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11 Can we improve cognitive dysfunction post \cu? Long term outcomes and quality of ife Critical care
careto
icu?
12 Resus end points what or how to monitor Much confusion and variationsin practice Critical care
13 Best ventilation mode Copious variations in practice Critical care
2.1 Prevention of critical care delirium Al Crit care patients, give melatonin from admission -test | Delirium increases Crit Care and hospital stay as well as mortality. Decreases IQand increases dependence. Neuro, Trauma,
CAMICU, randomise according to premorbid risk factors, Delirium.
2.2 Large scale frailty outcome study aslevel 2 p increased and i ften unrealistic, costing NHS large amounts of resources. Neuro, Trauma,
frailty, 3/6 Delirium.
Qo. Control noor
minimal frailty.
23 Out i disch: Delayed discharge lati i against no The longer the patient stays in critical care the moreit costs and it cannot be psychologically sound for the Neuro, Trauma,
times from Crit care. delays and out infection: i patients to stay longer than needed. Delirium
input needed post discharge.
3.1 To assess the benefit of patient: 1. il i i iling: 121 days after [There has b clearfu:uson arl for critical care to enhance Intensive Care
requiring prolonged mechanical ventilation resolution of acute presentingillness and with a recovery. eaning and partiCUlarly in defined as diffiCUIt wean receiving Medicine &
toa situ. 2. would betransfer toa [prolonged mechanical ventilation in scant. Individual data from specialist weaning centres would support a Respiratory Medicine
specialist weaning centre. Assessment to include speualls(weamngum(fuvcontinuedweaningpmcess. 3. [benefitfor for transfer weaning centre. It toknowifthereare (specialist interred in
benefits to the patient Com improved outcomes for patients, leaving hospital in an improved functional status with longer term outcome long term ventilation
weamng]and alsu benefts/mpac( on (he of failing to wean after 21 davsremammgmlhe\rparem Icu. beneﬁsaswell asreduced costs from being in a specialist weaning centre compared with an acute ICU. and weaning)
it (e.gincreased capacity 4. Primar beclinical additional benefits to the general critical care population by effecting patient flow and creating
improvements n patient flow). liberation from mechanical ventilation and cost analysis of ~|capacity in yimportant. tient: thecriteria of
stavlnginacute\CUcumparedw\(h transfer to aspecialist |diffiCUIt weaningisiin the range 2-6% but pyasi number of days.
weaning unit. lude-d of |ot datato current of stay
mechanical ventilation, \engm of stayin ICU, length of stay ~|in iCU, hospital. Feasibility of transferring to weaning centres, clinical outcomes, cost benefit analysis and
in hospital, destination post hospital, functional status and |operational research to understand impact on wider ICU population could change the way we manage this group
QOL. Operational rssearch question of impact on critical of patients.
pacity and flow in
units.
4.1 Reduction of in P: Emergen re mechanical ventilation  [National to maintain pati ily areevidence based, but rarely adhered ICU delirium
ventilated patients (not major o cardiac elective surgery) I: Nurse-led sedation |to in practice. Critically ill patients usually requi Igesic drugs to
delivery, to in t
management of agitation if required, training, prac(ice understanding, means and support to byth infusions of
based d: C: |Under sedation can present p
standard practice O: Long-term patient cognitive outcomes. |experience agitation. Sedation delwery isacomplex health apersistent evid
Time spent optimal sedation D . Family Thereisalack of guidelines for UK clinicians. Critically ill patients, who are
mental health outcomes Safety outcomes maintained in deeper levels of sedation, such that they cannot be easily roused, are more likely to spend more
days on a ventilator, require a tracheostomy, and have an increased risk of death. Feedback from patients indicates|
they prefer theability to sedated. From
studies that have been successful in i i reductionini (icv)
and hospital length of stay, duration of mechanical ventilation and costs. There wasalso a reduction in mortality
and theincidence of ns. Critical c; at ’s bedside for up to
12 hoursat atime. They routinely administer bol to patient’s clinical
opiates, d as propofol or
have been more successful in improving sedation p h itto dap
administrationsin a timely manner, having transferred ibili dati tothenurses.
Oversedation is associated with delmum Dehrlum was aJames Lind Alliance ICU research priority. Pal\en(swhu
develop delirium anditi for
health depression and PTSD. We know patients are over sedated in UK, we
know the barriers, we know less sedation results in less delirium.
12 Family support P: Familes of p arecritical Caregi ing mechanical ventilation report similar depression scores than caregivers of 1CU delirium
more than 48 hours. I: Alzheimer’s, spinal cord injury, or the elderly. Other outcomes include anxiety and generalised
intervention as used in North America feasibilitytrial -to znxnely disorder, , clinically traumatic )
aids, delirium i and griefand ion in general health. PTSD i tsi
engagement at the bedside by nurse with option of being  [months in family p dieafteran (ICU) stay is two to three fold that in the
involved in care activities (if would like to) and non when b d; 4 i i i grief.
ical i t irium and can persist for years. In pati two or more days of mechanical ventilation, 75% of require
tivities for i t two months. provided by . Oneoftop questions
clear misunderstandings and support. C: Standard pracuce important to patients, carers and providers of critical care from the James Lind Alliance/ Intensive Care society
0: Distress, depression, PTSD, economic outcomes in family  [project was ‘How can patients and their families be best supported as they start living at home again?’
members at 6 months. Delirium in patients (Important to
family experiencein ICU)
5.1 ol ~Critically ill patients - Non-pl i fons -|Delirium i prevalent in ICU and its doesn't have to be. Non-pharmacological interventionshave | Thank you for talking the time
could be effective for delirium management in just existing care - The number of cases with Delirium? been effective in reducing delirium in hospitalised acute medical patients according to some recent research . to consult on this
critically ill patients? They could bea potential low-risk, low-cost strategy for delirium management i critically ill patients f they were
e
6.1 How to research |Targeted at clinicians, nurses, finance, s pom( investingin basic research without research into improving barriers to implementation. Icu, Patient Safety.
and new into clinical practice. senior allow apermissive “VAP"
approach to trying out new technologies. Should not need
to have 110% proof before any adoption - maybe 50%
6.2 Application of safety and human factors, systems Enables actual delivery to patients. Icu, Patient Safety.
approachesto ICU. VA"
63 Would aquality standard to stop oral and Weekly oral and tracheal sputum traps in invasively 80-90% of tracheas become colonised with pathogenic bacteria. No data to suggest this is safe or appropriate but Icu, Patient Safety.
tracheal colonisation improve standardsinthe  [ventilated patients. Compare preventative measuresand | received wisdom is to suggest this s ok unless there s proof it is not. Real world fast improvement of biggest Vi
icy nursing care-similar to campaigns with Ccinfection and | nosocomial cause of mortality i theCU.
How best
71 Quality of lifein critical care survivors critical care
8.1 ~criticallyll patients - non-pharmacological interventions - Delirium is common in ICU and associated with serious negative outcomes such as increased mortality and icu
for delirium management in critically il patients  |standard care -delirium morbidity.
8.2 Ifwereduce delrium n ICU, do wereduce the —feriticalyll patients non pharmacologicalinterventions ——[Delirium s common in citicaly il patients and associated with ed mortality icu
i i ith , mortality, physical and mobidity. Ifinterventions are effective in reducing delirium then they may also improve outcomes for
delirium? luncl\on,dellrium, patientsand reduce costs for the NHS.
83 What s the best tool to assess pain in non-verbal | critically il patients pain tool eg CPOT Another pain tool e.g|Patients are often unable to ir pain whilein ICU. Determining the most touse icu
ICU patients? abbey pain scale versus numerical pain score Patient could help improve patient satisfaction
satisfaction
9.1 Is permissive hypoxaemia better for patients? |all adultsin critical care, hypoxaemia vs standard care, POCUS
mortality and moribidity
101 How much should we strive to keep [ ity adj y benefits [High cost procedures that havelittle benefit are not a good use of resources Cardiothoracic
alive? of intensive care provision Intensive Care
i1 How do we heal" the [P:ICU patients (surviveICU) I: Effect of an ICU dischargeand |Important to enhance patient satisfaction Important to enhance cost effectiveness across the NS Improvement in critical care | Professor of
acute care pathway between the ICU to theward | Ward discharge facilitator C: Standard Care O: Cost p must be a key pi and
and the ward to home? i priority for the NHS Critical Care Medicine
112 (Are complex weaning centres cost effective? P:ICU prologed weaning patients I: Comparison of General clinical physical, mental, social) To Professor of
ICU vs. Complex Weaning Centres C: General ICU O: Cost Respiratory and
effectiveness Critical Care Medicine
113 Is targeted useful to P:ICU P persistent critical illness I: t post critical illness and cost Professor of
term outcome post critical iliness? on physical, Respiratory and
deficit 0: Cost Critical Care Medicine
21 Impact of age, functional status and pre-ICU LOS | Complex and multiple intervention/control study and Services to both examine basics science and service delivery at large scale Good luck! oM
in Hospital on outcome and QALY of ICU patient. [evaluation of service
122 Likes of Sepsis and ARDS RCTs of i of selected patient population. eg. | Future problem with MDR oM
abdominal sepsis due to leaked anastomosis in young.
people. Another example is HAP due to MDR organism
123 Staffing of ICU Ratio of QALY Cost, safety and efficacy oM
i nurses)in and out-of-h ity and morbidity
patientsin tertiary, secondary and HDU facilities.
weekdays vs weekends and impact on outcome
o
31 Isitworth pporttothe  |Review of in over 80s over ditions | Limited resource that needs to be utilised appropriately. Pur to patients Neuro critical care
very elderly and organ support
11 Does occupational therapy daily rehab impact on | Ret with and without OT in critical caremech ventand and | If this helps then patients are missing out

functional outcomesand losin hospital and ICU.
What is the cost analysis.

