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Hyperoxemia and 
hypoxemia under scrutiny
I

n Thursday morning’s plenary 
session presented by Angélique de 
Man, an intensivist at Amsterdam 
UMC, location VUmc (Amsterdam, 

the Netherlands), attendees were 
privy to indepth discussion of the 
ongoing debate on oxygen therapy in 
ICU patients, including whether higher 
or lower oxygen targets are favora-
ble with regards to patient-centered 
outcomes. “Both can have significant 
side effects,” Dr. de Man said in a catch-
up interview with ISICEM News. “The 
risk of these side effects is higher, with 
more extreme values.”

Where debate lies is in the positive 
and negative effects of hyperoxemia 
and hypoxemia, continued Dr. de Man. 
“The potential negative effects of 
hyperoxemia include pulmonary toxic-
ity, augmented ischemia/reperfusion 
injury, and systemic vasoconstriction 
with decreased organ perfusion,” she 
said. These effects may impair rather 
than improve tissue oxygen delivery.

“Conversely, hyperoxemia may 
also have benefits,” stated Dr. de Man. 
“Systemic vasoconstriction may curtail 
vasodilation in patients with systemic 
inflammatory response syndrome 
[SIRS] and favorably redistribute 
blood flow to organs.” Hyperox-
emia may also have antimicrobial 
effects too.

Dr. de Man highlighted the 
ongoing discussion into optimal 
oxygenation targets. Referring 
to a recent meta-analysis by van 
der Wal,1 she commented that the 
higher the target, the less it rep-
resents usual care, and the higher 
the chances will be of negative effects.

For a long time, professionals were 
anxious to avoid and sometimes even 
overcompensate for hypoxemic events 
by liberally administering oxygen or de-
liberately inducing supranormal arterial 
oxygen levels, said Dr. de Man. A 2008 
landmark study2 showed that hyperoxic 
values were associated with increased 
mortality in mechanically ventilated 
ICU patients. “This led to the first 
randomized controlled trials [RCTs] 
investigating different oxygenation 
targets,” she explained. “Whereas the 

earlier trials showed a beneficial effect 
of conservative oxygen therapy, later 
trials did not confirm these results.”

The most recent meta-analysis com-
paring higher and lower oxygenation 
targets found no difference in 90-day 
mortality. “The trials which have been 
performed show inconsistent results,” 
she said.

Dr. de Man discussed her own study, 
investigating low-normal and high-nor-
mal oxygenation targets in critically ill 
patients with SIRS. Her team conduct-
ed a randomized clinical trial in four 

ICUs in the Netherlands between 
2015 to October 2018, with end of 
follow-up to January 2019.3

In addition, she discussed a 
recent paper on the dangers of 
hyperoxia4 – a meta-analysis of 
nine RCTs comparing higher and 
lower oxygen therapy strategies in 

5,807 mechanically ventilated patients. 
Although the study found that in the 
general ICU population there was 
no significant difference in 90-day 
mortality between higher and lower 
oxygenation strategies, it found a lower 
incidence of serious adverse events in 
lower oxygenation groups. The mes-
sage, therefore, is to avoid extremes. 
“Mild hyperoxemia may be beneficial,” 
said Dr. de Man.

Indeed, Dr. de Man suggests inves-
tigating uniform targets or investigat-
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“Maybe we need to stop 
investigating the targets at 
all, because besides extreme 
values, any differences seem to 
be very small.”
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ing subpopulations. She therefore 
touched on the The Mega Ran-
domised Registry Trial Comparing 
Conservative vs. Liberal OXygena-
tion Targets (MEGAROX). “It is a 
very large, multinational RCT aiming 
for 40,000 mechanically ventilated 
ICU patients,” she explained. It will 
test the hypothesis that conserva-
tive oxygen therapy compared to 
liberal oxygen therapy reduces 
mortality by 1.5%. “Since so many 
ICU patients are on mechanical ven-
tilation worldwide, a small absolute 
benefit will be worthwhile.”

