiratory Failure (12 [SD = 04] vs
110 [SD = 45] minutes) were reduced (P <.001), as was the LOS
for patients with AML (5 days) and ARDS (10 days). There was
an increase in ICU occupancy by 20% compared with the pre-
robot era, and there was an ICU cost savings of KID2.2 million
attributable to the use of RP.
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