not
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142 What activities in ICU would reduce boredom and
improve outcomes

151 Benefits of critical care outreach teams. utely i patient. Critical Currently pportcrit services. Critical care outreach

service. Escalation plans. Improved patient experience,
patient outcomes, length of time taken to be admitted to
high care area.

16.1 When to stop treatment/ start paliative care. Best/kindest resolution for the patient. To allow a dignified end, Ithinkmy 1stanswer is general Critical care

to patient care.

162 Differing opinions/goals between teams/ Not constantly changing treatments etc. Sometimes dail general Critical care
consultants. shift/ consultant change.

171 How best to support patients and their families CU survivors and their families/ from critical i on patientsand and health. In addition, to Critical Care
during the rehabilitative phase discharge home, I=supportive intervention, C=standard  |society in terms of employment

care, O=Psychological morbidity in both patient and carer
and also rehab potential of patient

172 How to prevent medical device related pressure _|P=Patientsin ICU I= Risk assessment tool or associated sepsis kil the BILLIONS treating pressure
injury dressing/ pressurerelieving devices C=standard care 0= [injuries

incidence of pressure injury

173 How best to implement early mobilisation-we | Staffin ICU earl protocols Promotes bet; patients, red d would saveaload of money Critical Care
know it is good and reduces mortality/ morbidity [Barriers to implementation
but itisstill not happeningin all of our units.

Why not? What are the barriers to implementing?

181 Just because we can do it, should we. Making | g8 or Wasteful treatment options. Not bestfor patientsor futle e’ or living not ust existing but subjective Issues of aging population. A _|lcu,
decisionsin healthcare patient opinion. decisions are difficult. third way in conservative

treatment. Care options, to
get people back home who
don't want to bein hospital

182 Psychological support versus physical support. | Control study offering psychological support or health Because ICU treatment is expensive and could be avoided with early intervention for drug, alcohol, mental health, lcu,

Which s most effective. Should NHS prioritise | coaching, versus normal practice. smoking cessation and health promotion?
ical /mental health

183 Rehabilitation nice 83 implementation. Quality of life, physical function, delirium onset, delirium _|I's money saving but costs in staff time, but will reduce nhs costs, paradigm shift in approach to patient centred lcu,
Complex problems, need complex teamwork  [symptoms, delirium cessation. Mobilisation dose, duration,
solutions and patient centred care. Should we movement. Restory inicu.

function post v admission.
icu.
91 How much oxygen we should be giving to Al unplanned admissions to ICU (not oxygen druggiven to our Tack any gui Regular priority ICU, physiology,
critically ill patients Evaluate normal vs. low oxygenation targets (i.e. permlsswe to help us determine the dose we should prescribe. The reason for thisis that of oxygen to updateson altitude, exercise,
hypoxaemia) -e.g. SpO2 >96% vs. SpO2 88-92% Outcome |critically ll patients remains an evidence free zone. The public is usually quite surprised to hear this. ~ Initial trials |their impact) would bea oxygen
should ultimately be medium term mortality are underway to understand the safety and feasibility of what useful processin the UK.
required is a global approach to rapidly answering such a fundamental question.

192 Delirium. Why can't we effectively reduceits I'm not really surebut we need to putalot into |B 1CU delirium ‘e cause It through well meaning treat of our patients. We must reduce ICU, physiology,

incidence n our patients. i i i the long-term burden this causes to society. altitude, exercise,
and circadian thythms such as: - Light control Sound (noise) oxygen
control Feeding patterns The use of melatonin

193 ~how can Thaveno idea'm afraid! Very complex problem. But avery and ICUT n ICU, physiology,
this high cost intervention for best outcomes  [important one. rationalised, we need to rationalise our own servicein an evidence-based manner. Treating the right peopleat the altitude, exercise,

right time, with the right interventions. Avoiding treating people for whom ICU is perhaps not the best option, oxygen
and finding alternatives for them.

201 How to implement earlier and structured Population -Patients with alength of stay of >4 days within safety of early ell established (Bailey etal, 2007; Critical Care,
rehabilitation within critical care critical care Intervention - early and structured Thomsen et al, 2008). When introduced, programmes of early mobilisation have been associated with a reduction Physiotherapy,

rehabilitation Comparator - control subjects from a in both ICU and hospital length of stay, as well as improved functional ability at the point of hospital discharge Rehabilitation
stepped wedge trail design Outcomes - reduced critical care |(Schweickert et al, 2009). Early and structured rehabilitation has also been associated with reduced incidence of
and hospital length of stay and quality of lifeat 3 months  [delirium, improvements to respiratory parameters such a peak inspiration and peak expiration, and improved
following discharge peripheral with p: receiveno Although thereisa
growing evidence base in North American populations, there is a paucity of European-based research into the
impact of early critical care, p: applied to entilated
patients. The delivery of thsw(herapv within critical carein the United Statesis very different from that in
Europe, with recent US-based that as few as 13% of patient: i within
the ICU, with treatment provided usually limited to a median of 1 session per patient. This differs from that
provided within Europe and Australia where daily physiotherapy is already an established standard of care. It is
whether in the United P d models of
h v practice, or whether it i of daily
which itive impact. Ca thereis little
ing how best to deliver ionin ith alr ished
services.

211 How to achieve sedation minimization in In critically il patients, doesa (yet sedation type, amount and dep(h all affect patient outcomes to some extent. Patient Critical care
intensive care. to be developed) compared to current standard practice areaffected i and cognitive longterm

of sedati aswellas  |outcomes, so will affect multi aspects.
long term physical, psychological and cognitive recovery? [of patient recovery.

212 How do we best support psychological recovery | In survivors of critical illness, various thebest way to i health ivors of Critical care
after critical illness? ion gi es (e.g. disc ,ICU  |critical iliness. Anumber of centres have chosen to use ICU diaries but there s insufficient evidence to support the

to current usual carei safety and these (with the 1 large study pr results). Early work has been
psychological outcomes? undertaken using other strategies, e.g. di no y has been undertaken and
these may ing our patients. There may also by
could through astrategy d

213 Can weimprove recovery for survivors of critical | In survivors of critically iliness, doesa y iesto i after critical il lness have not been effective in heterogenous groups, however Critical care

iliness through optimisation of selfhelp towards increasing self-efficacy or decreasing llness p do benefit from . C self-help behaviours
- y illness mpared to usual care, lead dual . Optimising these self- he\pbehavvcuvsmavassls\ recovery, either aloneorin
perception? physical and psychological recovery? the context of specific recovery interventions.

22.1 Should sedation holds be used on critical care.  [All patients sedated on critical care. Whenlhevenulator:arebund\ewasvn(wduced sedation holds and following a protocol were both known to be
better than standard care but isbetter. that following a protocol is better than
sedation holds but most holds. Ifthi: wewould improve care for all units. If
not then can far study with

231 What benefit is Critical Care according to frailty? |P -Patients referred to Critical Care | - Critical Care 1. Where poor icipated, acohort of older ish not to undergo critical careintervention Interestsin Critical

admission C -Comparison of vnot ini 3. Current y wi in older age groups Care (healthcare-

admitted, controlled for physiological derangement (e.g. associated infection;

NEWS), age, diagnosis, etc. and stratified according to frailty epidemiology; human

0- mortality and resource utilisation (e.g. according to LOS) factors)

232 Do VAP prevention ‘morethan 48 hours P |VAP may ith additional morbidity, mortality and costs - but the effectiveness of VAP prevention Interestsin Critical

bundes between terms of than t clear. Care (healthcare-

Duration of d. biotic-fre associated infection;

days/antibiotic uilsation, mortalit, diagnosis of VAP/ epidemiology; human

factors)

233 What difference does compliance with FICM/ICS | Critically ill patients in UK the UK. Allowing for differences in case-mix, this Interestsin Critical
medical and to dedicated ICU consultant, dedicated effect on prevention of harm, timeliness of intervention) and Care (healthcare-
patient outcomes? resident for x beds, nursing ratios, supernumerary nurse)  |thus outcome. Thisis an issue of great importance to patients and to staff working in those units. associated infection;

versus unit and hospital outcomes (e.g. LOS, mortality) human
factors)

241 Optimal means of pre-oxygenation for intubation [ICU Avoid unnecessary morbidity / mortality. ICU and Anaesthesia
in critically ill patients.

