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Critical Care BC Connect Update - May 2023 

Sedation / Delirium


Regular Haldol likely not saving lives 
In this nice multi-centre RCT out of Europe published in 
NEJM: AID Trial looked at Haldol for a mixed ICU popula-
tion with delirium showed NO BENEFIT to TID haloperidol 
versus placebo.


Context: Prior Studies (HOPE-ICU & MIND-USA) showed 
that prophylactic and regular antipsychotics in predominate-
ly hypoactive delirium did not help patients. In this popula-
tion with a mix between hypo and hyperactive, there was 
still no clinical benefit, but interesting signal of benefit? 


Bottom line: use of haldol should be limited to HYPERac-
tive delirium.

 Summary Here


The fall of melatonin in ICU 
In this Australian multi-centre RCT, the Pro-MEDIC trial 
compared Prophylactic Melatonin to placebo for improve-
ment sin daily delirium assessments. There was NO BENE-
FIT to initiating enteral melatonin on admission to ICU.


Context: a prior small single centre RCT showed potential 
decrease LOS in ICU and improved sleep. This benefit was 
not demonstrated in this trial. LOS and sleep quality had no 
difference here.


Bottom line: Melatonin probably 
does not belong on everyone’s MAR / admission order-set

 Summary Here


https://www.nejm.org/doi/full/10.1056/NEJMoa2211868
https://www.thebottomline.org.uk/summaries/aid-icu/
https://link.springer.com/article/10.1007/s00134-022-06638-9
https://pubmed.ncbi.nlm.nih.gov/29595562/
https://www.thebottomline.org.uk/summaries/icm/pro-medic/
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Respiratory Support


If you give a drug to drop 
SVR, Fluids won’t help 
alone

In this follow up RCT, the PRE-
PARE II trial published in JAMA 
explored fluid administration and 
peri intubation hypotension / car-
diovascular collapse. 


Context: Peri intubation is brought 
with cardiovascular collapse in our 
critically ill patients. The prior 
PREPARE 1 trial showed no bene-

fit to fluid administration apart 
from those patients getting positive pressure ventilation. 

Bottom Line: I will continue to be using in line vasopressors for all critically ill intubations, as 
1/5 patients will experience a SBP <65 or need higher doses of pressers, whether 500ml of crys-
talloid is given or not.


Summary here


Aim for the mid-field in SPO2 targets for N/IMV Patients 
In this single centre crossover RCT (Nashville PILOT Trial)  there 
was no clinical benefit to low (88-92%) vs intermediate (92-96%) 

or vs high (96-100%) SPO2 targets.


Context: After the ICUROX challenged how we target O2 sats, this 
small but well done trial confirms the goldilocks principle, no need 
to go too low or too high until MEGA-ROX guides us more.


Bottom line: no need to set an aggressively low or high O2 target, 
I’ll aim for the middle of the field (92-96%)

 Summary Here


https://jamanetwork.com/journals/jama/fullarticle/2793545
https://jamanetwork.com/journals/jama/fullarticle/2793545
https://www.thebottomline.org.uk/uncategorized/prepare-ii/
https://www.nejm.org/doi/full/10.1056/NEJMoa2208415
https://www.thebottomline.org.uk/summaries/icm/pilot-draft/
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IDSA in 2018 was right, Steroids in severe community Ac-
quired Pneumonia 

In the CAPE-COD multi centre RCT published 
in NEJM, the early use of hydrocortisone 
(200mg administered over 24hr infusion) for 4 
days lowered 28 day mortality in this admitted 
to ICU with severe CAP.


Context: Prior to the DEXA-ARDS trial, it was 
unclear who to administer steroids to with se-
vere community acquired pneumonia. In the 
post covid era steroids are more readily admin-
istered, but over the past 25 years the evidence 
for the used of steroids in severe CAP was the 
ultimate pendulum. 


Bottom line: Its appears for our CAP patients 
who are severely inflammatory phenotype (here 
a CRP >150) they would benefit from the ad-
ministration of early steroids when admitted to 

ICU. Summary Here


BMI >35? Extubate to 
NIV 

In this French multi centre RCT, the 
EXTUB-OBESE trial showed that 
extubation to NIV reduced the need 
for re-intubation / change of study 
therapy or stopping study therapy in 
obese critically ill patients. 


Context: Although clinical guide-
lines and expert opinion still rec-
ommend extubation to NIV, some 
growing discussion around using 
HFNC for all extubations are creating into our practise. 


