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The American College of Obstetrics and 
Gynecology recently published updated 
evidence-based recommendations for the 

management of hypertension and its complications 
during pregnancy.1 Despite substantial advances 
in the diagnosis and management of preeclampsia 
since the previous report 10 years ago, 
hypertensive disorders during pregnancy remain a 
major health issue for women and their infants.

Hypertension during pregnancy falls into one 
of four categories: gestational hypertension 
(hypertension after 20 weeks gestation without 
proteinuria), chronic hypertension (pre-existing 
the pregnancy), chronic hypertension with 
superimposed preeclampsia, and preeclampsia-
eclampsia. Hypertension during pregnancy is 
defined as systolic pressure > 140 mmHg or 

diastolic pressure > than 90 mmHg. Preeclampsia is 
defined as hypertension plus new-onset proteinuria; 
it can also occur without proteinuria if any of the 
severe multisystem complications are present (see 
Table 1).2 Preeclampsia without severe features 
can evolve rapidly and cause severe morbidity 
and mortality and should not be underestimated. 
Elevations in BP of 15 mmHg diastolic and 30 
mmHg systolic are common in uncomplicated 
pregnancy and do not define preeclampsia but 
warrant close observation. Rapid weight gain and/
or development of edema are not diagnostic criteria 
or sensitive or specific signs of preeclampsia. 
Eclampsia is the presence of new-onset grand mal 
seizures in a woman with preeclampsia. HELLP 
syndrome is the development of hemolysis, elevated 
liver function tests, and low platelets. These 
illnesses may occur before, during, or after labor.
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Some clinical circumstances increase 
the risk of preeclampsia. These 
include previous preeclampsia, a 
family history of preeclampsia, age 
> 40 years, diabetes, obesity, and 
preexisting hypertension. Most 
cases, however, occur in healthy 
nulliparous women.3 Currently, 
there is no single laboratory test 
that predicts development of 
preeclampsia. Although strategies 
to prevent preeclampsia have been 
studied, no intervention has been 
found to be unequivocally effective.  
Low-dose aspirin started late in the 
first trimester for high-risk women 
provides some benefit. However, salt 
restriction, bed rest, and restriction in 
physical activity are not beneficial.4

Chronic hypertension is managed 
differently during pregnancy than at 
other times. Angiotensin-converting 
enzyme inhibitors and angiotensin 
reuptake blockers should be avoided 
during pregnancy due to harmful 
effects on the fetus seen in all three 
trimesters of pregnancy. Treatment 
should be initiated for blood pressures 
> 160 mmHg systolic or > 105 mmHg 
diastolic. Goals of therapy are systolic 
blood pressure between 160-120 
mmHg and diastolic blood pressure 

105-80 mmHg. Treatment to lower 
pressures than these does not improve 
outcomes and may lead to adverse 
fetal outcomes. Weight loss, low-
sodium diets, and reduced amounts 
of exercise are not recommended 
treatment. Recommended drugs 
include labetolol, hydralazine, and 
nifedipine (see Table 2).5 Diuretics are 
considered second-line therapy.

Management of preeclampsia and 
HELLP syndrome varies depending 
on the stability of the mother and the 
gestational age of the fetus. In women 
with mild gestational hypertension, 
the progression to severe hypertension 
or preeclampsia often develops within 
1-3 weeks after diagnosis, whereas 
in women with preeclampsia without 
any severe features, the progression 
to severe disease may occur within 
days. The clinical course of severe 
preeclampsia is often characterized by 
progressive deterioration of maternal 
and fetal conditions if delivery is not 
pursued. Hospitalization, stabilization, 
and delivery of the fetus are 
appropriate after 37 weeks, or after 
34 weeks with any of the following: 
rupture of membranes, progressive 
labor, oligohydramnios, fetal weight 
less than 5th percentile or abnormal 

Table 1. Criteria for Severe Preeclampsia

• Platelet count < 100,000/uL

• Renal insufficiency (serum creatinine > 1.1 mEq/L or a doubling from baseline)

• Abnormal liver function tests (transaminases greater than twice the normal concentration)

• Pulmonary edema

• Cerebral or visual symptoms

Table 2. Drugs to Treat Hypertension in Pregnancy
Drug Urgent Control Oral Therapy

