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Abstract





Background


Many trauma patients are intubated for conditions that fully resolve during their emergency department (ED) stay. Often, these patients remain intubated until after they leave the ED.








Objective


The objective of this study was to examine the prognosis of patients extubated in the ED.








Methods


Data from the records of adult trauma patients who were intubated and then extubated in the ED at a single trauma referral center were prospectively collected for a quality initiative. Two trained abstractors retrospectively recorded these data as well as additional information from the trauma registry and patient charts. The primary outcome was the need for unplanned reintubation during hospitalization. Additional outcomes were disposition and complications from the extubation.








Results


There were 50 eligible patients identified and included in the study. Reasons for the intubation included combative behavior or decreased mental status before computed axial tomography (CT) scan in 24 patients (48%), sedation before the performance of a painful procedure in 18 patients (36%), and seizures before CT scan in 3 patients (6%). None of the patients (0%; 95% confidence interval 0–6%) required unplanned reintubation. Eight (16%) of the patients were able to be discharged from the ED before admission.








Conclusions


Although our findings must be verified in larger, controlled studies, it may be safe to extubate patients in the ED, if the condition necessitating intubation has fully resolved. This practice may reduce admission rates and limit the need for intensive care unit beds for the patients who are admitted (Fig 1).





[image: image]

Figure 1 Protocol for ED extubation. When first starting to perform ED extubation, all patients should be admitted to the hospital for further observation. Sat  =  oxygen saturation; PEEP  =  positive end-expiratory pressure; RR  =  respiratory rate; SBP  =  systolic blood pressure; HR  =  heart rate; LOC  =  level of consciousness; ET  =  endotracheal; LPM  =  liters per minute; NIV  =  non-invasive ventilation. (Reprinted from Weingart SD, Menaker J, Truong H, et al. Trauma patients can be safely extubated in the emergency department. J Emerg Med. 2011;40:235-239, Copyright 2011, with permission from Elsevier.)













Commentary


As critical care resources become increasingly limited and emergency department stays lengthened, we must be willing to extubate patients without obvious problems after initial workup is complete. A protocol for doing this, which evaluates both readiness to extubate and respiratory muscle capacity, is included.1,2 I note that the authors recommend 1   hour of observation for these patients after extubation. Given the increasing length of emergency department stays, this should not be a problem.


Intubation is frequently appropriate to facilitate expeditious workup, which will frequently allow exclusion of potential injuries. Admission of these patients to the intensive care unit to simply go through a weaning protocol is a waste of resources.
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Abstract


Tracheostomy is hardly performed in patients with cervical infection close to the site of the tracheostomy. This study aimed to present and clarify the usefulness and safety of open tracheostomy performed by the paramedian approach technique. The procedure is as follows. A 2.5-cm paramedian incision is made for the tracheostomy on the opposite side of infectious focus; the anterior neck muscles are dissected and split; the trachea is fenestrated by a reverse U-shaped incision; and the fenestral flap of the trachea is fixed to the skin. We used this technique in five patients. There were no complications such as bleeding, desaturation, and displacement of the tube; and there were no postoperative complications such as severe contamination or infection of the tracheostomy site from the nearby cervical wound, difficulty in securing the tracheostomy tube and connecting device to the ventilator, difficulties in daily management and care, or dislocation of the tracheostomy tube. All wounds resulting from the tracheostomy were kept separate from and not contaminated by the nearby dirty wounds. Open tracheostomy by the paramedian approach technique is useful and safe for patients with severe cervical infection requiring open drainage and long ventilatory management (Fig 1).
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Figure 1 The schema of the technique: a 2.5-cm transverse paramedian incision on the opposite side against to the dirty wound; dissecting, splitting, and cutting if necessary of the anterior neck muscles; ligation of the anterior jugular vein if necessary; disclosure of the cervical tracheal surface; and reverse U-shaped incision of the trachea. (Reprinted from Moriwaki Y, Sugiyama M, Iwashita M, et al. Usefulness and safety of open tracheostomy by a paramedian approach for cervical infection: esophageal and tracheal injury and necrotizing fascitis. Am Surg. 2010;76:1251-1254, Copyright 2010, with permission from Elsevier.)










Commentary


This is an interesting extension of a common open procedure that may be appropriate in patients with localized central soft tissue injury or an operative procedure in which the midline should be avoided.1 Obviously, the infection, if infection is to be avoided, must be superficial. A deep infection could easily involve the paratracheal tissues, even if its cutaneous manifestation is lateral to the midline.


The authors describe only open procedures. They do believe that this approach can be used with a percutaneous technique as well and suggest this in the article. I was encouraged to see that the authors develop an inferior tracheal flap as part of the open procedures which, in my opinion, helps to protect the mediastinum and inferior structures.


Finally, the authors demonstrate durability of this approach and suggest that no medial tissue breakdown occurs. I believe that it is pragmatic to image the neck prior to placing a tracheostomy via a paramedian approach.
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Abstract


‘Can't intubate, can't oxygenate’ scenarios are rare but are often poorly managed, with potentially disastrous consequences. In our opinion, all doctors should be able to create a surgical airway if necessary. More practically, at least all anaesthetists should have this ability. There should be a change in culture to one that encourages and facilitates the performance of a life-saving emergency surgical airway when required. In this regard, an understanding of the human factors that influence the decision to perform an emergency surgical airway is as important as technical skill. Standardisation of difficult airway equipment in areas where anaesthesia is performed is a step toward ensuring that an emergency surgical airway will be performed appropriately. Information on the incidence and clinical management of ‘can't intubate, can't oxygenate’ scenarios should be compiled through various sources, including national coronial inquest databases and anaesthetic critical incident reporting systems. A systematic approach to teaching and maintaining human factors in airway crisis management and emergency surgical airway skills to anaesthetic trainees and specialists should be developed: in our opinion participation should be mandatory. Importantly, the view that performing an emergency surgical airway is an admission of anaesthetist failure should be strongly countered (Fig 1).
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Figure 1 Factors influencing the occurrence of ‘can't intubate, can't oxygenate’ scenarios. (Modified from Professor David Gaba's original figure12, with kind permission). ESA=emergency surgical airway, CICO=‘can't intubate, can't oxygenate’. Editor's Note: Please refer to original journal article for full references. (Reprinted from Greenland KB, Acott C, Segal R, et al. Emergency surgical airway in life-threatening acute airway emergencies – why are we so reluctant to do it? Anaesth Intensive Care. 2011;39:578-584, with permission of the Australian Society of Anaesthetists.)