242 Role of videolaryngoscopy in critically ll patients. ICU Avoid morbidity and mortality. 1CU and Anaesthesia

243 Optimal emergency airway (cricothyroidotomy) |ICU. ‘Avoid morbidity and mortality. 1CU and Anaesthesia
techniquein ICU population.

251 Outcomes in the elderly population |Elderly patients (>75yrs of age), with varlous diferent With increasing number of elderly peoplein the society, and a parallel increase in the hospital and ICU admission |For service delivery, there | Critical care of patients|

chronic I care
(organ support system) to treat episede ofan acutede-
compensation, related either to further deterioration of
their chronic illness or an acute-on-chronic deterioration.
Controls could be elderly patients with minimal chronic -
health, or younger patients with the same chronic disease
process. Outcomes to determine survival to hospital
dischargeand 6, and 12 month mortality. Also the quality of
life for the long-term survivors.

of elderly patients, it is essential that their

prognostication to inform clinical practice.

seemsto beamajor confusion

with liver disease and

offluid therapy in critically ill
patients, and management of
sepsis. h

extracoporeal
therapiesin ICU,

could help avoid unwarranted
variationsn practice would
bevery useful.

sepsis
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25.2 Long term outcomes of cardiac arrest survivors | All patients who present with an out of hospital cardiac | Th important to avoid y suffering for not to mention th Critical care of patients
arrest o those who have an arrest while in-patient. To study [burden inflicted on the NHS. with liver disease and
short and long term mortality outcomes, but more liver transplantation,
importantly the quality of life of the survivors and their level extracoporeal
of hospital discharge. therapiesin ICU,
prognostication tools with a higher acuity to predict
outcomes. It would be difficult to choosea comparator
group for such studies but perhaps patients with traumatic
brain injury could be one of potential control group.

253 Because of interestin p: Al p: acuteand hronic liver failure. | Liver di rising with increasing fci toi followinga Critical care of patients
liver disease, | would lik devel Liver support and logical flare of their chronic illness through oftheir p & (often stable) liver dueto with liver disease and
test existil for liver function support for |C but without this non-liver precipitating event such as infection. liver transplantation,
these patients. support. The capacity of these devices to act asa holding extracoporeal

measure' by supporting liver function until spontaneous therapies in ICU,
resolution or until transplantation. infectious diseases and
sepsis

26.1 Long term functional outcomes n frail C: Tong-term outcomes- cognition, physical function, ITU s hugely costly- both £ and impact on families. We need to know when it end of life carein ITU,
patient perception ufquamyufhfeat1yeavonwards [ \swcrlh it, that we have robust data about what ITU survival really frail so we can esp terminal discharge,

ie. who really benefits from critical care-not just t risk can , and we need to develop Iy with delirium, ethicsand
who survives. tsarei earlymtheir"‘ ingillnesses in to be referred in future law
M " ! . |

26.2 Not necessarily "most" important, but simpleto | ITU patients who have had central access Uss during repeat i , but no idea what we should do about them. end of lifecarein ITU,

investigate: would like to know how many esp terminal discharge,
i lotsfr i delirium, ethics and

what happens to the clots and if there are benefits law

from anticoagulation ifwe find aclot.

263 optimal (ifany?) critical care for alcoholic Patients who develop second organ failureasaresultof | Large proportion of our referrals. Seem to do badly. end of lifecarein ITU,
hepatitis patients alcoholic hepatitis esp terminal discharge,

delirium, ethics and

271 [Blunt chest trauma: nebulised | Patients admitted to blunt chest C admission, but for good analgesia, role |We desperately needmore |Resp support / trauma
antibioticsin preventing HAP? trauma. Need apredictive model o risk/outcome possibly [of rib fxation an uncertainty. nuanced research techniques |and burns/neuro

related to admission to ITU but this s likely to exclude some that offer the understanding
with isolated chest trauma who might benefit—needs some of variance of effect in
thought!). High risk patients (of mortality/morbidity different patients/patient
associated with infection/pneumonia) randomised into groups. Frequentist theory is
placebo or active nebulised antibiotic therapy. Outcomes letting us down because we
on phase of stud of wi arelooking for relatively small
LOS/need for mechanical ventilation....later phases effects of interventions in
HAP ic therapy, i heterogenous patient groups.
duration of mechanical ventilation, LOS ITU/Hosp, We will need to exploreif big
economics, etc data / genomics / other
approaches (possibly playing
down 30 or 60 day mortality)
opens new horizons for
critically ill patients.

272 Can we develop an objective measureof lung | Burn injured patients admitted to burn units and centres | Area of impacts on clinical outcome, as well as potential Resp support / trauma
injury associated with that  [with smoke. Evaluation of non- interventions. | accept that thisis fortunately an uncommon cause for admission, but the care of significant burn and burns / neuro
correctly predictsimpact on outcomes? potential injury for patients, the wider NHS. De injury should

on admission and within thefirst 24 hours of admission  [allow new of
(radiology, serum/urine/sputum markers, exhaled breath
markers of smoke related lung injury) and of possible
e B ol
cytological, other??)
273 Can we develop a decision aid that better Computer modelling of various _ Not sure.... maybe Tbelieve that wehave i general oversimplified decisions around ventilation mw thmgsthal are ‘good or bad" A Resp support / trauma
supports the delivery of safer mechanical computer madeling of decision web tht quantifies good of HFOVin both and burns / neuro
for patientsin This yofboth and the (HFOVisnotasingl its context (O OSCAR each tested a marginally
might i risk (trade off for example of different recipe for HFOV in patients with hypoxaemic resp failure, not ARDS). We may be losing potentially
stratifying patients for the development of VILI,  [increasing respiratory rate vs small increments of Vt in beneficial ions in important inability to understand
defining appropriate goals of mechanical managing H7.1vslivingwith current | significant uncertainties.
ventilatory support in different patient groups, [ pH. This may better define the imits of our knowledgeand
burden of allow usto
the ventilator (vs not making an adjustment, or  |questions, rather than primarily improve our decision
making an alternative adjustment), and when to | making, but even that would bea help!
adopt alternative/additional measures including
proning, ECCOR, ECMO, rescue HFOV (including
the evidence base for such decisions)

281 What is the safest way to use oxygen on critical | All Critical Care patients with sub-group analysis Randomise | The only RCT to date of oxygen usein Critical Care (Girardis et al), showed a potential 50% reduction in mortality Respiratory medicine

care units? patientsto different targeted oxygen levels (e.g target range ~|with controlled oxygen therapy compared with "old fashioned" high dose oxygen therapy in Critical Care
88-929% versus 92-98%) Main outcome mortality. Secondary|
outcomeslength of stay and long term outcomes.

291 180 day outcomes of patients on ICU AITICU studies need tolook at death and disability at 180 | Ensure treatment is not leading to survival from ICU but subsequent death or disability

days as primary outcome
[301 Appropriate antibiotic use Patients with suspected infection Antibiotic duration subsequent resistance Critical care
Other antibiotic duration Mortality, cure rate

311 The role of ECMO in the treatment of severe ARDS | Patient population: severe ARDS 1.e P:F ratio <100 mmHg | To provide evidence base for the role of ECMO in severe ARDS which in turn may broaden its availability if the Critical Care

vs HFOV Intervention: ECMO Comparator Control: HFOV Outcomes: |benefit is shown.
Primary=30-mortality, secondary=lenght ofitu stay, 90-day
mortality, pulmonary function at 12 months.

321 Use of big data to i ivery of care electronic health record data | Translation of best evidence to clinical practiceis still quite poor. Supporting this by leveraging already existing
o develop smart clinicaldecision rules.C for both patient and NHS benefit that will also be cost effective. range. Topic 1 big data hasthe
of care delivered, for eg: weaning protocol compliance using potential for significant
the smart alerts vs current unsupported care delivery. in v

service delivery. Topic 2 isa
key research question on
inhaled therapy in critical care|
which is widely used without
evidence. Topic 3 ismore
towards discovery science, in
the sphere of
immunedysfunction and
proposes a different approach
to understanding the disease
mechanism in sepsis.