Labetolol 10-20 mg IV, then 20-80 mg to a maximum of 
300 mg, or continuous infusion 1-2 mg/min

200-2400 mg daily, divided BID 
or TID

Hydralazine 5 mg IV or IM, then 5-10 mg IV every 20-40 
min, or continuous infusion 0.5-10 mg/hr

NA

Nifedipine 10-20 PO, repeat in 30 min as needed, then 
10-20 mg every 2-6 hrs

30-120 mg daily, slow-release 
form

Methyldopa NA 0.5-3 gm daily, divided BID or 
TID (may not be as effective  
as above) 

BID, twice daily; IM, intramuscular; IV, intravenous; NA, not applicable; PO, by mouth;  
TID, 3 times daily 
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biophysical fetal profile, or laboratory values 
consistent with HELLP syndrome.   

Severe preeclampsia at < 34 weeks should be 
managed only at facilities with high-risk obstetric 
services and neonatal critical care units. Close 
maternal and fetal monitoring are needed, 
including frequent laboratory assessments 
(complete blood count, liver function tests, 
creatinine) and biophysical profiles. For women 
with stable severe preeclampsia at less than 
34 weeks gestation, corticosteroids should be 
administered for fetal lung maturity.6 Progressive 
proteinuria alone should not affect the decision 
to continue expectant management. Indications 
for delivery during expectant management are 
listed in Table 3. Severe preeclampsia before fetal 
viability should result in a prompt delivery after 
maternal stabilization.

For women with blood pressures below 160/110 
mmHg and no maternal symptoms, magnesium 
sulfate is not recommended to prevent eclampsia. 
Development of maternal symptoms (such as 
occipital or frontal headache, blurred vision, 
photophobia, epigastric or right upper quadrant 
abdominal pain, or altered mental status) or 
development of severe preeclampsia should 
prompt use of intravenous magnesium, with initial 
loading doses of 4-6 g followed by maintenance 
doses of 1-2 g per hour. If an eclamptic seizure 
occurs, magnesium will need to be continued for 
at least 24 hours after the last seizure. Magnesium 
has been shown to be superior to phenytoin and 
diazepam for eclampsia. Labetolol, nifedipine, and 
hydralazine may be used intravenously for urgent 
blood pressure control (see Table 2).5 Eclampsia 
is an indication for delivery following maternal 
stabilization. Routine use of hemodynamic 
monitoring is not recommended. 

Magnesium should be continued while in the 
operating room and in the recovery room. 

Induction of anesthesia for a cesarean section 
and the stress of delivery may reduce the seizure 
threshold. In addition, because magnesium 
has a 5-hour half-life, stopping magnesium for 
surgery does not abate potential interaction with 
anesthetic agents (it prolongs the duration of 
nondepolarizing muscle relaxants), but puts the 
patient at risk for subtherapeutic magnesium 
levels in the recovery room or postpartum.  

Blood pressure usually decreases within 48 
hours after delivery, but may increase again 3-6 
days postpartum.7 Preeclampsia and eclampsia 
may occur up to 4 weeks postpartum. Use of 
nonsteroidal anti-inflammatory agents may 
contribute to this. Women with hypertension 
during pregnancy should have close blood 
pressure monitoring for 72 hours after delivery 
and again 7-10 days postpartum or sooner 
if symptoms develop. Women who develop 
postpartum symptoms (headache, blurred vision) 
or findings consistent with severe preeclampsia 
should be hospitalized and treated with 
magnesium and antihypertensives as needed.

Prompt recognition and treatment of hypertension 
and its complications in pregnancy can avoid 
major maternal and fetal morbidity and mortality.  
Treating these cases can be one of the most 
rewarding things an intensivist can do.   n
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Table 3. Indications for Delivery During Expectant Management of Preeclampsia
Maternal Fetal

Recurrent severe hypertension Gestational age > 34 weeks

Recurrent severe symptoms Severe fetal growth restriction

Progressive renal disease Persistent oligohydramnios

Persistent HELLP syndrome Poor biophysical profile scores

Pulmonary edema Reversed flow on umbilical artery Doppler

Eclampsia Recurrent variable or late decelerations on fetal non-stress test

Suspected placental abruption Fetal death

Progressive labor or rupture of membranes
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Recently, the Proseva trial showed a 50% 
reduction in mortality in patients with  
 severe acute respiratory distress syndrome 

(ARDS) who underwent prone positioning 
compared to patients kept supine.1 Prone 
positioning was not reported to have any 
difference in adverse events. Although not 
listed as an adverse event, the development of 
pressure sores required proning interruption 
in 16 patients (6.8%).1 Girard and colleagues 
now present a secondary analysis of the Proseva 
study to compare the incidence and severity of 
pressure ulcers and to determine if pressure ulcer 
development was due to body position or better 
survival.  

