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SPMC SICU SERVICES BEFORE 2022
Before the Trauma and Critical Care 
Division was established at the Southern 
Philippines Medical Center (SPMC) in 2022, 
the hospital lacked a structured Surgical 
Intensive Care Unit (SICU) system, and 
patient management varied widely depending 
on the individual practices of  each specialty 
service. Admission and monitoring, part -
icularly for postoperative cases, were pri -
marily at the discretion of  the attending 
surgeon.

The Surgery Department included 
several services: General Surgery (GS) 1 
(head and neck, reconstruction, soft tissue, 
and burns), GS 2 (hepatobiliary, pancreas, 
and pediatric surgery), GS 3 (colorectal and 
hernia), Thora cic and Cardiovascular Surgery 
(TCVS), Neu ro surgery, and Trauma. How -
ever, the absence of  unified guidelines posed 
significant chal lenges, especially with regard 
to the manage ment of  critically ill patients in 
the SICU. For example, mechanical venti -
lator management was under the Pulmonary 
Service but lacked 24/7 availability due to 
staffing limitations.

There was also no continuous physician 
coverage, leaving nurses to monitor patients 
and refer concerns to attending physicians, 
who were not always able to respond 
promptly or initiate timely interventions. 
Further more, orders from different attending 
physicians were carried out without central -
ized coordination or oversight, creating gaps 
in patient care. SICU admission prioritization 
lacked clear criteria, relying solely on general 
assessments rather than the specific needs of  
critically ill patients. Daily patient assessments 
were inconsistent, further compromising the 
quality and continuity of  care.

THE TRAUMA AND CRITICAL CARE 
DIVISION AT SPMC
The Trauma and Critical Care Division at 
SPMC was established in 2022, following the 
creation of  the Trauma Division and the 
adoption of  the Philippine Society for the 
Surgery of  Trauma fellowship training cur -
riculum in trauma and surgical care. Its 
primary goal is to decrease mortality among 

patients of  the Surgery Department by 
setting clear standards for admission, di -
scharge, and operations in the SICU, aligned 
with global best practices.

To ensure sustainability, the division also 
emphasizes continuous training and capacity 
building, not only within SPMC but across 
Mindanao. The fellowship training program, 
as outlined in the official manual, is designed 
to develop competency in managing critically 
ill surgical patients.

Fellows are trained to manage complex 
cases involving sepsis, hemodynamic insta -
bility, pulmonary care, endocrine crises, and 
multi-organ damage. They are expected to 
apply evidence-based standards and the 
latest critical care practices to improve pa -
tient outcomes. By managing all patients 
requiring critical care, fellows help strength -
en local critical care systems in ways that 
reflect global health priorities identified by 
the World Health Organization (WHO) and 
the WHO Acute Care Network.

SICU SYSTEM REFORMS
The introduction of  the new SICU Admis -
sion Guidelines in 20231 marked a turning 
point in how critically ill surgical patients 
were managed at SPMC. Before their 
adoption, the SICU functioned under an 
open system: primary surgical teams retained 
responsibility for their patients, with inten -
sivist support largely absent. This arrange -
ment often resulted in fragmented decision -
-making, delayed interventions, and incon -
sistent practices such as ventilator manage -
ment.

With the implementation of  the new 
guidelines in 2024, the SICU shifted to a 
hybrid model. In this system, critical care 
intensivists are physically present in the unit 
and serve as attending physicians, leading 
comprehensive patient assessment, monitoring, 
and management—such as hemodynamic 
support, resuscitation, and ventilation strat -
egies—while also directing protocolized care. 
Today, critical care surgeons play a pivotal 
role in optimizing mechanical ventilation, 
ensuring adherence to lung-protective strat -
egies, and overseeing weaning protocols—
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tasks that were previously fragmented among 
anesthesiologists, pulmonologists, or general 
surgeons. Comanagement with surgical 
subspecialists remains essential: trauma, 
cardiothoracic, and neurosurgical teams 
continue to provide input on operative 
complications, wound management, and re-
interventions, while medical subspecialists 
such as nephrology, cardiology, and infec -
tious diseases assist with complex comor -
bidities. Decision-making authority is care -
fully balanced, as intensivists determine 
ICU -specific interventions, including when 
to delay surgery due to instability, whereas 
surgeons retain operative control over oper -
ative timing and technique. Transfers out of  
the SICU follow standardized criteria, coor -
dinated closely between intensivists and the 
original surgical teams to ensure continuity 
of  care.