322 Use of mucolytics either inhaled or systemicin | Patient population - Intubated b area of lack of ider spread robust evidence. Thereis a potential for Critical care research
patient in severity hypoxic respiratory failure. yfailure ~Hypertonic [ harm to patients as well as associated costs from expensive inhaled therapies
There s no consensus nor robust evidence. saline/DNAase/carbocysteine vs placebo (RCT o cluster

randomised trial design) Outcomes - Depending on whether

intubated or not, Timeto extuba(vun orln(ubauun ratesand

other ndary rates,

antibiotic use, ICU stay

[323 post +Young fit Our Sepsis is still quite poor. For a research model to be relevant, a Critical care research

such as surgery and trauma, Current studiesof  older patients undergoing elective surger, controls, human model i the best compromise when compared to in vitro and animal models. Mechanistic studiesin
immunedysfunction have focussed on infective /Abut h sepsis is very poor to decipher dueto the variability in patients, presentation and also thetime
models. Heterogeneity of patients, lack of control | GCSF, Ant\TNF, Statins could be potennal interver ns cmlcal natureolthedlsease Asurgical model to study
over thetiming of the insult and host response | depending on the underlying mechanism to support which could to critical care. This will also directly benefit surgical
variability maks to ion or i v|p: post-op d i
run and interpret. Use of atimed, non-i m!ecnve response. Comparator/Control - As above Outcomes - Post-
model will support in depth iveinfecti icati
which could also be translated to septic patients.

331 What is the optimum bowel care practicefor | Thoseidentified aslevel 2 & 3 patients on critical care, Bowel care has a major Impact on patients recovery fime n critical care, length of time on  ventilator, mobility, critical care nursing

critically ill patients? without any bowel or hepato-biliary related problems. pain etc. and in of bowel ‘The most recent carestudy has
Methods of promoting optimum bowel care. Current become dated- Mofstafa et al, 2003 and would beneficial to have more current EBP.
practice Vs
methods. Pharmacological/ non-pharmacological. The
number of stools and number days between each, along with
the volume and consistancy of defaecation.

341 How to improve leep deprivation and theimpact | Cluster randomised trial with an intervention promoting | Important y besedated and spend longer in CCU as cannot be managed on CCU Research
on CCU delirium prevalence. normal sleep in the CCU environment. Preceeded by wards and therefore are at risk of developing complications. Thereis a financial impact, more CCU days.

education package for intervention sites. Outcome=delirium
prevalence and additional ccu days.
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34.2 Best mouthcare CCU patients, tubed and untubed. Cluster to |ccu feel ver by the CCU experience. This simple task of an feel so refreshing CCU Research
number of arms. Standard mouthcare procedureacrossall  [to avery sick patient eator drink or have i oral intake. It all i
sites but frequency would differ in arms. Patient comfort,  [better having a clean refreshed mouth and psychologically better. Also having oral thrush on top of severe health
appearance and incidence of infection conditionsis rotten.

351 How do we prevent functional disability post critically ill patients admitted as an emergency in multi- Mortality from critical ill; 20%. Many of our significant functional I Care Muscle

critical care discharge? organ failure. Intervention: Primary prevention of muscle [disability which can persist for years (approx 70%, and 50% of those of a working age do not work again). physiology,

wasting or delirium, the two major trialsh: timproved this, and so we need to focus on primary prevention- limiting disability rehabilitation, chronic
functional disability Control: critically il patients and joblessness. To the NHS, il i greater time/cost of both primar y critical illness
Outcome: Physical Activity, Di returnto to those who haven't been critically ill, so significant cost savings can be seen by addressing this.
work, muscle mass, Health related quality of life

352 How ge or treat chronic critical have been intubated and thelCU fpatient tfor 16-20% of all admissions, they consume 50% of resources. Further they Critical Care Muscle
illness? for>10 days 80 0n to have poor quality of ife, and rarely return home. This representsalife-changing survival (with a drastic physiology,

change in quality of life) and a significant financial burden. rehabilitation, chronic
critical illness

353 How do we prevent muscle wasting in the How do u physical Physical activity is a prime determinant of heath, longevity, quality of life and employment. ICU survivors not Critical Care Muscle
critically ill? activity post discharge? only have poor physical activity, but thisis resi i i by multiple physiology,

neutral trials). Increasing physical activity will improve multiple aspects of our patients lives, and help them rehabilitation, chronic
return to contributing to society critical illness

36.1 Does early tracheostomy (within 24 hours) to<2av>4d In hospital |ICU have poor quality of life, weak, short of breath and PTSD and require huge ammount of
improve quality of lifein ICU survivors delirium, muscle power looked at. Long term 6 and 12 support at h i careetc Improved quality of life for individual and huge
particularly muscle strength ity of lifei whether i potential savings to NHS and social care

living

371 What s the optimal level of ICU occupancy which | This can't betested in an RCT. First we would need well potential early ICUand lack readily available ICU beds are a common Sepsis
provides the best outcome? i ifthi ke i to |problem, but we don’t know if this actually matter in patient centred outcomes.

patient outcomes. Built in we should evaluate the staff
wellbeing at different levels of activity.

372 Could telemedicine/telelCU claim the same Cluster randomised trial of ICUs with electronic patient Telemedicine has a potential to transform our way of providing care, but it is unclear if it can work in the UK. Sepsis

benefits as it has donen the Us? information systems on the unit, which could be networked
to icu
Consultant cover, with the telelCU Consultant doing a
nightshift. Comparator: current practice of on-call
(Outcomes: patient safety, time to review of new admissions,
cost of i d ongoi
staff, patient and external ICU stakeholder satisfaction

37.3 Can the reversal of ICU acquired (using No other treatment has worked in the last two decades. This approach has got biological Sepsis

imp; insepsis? |extended , such as cd64 expression and [ plausibility, but never been tested beyond a single centre study.
molecular biomarkers) admitted o the ICU with sepsis
Combined treatment to reverse immunosuppression with G-
CSF and interleukins Standard care Short and long term
outcome and HRQoL cost

381 how to decide on futility and limit escalation of _|inform patients bett i f and unreali coststoo much
treatment appropriately critical care

382 are we getting too high tech icu with use of resourc

levels (fluids, basic ventilation, basic inotropes, antibiotics)
and not much more. Does it make any difference to
383 ‘are we giving too much oxygen

391 Why do wenot ffthe control different tothosewho |Nursing bottom. It effects units hard and poor staff retention means less safe patient care and less
beds we have keep staffin ICU/HDU environment and those that don't 11ill patients, cover.

when ICU not at full capacity at beginning of their shift

401 post cardiac arrest care (OOHCA) post cardi t y ~best method of (EEG, CT, Critical Care/

A&E with amaintained CO on minimal inotrope support, Anaesthesia
ventilated

202 management of rib fracture pain only with rib isolated best method of analgesia s unclear. Epidurals may not be required in all patients; the minute an epidural or Critical Care/

injury regional techniqueis used teh patient can't stay on medical ward; incidence of injury; best non epidural Anaesthesia
management

203 have medical ward staff become o unskilled in | patients referred to the ITU anaesthetic service for generic | rather than others, team has a basic skill competence Critical Care/
techniques? eg venous access, lumbar puncture, ting why i (which must dwell in will i Anaesthesia
chest drain team could not/would not do them

411 Long term functional outcome of patients inage |Post patients Value of ICU admission to quality of life Cardiac ICU
cohorts following ICU admission i study -thy quiring less than

or morethan 3 daysin ICU by age decades - Activities of daily
livingat 6, 12, 24 months as well using the Whodas score

412 Long term follow up of patients with AKI after ICU CardiacICU

221 1L i di detail-in__|AllICU England (or at least in of'ICU"and 'll treatments' than ever. Our inability to offer evidence cf [ICU has changed. The cases we | Intensive Care
hospital and after discharge. We STILL don't know [units). Detailed granular admission and trust and relati treatment limitation. In addition, such | now see so often revolve Medicine; cardiology.
what happens cf health service utilisation, life  [curated in one data safe haven. Longterm OPNS taggingand |data would help predict future health service needs, whilst also allowing informed public discussion about around complex diagnoses, | Muscle function. Big
length, i health service use, readmissions and mortality, and [advanced directiveand advanced treatment planning/ end of i datafor Al/ML [and 1/ legal data. Nutrition.
detail. social/ functional status. approaches) woould also allow proper (as current SMRs data). issues. Better data will help...

as will the ability to mitigate

the harmful consequences of

the care we deliver- no matter
how well intentioned.