All patients in Proseva had severe ARDS (PaO2/
FiO2 ratio of < 150 mmHg, with an FiO2 of ≥ 
0.6, positive end-expiratory pressure ≥ 5 cm 
H2O).  Patients were randomized to either the 
prone position for at least 16 hours per day (n = 
237) or to remaining supine (n = 229). Standard 
ICU beds were used for all patients. The patients’ 
knees, forehead, chest, and iliac crests were 
protected using adhesive pads. The number of 
pressure ulcers did not differ between groups at 
the time of study entry. By day 7, more patients 
had pressure ulcers in the prone group compared 
to the supine group (57.1% vs 42.5%, P = 0.005). 
As would be expected, pressure ulcers on the face 
and anterior thorax were more common in the 
prone group than the supine group. At the time of 
ICU discharge, the total number of patients with 
pressure ulcers did not differ between the prone 
and supine groups (37.8% vs 44.4%, P = 0.151). 
However, pressure ulcers on the face and anterior 

thorax remained more common in the prone 
group (18.4% vs 1.4%, P < 0.0001 and 6.4% vs 
0.9%, P = 0.0025, respectively).  

The incidence of new patients with pressure ulcers 
over time was analyzed in several ways. In all 
analyses, new pressure ulcers were more common 
among patients in the prone group than in the 
supine group. The differences were most striking 
in the first 7 days. These differences narrowed and 
were no longer always significantly different by 
ICU discharge. Risk factors for development of 
pressure ulcers included age, male gender, increased 
body mass index, and increased severity of illness. 
In a multivariate analysis accounting for the above 
risk factors, the odds ratio for development of a 
pressure ulcer of stage 2 or greater was 1.54 (95% 
confidence interval, 0.97-2.44; P = 0.0653).

n COMMENTARY
The Proseva trial generated excitement given the 
dramatic reduction in mortality among patients 
randomized to prone positioning. Girard and 
colleagues are commended in reminding us of 
the potential complications of this procedure. 
However, there are some points that should be 
considered when interpreting these data. In both 
groups the development of pressure ulcers was 
strikingly high, the authors evaluated pressure 
ulcers at multiple locations at multiple time 
points, and the incidence of new pressure ulcers 
was evaluated 16 different ways. Some incidence 
analyses used the number of new patients with 
pressure ulcers and others used the number of 
new pressure ulcers. There were two different 
definitions of pressure ulcer (any pressure ulcer 

ABSTRACT & COMMENTARY

Prone Positioning in Severe ARDS  
and the Risk of a ‘Never Event’
By Eric C. Walter, MD, MSc
Pulmonary and Critical Care Medicine, Northwest Permanente and Kaiser Sunnyside Medical Center, Portland

Dr. Walter reports no financial relationships relevant to this field of study.

SYNOPSIS: Prone positioning appears to be associated with a higher incidence of pressure ulcers in patients with 
severe acute respiratory distress syndrome. 

SOURCE: Girard R, et al. The impact of prone positioning on pressure ulcers in patients with severe ARDS: Results from a multicenter 
randomised controlled trial on prone positioning. Intensive Care Med 2014;40:397-403. 
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vs stage 2 or greater pressure ulcers). Finally, the 
incidence was calculated two different ways: per 
1000 days of ventilation and per 1000 ICU days.  

This led to different results, even for the stated 
primary endpoint of “the incidence of new 
patients with pressure ulcers at stage 2 or higher 
from day 1 to ICU discharge.” In one analysis, the 
difference was significant but not the other. With 
such different evaluations, caution is warranted, 
as statistically significant results could be simply 
due to chance. The authors also concluded that 
the increased risk of pressure ulcers was in part 
due to the improved survival among patients who 
were proned. While this may be a reasonable 
hypothesis, I am not convinced the data they 
present can answer this important question. 