Commentary


This presentation begins with case summaries of 4 patients dying after various oral surgical procedures. Patients were successfully extubated but later had airway obstruction that could not be addressed with reintubation. Frequently, a practitioner with surgical airway skills was not present. These authors argue for a broader approach to the emergency surgical airway among anesthesiologists who inevitably will be called upon to address this problem.1,2


In addition to careful evaluation of the patient, an appropriate environment with necessary equipment and training that includes the use of surgical airway techniques should be considered. These authors appropriately identify the human factors considerations, which are now receiving great attention in avoidance of wrong site surgery and other intraoperative problems.3 The attached flow chart details some of the interventions and changes in intellectual approach that may be helpful in reducing mortality and morbidity from cerebral ischaemia of cardiac origin (Fig 1).


Perhaps the essential observations are the need for improved human factors management, broader training of the anesthesiologist, and a multidisciplinary airway team approach using general surgeons with head and neck specialists. Along with resource identification and improved training, a centralized reporting system with feedback and evaluation of near misses should be used.
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Abstract





Objective


The aim of the study was to establish an animal model of laryngeal burn and to investigate the temperature distribution of heated air in the upper airway.








Methods


The animal model was established by inhalation of dry heated air at 80, 160 and 320°C in 18 healthy, male, adult hybrid dogs. Time for inducing injury was set at 20   min. The distribution of temperatures after heated-air inhalation was examined at different locations including the epiglottis, laryngeal vestibule, vocal folds and trachea.








Results


The temperatures of the heated air decreased to 47.1, 118.4 and 193.8°C at the laryngeal vestibule and to 39.3, 56.6 and 137.9°C at the lower margin of vocal folds in the 80, 160 and 320°C groups, respectively.








Conclusion


Due to its special anatomy and functions, the larynx has different responses to dry heated air at different temperatures. The air temperature decreases markedly when the air arrives at the larynx. By contrast, the larynx has a low capacity for blocking high-temperature air and retaining heat. As a result, high-temperature air often causes more severe injury to the larynx and the lower airway (Fig 1).
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Figure 1 Curve of temperature distribution at different locations in the three groups. (Reprinted from Rong Y-H, Liu W, Wang C, et al. Temperature distribution in the upper airway after inhalation injury. Burns. 2011;37:1187-1191, Copyright 2011, with permission from International Society for Burn Injuries.)













Commentary


The thermal injury to the respiratory tract in cases of inhalation injury is usually limited to the upper respiratory tract, mainly the trachea, and is due to 2 factors. There is heat conduction along the tracheal surface and convection from fluid flow of incoming air along the boundary of the tracheal lumen surface. Because the burn concentration is a function of temperature, the extent of the burn rises as temperature increases with inspiration and remains constant as temperature decreases during expiration. The 2 largest variations of fire are the temperature that the fire reaches depending on the material burnt (air, gasoline, chemical vapors, wood, or other insulation and building materials) and the duration of the exposure. However, the thermal changes within the tracheal tissue do not depend merely on the inlet air temperature. The tissue is supplied by blood vessels, which play a role in heat exchange, and is also constantly carrying out metabolism. Thus, other factors taken into consideration when considering thermal injury include the metabolic rate of tissue, blood perfusion, and various arterial and metabolic effects.


The authors set out to develop an animal model of airway burns, looking at the effect of different air temperatures throughout the upper airway. The maximum temperature a human can incur before tissue damage is 45°C. In this study, the authors use temperatures of 80, 160, and 320°C. What they discovered is a simple but elegant demonstration of the effect of different air temperatures on various locations within the upper airways. Air temperatures do not diminish at the same rate over different locations in the upper airway (see Fig 1, curve of temperature distribution at different locations in the 3 groups). A better understanding of the interplay between transient temperature and injury distribution over the trachea may help to direct treatment of inhalation injury in the future.
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Abstract





Objectives


The aim of this study was to investigate the usefulness of sonography for verifying tracheal tube placement within 3 seconds in adult surgical patients.








Methods


This was a blinded prospective randomized study. The anesthesiologist placed the tracheal tube randomly in the trachea (n  =  75) or in the esophagus (n  =  75) with direct laryngoscopy. A sonographer identified all tracheal and esophageal intubations. The transducer was placed transversely on the neck just superior to the suprasternal notch. The position of the tracheal tube was determined by the sonographer within 3 seconds of tracheal tube placement in the trachea or in the esophagus.








Results


We successfully identified 150 correct tracheal tube placements in tracheas and esophagi, resulting in sensitivity of 100% (95% confidence interval, 84%–100%) and specificity of 100% (95% confidence interval, 84%–100%).








Conclusions


This investigation shows that sonography for confirming tracheal intubation is a fast and effective technique.











Commentary


Bedside ultrasound is increasingly ubiquitous in many medical specialties. This is a randomized controlled trial examining the reliability of bedside ultrasound in detecting tracheal and esophageal intubations. The ultrasounds were performed with a linear probe examining the tracheal and paratracheal neck in a transverse plane (Figs 2 and 3 in the original article). One hundred fifty patients were included, which fares well compared with similar ultrasound studies that examine novel techniques. Limitations to the study included generally young patients with normal body habitus and normal anatomy and a single experienced sonographer performing all ultrasounds. Within that context, the results were perfect. All intubations were correctly identified as esophageal or tracheal. The results do support the technique as a reasonable option for those performing intubations. Although this will not likely replace any of the more widely accepted methods of endotracheal tube placement confirmation, such as end-tidal CO2 detectors, it can be considered as an adjunct. Its usefulness may be more pronounced in more resource-limited settings. As with any ultrasound application, the reliability of the ultrasound lies within the experience of the user.
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Abstract





Background


Data relating to patients admitted with extensive burn injuries in the Netherlands have revealed a marked increase in patients whose initial care included mechanical ventilation (MV). The increase was abrupt, dating from 1997, and has been sustained since. The aim of this study is to quantify this observation and to discuss possible causes.








Methods


The study included 258 consecutive patients with burns >30% total body surface area admitted to the Beverwijk burns center. Patients were divided into two groups based on admission date: group 1 from 1987 to 1996 (n  =  135) and group 2 from 1997 to 2006 (n  =  123). Data were analyzed using χ2 or analysis of variance.








Results


There were no differences between groups in demographics, facial burns, inhalation injury, and % total body surface area. However, the number of patients subjected to MV at admission increased from 38% to 76% (group 1 vs. 2; p  <  0.001). In 57% of patients who were intubated based on the suspicion of inhalation injury, this condition could not be confirmed (p  <  0.05 vs. 9% [1987–1996]).








Conclusions


This study has confirmed that a higher proportion of patients were treated with MV since 1997, whereas the severity of burn injury remained unchanged throughout the study period. In the absence of a clinical explanation, we surmise that there has been a change within Dutch casualty departments in the initial management of major burn injury. The change coincides with the implementation of the Advanced Life Trauma Support training course as the accepted standard of trauma care in Dutch hospitals.