122 2. Optimal nutrition on ICU (espasameansto | Patients: those needing tube or TPN feeding; thoseat debility and costly.Optimal till not known. 1CU has changed. The cases we |Intensive Care
prevent muscle wasting.) We don't yet know greatest risk of debility and wasting. (ie >7 day stay, >2 now seeso often revolve Medicine; cardiology.
whether NOT feeding might be better for some [ system failure). Intervention: no feed vs feed? Continuous vs around complex diagnoses, | Muscle function. Big
early on than feeding.... or what straty ight ittent feed? Ketones or k for and around ethical/ legal data. Nutrition.
help prevent muscle wasting and debility calories? issues. Better data will help...
development. aswill theability to mitigate

the harmful consequences of
the care we deliver-no matter
how well intentioned.

423 Can in-hospital decline be predicted PRIOR to ICU | All comers; big data/ Al/ML approach to all d; 'head off. We know that early intervention is good. ICU has changed. The cases we [Intensive Care
admission, and before MEWS/NEWS triggers? Preventing declinein the first place would be even better. now see 5o often revolve Medicine; cardiology.

around complex diagnoses, | Muscle function. Big
and around ethical/ legal data. Nutrition.
issues. Better data will help...

aswill the ability to mitigate

the harmful consequences of

the care we deliver- no matter

how well intentioned.

431 human resources, training, catching up thelevel |Intervention/service to test/evaluate patients don't get what they need and limited d ility of support ICU intensive
of care generally available in the continental clinicians need - ultrasound, Echo etc. care/anaesthesia

y o N

44.1 Surgical problems in the ICU patient post-  |Surgical training app for ICM doctors If I can better understand the specific needs that relate to a particular surgical operation, | can better address ICM, general and acute

ops. | have cometo ICM training through them. medicine.
h | |

am not an anaesthetist. | therefore find it very

hard to understand specific surgical procedures

that have been carried out, and their particular

implications on the patient.

242 Pain in critical care Patient population and assessment of pain / test/ evaluate. |Thereisalot of under-diagnosed pain on the ICU that has direct implications for patient recovery and morbidity. ICM, general and acute

medicine.

243 Nutrition on ICU Te pretty at assessing nutrition in our patients, and meeting their needs. ICM, general and acute

medicine.

45.1 What isthe 6 h I for p: pulation - pati alcohol er  [Decompensated alcoholic liver disease is acommon reason for referral to critical carein the UK. These patients Anaesthetics and

alcoholicliver to critical care. ~full organ i for significant often requi i hospital and to critical care. Critical Care
to critical carein the UK? What factors are support for aminimum of 48 hours (including renal support)| The long term outcome for this group of patients has traditionally been thought to be poor. Abetter
associated with poor outcomes? Outcome measures - 28 day and 6 month survival understanding of which patients are likely to benefit form critical care would be helpful to clinicians trying to
decide the best treatment for this group of patients

26,1 what causes (and could be done to prevent) the | P: All admissions to ICU I: features at admission or discharge | huge financial burden /patient morbidity from prolonged treatment of patients who arrive but never leave. Nephrology and
further 1 i Icu [which ith not surviving to hospital Intensive Care
discharge and hospital discharge ? discharge C: O: developing an "admission” outcome Medicine

prediction tool (alive+ home / survive ICU but die on ward /
dieonICU)and a "discharge" probability of successful




Respondent/

Question number

Question

Why is this important?

Additional comments

Area(s) of
expertise?

46.2 Isthere  difference in quality of careand U ions i.e. local population, not | would help inform hospital ICU's ops difficulty in staffing them with Nephrology and
outcomes between small, well-run units and tertiary care) I: teaching hospital C:small but demonstrably |full-timeintensivists and trainees. Intensive Care
larger teaching hospital units (however run, but  |successful GPICS-compliant hospital O: mortality / Medicine
in prestigious institutions) ? morbidity /LoS / satisfaction

463 153 combination of nodilator /betablocker/ _|P:septic shock I:protocolised combination of Still looking for a magic bullet in sep! with imeti y which limits our Nephrology and

P superior septic |1 Esmolol and Vasopressin C: Noradrenaline to |success ? Intensive Care
shock maintian MAP, with other therapies as indicated by local Medicine
clinical team

47.1 Predicting prognosis in an elderly frail population | frailty scoring. Patients are being operated on who will not benefit from ICU in the longterm. Also should we be saying No to [Anaesthesia/ICU
and using this asa basis for conversations with more patients.
family and patient as regards appropriateness for
admission

47.2 What is the optimal number of beds per number Providing adequate resources per hospital [Anaesthesia/ICU
of acute beds

48.1 Are we treating/supporting the right patientsor | Age or comorbidity cohort 0-6 & 12 month functional For many years we have IcU
just prolonging life in those coming to theend of |assessment and QoL focused on easliy measured
theirs. parameters e.g ARDS and

forgotten about the
important questions such as
aretheseinterventionsin our
patients best interests
49.1 Whatis the optimurm way use of fluid (balanced —[Allcritically unwell, with a priori subdivision Oneof i ions, what to do. y don't know if making Anaesthesia/ICU
y unwell? sepsis, etc design, with echo, better with fluid actually fixes the patient

straight leg raise, Swan/PICCO  Control -clinical judgement

Outcome: survival, ICU LOS, renal outcome

49.2 Furosemidein AKI Oliguric AKI_Intervention: furosemide or placebo We spend a lot of time trying to make patients produce urine, but it's not clear if this is good for some/all of them [Anaesthesia/ICU
Comparator: Placebo (may as well be open label as urine
output will unblind alot of people) Renal outcomes (CVVH,
long term renal function, mortality, etc)

49.3 Rotas for junior and senior staff Consultant, registrar and SHO rotas Factorial design for Current rota'd working is poor, conditions are poor. It needs to be shown improving these improves patient care Anaesthesia/ICU
differing rota schedules and levels of support on the unit and doctor welfare
(free accomodaiton on site, night-time on call rooms, occy
health and physio consults, cheap access to leisure activity,
rota'd work days specifically for leisure time) Control:
curren( rotas Outcome: reported welfare, outcomes on

[s01 Drug dosingin critical care-should/ can we use Al pa(ven(s test druglevels, can ucc take time to extubate
more TDM [therapeutic drug monitoring] for
antibiotic dosing- is treatment falure because we
aren't using big enough doses. Can we tailor
sedation to patient needs better with TDOM

51.1 Given our agingand i : All ith a Canadian Study of Health and [Important to receiving Critcial Care
population, how can we predict which patients Agelng (CSHA) clinical frailty scale of 4 of morereferred to | their death, whilst other might i which they y m benefit. megeneral
benefit from unrestricted / prolonged admission |critical care services. Intervention and comparators:no  [public and better on which to basei ionsabout access
to critical care? admission to critical care; admission to critical care with to and the extent of, interventions in critical care. Unrealistic expectations and unfounded nihilism are both

various treatment limitations; maximal critical care common. From an NH: ritical C yand struggling to meet theiincreasing
intervention. Outcomes: munamy, physical and cugnmvs placed uponit. especially organ support, ever
function at 12 in terms of decision making.

patient and primary carer ratmgufhealthand well beingat

12 months post beginning of acute episode (and where.

possible) compared to the patient's state 3-6 months before

the beginning of the acute episode.

51.2 How can we differentiate, in an individual, what  [Patient population: the criically ll Develop better methods|This s the holy grail of critical care. Currently, we usea combination of unreliable tools and clinical experience. Critcial Care
constitutes beneficial physiological /cellular  [than currently exist that characterise and follow the Weneed toii eofcritical illness and recovery potential.
adaptation to an acuteinsult and what evolution of physiological / cellular response to an acute
physiological / cellular adaptation to an acute proteomics and metabiomics. Comparators: those that
insult? recover and those that do not. Outcomes: practical

techniquesthat can be widely used and reliable identify
failing organ systems that still have the capacity to recover, if}
supported for an acute period.

51.3 What are the long term consequences of surviving Crmcanympauen:s ‘Adetailed national registry of real world, patient centred outcomes we achieve and little idea of Critcial Care
a critical illness? What detailed follow up what are. Given the only viable way for

potential and what survivorsat 12 months? Outcomes: physical ~ |"bigdata" techniques.
have harmful effects? and cognitive function at 12 months post beginning of acute
episode; patient and primary carer rating of health and well
being at 12 months post beginning of acute episode (and
where possible) compared to the patient's state 3-6 months
before the beginning of the acute episode.