However, even with the above considerations, it 
seems more likely than not that prone positioning 
was associated with an increased risk of pressure 
ulcers. Many of the authors’ observations make 
intuitive sense, such as that in patients who were 

proned, pressure ulcers were more frequent on 
anterior body parts and less frequent on posterior 
body parts. The reverse was true for patients kept 
supine. Furthermore, while not always significant, 
the direction of effect was the same in all of the 
incidence analyses: The incidence of pressure ulcers 
was consistently greater among patients who were 
proned compared to those who were supine.

The increased survival associated with proning 
clearly outweighs the risk of pressure ulcers, but 
critical care practioners should be aware of this 
risk, especially since severe pressure ulcers are 
described as a serious reportable event in health 
care (so-called “never events”) by the National 
Quality Forum.2   n

REFERENCES
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ABSTRACT & COMMENTARY

Are Weaning and Extubation Practices  
in Spinal Cord Injuries Too Conservative? 
By Richard H. Kallet, MS, RRT, FAARC, FCCM
Director of Quality Assurance, Respiratory Care Services, San Francisco General Hospital

Mr. Kallet reports no financial relationships relevant to this field of study.

SYNOPSIS: This multicenter, retrospective, observational study of 344 patients with acute spinal cord injury 
examined ventilator weaning, extubation, and tracheostomy practices. Patients undergoing tracheostomy had 
lower weaning success rates and fewer ventilator-free days, along with a higher incidence of both ventilator-
associated pneumonia and acute lung injury, compared to those managed with an endotracheal tube.

SOURCE: Kornblith LZ, et al. Mechanical ventilation weaning and extubation after spinal cord injury: A Western Trauma Association multicenter 
study. J Trauma Acute Care Surg 2013;75:1060-1069.

This study reviewed outcomes among 
patients with acute spinal cord injury 
(SCI) who initially required mechanical 

ventilation to determine the effect of receiving 
a tracheostomy as compared to being managed 
exclusively via endotracheal tube. Study patients 
had radiologically confirmed cervical (65%), 
thoracic (26%), and lumbar (9%) SCI that was 
consistent with clinical presentation. Blunt injury 
was the predominant mechanism (86%). A 
diagnosis of complete SCI was made in 50% of 
cases, and 20% of the patients also had traumatic 
brain injury (TBI). Attempts at extubation 
occurred in only 54% of patients, but increased 
as the level of SCI decreased from cervical (36%), 

to thoracic (67%), to lumbar (88%). However, 
extubation was surprisingly successful in all three 
groups: 84%, 92%, and 96%, respectively. 

At hospital discharge, 63% of cervical, 87% 
of thoracic, and 94% of lumbar SCI patients 
had achieved unassisted breathing. The use of 
tracheostomy (82% vs 16%) and the incidence 
of ventilator-associated pneumonia (VAP; 45% 
vs 32%) were higher in cervical vs thoracic SCI, 
while ventilator-free days (in the first 28 days) 
were lower (10 vs 21, respectively). There was 
a marked increased incidence in VAP among 
patients who had a tracheostomy (61% vs 21%) 
as well as a higher incidence of acute lung injury 
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(ALI; 13% vs 4%). However, patients treated 
with tracheostomy also had a significantly higher 
incidence of complete injury, TBI, and other 
injuries. In the multivariate logistic regression, 
tracheostomy was the most salient variable 
associated with ventilator dependence (adjusted 
odds ratio of 14.11, P = 0.001).

n COMMENTARY
Impaired pulmonary function is the primary 
cause of morbidity and mortality in SCI.1 The 
constellation of problems includes respiratory 
muscle weakness or paralysis, chest wall 
instability, ineffective sigh and cough, and 
autonomic dysfunction resulting in bronchospasm, 
increased secretions, and pulmonary edema. 
Moreover, sudden death from either a catastrophic 
loss of airway or “delayed apnea” is not 
uncommon in the early stages of cervical SCI 
without an artificial airway.2,3 

Early tracheostomy is considered essential to SCI 
management and is perceived both to facilitate 
pulmonary care and to expedite discharge from 
the ICU, particularly in patients diagnosed with 
complete cervical injury and having an Injury 
Severity Score (ISS) > 32.1 Not surprisingly, the 
tracheostomy cohort in the current study had 
a mean ISS of 34, and those who remained on 
mechanical ventilation at hospital discharge, 
94% of whom had complete injury, had a mean 
ISS of 36. 