Institutional models further define this 
spectrum. Closed ICUs, common in aca -
demic centers, place full authority with 
intensivists and reduce variability of  care. 
Open ICUs leave control with primary 
surgeons, but this often fragments decision-
making. Hybrid models combine intensivist 
oversight with surgical collaboration, typ -
ically through multidisciplinary rounds. 
SPMC currently operates under a hybrid sys -
tem but is actively transitioning toward a 
closed SICU to strengthen consistency and 
outcomes.

This progression has already resolved 
persistent issues of  the open system, 
including inconsistent ventilator manage -
ment, delayed interventions, and weak care 
coordination. By clarifying roles, standard -
izing workflows, and aligning intensivist 
leader ship with surgical expertise, the SICU 
now delivers more efficient and team-based 
care. The next steps focus on fully con -
solidating the closed model, refining proto -
cols, and expanding innovations such as tele -
critical care to maximize resources and 
sustain improved outcomes for critically ill 
surgical patients.

THE PRESENT SICU SYSTEM
Following the adoption of  stricter triage 
guidelines and the shift toward nonoperative 
trauma care, the SICU has seen marked 
changes in admission patterns. Direct admis -
sions from the emergency department (ED) 
have increased, reflecting the system’s 
responsiveness to critically ill trauma 
patients. The average ICU stay of  8 days 

highlights the complexity of  conditions 
being treated, as extended stays are often 
associated with more severe illness or 
complications. With bed occupancy at 
82.6%, the ICU operates near capacity, 
underscoring the importance of  effective 
patient management to ensure timely bed 
availability without compromising care 
quality.

In 2023, trauma accounted for 40% (244 
patients) of  admissions and non-trauma for 
60% (364 patients). By 2024, the case mix 
had reversed, with trauma increasing to 61% 
(359 patients) and non-trauma decreasing to 
39% (231 patients). This shift coincided with 
the transition from a traditionally open 
system—in which the referring surgeons 
served as the primary physicians for ICU 
patients—toward a hybrid ICU system that 
integrates intensivist-led management with 
ongoing surgical involvement. The current 
critical care team includes on-call intensivist 
consultants, 24/7 critical care fellows, and 
dedicated surgical residents, under a 
comanagement framework involving both 
surgical and medical subspecialists. The 
change in case mix has helped channel care 
towards more critical cases and established a 
more consistent critical care-led approach to 
patient management.

The 2024 transition to a hybrid ICU 
system with mandatory critical care oversight 
significantly reshaped referral patterns. 
Compared to 2023’s open model, total 
admissions from non-ICU surgical depart -
ments and subspecialties decreased by 36.5%, 
reflecting stricter triage enforcement. Gen -
eral Surgery saw the steepest decline (-48.5%), 
indicating effective filtering of  less critical 
cases. Monthly referrals stabilized (12 to 31/
month), replacing prior volatility (e.g., 39 in 
February versus 15 in November 2023), with 
historically high-volume months (January, 
July, October) showing reductions exceeding 
50%. Despite overall decreases, access for 
more critical patients was preserved: Urology 
(+30%), ENT (+17%), Neurosurgery (+33%), 
and new referrals from Obstetrics-Gyne -
cology rose. However, persistently low refer -
rals in late 2024 (e.g., October: 12; Nov -
ember: 14) merit review to avoid under-triag -
ing that could delay care for critically ill 
surgical patients. Overall, the hybrid ICU 
model strengthened triage precision and 
reduced unnecessary admissions, though 
continued vigilance is needed to safeguard 
timely access to critical care.
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To better contextualize these system-level 
changes, the following describes the profile 
of  patients admitted to the SICU in 2024. 
There was a male predominance (76%), 
underscoring ongoing sex- or gender-related 
disparities in critical surgical conditions. The 
age distribution revealed three vulnerable 
cohorts: working-age adults (36-55 years: 
28%), older adults (>65 years: 18%), and 
pediatric patients (under 18 years: 18%), 
highlighting the need for age-specific critical 
care strategies. Diagnoses reflected the 
complexity of  ICU care, with trauma (134 
cases), sepsis (128 cases), and gastro -
intestinal/hepatobiliary/hernia (106 cases) 
being the most prevalent. Morbidities 
included hospital-acquired pneumonia (29 
cases) and airway complications (reintu -
bation: 28; unplanned extubation: 17), 
pointing to opportunities for further care 
optimization. These demographic and clin -
ical characteristics provide the necessary 
context for interpreting the outcomes ob -
served in 2024.