Commentary


This small study is an important work. Using the Beverwijk Burns Center database from 1987 to 2006, the authors looked at airway management before and after the introduction of Advanced Trauma Life Support (ATLS) in the Netherlands. They describe what they call “ventilator creep” to describe the increase in mechanical ventilation (MV) in recent years. Although the impact of this increase in MV was not studied, one can certainly speculate about some of the effects of being intubated: increased fluid requirements, being in an intensive care unit, increase in health care costs, and the hazards of intubation in a prehospital setting: vocal cord injury, increased risk of respiratory infection/aspiration, and unnecessary medication, such as succinylcholine.


I suspect these data are reflective of practices in other high-income countries where ATLS has been taught and is practiced. I believe one of the main issues is the teaching that facial burns  =  inhalation injury  =  endotracheal tube. Education of emergency care providers will allow them to understand that although 85% of patients with inhalation injuries have facial burns, 85% of patients with facial burns do not have an inhalation injury. Other factors, such as being in an enclosed space, carbonaceous sputum, history of unconsciousness, and stridor, are much more concerning for inhalation injury. Let's educate our colleagues and reverse this dangerous trend.
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Abstract





Background


The indications for immediate intubation in trauma are not controversial, but some patients who initially appear stable later deteriorate and require intubation. We postulated that initially stable, moderately injured trauma patients who experienced delayed intubation have higher mortality than those intubated earlier.








Methods


Medical records of trauma patients intubated within 3   h of arrival in the emergency department at our university-based trauma center were reviewed. Moderately injured patients were defined as an ISS  <  20. Early intubation was defined as patients intubated from 10–24   min of arrival. Delayed intubation was defined as patients intubated ≥25   min after arrival. Patients requiring immediate intubation, within 10   min of arrival, were excluded.








Results


From February 2006 to December 2007, 279 trauma patients were intubated in the emergency department. In moderately injured patients, mortality was higher with delayed intubation than with early intubation, 11.8% versus 1.8% (P  =  0.045). Patients with delayed intubations had greater frequency of rib fractures than their early intubation counterparts, 23.5% versus 3.6% (P  =  0.004). Patients in the delayed intubation group had lower rates of cervical gunshot wounds than the early intubation group, 0% versus 10.7% (P  =  0.048) and a trend toward fewer of skull fractures 2.9% versus 16.1%, (P  =  0.054).








Conclusions


These findings suggest that delayed intubation is associated with increased mortality in moderately injured patients who are initially stable but later require intubation and can be predicted by the presence of rib fractures (Figs 2-4).
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Figure 2 Mortality in moderately injured patients by timing of intubation. Moderately injured patients (ISS  <  20) intubated late had a higher mortality, 11.8%, than those intubated early, 1.8% (P  =  0.045). The mortality risk reduction with earlier intubation was 85%. (Reprinted from Miraflor E, Chuang K, Miranda MA, et al. Timing is everything: delayed intubation is associated with increased mortality in initially stable trauma patients. J Surg Res. 2011;170:286-290, with permission from Elsevier.)
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Figure 3 Frequency of pulmonary contusion, hemothorax, pneumothorax, rib fracture, and thoracostomy tube by timing of intubation in moderately injured patients (ISS  <  20). Patients in the delayed intubation group had a greater frequency of rib fractures, 23.5% versus 3.6% (P  =  0.004). (Reprinted from Miraflor E, Chuang K, Miranda MA, et al. Timing is everything: delayed intubation is associated with increased mortality in initially stable trauma patients. J Surg Res. 2011;170:286-290, with permission from Elsevier.)
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Figure 4 Frequency of skull fracture, traumatic brain injury (TBI), loss of consciousness, gunshot wounds to the head (GSW), facial fractures, and intoxication by timing of intubation in moderately injured patients (ISS  <  20). Patients requiring delayed intubation did not have a greater frequency of neurologic injury or intoxication. (Reprinted from Miraflor E, Chuang K, Miranda MA, et al. Timing is everything: delayed intubation is associated with increased mortality in initially stable trauma patients. J Surg Res. 2011;170:286-290, with permission from Elsevier.)













Commentary


The authors identify a group of patients at increased risk for late complications, including the need for an artificial airway. Rib fractures appear to be the most important indicator (Fig 3). The difference in morality between early and late intubation is striking (Fig 2).


I find the title in this paper to be somewhat deceptive. The authors describe a relationship between delayed intubation and adverse outcome. What they do not provide us with is a mechanism. In fact, there is no difference in length of stay or ventilator days in patients treated with early versus late intubation. Insertion of the airway may not be the critical intervention. Perhaps some of these patients could be adequately served with noninvasive ventilation.1,2 Clearly, we must be cautious in the patient group with multiple rib fractures, providing aggressive respiratory monitoring and airway and ventilator support as necessary.


I was interested to see that neurologic decompensation did not strongly affect the incidence of early versus late intubation (Fig 4). This observation differs from the observations of respiratory management in trauma from other sites.3
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Abstract





Background


Exact quantification of pulmonary contusion by computed tomography (CT) may help trauma surgeons identify high-risk populations. We hypothesized that the size of pulmonary contusions, measured accurately, will predict outcomes. Our specific aims were to (1) precisely quantify pulmonary contusion size using pixel analysis, (2) correlate contusion size with outcomes, and (3) determine the threshold contusion size portending complications.








Methods


Thoracic CTs of 106 consecutive polytrauma patients with pulmonary contusion were evaluated at a university-based urban trauma center. A novel CT volume index (CTVI) score was calculated based on the ratio of affected lung to total lung [slices of lung on CT  ×  affected pixel region/lung pixel region  ×  0.45 (left side)  +  slices of lung on CT  ×  affected pixel region/lung pixel region  ×  0.55 (right side)]. Multivariate analysis correlated CTVI and patient predictors' impact on outcomes.








Results


Of 106 polytrauma patients (mean ISS  =  28  ±  1.2, AIS chest  =  3.5  ±  0.1), 39 developed complications (acute respiratory distress syndrome [ARDS], pneumonia, and/or death). Mean CTVI was significantly higher in the group with complications (0.28  ±  0.03 versus 17  ±  0.02, P  =  0.01). By multivariate analysis, CTVI predicted longer ICU LOS (R2  =  0.84, P  <  0.01). A receiver operating curve (ROC) analysis identified a CTVI threshold score of 0.2 (AUC 0.67, P  <  0.01) for developing pneumonia, ARDS or death. Patients with CTVI scores of 0.2 or more had longer hospitalization, longer ICU LOS, more ventilator days, and developed pneumonia (P  <  0.01).








Conclusions


Higher CTVI scores predicted prolonged ICU LOS across all sizes of pulmonary contusion. Pulmonary contusion volumes greater than 20% of total lung volume specifically identify patients at risk for developing complications (Fig 2).