The current study is provocative as it 
demonstrates that > 60% of cervical SCI patients 
do not require mechanical ventilation at discharge 
from an acute care facility. This suggests that 
clinicians may prematurely judge these patients as 
“unweanable,” thus placing them at increased risk 
for VAP. Another retrospective study examined 
ventilator dependence in cervical SCI based on 

higher vs lower, and complete vs incomplete 
injury.4 In that study, only 35% of incomplete 
cervical SCI patients actually required intubation, 
while only 7% ultimately required tracheostomy. 
Of those with complete injury at C6 or below, 
only 15% of survivors were ventilator-dependent 
on hospital discharge.4

Aggressive, early weaning of SCI patients is 
hindered partly by the phenomenon of ascending 
cord injury from worsening inflammation and/
or bleeding.4 However, inflammation also can 
subside with unanticipated early improvement 
in pulmonary status. Thus, determination 
of the need for tracheostomy and the timing 
of weaning should be made empirically on 
objective measures of pulmonary function. 
Probably the most pertinent variables informing 
successful weaning and extubation in SCI (i.e., 
spontaneous tidal volume, vital capacity, and 
maximal expiratory pressure) were not reported 
in this study, but need to be incorporated in 
any prospective trial. As the authors argue, a 
prospective trial aimed at identifying which SCI 
patients should be targeted for early weaning and 
extubation is urgently needed. Of paramount 
importance will be identifying threshold values 
of respiratory muscle function and pulmonary 
hygiene that allow the safe, early termination of 
mechanical ventilation.   n
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Not All Delirium Findings are Ominous: 
The Important Role of Sedatives in Mental 
Status Assessment
By Linda L. Chlan, RN, PhD, FAAN
Dean's Distinguished Professor of Symptom Management Research, The Ohio State University, College of Nursing

Dr. Chlan reports that she receives grant/research support from Hospira.

SYNOPSIS: ICU patients with initial “delirium present” assessment findings can transition to “delirium absent” 
when sedative infusions have been suspended, and these patients have similar outcomes when compared to 
patients with no “delirium present” findings during their ICU stay. 
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Delirium, or acute confusion, has become 
an all-too-common ICU-acquired 
syndrome for critically ill patients 

receiving mechanical ventilatory support. There 
are several known risk factors and contributors 
to delirium, such as hypertension, higher illness 
severity, sepsis, sleep deprivation, and receipt of 
medications such as sedatives. The occurrence of 
delirium in mechanically ventilated ICU patients is 
associated with increased morbidity and mortality, 
independent of illness severity. Not surprisingly, 
there has been an increase in research over 
the past decade that highlights the importance 
of regular assessment for delirium with valid 
instruments such as the Confusion Assessment 
Method-ICU (CAM-ICU).1 

Patel and colleagues conducted a single-center, 
prospective, observational, blinded study to 
investigate whether delirium would abate when 
sedative infusions were halted. Two investigators 
conducted serial delirium assessments each day, 
before and after sedation interruption. However, 
the investigators were blinded to each other’s 
assessment findings and to whether the assessment 
was before or after the sedation interruption 
protocol. Further, the infusion pumps and tubing 
were covered so the investigators performing 
the CAM-ICU assessments would not able to 
determine whether the sedative or opiate was 
currently being infused. These serial delirium 
assessments were performed each day until the 
sedative infusions were discontinued. CAM-ICU 
assessments were then conducted once daily after 
sedative and opioid medications were discontinued 
until discharge. The main outcome for this study 
was the proportion of days of no delirium (ND) 
vs rapidly reversible, sedation-related delirium 
(RRSD) vs persistent delirium (PD). Secondary 
outcomes of interest were ventilator-, ICU- and 
hospital days, disposition after discharge, and 
1-year mortality. 