Bottom Line: Our obese patients should be extubated to NIV and not other oxygen therapies 
alone. 

https://www.nejm.org/doi/10.1056/NEJMoa2215145
https://www.thebottomline.org.uk/summaries/cape-cod/
https://www.thelancet.com/journals/lanres/article/PIIS2213-2600(22)00529-X/fulltext
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Deep sedation is 
harming our patients 

In this mammoth of an in-
ternational multi-centre observa-
tion trial, aka WEAN SAFE, a 
sobering result was that patients 
that are unable to wean from the 
ventilator quickly are likely to 
have a bad outcome. Sedation 
appears to be on low hanging 
fruit that can impact this patient 
population greatly. Factors of 
note: Frailty, Trauma, Use of 
NMBA, Mod/Deep sedation, in-
creasing age, immunocompro-
mised, cardiac arrest.


Interesting, only 65% of patients 
who are vented beyond 48hrs will 
be successfully weaned by 90 
days post ventilation. Sedation 
seemed to prolong time to wean 
trial, as did lack of spent breath-
ing trials. 


https://www.thelancet.com/journals/lanres/article/PIIS2213-2600(22)00449-0/fulltext
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Fluids

Early vasopressors or less fluids in septic 
shock? 
In the last year we saw both the CLOVERS and CLASSIC trials come 
out. 


In the CLOVERS trial we see a multi-centre RCT of restrictive fluid 
(limit crystalloids, start vasopressors early) versus liberal fluid arm 
(bolus fluids before starting vasopressors). There was no difference in 
either group, apart from the fluid received (1.2L vs 3.8L in 24hrs). 

Summary Here




In the CLASSIC trial, a restricted fluid approach (1.8L) vs standard fluid (3.8L) showed no 
change in clinical outcomes of importance. 


It appears that after 15 years since PROMISE / ARISE / PROCESS, we are likely seeing multi-
modal resuscitative efforts tailored to our patients needs. 


https://www.nejm.org/doi/full/10.1056/NEJMoa2212663
https://www.thebottomline.org.uk/summaries/icm/clovers/
https://www.nejm.org/doi/full/10.1056/NEJMoa2202707
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We need to stop drowning our pancreatitis 
patients 

20 years in the works, a group was finally able to perform the WA-
TERFALL Trial. This multi centre RCT of aggressive (20ml /kg 
bolus w/ 3ml/kg/hr infusion) vs moderate (10ml/kg bolus w/ 1.5 
ml/kg/hr infusion) of ringer’s lactate resuscitation in pancreatitis 
patients. No big differences apart from fluid overload, but the trial 
was stopped early due to safety concerns by DSMB.

 Summary here








Add acetazolamide to your diuresis regimes in 
CHF patients 

In this multi-centre RCT, ADVOR,  adding low dose acetazolamide 
(500mg daily) to standard loop diueresis resulted in faster time to decon-
gestion and higher fluid negative levels obtained. 


https://www.nejm.org/doi/full/10.1056/NEJMoa2202884
https://www.nejm.org/doi/full/10.1056/NEJMoa2202884
https://www.thebottomline.org.uk/summaries/aggressive-or-moderate-fluid-resuscitation-in-acute-pancreatitis/
https://www.nejm.org/doi/full/10.1056/NEJMoa2203094?query=featured_home
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Common Interventions


1. In  this nice RCT clinical description in CHEST. Basically, a comparison of salvage ep-
inephrine was equivalent to TXA in bleeding during bronchoscopy. TXA = Epi for bleeding after 
bronchoscopy.


2. In this French multi-centre RCT, stoping feeds then suctioning the stomach at the time of ex-
tubation was similar to 6 hrs of fasting. No need to holds feeds.


3. The TEAM Trial showed Early Active mobilization during IMV to be potentially HARMFUL  
Summary Here


4. The EFFORT trial showed high protein diet in critical illness should be avoided at least in AKI 
patients, and not needed for all patients. Nice Summary here


5. In this wild multi-centre RCT, patients with thrombocytopenia with counts 10,000- 50,000, 
likely need pre procedure transfusion IF YOU PLACE PREDOMINATELY SUBCLAVIAN 
LINES. 


https://journal.chestnet.org/article/S0012-3692(22)04004-1/fulltext
https://www.thelancet.com/journals/lanres/article/PIIS2213-2600(22)00413-1/fulltext
https://www.nejm.org/doi/full/10.1056/NEJMoa2209083
https://www.thebottomline.org.uk/summaries/team/
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(22)02469-2/ppt
https://www.thebottomline.org.uk/summaries/icm/effort/
https://www.nejm.org/doi/full/10.1056/NEJMoa2214322?query=featured_home#figures_media
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