[image: image]

Figure 2 Multivariate model (ICU LOS) standardized coefficients including pneumonia and ARDS (95% confidence intervals). On histogram analysis, CTVI is contributory to a multivariate model predicting ICU LOS, however, it is less in magnitude than age and length of antibiotic and bronchodilator support, as is evidenced by a smaller coefficient of contribution to the model. In addition, the absence of pneumonia and/or ARDS is associated with shorter ICU LOS. BDL  =  duration of bronchodilator therapy; Abx  =  duration of antibiotic therapy. (Reprinted from Strumwasser A, Chu E, Yeung L, et al. A novel CT volume index score correlates with outcomes in polytrauma patients with pulmonary contusion. J Surg Res. 2011;170:280-285, with permission from Elsevier.)













Commentary


Similar to another study reported a number of years ago from the Memphis group, these authors demonstrate a correlation between the volume of lung involved with pulmonary contusion and a variety of outcomes, including resource consumption and mortality.1 The authors appropriately performed additional multivariate analyses, demonstrating that pharmacotherapy (antibiotics and bronchodilators) and age also contribute to outcomes. The relative contribution of factors included in the multivariate model is indicated in Fig 2.


Multivariate models do not lend themselves readily to bedside utilization. However, it is important to take away the value of quantification for size of pulmonary contusions if decisions regarding patient disposition need to be made.
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Abstract





Purpose


To determine the relationship between pulmonary function, aerobic exercise capacity and physical activity participation in adults following burn.








Methods


Eight burn injured males aged 20–55   years (%TBSA 33.3  ±  18.7, 5.1   years ± 1.8 post injury), and 30 healthy adult controls participated. Pulmonary function was assessed during rest via spirometry. A graded exercise test measuring peak oxygen consumption (VO2peak) and oxygen saturation (SpO2) was conducted, and physical activity was assessed via the Older Adult Exercise Status Inventory (OA-EI).








Results


No significant correlation was observed between resting pulmonary function, aerobic capacity and physical activity participation for burn injured patients or controls. Two burn injured patients presented with obstructive ventilatory defects, and one displayed a restrictive ventilatory defect. Burn injured patients had a significantly lower VO2peak (p  <  0.001) and time to fatigue (p  =  0.026), and a greater degree of oxygen desaturation (p  =  0.063, Effect Size  =  1.02) during a graded exercise test. Burn injured patients reported significantly less participation in leisure-related activity >9 METs (p  =  0.01), and significantly greater participation in work-related activity (p  =  0.038), than healthy controls.








Conclusion


Compromised lung function, decreased aerobic capacity and reduced participation in leisure-related physical activity may still exist in some adults, even up to 5   years post injury. Limitations and long term outcomes of cardiopulmonary function and physical fitness need to be considered in the prescription of exercise rehabilitation programmes following burn.











Commentary


The authors have looked at the difference between postburn and never-burned adults in terms of cardiopulmonary function and physical fitness. Using a very small (n  =  8) group of burn patients culled from their outpatient list, they compare these men to 30 never-burned men who were comparable in age and body mass index. It appears that the burn group comprised at least 1 smoker (12.5% of the study population), and the control group comprised all never-smoked patients without past or present respiratory disease. Although not statistically significant, the burn population is 5   years older than the control group. The burn patients report significantly less participation in leisure activity (eg, physical fitness activities that I would presume include activities such as regular walking, running, bicycle riding, tennis, golf, or rock climbing) than those of the control group. If the burned patients do not participate in regular physical activity, their reduction in aerobic capacity may be more reflective of their lack of participation in leisure-related exercise due to lack of money or disabilities resulting from the burn and not an alteration in their pulmonary mechanics. Information about presence of inhalation injury at the time of admission, length of time on a ventilator, and the potential long-term sequelae of ventilators such as tracheomalacia, subglottic stenosis, or bronchiolitis is not presented. In summary, the data presented by these authors in this small, nonrandomized (and potentially biased) article does not convince me that the cardiopulmonary effects of a small (15% total body surface area [TBSA]) burn have such large effects years later. Only 1 patient had more than 40% TBSA burns, making analysis of the larger burn injury impossible. Before accepting these findings as gospel, a randomized case-controlled study should be performed. Patients with and without inhalation injury should be treated as separate entities, and knowledge of preburn physical activity status should be included in the analysis.
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Abstract





Study Objective


Dexamethasone has a longer half-life than prednisone and is well tolerated orally. We compare the time needed to return to normal activity and the frequency of relapse after acute exacerbation in adults receiving either 5   days of prednisone or 2   days of dexamethasone.








Methods


We randomized adult emergency department patients (aged 18 to 45   years) with acute exacerbations of asthma (peak expiratory flow rate less than 80% of ideal) to receive either 50   mg of daily oral prednisone for 5   days or 16   mg of daily oral dexamethasone for 2   days. Outcomes were assessed by telephone follow-up.








Results


Ninety-six prednisone and 104 dexamethasone subjects completed the study regimen and follow-up. More patients in the dexamethasone group reported a return to normal activities within 3   days compared with the prednisone group (90% versus 80%; difference 10%; 95% confidence interval 0% to 20%; P=.049). Relapse was similar between groups (13% versus 11%; difference 2%; 95% confidence interval −7% to 11%, P=.67).








Conclusion


In acute exacerbations of asthma in adults, 2   days of oral dexamethasone is at least as effective as 5   days of oral prednisone in returning patients to their normal level of activity and preventing relapse.











Commentary


Asthma exacerbation is a very common diagnosis seen in the emergency department (ED). Although possibly lethal, it is a diagnosis that is generally easily treated, with most patients being discharged from the ED. However, one of the great challenges in treating this patient population is compliance with the treatment plan. This randomized controlled trial conducted at two urban emergency departments examined the efficacy of a 2-day course of oral dexamethasone versus a 5-day course of prednisone, which is often a standard treatment in the United States. Slightly more patients in the dexamethasone group reported returning to normal activity within 3   days (90% vs 80%; P  =  .049). There was similar use of rescue inhalers and similar relapse between the two groups (13% vs 11%). Not surprisingly, 22% of patients were lost to follow-up. Those that have frequently treated asthmatics will realize that compliance with a 2-day therapy will almost certainly exceed that of a 5-day therapy in this patient group. I would strongly recommend considering oral dexamethasone (16   mg) for 2   days when treating asthma exacerbation.
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Abstract





Background


A significant proportion of patients with congenital heart disease require surgery in adulthood. We aimed to give an overview of the prevalence, distribution, and outcome of cardiovascular surgery for congenital heart disease. We specifically questioned whether the effects of surgical treatment on subsequent long-term survival depend on sex.