ICU patients (n = 102) receiving mechanical 
ventilation who were ≥ 18 years of age and who 
were on a daily sedative interruption protocol 
for less than 48 hours were studied. Patients with 
dementia, central nervous system diseases (stroke, 
cardiac arrest, active seizure activity), or alcohol 
withdrawal were not included. Median age of 
patients was 59.8 years, with 55% of the sample 
being male. ICU admission diagnoses of the 
patients, whose median APACHE II scores were 
21.5 (interquartile range, 17-28), were respiratory 
failure, ventilatory failure, and sepsis. Overall, 
89% of patients had at least 1 day of delirium 

when assessed before sedation interruption, 
whereas this number decreased to 77% delirium 
present after the sedation was interrupted for 
the “sedation holiday.” Median days in delirium 
before sedation interruption were 4 compared to 
3 post-sedation interruption. Patients were 10.5 
times more likely to be classified as “delirium 
present” when they were assessed prior to 
sedation interruption. There was no difference 
in ventilator days, ICU days, or hospital days 
between the ND and RRSD group of patients. The 
PD group had higher ventilator days, ICU days, 
hospital days, and increased 1-year mortality as 
compared to the ND and the RRSD groups. More 
patients in the ND and the RRSD groups were 
discharged home (80%) as compared to the PD 
group (50%). 

n COMMENTARY
The findings from this study by Patel et al 
highlight the clinically important contribution of 
sedative and opioid medications when conducting 
delirium assessments. Given the greater number 
of patients who were found to be delirious when 
sedative medications were infusing, clinicians 
are advised to carefully time their delirium 
assessments with sedation interruption protocols 
for the most accurate findings.

The investigators instituted a very effective 
blinding protocol, which adds significant strength 
to the study design. The two investigators 
conducing the daily delirium assessments were 
not aware if sedative medications were infusing 
or not, nor was each of them aware of the other 
investigator’s assessment findings. These blinding 
strategies could be used in other studies to 
examine patient outcomes of persistent vs rapidly 
reversible, sedation-related delirium. 

The reduction in the number of patients with 
delirium present after sedative infusions were 
halted calls into question the statistics on the 
percentages of patients with delirium (up to 80% 
in some studies) reported in previous studies. 
Perhaps delirium is not so prevalent overall in 
some mechanically ventilated patients, or is it 
only present due to the influence of potent CNS 
medications? Only further research will contribute 
answers to this puzzling question. 

Limitations from this study include that the 
participating MICU is one of the leading centers 
in the U.S. conducting research and advancing 
the clinical practices of daily awakenings and 
spontaneous breathing trials to benefit patient 

SOURCE: Patel SB, et al. Rapidly reversible, sedation-related delirium versus persistent delirium in the ICU. Am J Respir Crit Care Med 2014;189: 
658-665.
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1. Which of the following diastolic blood 
pressures in a pregnant woman should prompt 
initiation of treatment?
a. 90 mmHg

b. 95 mmHg

c. 100 mmHg

d. 110 mmHg

e. All of the above

2. Which of the following is not a 
recommended drug for treatment  
of hypertension in pregnancy?
a. Labetolol
b. Nifedipine
c. Lisinopril
d. Methyldopa
e. Hydralazine

3. The Proseva trial showed that in patients 
with severe ARDS prone positioning was 
associated with: 
a. an approximately 50% reduction in mortality.
b. an approximately 50% increase in pressure  
 ulcers.
c. a decrease in the PaO2:FiO2 ratio.
d. the need for patients in the supine position to be 
proned due to the development of pressure ulcers.
e. less vasopressor support. 

4. One concern that must be considered in 
studies with multiple outcomes reported is that:
a. bias can be introduced due to the lack of  
 blinding in the study.
b. the entire study is biased and no conclusions  
 can be made from the study.
c. it is unclear if the studied population is  
 representative of the entire population.
d. the possibility that a “statistically significant”  
 difference is simply due to chance increases.
e. reported differences may not be clinically  
 significant.

5. Which of the following is true regarding  
the Western Trauma Association study  
of SCI patients? 
a. Tracheostomy was associated with decreased  
 incidence of VAP.
b. Tracheostomy was associated with increased  
 ventilator-free days.
c. Tracheostomy was associated with decreased  
 incidence of acute lung injury.
d. Few SCI patients could breathe without  
 mechanical ventilation at hospital discharge.
e. Extubation trials were successful in the  
 majority of SCI patients.