Importantly, since there may 
be heterogeneity in the treatment 
effect, specific cohorts of critically 
ill patients will be evaluated, noted 
Dr. de Man. These include patients 
with sepsis, hypoxic ischemic enceph-
alopathy, and other brain pathologies.

A change of approach may be 
necessary too. “Maybe we need to 
stop investigating the targets at all, 
because besides extreme values, any 
differences seem to be very small,” 
she said. “May be we should just aim 
for normoxemia.”

In conclusion, Dr. de Man has one 
major recommendation. “Avoid ex-

treme hyperoxemia and permissive 
hypoxemia,” she said in closing.
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“Whereas the earlier 
trials showed a 
beneficial effect of 
conservative oxygen 
therapy, later trials 
did not confirm 
these results.”

ANGÉLIQUE DE MAN

How bad is hyperoxia? And hypoxemia? 100 Hall Thursday 11:50
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Congratulations to this year’s  
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• P051, Enhancing patient handover between the ED and wards: A hospital-wide 

quality improvement project, by Marco Vreven and colleagues (Belgium)
• P130, Development of an algorithm for predicting mortality in patients encountered 

by physician-staffed helicopter emergency medical services, by Emil Reitala and 
colleagues (Finland)

• P135, Biomarkers of kidney stress during early critical illness identify patients with 
impaired kidney function at ICU discharge when assessed using cystatin-C but not 
creatinine, by Aroon Bhardwaj Shah and colleagues (UK)

• P061 (ISF Sepsis Best Abstract Award), A novel transcriptomic host response 
classifier accurately predicts bacterial infections and 30-day mortality among 
critically ill surgical patients, by Lyle L Moldawer and colleagues (USA)

• P170 (Industry Poster Award), Mitigation of cellular apoptosis by diaphragm 
neurostimulation, and correlation between homovanillic acid and apoptotic markers 
in a moderate-ARDS preclinical model, by Thiago Bassi and colleagues (USA).
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Perioperative nutrition: new guidelines Silver Hall Friday 10:35

Perioperative nutrition is a ‘no-brainer’

I
n his plenary lecture held this morning, Paul 
Wischmeyer of Duke University Medical 
School, Durham, NC, USA, will outline the 
key role of optimizing perioperative nutrition, 

underlining simple strategies for best surgical 
outcomes. “Perioperative nutrition has been a 
passion of mine for a long time,” Professor Wis-
chmeyer told ISICEM News. He has undergone 23 
abdominal surgeries throughout his life and has 
experienced the effects of perioperative nutrition 
– and lack thereof – firsthand. “Realistically, my 
personal and professional focus has always been 
optimizing nutrition and exercise in the periods 
before and after surgery.”

Because it has such profound impact, Profes-
sor Wischmeyer believes nutrition should be 
treated like a medicine. “Some of the most com-
pelling data that exists out there shows that 
if you enter surgery when you’ve lost weight, 
or otherwise are at risk for malnutrition, 
your mortality is five times higher than if you 
enter surgery well nourished, or you’ve been 
prepared appropriately from a nutritional 
standpoint,” he said. “It’s a dramatic effect, 
and the complication rate goes up three-fold 
if you embark on major surgery and have 
lost weight.”

Several randomized trials and meta-
analyses indicate that even just seven days of 
specific nutritional interventions – for example 
simple, inexpensive protein drinks which contain 
unique amino acids – can reduce infection risk 
by 40%, and reduce hospital length of stay by as 
much as two days. “So, we have these very well-
defined, even in some cases time-limited inter-
ventions that can be done before or after surgery 
that can markedly change outcomes in a fairly 
short period of time,” said Professor Wischmeyer. 
Yet in the US, less than 1% of patients receive 
many of these therapies, he said, and few major 
centers worldwide have screening programs in 
place to look for undernutrition or malnutrition.

Professor Wischmeyer, who was chair of 
an international and multidisciplinary group of 
physicians, dietitians, sociologists, and surgeons, 
will talk on their 2018 guidelines1 on how best 
to prepare patients, nutritionally speaking, for 
major surgical interventions. The group asked 
many questions to determine how best to assess 
surgical patients, how to treat them before and 
after surgery, and what the priorities of clinicians 
would be. What resulted was a few key points – 
each of which Professor Wischmeyer will outline 
during his lecture – that any hospital or clinical 
group could take away to improve the relatively 
simple nutritional care of their patients.