Methods and Results


From the Dutch Congenital Corvitia (CONCOR) registry for adults with congenital heart disease, we identified 10 300 patients; their median age was 33.1   years. Logistic and Cox regression models were used to assess the association of surgery in adulthood with sex and with long-term survival. In total, 2015 patients (20%) underwent surgery for congenital heart disease in adulthood during a median follow-up period of 15.1   years; in 812 patients (40%), it was a reoperation. Overall, both first operations and reoperations in adulthood were performed significantly more often in men compared with women (adjusted odds ratio=1.4 [95% confidence interval, 1.2–1.6] and 1.2 [95% confidence interval, 1.0–1.4], respectively). Patients with their third and fourth or more surgery in adulthood had a 2- and 3-times-higher risk of death compared with patients never operated on (adjusted hazard ratio=1.9 [95% confidence interval, 1.0–3.6] and 2.7 [95% confidence interval, 1.1–6.3], respectively). Men with a reoperation in adulthood had a 2-times-higher risk of death than women (adjusted hazard ratio=1.9; 95% confidence interval, 1.0–3.5).








Conclusions


Of predominantly young adults with congenital heart disease, one fifth required cardiovascular surgery during a 15-year period; in 40%, the surgery was a reoperation. Men with congenital heart disease have a higher chance of undergoing surgery in adulthood and have a consistently worse long-term survival after reoperations in adulthood compared with women (Fig, Table 4).
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Figure Survival curves of adult patients who were never operated on (reference group), who had their first surgery in adulthood, and who had their second, third, fourth, or more surgery in adulthood. Hazard ratios (HR) (95% confidence interval) are for a median follow-up period of 3.8   years; they are shown after adjustment for age at inclusion, underlying defect, and multiple defects. CONCOR indicates Congenital Corvitia. (Reprinted from Zomer AC, Verheugt CL, Vaartjes I, et al. Surgery in adults with congenital heart disease. Circulation. 2011;124:2195-2201, with permission from American Heart Association, Inc.)




Table 4 Sex Differences in Risk of Death in Patients Who Were Never Operated on, Who Had Their First Surgery in Adulthood, and Who Had Their Second or Third or More Surgery in Adulthood






	Surgery in Adulthood

	HR (95% CI)*







	No surgery at all

	1.84 (1.21–2.78)






	First-time surgery

	0.97 (0.60–1.59)






	Reoperation

	1.89 (1.02–3.50)






	    Second surgery

	1.10 (0.47–2.55)






	    Third or more surgery†


	3.78 (1.33–10.79)







* Hazard ratio (HR) (95% confidence interval [CI]) for a median follow-up period of 3.8   years, males vs females. HRs are shown after adjustment for age of inclusion, underlying defect, and multiple defects.


† Because of the small number in the category of ≥4 surgeries, this category could not be validly analyzed separately; therefore, it was combined with the category of 3 surgeries.











Commentary


The estimated number of adults with congenital heart disease is 1 million in the United States and 1.2 million in Europe. Given the improved early and long-term management, many are surviving to adulthood, and a substantial number of them require additional cardiac operations.1 This group of patients poses unique challenges to perioperative providers, and understanding their perioperative risks is important. The current article and the one that follows by Kim et al2 evaluate outcomes in this unique patient population.


In the current study, Zomer and colleagues used the Dutch Congenital Corvitia (CONCOR) registry for adults with congenital heart disease. Of the 10 300 patients in the registry, 2015 (20%) underwent surgery for congenital heart disease in adulthood, 745 of these had their first surgery in adulthood, 213 of these had a subsequent operation as an adult, and 216 patients had an operation as a child and then subsequent operation as an adult. In this national registry, they showed that mortality risk increased with each reoperation (Fig) and that men are at higher risk than women (Table 4). The strength of this study is that it used a national registry with quality control checks to develop this risk model. While these findings may not be generalizable to non-Dutch patients because of the possibility of unique genetic variations or local differences in selection bias for surgical intervention, they are consistent with other literature sources.


The second study is from the United States and used data from the Pediatric Health Information System (PHIS) from January 2000 to 2008.2 PHIS is an administrative database with comprehensive inpatient data from 42 not-for-profit children's hospitals. The authors evaluated the impact of clinical and admission (baseline) characteristics and adult and total (adult and pediatric) congenital heart surgery volume in each of the pediatric hospitals performing adult congenital cardiac surgery. Of the 97 563 total congenital heart surgery admissions between 2000 and 2008, 3061 were adults who underwent cardiac surgery. In their multivariate analysis, they identified age, gender, and surgical complexity (RACHS-1 score; Risk Adjustment for Congenital Heart Surgery-1) as important risk factors. They also identified that the annual adult congenital surgical volume was associated with outcomes. Those centers with ≥20 adult congenital cases had better outcomes, with an adjusted odds ratio of 0.4 (95% confidence interval, 0.2–0.7; P  =  .003). However, the total number of congenital heart surgeries, which includes both pediatric and adult procedures, was not associated with outcomes (Fig 4 in the original article). This study highlights that there may be a difference in experience and procedure technique in adult versus pediatric congenital heart procedures and that the overall experience, as represented by number of cases for both pediatric and adult patients with congenital heart disease, doesn't necessarily convey a reduced risk for the adults cared for in that hospital. This might imply that the techniques differ and thus they require different expertise. Alternatively, there may be other structures and processes of care that are in place at pediatric centers that perform ≥20 adult congenital heart procedures that impact the improved outcomes, such as the organization of the intensive care unit, the perfusionist team, or other ancillary practices.


Both studies identified a greater risk for men. In the Dutch study, they also note that men are more likely to undergo surgery and acknowledge that the women may be undertreated or that, conversely, perhaps the men are overtreated, and this increased rate of going to surgery is a potential unmeasured confounder. Increased knowledge about the risk factors for mortality and perhaps improved, standardized guidelines for surgical interventions may improve outcomes. In addition, identifying other contributors to differences in outcomes that could be implemented in lower-volume centers could be important.
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Abstract





Background


Despite the central role that pediatric hospitals play in the surgical treatment of congenital heart disease, little is known about outcomes of adult congenital cardiac surgical care in pediatric hospitals. Risk factors for inpatient death, including adult congenital heart (ACH) surgery volume, are poorly described.