52.1 How to detect and treat immunoparesis (and Critically ill patients with established immunoparesis-as | Primary and y sepsi jor causes of mortality amongst critically il patients -despite [Aresearch focuson critical —Intensive Care,
consequent susceptibility to secondary identified by blomarkersurdlrectfuncuunaltestlng, This | decades o research and therap littlewhich support and illness i and
sepsis/nosocomial infection) in criticallyill could i y sepsisand those recent of rol long overdue, howeveritis [hil biology,
patients. lc.ucwmgstenlemsm(ssucn asmajc-rlrauma diated from an incomplete |vital that t focuses on the nosocomial infection

ytherapy (e.g. cytokines h wider patient journey (from

such as GM-CSF o IL-7, blockade of negative co-stimulatory | personalised therapy for crtically il patients and may have a major impact on both patient ommmes and community -ED-ICU-
molecules such asPD1). C ould ward/rehab) and not simply
careand placebo Important outcomes would be - rates of on thelCU itself.
secondary infection, duration of organ support and length of |
stay in ICU. For patients with primary sepsis, rate of

curewould also be imp . Important
safety outcomes would be new organ failures and evidence
ofimmune hyperstimulation.

[522 How can i = tion suspected infections. Infection remainsa challenge to diagnose, esp gst critically ill pati i Intensive Care,
\n(ervemlnn Rapid, multiplex molecular di f ion even in mVemon Thisleads to frequent, empiric use of antibiotics - as immunology/neutrop
pathogen: P microbial takes 4872 hours hil biology,

with host sij infection C useis often broad -t d prolonged. to nosocomial infection
conventional microbiological testing Outcomes: Useof  [antibiotics, with sk of toxicity as well as the selection of ighly resistant and hard to treat organisms Effemve,
narrowest ) rates|rapid infection would bea major step forward in improving antibiotic stewardship.
of clinical cure, impact of test on clinical declslon making
about antibiotic prescription.

52.3 How should septic shock Fluid, often administered by bolus, has been il h for decads fluid Intensive Care,
resmctweﬂuld strategy, avoiding fluid bolusesand using  [therapy in adult shock has never been subjected to rigorous clinical trials. The FEAST trial in sub-saharan African i
vasopressors to maintain perfusion. Comparator: liberal [ children with shock suggested that fluid boluses may be harmful, although we do not know if thisis applicableto hil biology,
fluid strategy Outcomes: resolution of shock, length of stay [adultsin rich-world healthcare settings. Thereis epidemiological evidence to suggest that fluid overload is nosocomial infection
in ICU/hospital, mortality, adverse events associated with worse outcomes in sepsis, although this cannot distinguish between cause and effect.

531 Collect prop long term data up to 12 icu health and social post ICU. Identify potential benefits of dedicated ICU therapy and Consultant intensivist
long term functional state after ICU. To inform discharge viaicnarc or similar data base. Use this data to rehab services. Identify effects of delayes ICU discharge on rehab outcome.
decision making and consent generate hypotheses for rcts

541 Is critical care beneficial to patients? Development of follow up routinely and use of core data sets | Improve morbidity and mortality, prevent hospital readmission and reduce burden on community services Critical Care

54.2 Whole blood for major trauma patients Development of clinical trials Improve morbidity and mortality Critical Care

55.1 use of biomarkers for ooha patients outcomes to try and plan care post arrest ICU (general)

|s52 is there some pre arrest information that can patient population totry and reduce ooha ICU (general)
determine aarrest risk that is not already

56.1 Which elective/emergency patients benefit from |Unwell ward/ED patients or ICU (level 2/3) carev ward care |ICU ad d not clear which ©.g. after major surgery icU
ICU care (level 0, 1) hospital discharge, LOS

56.2 in prolonged ICU stay (e.g. 1 week) what factors, g i i relativesi , and not offer prolonged ICU care that is not beneficial icU
predict unlikely to leave hospital, poor functionals status

57.1 Does the fluid regime used in critical carealter | Al critical care patients, block randomised cross over study | Fluid usage within patients is a basic aspect of care, with little clear high quality evidence of what is best for Critical care/
patient outcomes in terms of organ dysfunction, |of different critical units to different regimes. "standard patients. idencethat what fluids used do makea 5, Yunos et al Anaesthetic
length of stay or mortality. Does volumes of care”, controlled fluid balance, controlled maintance fluids |2012, McCluskey et al 2013, SPLIT trial 2015 Consultant
fluids, types of fluids, fluid balance, total daily  [in terms of volume and electrolytes delivered. Controls
electrolytes such as Na, Cl etc effect outcome? 'would be "standard care" within and across units. Outcomes

would be complications, length of stay, organ dysfunction,
mortality.

57.2 [Should frail patients be admitted to intensive 8¢ referralsto . The NHS is faced with a rapidly aging population with increasing co-morbidities and frailty with complex needs. Critical care/
care, is a frailty score a better indicator of likely ~ [Comparision in high y hether admission to critical care has any benefit beyond thevery short term is important in Anaesthetic
beneﬁ nlwhetherapa(\entshculdorshou\d not |for those who do or do not get admitted to intensive care. Is [guiding clincians asto whether admission is worth while. for Consultant

traditional co- 2 high frailty score universally associated with a poor critical careand hospital resources and understand whether fial patients truely benefit from a critical care
morbidity scores? outcomeirrespective of whether a patient recieves intensive [admission will aid in the planning of those respources.
care. Long term mortality outcomes, 30, 90 six months or
year mortalities.




Respondent/
Question number

Question

Doesintubation and ventilation for airway
protection in the elderly with alow GCS and CT
scanning the head alter outcome o treatnment
pathway in these patients?

Elderly (>85) patients with GCS lessthan 5/157 Intubation,
ventilation and CTscan head v CTscan aloneor o imaging,
reversal of any

Why is this important?

Rapidly growing population of eldely patients with an increasing number of patients anticoagulated. Elderly
patients with alow GCS on admission to hospital have a uniformly poor

n of intubation ventilation CT scanningis highly resource intensive and ifgiven age, low GCS are
c

not gIVEn low GCS would not be a condidate or stroke

for the patients and result in better and rapid delivery of end of life carein this group of patients?

Additional comments

Area(s) of
expertise?

Critical care/
Anaesthetic
Consultant

[s81 hould critical review of nationally. did any patients | effects length of stay, missed doses, not get critical updated revierwed great exercise Perioperative
prescribing. is the transcribing process from ward |come to harm as a result of process adopted by many ITU dueto duplicate processes medicine/ pain
based electronic prescribing to paper drug kardex [units management
on itu creating unnecessary risk. and like wise