“It’s inexpensive,” he stressed. “Poor nutrition 
is fourth highest preoperative risk factor in the 
top 10 causes of post-operative death, but it’s 
the only modifiable risk factor on that list. It’s also 
one of the simplest things to modify, but next to 
no one does it.”

Since the guidelines were published, more lit-
erature supporting the case for better periopera-

tive nutrition has been published by his research 
group. In his talk, Professor Wischmeyer will 
describe papers that build on the clinical trial 
base by looking at large, real-world practice 
population databases – such as the 231-million 
subject Premier Healthcare Database of US 
surgical patients.

In their own assessments, Professor Wis-
chmeyer and colleagues have evaluated how 
guideline recommendations have been imple-
mented, and the ultimate effect on outcomes. 
Take the post-op use of oral high-protein drinks, 
for example. “We’ve found very poor implementa-
tion, but significant clinical benefits2 in real-world 
clinical practice when these interventions are 
used,” he said.

Professor Wischmeyer will also talk about 
developing the PONS (perioperative nutrition 
screen) score, a validation of which was published 
in the last few months.3 “This perioperative 
nutrition score asks these very simple ques-
tions of patients who come to surgery,” he said. 
Patients are asked questions around weight loss, 
how much they are eating and whether that has 
changed, and their body mass index is assessed, 
as are albumin levels. “Although not the perfect 
nutrition marker, it’s quite a good indicator for 
risk of complication as we have recently pub-
lished3,” he said. “If we treat people who have 
these risk factors, we can improve their outcomes 
with proper nutrition.”

Better understanding of malnutrition is 
required too, thus Professor Wischmeyer will 
outline a recent global initiative to better define 
malnutrition. “They have added a criterion for 

objective measurement of muscle mass in the 
patient which we can do by ultrasound, CT scan, 
or bioimpedance analysis,” he said.

Asked why nutrition is not a priority in many 
hospitals, Professor Wischmeyer postulated that 
despite plenty of evidence published in good 
middle- and high impact journals, with hundreds 
of patients per study, there are a lack of pub-
lications in journals such as the New England 
Journal, or a JAMA-sized randomized clinical 
trial, both of which would help land nutrition in 
the spotlight. However, ironically, because there 
are so much data, it is unlikely that there will be 
funding to do such a trial as he has been told by 
national funding bodies recently. “It’s very, very 
frustrating,” said Professor Wischmeyer. “The 
funding agencies ask why our surgical teams are 
not implementing the strong outcome data we 
have already. That’s why I think we really have 
tried to put emphasis on getting these guidelines 
understood, because 75% of medical schools 
don’t teach any clinical nutrition.”

In conclusion, there are clear and effective 
guidelines for perioperative nutrition, and ample 
evidence of improved outcomes at low cost. 
“No patient should ever undergo elective major 
surgery without nutrition screening and nutrition 
optimization,” said Professor Wischmeyer. “Un-
fortunately, this is still happening every day.”
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COVID-19: What we have learned Salle M (Bozar) Thursday 08:30

‘Transformation is a necessary step for ICUs’

H
ow COVID-19 transformed 
the ICU was the topic of 
a fascinating discussion 
on Thursday by Manu 

Malbrain, Professor of Critical Care 
Research at the Medical University 
of Lublin (Lublin, Poland). He talked 
about his experiences as an ICU 
director at the University Hospital 
in Brussels, Belgium, during the 
first wave of the pandemic. “I am 
interested in crisis management, 
change, and in the transformation of 
healthcare,” he said. “The COVID-19 
pandemic was very disruptive, and 
we had to adapt, especially during 
the first wave.”

Professor Malbrain introduced 
fellow speakers during the session, 
who talked variously about the 
impact of COVID-19 on impaired 
cognition and delirium, on children, 
nutritional support, as well as bio-
markers.