Clinical outcomes improved markedly in 
2024, with the discharge rate rising from 
77.8% (473 patients) in 2023 to 83.3% (501 
patients). Mortality declined to 14.7% (87 
patients), reflecting a 7.1% absolute reduc -
tion from the previous year’s rate of  21.8% 
(133 patients). This improvement occurred 
despite a rise in the proportion of  trauma 
cases requiring intensive intervention, 
indicating more efficient utilization and 
targeted allocation of  critical care resources. 
Mortality rates were comparable between 
trauma (14.2%) and non-trauma (14.4%) 
groups, and only 1% of  patients left against 
medical advice. The selective admission 
strategy—driven by stricter triage protocols
—correlated with this mortality reduction, 
suggesting that resources were concentrated 
on patients with greater clinical need.

PERSISTENT ISSUES
The SICU achieved a commendable dis -
charge rate of  83.3% in 2024, indicating that 
most patients recovered sufficiently to leave 
and reflected positively on care quality. 
However, the mortality rate of  14.7% (repre -
senting 87 patients) highlights areas for 

improvement, while the 1% who left against 
medical advice raises concerns about patient 
satisfaction and support systems. Morbidities 
such as pneumonia and reintubation under -
score challenges in maintaining optimal care, 
especially with respect to preventing 
hospital-acquired infections during pro -
longed ICU stays. These trends warrant a 
review of  clinical processes, staff  training, 
and monitoring practices.

WHAT THE PRESENT SICU HAS ACHIEVED
Reforms by the Trauma and Critical Care 
Division have reshaped SICU services at 
SPMC, correcting long-standing gaps in 
admission practices, patient care, and 
interdisciplinary coordination. Stricter triage 
and gatekeeping reduced unnecessary 
referrals, streamlined admissions, and en -
sured resources were directed to the most 
critically ill. Coordination with the OR, ED, 
and surgical services improved, minimizing 
delays and bureaucratic hurdles.

Clinical outcomes strengthened: 
discharge rates rose, mortality declined, and 
survival was comparable between trauma 
and non-trauma patients—evidence of  
consistent care quality. The hybrid ICU 
system reinforced intensivist leadership while 
preserving surgical input, standardizing pro -
to cols, and improving ventilation manage -
ment. Although morbidities such as hos -
pital-acquired pneu monia and airway com -
plications persist, they reflect the inherent 
challenges of  critical care rather than declin -
ing standards.

The case mix shifted toward higher-
acuity trauma patients, underscoring SICU’s 
evolving role as a specialized, resource-
focused unit. Staff  training also improved, 
with fellows and residents gaining structured 
exposure to evidence-based critical care.

All in all, the present SICU has become a 
more efficient, standardized, and collab -
orative system of  care, aligning patient needs 
with resources while strengthening insti -
tutional capacity. Sustaining progress will 
require continued protocol refinement, 
consolidation of  the closed model, and 
ongoing cultural change to secure durable 
gains in surgical critical care delivery.
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