back to el i i
discharge from itu to the ward
582 why most trusts don't adopt the pharmacist level Tevel of cover based on itu bed risk level. potentially affecting capacity of critical care p make good Perioperative
of cover as requested within GPICS. interventions clinically and audit medicine/ pain
583 role of prescribing pharmacists with itu, looking | intervention / outcomes getitright first time Perioperative
at diversity and possibly creatinga consistent medicine/ pain
stream / training programme management
59.1 Who should we admit to Critical care? Icu registrar
59.2 Does the patient require more fluid? lcu registrar
593 The process of consenting patients for long Icu lcu registrar
stays? Do we do it? Do they understand what a
piratory wean islike? Do they really app
how grim 4 weeks on Icu is?
60.1 Who does not benefit and who benefits from Age, co-morbidities, aerobic fitness, frailty Best use of resources. Avoiding harm. Perioperative
prolonged level 3 care medicine, shared
decion making, HDU
60.2 Can better pre|CU care reduce ICU demand High risk surgical patients and high risk medical patients | Best use of resources. Avoiding harm Perioperative
medicine, shared
decion making, HDU
60.3 Consent or shared decision making on ICU care | Age, co-morbidities, aerobic fitness, frailty Best use of resources. Avoiding harm Perioperative
before a patient is admitted to hospital or hasan medicine, shared
acuteillness decion making, HOU
611 Will my individual patient benefit from Critical | Need forall ritical C will isideal, avoiding . Critical Care
Care? Critical Care pauents in orderto predlct moreaccurately the [and suffering for those who will not beneﬁ 6
outcome for future ndividual patients.
612 How can wetreat ICU delirium effectively? Population: patients suffering from ICU delirium. ICU delirium is common and distressing for patients, relatives and staff. Optimising the treatment would be Critical Care
ion: as remely beneficial.
Haloperidol, Olanzapine, Quetiapine etc. Control: Placebo.
Outcomes: Duration and intensity of delirium, other
complications such as arrhythmias, etc, longer term
613 Does APRV improve outcomesin ARDS? P : ARDS. - Protocolised |APRVIsamore recent mode of Ventilation that anecdotally appe erylittle Critical Care
APRV Ventilation. Control i i
Ventilation (high PEEP, ARDSnet). Outcomes: P/F ratio over
time, tidal volume, duranon of Ventilation, duration of
Critical Care,
Haemodynamic instability, ECMOreferral.
62.1 who should be admitted to intensive care? Is | All ICU and hospital patients. Intensive careand other To give best use of resources intensive care
ight way i ions other uses of resources Overall benefit to medicine
resources in healthcare? population
63.1 1 Clinical -how the functioning of mitochondria |1 Basic research by screening patients that are not critically |1 "80/20 rule) 2 upon those most vulnerable. 3 Significant | Good luck.
can be supported and the functional ill and comparing those who ill with those |risk the death or di those who would otherwise have been expected to survive
deterioration associated with critical illness who do not. Particular attention to levels of intracellular
prevented. redox states, substrate transport across the mitochondrial
andd
support
632 2 Service: How the ethical difficulties of deciding (2 Collect a group of ytrained "80/20 rule) 2 Massive impact upon those most vulnerable. 3 Significant
when e map out thei: involved, develop an ethical k the death or di those who would expected to survive
limited health to iscussion with
stakeholders. Thesewill include, Religious leaders, the
udiciary, the clinicians (not restricted to just physicians but
all who areinvolved in the care of the critically ill with life
hmmr\g conditions), (hefam\hesoﬂhuse with lifelimiting.
and most imp ithlife
limiting conditions who arecogmtlvelvab\e to participate
in the debate.
633 How to remove politicians from the decision
making process of the workings of the NHS and its
funding
634 How to educate the public in the difference
between delivering healthcareto theindividual,
and delivering healthcare to the nation, in order
to foster support for truly equitable access for all
to the highest quality care.
64.1 Cost effectiveness of Level 3 carefor frail medical |Patient population: Frail, Age >65, Comparator: approriate | Cost for NHS and clincal benefit / suffering for patient and their family
patients and emergency surgical patients elective surgical population
65.1 How is safe swallowing best determined in critical [Post extubation patients Fibre optic endoscopic evaluation d studies in USA high d dysphagiain non- More multidisciplinary Weaning, swallowing
ientto i icati f swallowing (FEES) or cough reflex pati ich length of stay, risk to morbidity and mortality. This research needed in addition to| problems,
testing Outcomes- absence of signs of aspiration such as wet h permitsafocussed to preventing for small in
oral intake. May y [symptoms. patient groupssuch asmall | critical care patients,
outcomes related to respiratory function, nutrition and QoL spinal cord injury which specifically spinal cord
cannot attract large numbers [injury
to studies. There needs to be
standards of care, allowing for
flexibility dependent on
patient need.
65.2 What swallow i teffectivein tical i for y do not know what i d what is not, th studies n the critical care group but Weaning, swallowing
improving swallow function? improving strength ofswallow and' range of hyolary i i to better understand efficacy of swallow interventions problems,
movement (like musculoskeletal exercises), use ofsurface i in
EMG, compare to nothing or food modifications, outcomes critical care patients,
need to include markers on instrumental evaluation (FEES or specifically spinal cord
videofluoroscopy) injury
653 v [P D i (NCEPOD, GPIC: led by When Weaning, swallowing
team to facilitate ventilator weaning and ventilation who are bemgweaned i thi to stop and start again. By emplnymga team, multiple avenues will be problems,
team decision making to involve dr, nurse, physiotherapist, |investigated as part of the team decision and better monitoring to detect issues and achieve successful outcomes, i in
speech and language therapist, dietitian, pharmacist (may  [especially for patients who find the lack of speech and being unable to eat and drink as key issues to adjustment critical care patients,
also mclude Occupational therapist and psychologist) C- specifically spinal cord
led wean - injury
wean, addition of speaking and swallowing, PROM
66.1 Cytokine adsorption - using external filter Regional study looking at reduction in vasop: therapy | For sepsis very f hown to help, patients can be unresponsive to vasopressor therapy and ICU consultant,
attached to haemofilter and digital ion in survivors. levels with nd lots of in terms of limb and digital ischaemia as well as organ research
malperfusion.
66.2 [Biomarkers in renal injury regional study looking at non-inferiority, Traditonal markersarepuurand late with no prognostic value. lyand ICU consultant,
this will allow design asdesign pts research
66.3 Nutrition - hypocaloric feeding regional looking at non-inferiority nobody knows when to feed what to feed or whether or not to avoid tpn. ICU consultant,
research
67.1 Delirium in ICU AITICU patients Medical/non-medical interventions Reduction in associated worse outcomes with delirium. Unpleasant for patients, relatives and staff.
Compare to usual practice Reduction in delirium
67.2 Which electi P fromICU_|All b patients Screening tools for correct To avoid y of mis-use of ICU resource
patient identification Standard practice Multiple outcome
lity, hospital stay, patient
satisfaction
68.1 ing what can the make every effort d d what the g of people who Enable them to p: their Acutecareina
team do around their communication to support [patient asks. Give clear and consistent informationtothe |weaning Manage anxiety Limit LOS on critical care with limited communication. teaching trust.
more when they havea patient. Ask closed questions either or and yes no
questions. Randomise patients to this style of
communication vs normal care delivery Length of timeto
wean VAS scale of fAtigue/ mood Health utilitiesLOS on
unitsin hosp Well being post discharge.
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68.2 If(eams'o\luwade:annulallontrachypullcv Aum(fullowsapro(ucel vsaunl( doesnot Timeto Decisit de based on than Patient: Acutecareina
doesthis|imit Lack of Timeto oral intake of [able. teaching trust.
decannulation. fluid and diet.

68.3 In whlch patient groups are speech and language | Delphi study in which SLTand units discuss thi Ilisit focusat particular points or with particular symptom constellations with Acutecareina

benefit or is it according particular patient groups. teaching trust.
presentation?

69.1 How should the |Population: all critically ll patients Intervention: fluid Fluid overload i major morbidityi.e. toincreased Fluid management in
resuscitation period in critical illness. restriction and use ofdiuretics or renal replacement therapy |resource use longer duration of mechanical ventilation and ICU stay) and perhaps mortality. Intensive Care Med critical illness

to remove accumulated fluid Comparator: usual care 2017;43:155-70
Outcomes: mortality, long term quality of lifeand
specifically cognitive function
69.2 How i i for pulation: igh-risk urgical patients patients, igh risk population, post-op complications are hugely expensive and Fluid management in
high risk p care C tor: extended |associated with worse long-term outcomes. critical illness
recuvery/PACU /ward care with outreach Outcomes:
morbidity - surgical complications, cardio-respiratory
complications, length of stay, long-term functional status
701 The end point at which tive  |Patients t01CU Over 16 yearsold On |Fluid in th gency ‘ward, and critical isavery important factor Anaesthetics and
i for greater than 24 hours i for survival in many Atapoint fluid will however tip the balance and increase Intensive Care
duringa patient’s critical illness. This can bein  [RCT asdefined by ity identify a point at which removing this excess luid will improve Medicine
the form of diuretic therapy with or without Renal therapy with greater than | mortality will beasimple, cost that will impact.
Renal Replacement Therapy 2000m| fluid removal Compare conservative measures
(standard practicein critical illness) with de-resuscitation
Fluid balance and mortality ICU free days Duration of
mechinical ventilation

711 Clinical role and health economics of acutenon- | P: Children admitted with acute respiratory failure I: Early |NIVisamuch more user patient and family mode to deliver respiratory support in critically il patient and has the Paediatric Critical Care
invasive ventilation (NIV) in paediatric respiratory [initiation of non-invasive ventilation C: Current prac(lce potential to be delivered in Level 2 Critical care units with the adequate support. It has been shown to improve
failure (initial high flow nasal cannulain mild in certain with other techniques.

and intubation and mechanical ventilation in severe
patients) O: LOS, PICU bed days, intubation rates, mortality,
patient-family satisfaction

71.2 Useof telemedicine to support remote critical P: Children admitted to Level 1 and Level 2 critical its In the current pl ical care, agap of training mlgm (Dmprumlse(are Telemed\cmesuppor( Paediatric Critical Care
care (level 1 and 2 paediatric critical care units  [1: To provide telemedicine support to local clinicians C: | by paediatric intensivist HDU trained remotely,
outside tertiary hospitals). Current practice (phoneadvice via transport services) O:  [leading to a better patient care (closer to home).

LOS, rate of transfer to level 3 PCCU, rate of intubation,
mortality, patient-family satisfaction

71.3 Complex needs population needs for admission to [P: Children with complex needsand shortened life Children with a limited life expectancy spend a lot of their livesin hospital, loosing quality time with their Paediatric Critical Care
critical care I local hospitalsand | families. Amorelocal approach to intensified treatment can help them and their families, as well as allowing

hospital at hometo provide intensified carelocally C: patient flow in tertiary hospitals.
Current practice, referral to tertiary centre. O: Quality of
life, LOS in tertiary hospitals, PICU bed days, mortality

72.1 What are the most important clinical outcomes | Adult and Paediatric (ICNARC & PICANET) Systematic RCTsin ICUaren't This s likely to understand the Happy to discuss further. PICU, Early Warning
followinginterventions in Intensive Care. in clinical and

trials. Identify wherethere issignificant variation between
centres/ patient level for all outcome measures without any
intervention. Or running a mock trial with no intervention
at the Patient/ unit level over 3 years-would be there be
significant different outcomes? Which outcomes appear
robust enough to usein future clinical trials.