In his own talk, Professor Mal-
brain explained how the ICU has 
changed. “We had to transgress our 
usual boundaries,” he told ISICEM 
News. “When it comes to ICU man-
agement and leadership, it became 
a process to maximize the efforts 
of others toward the achieve-
ment of a common goal (dealing 
with COVID-19).”

That meant introducing effective 
triage systems within the emer-
gency room, and a hospital-wide ap-
proach to deal with the crisis.1 “We 
introduced registries, we needed to 
have agile randomized control trials, 
and we needed to expand ICU bed 
capacity, secure more ventilators, 
and make better or new care deci-
sions,” he said. “Sometimes we had 
to make tough ethical decisions.”

Change within organizations usu-
ally takes three to five years, he said, 
but this was greatly accelerated be-
cause of the pandemic. “COVID-19 
forced us to adapt quickly,” he said. 
“So, this comes down to resilience – 
the way in which we can acclimate to 
this critical situation.”

There was a logistic nightmare, 
yet on the other hand medical 
devices and digital transformation 
really came up to speed, he noted.2 
Flexibility was required too: “We 
had to train and educate non-ICU 
nurses to expand the ICU staff, 
and we had also focus more on the 
wellbeing of the ICU staff, not just 
patients and their relatives.”

Change was required well 

beyond the hospital walls too, 
said Professor Malbrain, not least 
because pre-pandemic Belgium had 
nine ministers for health, each with 
different jurisdictions. “It was very 
difficult to get one clear message 
out and to organize things,” he said. 
“For instance, transporting patients 
between the regions during the first 
wave was sometimes just not pos-
sible.”

During his lecture, Professor 
Malbrain talked about what went 
well, and what did not. “The most 
striking occurrences were the futil-
ity of care and do-not-resuscitate 
orders, the lack of ICU resources, 
and the potential role of the army,” 
he said. “But also, how we could 
help the families which were not 
allowed to visit (with a call center 
and by using virtual reality), and the 
vast psychological toll on health-
care workers.”

Outlining 20 lessons he learned 
relating to ICU management, he 
summarized numerous papers on 
this topic, distinguishing between 
his own ideas of change and trans-
formation, trust and trustworthi-
ness. “The most important thing to 
me was the change in the chain of 
command, but not in a very hierar-
chical way,” said Professor Malbrain. 
“I think hospitals are normally 
very hierarchical, and the focus is 
sometimes on personal careers or 
personal benefits.”

However, COVID-19 forced a 
change to a much flatter structure. 
“This is where everyone is equally 
important, from doctor, to nurse, 
logistics and cleaning team,” he said. 
“We had to create this coalition of 

the willing, not forgetting patients 
and relatives, in order to cope with 
this pandemic.”

That was crucial, he underlined, 
for all levels of the organization, 
including himself. “Sometimes, 
because everything was new, I 
didn’t know the solution either, even 
though I was the leader of the ICU 
team, so teamwork was very impor-
tant,” he explained.

As such, COVID-19 helped rede-
fine the kind of ‘leadership’ qualities 
important to drive forward effective 
care. “Authenticity is key. It means 
that you allow yourself to be fragile 
or vulnerable within an atmosphere 
of transparency, openness, respect, 
and trust,” said Professor Malbrain, 
who emphasized the importance of 
empathy for caregivers, patients, 
and relatives. “COVID-19 forced us 
to leave the old ways.”

More uniformity among staff was 
required too. “That’s about proto-
cols and guidance, to ensure that 
every COVID-19 patient is treated 
the same way, however also allowing 
individualized and personalized 
care” he said.

Of course, logistics would be 
a particular challenge, impact-
ing on preparedness. “Soon we 
realized that there were shortages 

of everything – sedatives, ventila-
tors, disposables of renal replace-
ment equipment, and so forth,” he 
recalled. “So, we had to spend every 
resource very carefully so as not to 
spoil or spill.”

