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Point of care testing (POCT), otherwise referred to as near patient,
bedside, or extra laboratory testing, is not new. These are the tests done
in which results can be obtained in less than 30 minutes. The effect of
point of care testing can be assessed in terms of the benefit to the
diagnostic or treatment strategy and thus overall health outcome. It is
almost axiomatic that providing a more rapid result saves time and
therefore money. However, there will be no saving unless the result is
acknowledged and action taken. The technology now exists to enable a
wide range of diagnostic tests to be provided at the point of care. The
need for such testing clearly exists and will increase as the practice of
Emergency medicine changes and individuals take greater responsibility
for the patient health. Rapid provision of results can facilitate better
clinical decision making, improved patient adherence, and greater
patient satisfaction, all of which lead to improved clinical outcomes and
shortens the hospital stay there by reduces the economic burden.
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INTRODUCTION:

Point of care testing (POCT),
otherwise referred to as near patient, bedside,
or extra laboratory testing, is not new. These
are the tests done in which results can be
obtained in less than 30 minutes. Many of the
early “diagnostic tests” were first done at the
bedside, for example, urine testing. Over the
past few years, however, there have been
development in analytical system to include
many more critical tests which can be utilized
in acute care settings which help in making
critical decisions fast and timely there by

accurate management of the patient can be
done without delay to reduce the morbidity
and mortality of critical patients.

The key objective of point of care
testing is to generate a result quickly so that
appropriate treatment can be initiated in the
department of Emergency Medicine, leading
to an improved clinical and or economic
outcome This article sets out the importance of
POCT in Emergency Department for the
delivery of effective, appropriate and quick
treatment which is crucial in critical patients to
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prevent morbidity, mortality and economic
burden.

The POCT tests done in our
department are:

* Blood gas analysis

* Electrolytes levels

* Capillary Glucose levels.

* Pregnancy test

* D dimer levels

* B-type natriuretic peptide levels

* Serum Lactate levels.

* Blood ketones.

* Troponins

*  Urine dipstick test.
ADVANTAGES:

The effect of point of care testing can
be assessed in terms of the benefit to the
diagnostic or treatment strategy and thus
overall health outcome.5 Some examples of
clinical outcomes mentioned below. Any test
will be beneficial only if appropriate action is
taken on the result. Thus, the rate limiting step
is reducing length of hospital stay and better
clinical outcome. The benefit may not be
delivered just by test result,6 but
acknowledgement of the result
(communication, appreciation, and action).7

Few formal studies have linked the use
of point of care testing to outcomes.8 In some
situations the natural course of the disease or
an acute clinical episode suggests that rapid
provision of the test result would be
beneficial—that 1is, there is evidence of
outcome by association. such examples are
tests to measure blood gas and electrolyte
concentrations in patients in Diabetic Keto
acidosis, Acute respiratory failure and to
measure blood Troponin levels in patients with
Acute Myocardial Infarction.

Emergency Department Point of care
tests have great potential for facilitating faster
decision making and therefore more effective
patient triage in the Emergency department.
The main studies in Emergency Department
have been on tests for measuring blood gas
and electrolyte concentrations.6 Rapid analysis

of cardiac markers may improve the
recognition of patients who will benefit from
early treatment as well as those who are at
greatest risk of a later cardiac event.20
Similarly, point of care tests for d-dimer can
help identify patients at risk of a pulmonary
embolism or deep vein thrombosis, with
improved outcomes.2]1 Recent evidence also
suggests that early availability of serum
protein S100 (a marker of brain damage)
results in patients with head injury improves
clinical outcome.2
Some examples of improved clinical
outcomes from using point of care testing
Outcome
» Faster decision-making Starting treatment
earlier

* Improved adherence to treatment Reduced
incidence of complications

* Quicker optimization of treatment Reduced
reoperation or readmission rate

 Patient satisfaction

For Example, Patients with Myocardial
infarction, Diabetes Mellitus complications,
Acute or Chronic Respiratory failure, drug
overdose, Acute Pulmonary Embolism, Sepsis
with Septic Shock, Acute or Chronic Kidney
Disease, Electrolyte disorders, Complicated
Ectopic Pregnancy etc. are few to mention.
Economics:

It is almost axiomatic that providing a
more rapid result saves time and therefore
money. However, there will be no saving
unless the result is acknowledged and action
taken. The economic benefit of point of care
testing can be judged in terms of the short-
term gain from more effective use of resources
in the immediate episode of care. For example,
use of point of care testing to assess
coagulation status and platelet function has
been shown to reduce the requirement for
blood products, with Despotis et al estimating
that it could save over $250 000 (£170 000) a
year in their institution.25

The long-term gain is reflected in
societal benefits, which have to be measured
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through quality-of-life indices—for example,
prolonged life years or work years gained.
Little formal data exist on quality of life,
although the finding that point of care testing
in diabetes delays the onset of complications
implies economic and wider societal benefit.
Reduction in the length of hospital stay
has been seen as one of the main advantages of
point of care testing. The rapid availability of a
result reduces the time to make decisions,
thereby allowing more rapid triage, treatment,
or discharge. In addition, point of care testing
can be used to guide whether a patient need
admitting to hospital, as has been suggested
for patients with chest pain.26
Few studies have examined economic
outcomes, although many studies have shown
that point of care testing is more expensive
than the laboratory equivalent.13 This is not
unexpected because point of care testing loses
the potential benefits of the economy of scale
(automation, etc.) in a central laboratory.
Studies of economic outcomes are needed in
which the results of tests are acted on quickly
and the economics of the complete patient
episode are built into the assessment.
Point of care tests will become widely
used only if the potential savings can be
realized. In short term, point of care testing
can help to reduce the length of hospital stay.
In the longer term, use of these tests to
improve patient management and therefore
reduce the disease burden will also benefit the
healthcare system.
To have point of care service in
Emergency Department following points must
be considered
Organization of point of care testing service
* Identify the clinical need
* Prepare a detailed specification
* Analyze costs and benefits
e Survey technology available (and its
performance)

* Procure equipment and consumables

* Ensure equipment can be connected to
laboratory information system

e Train all users of point of care testing
system

* Provide
operators

* Regularly monitor quality control and
document performance

* Document any problems

* Enter result in patient record

* Notify requester of result

* Act appropriately on result

* Provide continuing  education  and
recertification

* Audit use and problems and take
appropriate action.

Some examples of economic outcomes from

use of point of care testing

* Reduced number of clinic visits

* Reduced length of hospital stays

* Earlier discharge from hospital

* Fewer unnecessary hospital admissions

* Better optimized drug treatment

* Less inappropriate use of drugs

* Reduced use of blood products

* Reduced use of staff, equipment, and estate

* Improved quality of life.

CONCLUSION:

The technology now exists to enable a
wide range of diagnostic tests to be provided
at the point of care. The need for such testing
clearly exists and will increase as the practice
of Emergency medicine changes and
individuals take greater responsibility for the
patient care. Rapid provision of results can
facilitate better clinical decision making,
improved patient adherence, and greater
patient satisfaction, all of which lead to
improved clinical outcomes and shortens the
hospital stay there by reduces the economic
burden. Although the cost of producing a
result at the point of care may be greater than
for laboratory testing, point of care tests has
wider patient, operational, economic, and
societal benefits.

AUTHOR’S RECOMMENDATION:

Every Emergency Department must

use Point of care testing in critical patients so

certification ~ for  competent
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that appropriate and timely care is provided to
the needy patients,
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