Methods and Results


We obtained inpatient data from 42 free-standing pediatric hospitals using the Pediatric Health Information System data base 2000 to 2008 and selected ACH surgery admissions (ages 18 to 49   years). We examined admission characteristics and hospital surgery volume. Of 97 563 total (pediatric and adult) congenital heart surgery admissions, 3061 (3.1%) were ACH surgery admissions. Median adult age was 22   years and 39% were between ages 25 to 49   years. Most frequent surgical procedures were pulmonary valve replacement, secundum atrial septal defect repair, and aortic valve replacement. Adult mortality rate was 2.2% at discharge. Multivariable analyses identified the following risk factors for death: age 25 to 34   years (adjusted odds ratio [AOR], 2.1; P=0.009), age 35 to 49   years (AOR, 3.2; P=0.001), male sex (AOR, 1.8; P=0.04), government-sponsored insurance (AOR, 1.8; P=0.03), and higher surgical risk categories 4+ (AOR, 21.5; P=0.001). After adjusting for case mix, pediatric hospitals with high ACH surgery volume had reduced odds for death (AOR, 0.4; P=0.003). There was no relationship between total congenital heart surgery volume and ACH inpatient mortality.








Conclusions


Older adults, male sex, government-sponsored insurance, and greater surgical case complexity have the highest likelihood of in-hospital death when adult congenital surgery is performed in free-standing pediatric hospitals. After risk-adjustment, pediatric hospitals with high ACH surgery volume have the lowest inpatient mortality (Fig 4).
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Figure 4 Adjusted odds ratio (OR) for in-hospital mortality after ACH surgery in pediatric hospitals by surgery volume. Reference group is low surgery volume hospitals. High adult volume has significantly lower odds of death compared with low adult volume centers. Total (pediatric and adult) congenital heart surgery volume was not associated with in-hospital death. Error bars represent 95% CIs. (Reprinted from Kim YY, Gauvreau K, Bacha EA, et al. Risk factors for death after adult congenital heart surgery in pediatric hospitals. Circ Cardiovasc Qual Outcomes. 2011;4:433-439, with permission from American Heart Association, Inc.)













Commentary


The estimated number of adults with congenital heart disease is 1 million in the United States and 1.2 million in Europe. Given the improved early and long-term management, many are surviving to adulthood, and a substantial number of them require additional cardiac operations.1 This group of patients poses unique challenges to perioperative providers, and understanding their perioperative risks is important. The current article and the preceding article by Zomer et al evaluate outcomes in this unique patient population.


In the first study, Zomer and colleagues2 used the Dutch Congenital Corvitia (CONCOR) registry for adults with congenital heart disease. Of the 10 300 patients in the registry, 2015 (20%) underwent surgery for congenital heart disease in adulthood, 745 of these had their first surgery in adulthood, 213 of these had a subsequent operation as an adult, and 216 patients had an operation as a child and then subsequent operation as an adult. In this national registry, they demonstrated that mortality risk increased with each reoperation (Fig 4 in the original article) and that men are at higher risk than women (Table 4 in the original article). The strength of this study is that it used a national registry, with quality control checks to develop this risk model. While these findings may not be generalizable to non-Dutch patients because of the possibility of unique genetic variations or local differences in selection bias for surgical intervention, they are consistent with other literature sources.


The current study is from the United States and used data from the Pediatric Health Information System (PHIS) from January 2000 to 2008. PHIS is an administrative database with comprehensive inpatient data from 42 not-for-profit children's hospitals. The authors evaluated the impact of clinical and admission (baseline) characteristics, and adult and total (adult and pediatric) congenital heart surgery volume in each of the pediatric hospitals performing adult congenital cardiac surgery. Of the 97 563 total congenital heart surgery admissions between 2000 and 2008, 3061 were adults who underwent cardiac surgery. In their multivariate analysis, they identified age, gender, and surgical complexity (RACHS-1 score; Risk Adjustment for Congenital Heart Surgery-1) as important risk factors. They also identified that the annual adult congenital surgical volume was associated with outcomes. Those centers with ≥20 adult congenital cases had better outcomes, with an adjusted odds ratio of 0.4 (95% confidence interval, 0.2–0.7; P  =  .003). However, the total number of congenital heart surgeries, which includes both pediatric and adult procedures, was not associated with outcomes (Fig 4). This study highlights that there may be a difference in experience and procedure technique in adult versus pediatric congenital heart procedures and that the overall experience, as represented by number of cases for both pediatric and adult patients with congenital heart disease, doesn't necessarily convey a reduced risk for the adults cared for in that hospital. This might imply that the techniques differ and thus they require different expertise. Alternatively, there may be other structures and processes of care that are in place at pediatric centers that perform ≥20 adult congenital heart procedures that impact the improved outcomes, such as the organization of the intensive care unit, the perfusionist team, or other ancillary practices.
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Abstract





Objective


Pharmacologic cardioversion of atrial fibrillation (AF) is a reasonable mode of treatment if the arrhythmia is of recent onset. Results concerning the response rates of different drugs, respectively, in daily clinical practice and data with regard to the parameters associated with successful cardioversion are not very prevalent.








Methods


Three-hundred seventy-six patients who were admitted to the emergency department with acute AF and a duration of shorter than 48 hours were enrolled into the AF registry.








Results


The most effective drugs were flecainide and ibutilide (95% and 76%). Low response rates were observed with amiodarone (36%) and the individual use of digoxin or diltiazem (19% and 18%). Factors associated with a successful cardioversion were a lower blood pressure on admission (P  =  .002), a shorter time interval between the onset of AF and admission to the ED (P  =  .003), and adherence to treatment guidelines (P  <  .0001).








Conclusion


The use of flecainide and ibutilide is associated with a much higher rate of cardioversion than other drugs we studied.











Commentary


The safety of cardioversion of recent-onset (<48   hours) atrial fibrillation has been well established, especially in recent literature. Most physicians and patients choose electrical cardioversion because it is quick and effective. However, there remains a role for chemical cardioversion in those that wish to avoid electricity for various reasons. This article presents a retrospective analysis of 376 patients treated with various drugs in an emergency department in Austria. Flecainide and ibutilide provided the best success rates by far (95% and 76%, respectively). Other response rates were amiodarone (57%), magnesium (51%), and the combination of diltiazem and digoxin (72%). One patient who received flecainide experienced torsades, and two patients who received ibulitide experienced ventricular tachycardia. Nobody died. Flecainide was also the quickest acting, with a mean response time of 117   minutes. If chemical conversion is the route you choose, flecainide is the best choice and is a class I recommendation by the American Heart Association.
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Abstract


Red blood cell transfusion is common in patients with acute myocardial infarction (AMI). However, observational data suggest that this practice may be associated with worse clinical outcomes and data from clinical trials are lacking in this population. We conducted a prospective multicenter randomized pilot trial in which 45 patients with AMI and a hematocrit level ≤30% were randomized to a liberal (transfuse when hematocrit <30% to maintain 30% to 33%) or a conservative (transfuse when hematocrit <24% to maintain 24% to 27%) transfusion strategy. Baseline hematocrit was similar in those in the liberal and conservative arms (26.9% vs 27.5%, p  =  0.4). Average daily hematocrits were 30.6% in the liberal arm and 27.9% in the conservative arm, a difference of 2.7% (p  <  0.001). More patients in the liberal arm than in the conservative arm were transfused (100% vs 54%, p  <  0.001) and the average number of units transfused per patient tended to be higher in the liberal arm than in the conservative arm (2.5 vs 1.6, p  =  0.07). The primary clinical safety measurement of in-hospital death, recurrent MI, or new or worsening congestive heart failure occurred in 8 patients in the liberal arm and 3 in the conservative arm (38% vs 13%, p  =  0.046). In conclusion, compared to a conservative transfusion strategy, treating anemic patients with AMI according to a liberal transfusion strategy results in more patients receiving transfusions and higher hematocrit levels. However, this may be associated with worse clinical outcomes. A large-scale definitive trial addressing this issue is urgently required.








