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The field of intensive care medicine has moved forward
with the implementation of several new therapies
and strategies tested in numerous clinical trials.
Implementation of new interventions in the daily practice
of caring for critically ill patients, however, is a major
challenge. Common factors associated with failure to
implement new therapies and strategies in intensive
care practice include simple translation problems (‘we do
not know how’), potentially biased expert opinions (‘we
do not believe it’), concerns about possible side effects
(‘we are afraid of doing harm’), costs associated with
implementation (‘we cannot afford it’), but maybe most of
all problems with the (early) recognition of patients who
might actually benefit from a new therapy or strategy (‘we
did not recognise it’).
Simple interventions that have a high potential to benefit
critically ill patients include, but are not restricted to,
early infusion of sufficient amounts of fluids for sepsis1
and lung-protective mechanical ventilation for acute lung
injury/acute respiratory distress syndrome (ALI/ARDS).2,3
Timing of fluid therapy for sepsis is crucial for its beneficial
effects. 4 Indeed, the latest trial on fluid therapy showed
that early optimisation of oxygen delivery (by means of
early infusion of sufficient amounts of fluids) was able
to decrease mortality in patients with septic shock.1 Early
therapy means early recognition. However, the location of
patients in the early phase of their critical illness varies
among institutions. Although most critically ill patients
should be treated in the intensive care unit, a good many
of them may spend a significant part of the early phase in
the emergency department or the hospital ward. Obviously,
early recognition of patients who may benefit from early
fluid therapy should thus be done by physicians working
outside the intensive care unit, and in most cases these
physicians are the residents.
In this issue of the Netherlands Journal of Medicine,
Tromp et al. report on the effects of a regional education
programme on residents’ knowledge about sepsis.5 Their
main finding was that residents level of knowledge about
‘assessment of symptoms of sepsis’ was less than about

‘diagnosis and treatment’. Following education, knowledge
about ‘assessment of symptoms of sepsis’ increased.
This finding underlines the above-mentioned problem
of under-recognition: residents are very aware of what to
do, but do less well in recognising patients in whom they
should act early. Continuous education may be warranted,
since over time assessment of symptoms of sepsis tended
to decline. Similar problems may exist with the early
recognition of ALI/ARDS. Indeed, under-recognition of
ALI/ARDS was (and continues to be) one of the most
important barriers to the implementation of lung-protective
mechanical ventilation.6 Even physicians who are well
trained in the field of intensive care medicine at times
miss this important diagnosis, thereby possibly subjecting
patients to mechanical ventilation strategies that may be
harmful. But this problem may be even bigger: ALI/ARDS
is rarely present at the time of hospital admission and it
may be more important to be able to identify patients who
may develop ALI/ARDS (instead of recognition of patients
who already have ALI/ARDS). Indeed, subsequent (‘second
hit’) hospital exposures modify the development and
expression of this life-threatening syndrome in patients
with predisposing conditions. Several studies suggest that
early treatment of shock and infection7 and avoidance of
ventilator-related lung injury8-10 and transfusion-related
acute lung injury11 may reduce the incidence of hospitalacquired ALI/ARDS. From this we may conclude that
ALI/ARDS, at least in part, is a potentially preventable
healthcare-acquired complication.
In this issue of the Netherlands Journal of Medicine, Ahmed
et al.12 report on progress on the early recognition of
patients with or at risk of ALI/ARDS. Automated electronic
screening tools and novel scoring systems may facilitate
care of patients at risk for ALI/ARDS. ‘ALI/ARDS sniffers’
may be helpful in the early recognition of ALI/ARDS,
and high-resolution monitoring may help in the timely
identification of patients who develop ALI/ARDS during
the course of their illness.
The interest of these two papers5,12 lies in the possible
combined effect of education and application of electronic
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screening tools in the early recognition of the many disease
states of critically ill patients. Many interventions should
find their way into daily practice: implementation through
education and early recognition of so-called bundles of
care13 have the potential to improve the outcome of these
patients.14

6.

Rubenfeld GD, Cooper C, Carter G, Thompson BT, Hudson LD. Barriers
to providing lung-protective ventilation to patients with acute lung injury.
Crit Care Med. 2004;32:1289-93.

7.

Iscimen R, Cartin-Ceba R, Yilmaz M, et al. Risk factors for the
development of acute lung injury in patients with septic shock: an
observational cohort study. Crit Care Med. 2008;36:1518-22.

8.

Gajic O, Dara SI, Mendez JL, et al. Ventilator-associated lung injury in
patients without acute lung injury at the onset of mechanical ventilation.
Crit Care Med. 2004;32:1817-24.

9.

1.

Rivers E, Nguyen B, Havstad S, et al. Early goal-directed therapy
in the treatment of severe sepsis and septic shock. N Engl J Med.
2001;345:1368-77.

Gajic O, Frutos-Vivar F, Esteban A, Hubmayr RD, Anzueto A. Ventilator
settings as a risk factor for acute respiratory distress syndrome in
mechanically ventilated patients. Intensive Care Med. 2005;31:922-6.
.
10. Wolthuis EK, Choi G, Dessing MC Mechanical ventilation with lower
tidal volumes and positive end-expiratory pressure prevents pulmonary
inflammation in patients without preexisting lung injury. Anesthesiology.
2008;108:46-54.

2.

Amato MB, Barbas CS, Medeiros DM, et al. Effect of a protectiveventilation strategy on mortality in the acute respiratory distress
syndrome. N Engl J Med. 1998;338:347-54.

11. Yilmaz M, Keegan MT, Iscimen R, et al. Toward the prevention of acute
lung injury: protocol-guided limitation of large tidal volume ventilation
and inappropriate transfusion. Crit Care Med. 2007;35:1660-6.

3.

The Acute Respiratory Distress Syndrome Network. Ventilation with
lower tidal volumes as compared with traditional tidal volumes for acute
lung injury and the acute respiratory distress syndrome. N Engl J Med.
2000;342:1301-8.

12. Ahmed A, Kojicic, Herasevich V, Gajic O. Early identification of patients
with or at risk of acute lung injury. Neth J Med. 2009;67:268-71.

References

4.

Kern JW, Shoemaker WC. Meta-analysis of hemodynamic optimization in
high-risk patients. Crit Care Med. 2002;30:1686-92.

5.

Tromp M, Bleeker-Rovers CP, van Achterberg T, Kullberg B-J, Hulscher M,
Pickkers P. Internal medicine residents’ knowledge about sepsis: Effects
of a teaching intervention. Neth J Med. 2009;67:312-6.

13. Dellinger RP, Levy MM, Carlet JM, et al. Surviving Sepsis Campaign:
international guidelines for management of severe sepsis and septic
shock. Crit Care Med. 2008;36:296-327.
14. Ferrer R, Artigas A, Levy MM, et al. Improvement in process of care and
outcome after a multicenter severe sepsis educational program in Spain.
JAMA. 2008;299:2294-303.

Schultz. Early recognition of critically ill patients.
o c t o b e r 2 0 0 9 , v o l . 6 7, n o 9

267