Beyond this, Professor Malbrain 
talked about the ‘four Ps’3 – prepar-
ing for the pandemic, describing 
how it progressed, the personaliza-
tion of care, and prioritization that 
was necessary. As well as discussing 
the strategies, Professor Malbrain 
discussed how trying to implement 
change came up against resistance. 
“I think the biggest challenge is 
the human one because, for some 
reason, people don’t want to change, 
and the most dangerous phrase in 
the language is, ‘We have always 
done it that way’,” he explained, not-
ing that the rise of anti-vaccination 
sentiment and other misinforma-
tion was a major factor. “There is no 
handbook, so we had to deal with 
the situation ourselves, like every-
one else on the globe.”

Communicating the urgency to 
other parts of the hospital which 
had partially shut down because of 
the pandemic was also a challenge. 
“I must say that it was very difficult, 
as an ICU physician, to transfer this 
message to the hospital,” he said.  “I 
don’t know how you can transmit 
this sense of urgency if someone 
does not see the true impact of 
what was going to happen. Maybe 
our communication could have 
been better.”

In summary, Professor Mal-
brain stressed that key aspects are 
required to deal with change. Adapt-
ability, delegation, resilience, agility, 
and serendipity are just a few.4 
“The ultimate goal is to improve the 
health of the patient, to enhance 
the patient experience, improve 
the work-life balance of healthcare 
workers, to reduce costs, and to 
achieve equity,” he said.
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 “When it comes to 
ICU management 
and leadership, it 
became a process to 
maximize the efforts 
of others toward the 
achievement of a 
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Mechanical Ventilation Gold Hall Thursday 13:45

‘Let’s make better use of automated ventilation’

T
he case for automated ventilation was 
presented on Thursday by Marcus Schultz, 
an intensivist and professor of intensive 
care, who delivered the message that 

while invasive ventilation can save the lives of 
many patients, it can also cause harm, particularly 
ventilator-induced lung injury (VILI). In addition 
to his work at Amsterdam University Medical 
Centers (UMC) in Amsterdam, the Netherlands, 
this year Professor Schultz began working for 
ventilator manufacturer Hamilton Medical AG 
(Bonaduz, Switzerland).

“VILI can be prevented, at least in part, by 
choosing a low tidal volume, and correct pres-
sures,” he told ISICEM News. “More recently, we 
realized that the amount of VILI that we can 
cause depends on the amount of mechanical 
power the ventilator uses to ventilate a patient.”

A reduction in the intensity of ventilation has 
the potential to improve outcomes, noted Profes-
sor Schultz, thus aiming for low tidal volume and 
low pressures, as well as a low respiratory rate, 
can be beneficial, albeit challenging: “Setting the 
ventilator to achieve the lowest intensity is very 
difficult, and may need constant attention.”

Difficulty stems from the fact that a low tidal 
volume mandates the use of a higher respira-
tory rate, thus complex titrations are required. 
Secondly, the condition of the patient adds 
another layer of complexity. “The condition of the 
lungs may change, making it necessary 
to re-titrate the ventilator settings,” said 
Professor Schultz. “Automated modes of 
ventilation have great potential to help.”

Automated ventilation is important, 
he added, because the number of pa-
tients in ICUs that need invasive ventila-
tion is rapidly rising, and at the same time 
shortages of nurses (and doctors) is an 
increasing problem. “We have to find a 
way to deal with this gap between what is needed 
and what can be provided. Automated ventilation 
can help here,” he said. “Keep in mind that maybe 
up to 80% of our patients can easily be managed, 
ventilation-wise, by computer algorithms. This 
means that much more time can be dedicated to 
those 20% who are difficult to ventilate.”

He added: “Automated ventilation even has 
the potential to improve the safety of ventilation, 
for example by reducing VILI.”

During his talk at ISICEM, Professor Schultz 
presented a postoperative study that demon-
strated much better quality of breathing with 
low-power ventilation when using automated 
ventilation vs. standard ventilation.1 Similarly, 
he relayed recent data in COVID-19 patients 
which showed that automated ventilation 
dramatically reduces the power of ventilation 
needed in difficult-to-ventilate patients.2 Both 
studies compared INTELLiVENT–ASV (Hamilton 
Medical) automated ventilation with standard 
ventilation. “But there are also other modes 
that have comparable effects, like PAV+3,” added 
Professor Schultz.