Commentary


It has historically been accepted as a matter of conventional wisdom that patients with coronary artery disease (CAD), especially those with active ischemia, require transfusion to relatively high hemoglobin levels, typically in the range of 10   g/dL. Although there are good data to support the premise that patients with CAD and anemia have worse outcomes than similar patients without anemia, it does not necessarily follow that transfusion is beneficial to anemic patients with CAD. In the last 10 to 15   years, a significant body of data has accumulated that has cast doubt on these assumptions, beginning with data generated from the initial TRICC trial.1 Since then, numerous studies, primarily retrospective in nature, have indicated that patients with active coronary ischemia not only do not require hemoglobins as high as historically presumed, but may have better outcomes if not transfused and allowed to run modestly lower hemoglobins when compared with similar patients undergoing packed red blood cell (PRBC) transfusion.2 However, until recently, this concept has not been specifically evaluated prospectively. These investigators report their results of a pilot study comparing a restrictive transfusion strategy (keeping hematocrit between 24% and 27%) and a liberal strategy (hematocrit between 30% and 33%) in patients with acute myocardial infarction (AMI). In this small study (45 patients) of mixed ST- and non–ST-elevation myocardial infarction (MI) patients, the investigators identified higher rates of the combined endpoint of death or recurrent MI or new or worse heart failure both in hospital and at 30   days after the liberal transfusion; the liberal transfusion group also has significantly more in-hospital new or worsening heart failure. No other parameters (death, recurrent MI, new or worsening heart failure), either alone or in combination, showed any significant differences, either in hospital or at 30   days. Nevertheless, this is the first prospective study to specifically show an adverse outcome impact of PRBC transfusion in the setting of AMI. These findings, while clearly preliminary, are consistent with the extensive body of data that precedes it. The ability of stored PRBC is less efficient in delivering oxygen to tissues than clinicians often appreciate, and carries a host of acute and less-acute complications, including inflammatory effects, immunosuppression, and the potential of fluid overload. There is an increasing body of literature accumulating that indicates that the deficiencies in the utility of stored PRBC, coupled with their detrimental effects, often result in adverse outcomes more often than beneficial ones. Although these are clearly preliminary data, they should support a conservative approach to the use of PRBC transfusion in patients with coronary ischemia and provide an impetus to ongoing prospective research in this area.
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Abstract





Context


Intra-aortic balloon counterpulsation (IABC) is an adjunct to revascularization in patients with cardiogenic shock and reduces infarct size when placed prior to reperfusion in animal models.








Objective


To determine if routine IABC placement prior to reperfusion in patients with anterior ST-segment elevation myocardial infarction (STEMI) without shock reduces myocardial infarct size.








Design, Setting, and Patients


An open, multicenter, randomized controlled trial, the Counterpulsation to Reduce Infarct Size Pre-PCI Acute Myocardial Infarction (CRISP AMI) included 337 patients with acute anterior STEMI but without cardiogenic shock at 30 sites in 9 countries from June 2009 through February 2011.








Intervention


Initiation of IABC before primary percutaneous coronary intervention (PCI) and continuation for at least 12 hours (IABC plus PCI) vs primary PCI alone.








Main Outcome Measures


Infarct size expressed as a percentage of left ventricular (LV) mass and measured by cardiac magnetic resonance imaging performed 3 to 5   days after PCI. Secondary end points included all-cause death at 6   months and vascular complications and major bleeding at 30   days. Multiple imputations were performed for missing infarct size data.








Results


The median time from first contact to first coronary device was 77 minutes (interquartile range, 53 to 114 minutes) for the IABC plus PCI group vs 68 minutes (interquartile range, 40 to 100 minutes) for the PCI alone group (P=.04). The mean infarct size was not significantly different between the patients in the IABC plus PCI group and in the PCI alone group (42.1% [95% CI, 38.7% to 45.6%] vs 37.5% [95% CI, 34.3% to 40.8%], respectively; difference of 4.6% [95% CI, −0.2% to 9.4%], P=.06; imputed difference of 4.5% [95% CI, −0.3% to 9.3%], P=.07) and in patients with proximal left anterior descending Thrombolysis in Myocardial Infarction flow scores of 0 or 1 (46.7% [95% CI, 42.8% to 50.6%] vs 42.3% [95% CI, 38.6% to 45.9%], respectively; difference of 4.4% [95% CI, −1.0% to 9.7%], P=.11; imputed difference of 4.8% [95% CI, −0.6% to 10.1%], P=.08). At 30   days, there were no significant differences between the IABC plus PCI group and the PCI alone group for major vascular complications (n=7 [4.3%; 95% CI, 1.8% to 8.8%] vs n=2 [1.1%; 95% CI, 0.1% to 4.0%], respectively; P=.09) and major bleeding or transfusions (n=5 [3.1%; 95% CI, 1.0% to 7.1%] vs n=3 [1.7%; 95% CI, 0.4% to 4.9%]; P=.49). By 6   months, 3 patients (1.9%; 95% CI, 0.6% to 5.7%) in the IABC plus PCI group and 9 patients (5.2%; 95% CI, 2.7% to 9.7%) in the PCI alone group had died (P=.12).








Conclusion


Among patients with acute anterior STEMI without shock, IABC plus primary PCI compared with PCI alone did not result in reduced infarct size.








Trial Registration


clinicaltrials.gov Identifier: NCT00833612.











