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ProMISe 
 

•  1260 patients 
•  Mortality 29.5% 

vs 29.2% 
•  EGDT increased 

LOS and SOFA 
scores 

•  EGDT more 
expensive 

 

ProCESS 
 

•  1341 patients 
•  EGDT vs 

standard 
protocolised 
vs usual care 
•  Mortality 

31.9% vs 
30.8% vs 

33.7% 
 

ARISE 
 

•  1600 patients 
•  Mortality 18.6% 

vs 18.8% 
•  é fluid, dob, 
transfusion, ITU 

admission, 
CVCs in EGDT 

group 





Results 
�  4735 patients for analysis 

of  primary outcome 

�  Mortality EGDT 23.2% 

�  Mortality standard care 
22.4% 

�  EGDT: more vasopressor 
use, more ICU admissions 

�  No difference hospital 
length of  stay 



Why and what now? 



‘Goals’ 

�  MAP targets: little evidence for > 65mmHg unless 
hypertensive.  

�  Hb/HCT: TRISS trial showed Hb 7 and 9 equivalent.  

�  CVP: poor marker of  fluid responsiveness 

�  ScvO2 does not always approximate SvO2 















0.9% Saline vs. Plasma-Lyte 
148 for ICU fluid Therapy 

�  Cluster randomised, blinded, double crossover 

�  4 ICUs – heterogenous case mix 

�  Exclusions: receiving RRT or RRT imminent (6 hrs), 
admitted for palliation or to facilitate donation 



0.9% Saline vs. Plasma-Lyte 
148 for ICU fluid Therapy 







Outcomes 
Primary 

�  9.6% of  the Plasma-Lyte 
group (102 of  1067) 
developed AKI  

�  9.2% of  the 0.9% Saline 
group (94 of  1025) 
developed AKI 

�  No significant difference 
between the 2 treatments 

Secondary 

�  No difference in numbers 
needing RRT 

�  No difference in the change 
in serum creatinines 

�  No difference LOS, 
mechanical ventilation or 
mortality  



Criticisms 

�  Blinding 

�  Prior fluid exposure 

�  Patient group 

�  Amount of  fluid used 

�  Chloride levels not measured 







Recovery in over 80s 

�  Multicentre prospective observational nested 
cohort study….. 

�  22 Canadian ICUs 

�  Over 80 admitted to critical care for > 24hrs with a 
relative or carer 

�  Followed up at 3, 6, 9 and 12 months 

�  Primary outcome: physical recovery at 12 months 

�  Regression analysis  



Method 
�  ‘CGA’ questionnaire with patient or carer 

�  Graded mild/moderate/severe 

�  3 monthly follow up via telephone with detailed 36 
item questionnaire 

�  Considered ‘recovered’ if  frailty index not increased 
by more than 10 points 



Results 

�  Able to perform detailed follow up on 507 patients 

�  Average age 84, 87% in own home 

�  12 month survival 50%  

�  26% considered ‘recovered’ at 12 months 

�  Only 25% of  those moderately frail and worse get 
back to their own homes 



Regression analysis 
More likely to recover 

�  Lower APACHE II 

�  Less co morbid 

�  Less frail 

�  Younger age 

�  Elective surgery  

Less likely to recover 

�  Stroke patients had less 
than one-ninth odds of  
getting back to baseline 

�  Higher baseline function 
associated with lower 
likelihood of  recovery 



Limits 

�  Required presence of  a caregiver for eligibility 

�  Probably underestimates mortality 

�  Includes level 2 patients as ‘ICU’ patients 

 



Frailty is a common geriatric syndrome 
that embodies an elevated risk of  
catastrophic declines in health and 
function among older adults. Frailty is a 
condition associated with ageing. 



Frailty 
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Summary 
�  EGDT as per Rivers is dead 

�  Early, aggressive, individualised treatment 

�  Hyperchloraemic harm remains largely theoretical 

�  More work to be done on fluids 

�  Frailty is key when prognosticating in the elderly 

�  Frailty does not = comorbidities 

�  Only 50% of  over 80s survive ICU at 12 months 

�  Only 25% of  frail over 80s make it back to their home 