There are also two large studies currently 
running, he continued. The EASiVENT study, 
sponsored by his company, is comparing 
INTELLiVENT–ASV with standard ventilation 
in patients expected to be ventilated for longer 
than 24 hours. It is currently underway in Europe 
and the US. Professor Schultz has also embarked 
upon his own study, ACTiVE (Effect of Automated 
Closed–loop Ventilation versus Conventional 
Ventilation on Duration and Quality of Ventilation), 
which is comparing INTELLiVENT–ASV to 
standard ventilation across sites in the Netherlands 
and Italy.

Professor Schultz is confident that these stud-
ies will show automated ventilation is at least as 
safe as standard ventilation, and most likely even 
show it is superior, he said. “If we adopt and ac-
cept it, we can make the next step into the future 
of intensive care.”

That being said, automated ventilation 
remains a controversial topic among healthcare 
professionals. “Doctors, nurses, and respiratory 
therapists all think they will be replaced by these 
smart ventilators,” said Professor Schultz. “That 

is not true. You are still the ‘pilot’ overseeing the 
‘autopilot’, but it will allow for more time to spend 
on other important aspects of care.”

Recalling his own experience, he relayed how 
automated ventilation transformed care for his 
own team when it was implemented at UMC 
some years previously. “It almost became a ‘per-
son’, a real team member,” said Professor Schultz. 
“Frequently I hear ‘Ask INTELLiVENT–ASV first’, 
or ‘What did INTELLiVENT – ASV decide to 
change in this patient?’.”

Adding his take-home message, Profes-
sor Schultz encouraged delegates to welcome 
automated ventilation in their practice. After 
all, more and more automation is creeping into 
other domains of care: “It is now time we accept 
such improvements in our arena as well,” he said. 
“Think of automated ventilation as a friend – a 
solution for increasing workloads.”
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“Think of automated ventilation 
as a friend – a solution for 
increasing workloads.”

MARCUS SCHULTZ
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Complex Infections 100 Hall Thursday 08:30

Promising antibiotics for multi-drug resistant 
Gram-negative bacteria

N
ew antibiotics for the treat-
ment of multi-drug resistant 
Gram-negative (MDRGN) 
bacteria were placed front 

and center on Thursday, with Tim 
Rahmel, a specialist in anesthesiology, 
intensive care medicine, pain therapy 
and emergency medicine at the Uni-
versity Hospital of Bochum, Germany, 
walking the audience through promis-
ing agents on the horizon.

The field of antimicrobial resist-
ance is dynamic and rapidly evolving, 
and the treatment of antimicrobial-
resistant infections will continue 
to challenge clinicians, stressed 
Dr. Rahmel. Several new antibiotics 
have emerged for the treatment 
of MDRGN bacteria, a handful of 
which have already been approved 
by the European Medicines Agency. 
“This area has seen significant 
progress over the last few years,” he 
said. “These new antibiotic agents 
have the potential to significantly re-
duce the burden in patients suffer-
ing from severe MDRGN infections.”

The new agents under discus-
sion include cephalosporins such as 
ceftazidime in combination with avi-
bactam, ceftolozane in combination 
with tazobactam, and cefiderocol. 
Imipenem combined with relebac-
tam is also of potential, especially in 
carbapenem-resistant strains.

However, the adequate use 
of such new agents requires a 
profound knowledge on the part 
of intensive care physicians, said 

Dr. Rahmel, and there are many 
other ramifications to these 
new registrations too. “Another 
important question is whether the 
significant additional costs for new 
antibiotics are actually justified, and 
therefore whether new antibiotics 
really have a beneficial value,” he 
commented. “In this context, the 
mechanism of resistance becomes 
of great importance in decision mak-
ing, but is currently not adequately 
represented in clinical processes.”