Commentary


The intra-aortic balloon pump (IABP) is utilized to provide hemodynamic support in a variety of critical care circumstances, especially in patients with hypotension or pulmonary edema caused by acute myocardial infarction (MI) complicated by cardiogenic shock or acute mitral regurgitation.1 Afterload reduction and increased collateral blood flow are probably the major mechanisms that account for the benefit of the IABP in patients with acute MI.2,3


Based on the theoretical hemodynamic benefits of an IABP, both cardiologists and cardiac surgeons have advocated prophylactic insertion of an IABP to provide hemodynamic support in “high-risk” patients who require either percutaneous or surgical myocardial revascularization.4-6 There has been a paucity of clinical trials, however, to justify widespread use of the IABP in patients with an acute MI not complicated by cardiogenic shock. Prophylactic use of the IABP was not associated with a decreased rate of reinfarction, enhanced myocardial recovery, or improved clinical outcomes among patients who received an IABP in a randomized trial of prophylactic insertion of an IABP in high-risk patients with acute MI who underwent primary angioplasty.7


The Counterpulsation to Reduce Infarct Size Pre-PCI Acute Myocardial Infarction (CRISP AMI) trial was a prospective, multicenter, randomized trial to determine if routine insertion of an IABP before primary percutaneous coronary intervention (PCI) reduces infarct size in patients with an acute anterior ST-segment elevation MI without cardiogenic shock. Unfortunately, insertion of an IABP was not associated with a reduction of infarct size as measured by cardiac magnetic resonance imaging 3 to 5   days after PCI. Therefore, the authors correctly concluded that an IABP should not be used routinely in high-risk anterior MI patients without cardiogenic shock.
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Abstract





Background


Nesiritide is approved in the United States for early relief of dyspnea in patients with acute heart failure. Previous meta-analyses have raised questions regarding renal toxicity and the mortality associated with this agent.








Methods


We randomly assigned 7141 patients who were hospitalized with acute heart failure to receive either nesiritide or placebo for 24 to 168 hours in addition to standard care. Coprimary end points were the change in dyspnea at 6 and 24 hours, as measured on a 7-point Likert scale, and the composite end point of rehospitalization for heart failure or death within 30   days.








Results


Patients randomly assigned to nesiritide, as compared with those assigned to placebo, more frequently reported markedly or moderately improved dyspnea at 6 hours (44.5% vs. 42.1%, P  =  0.03) and 24 hours (68.2% vs. 66.1%, P  =  0.007), but the prespecified level for significance (P≤0.005 for both assessments or P≤0.0025 for either) was not met. The rate of rehospitalization for heart failure or death from any cause within 30   days was 9.4% in the nesiritide group versus 10.1% in the placebo group (absolute difference, −0.7 percentage points; 95% confidence interval [CI], −2.1 to 0.7; P  =  0.31). There were no significant differences in rates of death from any cause at 30   days (3.6% with nesiritide vs. 4.0% with placebo; absolute difference, −0.4 percentage points; 95% CI, −1.3 to 0.5) or rates of worsening renal function, defined by more than a 25% decrease in the estimated glomerular filtration rate (31.4% vs. 29.5%; odds ratio, 1.09; 95% CI, 0.98 to 1.21; P  =  0.11).








Conclusions


Nesiritide was not associated with an increase or a decrease in the rate of death and rehospitalization and had a small, nonsignificant effect on dyspnea when used in combination with other therapies. It was not associated with a worsening of renal function, but it was associated with an increase in rates of hypotension. On the basis of these results, nesiritide cannot be recommended for routine use in the broad population of patients with acute heart failure. (Funded by Scios; ClinicalTrials.gov number, NCT00475852.)











Commentary


The saga of nesiritide, recombinant human brain natriuretic peptide, for treating patients with acute decompensated heart failure is well documented in 2 commentaries written by Eric Topol and published in the New England Journal of Medicine in July 2005 and July 2011, respectively.1,2 Compared with placebo, intravenous nesiritide at a dose of 0.03   μg/kg/min for 6   hours reduced pulmonary capillary wedge pressure by nearly 10   mm  Hg in patients hospitalized for acute decompensated heart failure.3 A randomized, controlled trial that was conducted at Veterans Affairs Hospitals found similar hemodynamic and clinical effects of intravenous nesiritide and nitroglycerin in patients with acute decompensated heart failure.4 Subsequent reports, however, raised concerns that nesiritide might increase the risk of death5 and deterioration of renal function,6 prompting Topol’s 2005 commentary.1


The uncertainty regarding the efficacy and safety of nesiritide prompted the performance of a placebo-controlled clinical trial, known as the Acute Study of Clinical Effectiveness of Nesiritide in Decompensated Heart Failure (ASCEND-HF).7 There were no significant differences in several outcomes, including the rates of improved dyspnea, death, or rehospitalization for heart failure within 30   days or worsening renal function. Hypotension occurred significantly more often among the patients who received nesiritide compared with the placebo group. The authors concluded that “nesiritide cannot be recommended in the broad population of patients with acute decompensated heart failure.”7 Their conclusion certainly seems justified by the data and should influence the next round of practice guidelines for the treatment of heart failure. It is possible that nesiritide will be downgraded to a class IIb recommendation from its current status as a class IIa recommendation.8 Other options to relieve fluid overload include the combination of a loop diuretic with a second diuretic, eg, metolazone or spironolactone,9 and the institution of venovenous ultrafiltration.10
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Abstract





Objectives


Beta-blocker therapy is recommended for most patients with chronic heart failure, although such therapy may be discontinued or reduced during hospitalizations. The aim is to determine whether β-blocker use at study entry and/or at discharge has an impact on 31- and 180-day survival.








Design


Survival of Patients With Acute Heart Failure in Need of Intravenous Inotropic Support study was designed as a randomized, double-blind, active-controlled, multi-center study.
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ED Extubation Protocol

Inclusion

Resolution of linica issue requiring intubation
Sat > 95% on FiO2 5 40%, PEEP 5 cm H0
RR<30, 58P > 100, HR < 130

Patient not known to be a difficult intubation

Preparation

Tum off sedatives
Leave opioids on at a low dose (e.g., fentanyl 50 ug/h)

Allow patient to regain full mental status

f patient shows signs of discomfort, consider administering more pain medication.
Patient should be able to understand and respond to commands

Testing for Readiness

Ask patient to raise arm and leave in ar for 15 seconds.
Ask patient to raise their head off the bed

Ask patient to cough, they should be able to generate a strong cough

Place Patient on Pressure Support at a setting of S cm H;0. St patient up to atleast 45"
Observe for 15-30 minutes. If Sat < 90%, HR > 140, SBP > 200, severe anxiety, or
decreased LOC-discontinue extubation attempt.

Procedure

Have a nebulizer filed with normal saline attached to a mask
Sit ptup to atleast 45"

Suction ET tube with bronchial suction catheter

Suction oropharynx with Yankeur suction

Deflate the ET tube cuff

Have the patient cough, pullthe tube during the cough
Suction the oropharynx again

Encourage the patient to keep coughing up any secretions.
Place the nebulizer mask on the patient at 4-6 LPM

After Extubation

Patient should receive close monitoring for at least 60 minutes.
1f patient develops respiratory distress, NIV will often be sufficient to avoid reintubation.
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