6. All of the following are common pulmonary 
complications associated with cervical SCI 
except: 
a. Respiratory muscle weakness
b. Chest wall instability
c. Impaired cough
d. Increased secretion production
e. Increased vital capacity

7. Which of the following statements is true 
concerning the main findings from the study 
of sedative discontinuation and delirium 
assessment? 
a. There is no difference in ICU outcomes  
 in patients with CAM-ICU-positive findings  
 compared with those patients with CAM-ICU- 
 negative findings.
b. CAM-ICU-positive findings contributed  
 to lower ICU morbidity in study patients.
c. Patients with rapidly reversible delirium  
 attributed to sedatives have similar outcomes  
 to those patients without delirium.
d. Patients with rapidly reversible delirium had  
 outcomes similar to older ICU patients without  
 any positive delirium assessments.
e. All of the above
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CME Instructions
To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the provided references for further 
research.
2. Scan the QR code to the right or log on to www.cmecity.com to take a 
post-test. Tests can be taken after each issue. First-time users must register 
on the site using the 8-digit subscriber number printed on your mailing label, 
invoice, or renewal notice. 
3. Pass the post-test with a score of 100%; you will be allowed to answer the 
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5. Once the evaluation is received, a credit letter is emailed to you instantly. 

outcomes. Thus, these practices are 
already an integral part of the unit’s 
culture. The generalizability of the 
findings to ICUs where these practices 
are not as imbedded in routine clinical 
practice may be more limited.   n
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In an effort to ensure Critical Care Alert is addressing the issues most important to you, we ask that you take a 
few minutes to complete and return this survey. The result will be used to ensure you are getting the information 
most important to you.

Instructions: Mark your answers by filling in the appropriate bubbles. Please write in your answers to the 
open-ended questions in the space provided.  Either fax the completed questionnaire to 404-492-5933, or return it 
in the enclosed postage-paid envelope. The deadline is July 1, 2014.

Following is a list of topics frequently discussed in Critical Care Alert.  To help us understand your needs, please
fill in the appropriate answer to indicate your interest in that topic.

1. ICU administration/management A B C D

2. Cost-effectiveness

3. Infections/infection control

4. Drug therapy

5. Manifestations of critical illness

6. Specific procedures/techniques

A. very useful B. fairly useful C. not very useful D. not at all useful

A B C D

A B C D

A B C D

A B C D

A B C D

Critical Care Alert

7. Ethics/end-of-life care

8. Health policy

9. Mechanical ventilation and
 respiratory failure

10. Evidence-based practice

A B C D

A B C D

A B C D

A B C D
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11. Which of the following
credentials do you have?

A. MD/DO

B. RN

C. RRT/CRT

D. other

12. Which of the following most
accurately describes your clinical practice?

A. Exclusively hospital-based

B. Both hospital- and office-based

C. Exclusively office-based

D. Currently in training

14. Which of the following do you personally do in
your practice? (Fill in all that apply.)

A. Make decision to admit a patient to ICU

B. Make decision to discharge a patient from ICU

C. Endotracheal intubation

D. Tracheotomy

E. Ventilator management

F. Insertion of pulmonary artery catheters

G. Hemodialysis/other renal replacement therapy

H. Gastrointestinal endoscopy

15. Who pays for the Critical Care
Alert subscription that you read?

A. I do personally

B. My practice/partnership

C. ICU

D. Department

E. Medical library

F. other

13. In the future, how do you plan to
obtain your CME credits?

A. Travel to live conferences

B. Subscription-based newsletters/journals

C. Outside-sponsored teleconferences

D. Internet-based activities

E. Other



20. List the top three challenges you face in your job today.

1.

2.

3.

16. In the abstract & commentary/special feature section of Critical Care Alert, compared to the
way it is now, how much editorial comment and perspective would you like to see by the
newsletter's contributing editors?

A. more B. the same C. less

17. What type of information not currently provided in Critical Care Alert would you like to see added?

Contact information

18. To what other publications or information sources about critical care do you subscribe?

19. Including Critical Care Alert, which publication or information source do you find most useful, and why?