In his presentation, Dr. Rahmel 
discussed the current literature on 
these new agents, and highlighted 
possible implications for daily care 
in the ICU. In particular, he 
focused on work comparing 
previous therapeutic regi-
mens with the new antibiotics. 
Specifically, previous standard 
regimens were based mainly on 
the polymyxin class of antibiot-
ics, but also aminoglycosides 
or glycylcyclines. “However, all 
of those antibiotics have very 
problematic organotoxicity in 
common, which can lead to seri-
ous collateral damage (such as acute 
kidney injury) regardless of their 
antimicrobial efficacy,” he said.

The new antibiotics, in con-
trast, have a favorable spectrum of 
side effects, and seem to confer a 
survival-relevant advantage, noted 
Dr. Rahmel. “Overall, the published 
data on this topic is very promis-
ing, which has led the Infectious 

Diseases Society of America (IDSA) 
to publish guidelines,”2 he said.

Dr. Rahmel discussed the litera-
ture cited within this guidance docu-
ment, which provides recommenda-
tions for the treatment of infections 
caused by extended-spectrum 
β-lactamase-producing Entero-
bacterales (ESBL-E), carbapenem-
resistant Enterobacterales (CRE), 

and Pseudomonas aeruginosa with 
difficult-to-treat resistance. It was 
published in September 2020, but is 
subject to frequent updates. “Over-
all, these data show an advantage in 
the use of new antibiotics over poly-
myxins,” he outlined. “A paradigm 
shift should be sought here, away 
from polymyxin-based regimens, 
and in favor of new antibiotics.”

However, there are also 
critical points that need to be 
discussed, such as the results 
of the CREDIBLE-CR study.2 
Here the efficacy and safety of 
cefiderocol was tested against the 
best available therapy in adults 
with serious carbapenem-resistant 
Gram-negative infections in a 
randomized, open-label, multicenter, 
parallel-group, pathogen-focused, 
phase III study in 95 hospitals in 16 
countries in North America, South 
America, Europe, and Asia. However, 
as Dr. Rahmel noted, there were 
problematic results in the study, not 
least in that while cefiderocol had 
similar clinical and microbiological 
efficacy to best available therapy in 
infections caused by carbapenem-
resistant Gram-negative bacteria, 
more deaths occurred in the 
cefiderocol group, primarily in the 
patient subset with Acinetobacter 
spp infections. “In this work, it 
actually appeared that cefiderocol 
versus mainly polymyxin-based 
therapy led to an increased mortality 
in pneumonia and bloodstream 
infection,” he said.

Despite this, Dr. Rahmel reck-
ons that broadly, the new antibiot-
ics for MDRGN are full of promise. 
“Usage of new antibiotics over 
polymyxins seems appropriate,” he 
said in closing.
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“A paradigm shift should 
be sought here, away 
from polymyxin-based 
regimens, and in favor 
of new antibiotics.”

TIM RAHMEL



IISSIICCEEMM--IIUU--AA44--22002200..iinndddd      11ISICEM-IU-A4-2020.indd   1 28/02/20   12:0128/02/20   12:01IISSIICCEEMM--IIUU--AA44--22002200..iinndddd      22ISICEM-IU-A4-2020.indd   2 28/02/20   12:0128/02/20   12:01IISSIICCEEMM--IIUU--AA44--22002200..iinndddd      33ISICEM-IU-A4-2020.indd   3 28/02/20   12:0128/02/20   12:01

Update on The ICU 
of The Future
Rome, Italy, December 11-14, 2022

INTERNATIONAL UPDATE

ORGANIZED BY THE DEPARTMENT 
OF INTENSIVE CARE OF ERASME HOSPITAL

DESCRIPTION
This meeting is a combination of an update meeting, 
an interactive teaching course and a consensus meeting.

MANAGEMENT & COORDINATION
Véronique De Vlaeminck 
Tel: +32 2 555 32 15 / 36 31 
Email: veronique.de.vlaeminck@isicem.org

LOCATION
Le Méridien Visconti Hotel, 
Rome, Italy

28/02/20   12:01

FIND US: ISICEM

ISICEM.ORG Erasme

41TH ISICEM - IU 2022 clair _Mise en page 1  9/03/22  10:35  Page1