722 What are the bottom up NHS costs (for an average | P: Adult and Paediatric ICU Systematic for |Weneedto careand national isawayto i manage out wastein the PICU, Early Warning
patient)of the top 10 reasons for admission o |previous cost studies in ICU. 1: What are the bottom up NHS |system.
Icu/Picy costs (for an )of the top 10 reasons for
there s an opportunity to create efficienciesby [admission to ICU/PICU across centres. C:all ICU/PICU. O:
sharing ways of working/ patient pathways/ Where thereisvariation thereisan opportunity to create
procurement. efficiencies by sharing ways of working/ patient pathways/

procurement. 2nd intervention: reduce waste 2nd
outcome: savings

723 PICU currently does not limit access to PIC clinicians, public, Limited resources. Chronic patient: eiving PIC, Weneed help to PICU, Early Warning
admissions based on background diseaseand [opinions. Qualitative & economic trade-off study. QOL should recei maximise the ethical criteria of providing care with the
likelihood to survive. The majority of resources | measures and survival vs cost of care. no comparator most benefit to the most patients. We're not able to decide on this at present.
are used by complex long: stay patients. Despite Recommendations as to whom we should offer PICU and
increased beds not.
treatment. We need to havea study on societal,
policy maker and clinician views as to the trade-
offs that are acceptable under the situation of
limited resources.

731 Reducing antibiotic resistancein the PICUby | Patients- Critically il children admitted to PICU and in pati ith crtical ilness with >70% of patients receiving thern Paediatric Intensive
improving diagnosis of bacterial infection requlrmgat\easllls huursofmechanlcal ventilation. Whilst anti ften used to treat that admission to Care, Paediatric

tool to aid di critically il patients arealso at increased risk of healthcare-associated infections (HA).In the United Kingdom an Infectious Disease,
bacterial infection and guideantibiotic therapy. Control - lestimated 10-23% of all critcally ll patients develop an HAI,resultingin 320,000 HAIs, 5000 deaths and an Paediatric Research
dard Outcomes- 1. level resistance (additional £1 billion year High anti the
in bacterial on in PICU 2. days of icrobi selection pressure. Up to 70% of organisms associated
free of antibiotic therapy in children admitted to PICU 3. |with HAI toat least i ed by commensal bacteria
prevalence of multi-drug resistant organism related colonising In adults, faecal
infectionsin the PICU transplantation has been used to treat C\oslrldlum difficileinfections, by restoring normal intestinal flora. The
burden of AMR infections in the critically ill paediatric population is less well defined. Whilst it may not be
p it the time of onset of llness, subsequent antibiotic
given without clear i of infection, and often discontinued after 48 hours when
cultures are returned. Improved diagnostic techniques and stratification tools could support a safe reduction in
d could antibiotic the PICU setting.

7a.1 How should survivors of PICU that currently P children who have an admission to paediatric intensive | The proportion of children surviving PICU is at a record high and it has become more important to consider PICUand health
receive no additional neurodevelopmental care unit (PICU) before the age of four years / preschool age |function and quality of lifein survivors. ~Children wh and then illness and services research
surveillance over that offered to healthy kids, be ~[and would not in normal circumstances be under any children with heart di need to havean i (heart surgery or cardi )and PICU
followed up in terms of functional outcome / additional or enhanced developmental surve\llancemths admission are at much increased risk of delay (ND) and behaviour to

post PICU UK. ie: previous! withnon other children who do not events. Therateof delay is not known in the UK
needs? conditions and children with cardiac disease. PICU population. In amixed cohort of survivors of children's heart surgery from Australia (which was otherwise
Intervention1 - ND surveillance according to the NICE similar to the UK therate of /a5 9%. (GUNN ADC 2016) I the UK
i ND y ditional and ids.
specialists using conventional gold standard measures at set [ for ND in UK kidsis not with reports of. Qbei i in tthe age
i the [oftwoyears. Our y.nihr. 1 suggests that
BrlefDevlepmemal Assessmem see children with heart defe:tsand with significant delay arenot al identified in atimely way and
nihr.a are not under services they need. Our research ncbi.nlm.nih. 21 shows that
12500506/4/ Comparator - Usual care o adclitionl ND.for the cardiac children at least, this type o cliical aroblem for children undergoing such treatments s the
Outcomes Pri number amongst lay people and . Arelativel of children per year
effectiveness - The proportion ofchildren at preschool areaffected - 5000 children per year aretransported to PICU as an emergency, 3000 children per year have cardiac
four years) who y under the age of one year this being a high risk group.
or a behaviour disorder who are under child development
services and receiving multi-disciplinary input for their
problem. Thisisan inferiority design, isintervention 2)
inferior to intervention 1) Secondary outcomes: Cost to
the NHS, isintervention 2) cheaper? Parent satisfaction
Parental anxiety Is anxiety reduced / satisfaction increased
with ND surveillance?
75.1 What isthe saest level of mechanical ventilation [P All patients expected to be ventilated > 24 I: Reduced [itis unknown what the safest level of mechanical ventilation is for the 100,000 mechanically ventilated UKICU Respiratory failure
tidal volumes at 3x levels (4/5/6 mi/kg PBW) C: Standard Identifying this safety i Uand to the NHS.
care 0:90-day mortality, 6-month mortality, long-term
respiratory status, rate of ECMO

752 Optimal management of raised ICP Respiratory failure

76.1 How can all the data we collect in our Clinical |- Any critical carewith {including the ot of data but into useful to clinically Critical Care
Information System be used to support direct data from monitor, electronic patient records, electronic | patient care. Thed\glla\ memory is not used.
patient care? charts'etc.... -Need a different scientific approach seeking

expertise in other fields such as sociology, anthropology and
for fenc required -To be
defined

76.2 What s the impact of checklists and regulated |-AnyICU patient -free vs regulated care -long term Directimpact on outcome- direct impact on cost Critical Care

how much QoL
freedom (i.e. clinicians apply what they believein(
impact on patient outcomes?
76.3 Theimpact of remote ward rounds on ICU - Any ICU ard round: Would input./direction available to all 24/7 -cost Critical Care
outcomes. team (doctor, pharmacist, senior nurse) to advise on actions
to trajectory. Thi teaccess to
information stored in real time at bedside in Clinical
Infiomations Systems - remote s bed-based ward rounds -
Outcome - duration of stay - QoL - satisfaction
771 What pressure ulcer risk assessment tool is. multi-center 20 units 3 tools: CALCULATE, BRADEN, No tool has been shown to be reliable and valid in critical care. How to best target expensive interventions to Adult critical care

reliableand valid in critical care?

WATERLOW, thresholds to implement prevention
interventions

prevent. Pressure ulcersareamajor problem: patient suffering, cost, increased LOS.
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icu

survival, quality of life and cost-effectiveness

and

is unclear if ICU offers any real benefit.

78.1 mum blood pressure to aim atin | Children in PICU 5th centile systolic or mean BP 50th Currently it is unclear what blood pressure target is optimal in PICU, both in terms of survival but also in terms of Paediatric Intensive
Paediatric Critical Care? 5th or 50th centile? |centile systolic or mean BP Survwa\ (pnmary) Organ failure [time to recovery and long term morbidity. Care
8 term
neurological morbidity [se:cndavy)

79.1 Can delivery of a structured rehabilitation ICU/HDU patients Delivery of structured by |Toredu of probler illnessin human and financial terms. For the EXICU Sister recently
palhwaymcludmgdallyvnpul1nc(1us(ches( i i i i daily patient and the NHS oined Research Dept
physio) by
and access to counselling “educe theburden of assistants wmpared with patients given rehabilitaion by
suriving ICU.Can thisin turn of to standard care (as and when time
hospital stay and ongoing health problemsand allows). Offer of referral to couselling service during hospital
promote better funding of staffto deliver stay compared with patient self referring to GP when home
rehabilitation. and waiting for service o be available. Outcomes measured

by survival to discharge home,length of hospital stay,
patient reported exp exampleof
mobility and mental health.
[s01 How delivered 13 support and | The CU literature dated with larg s that largely show no effect of Critical Care Pharmacy
in intensive care units? expected survival 524 hours Intervention: Structured patient outcomes. 't Ict mplex areas treati
review rIntensive Care Unit i I . As such it isimportant that we ook at impact on patient
useand focused on the patient's critical care pathway morbidity and mortality and how the efficiency of these processes or complex interventions can be improved and
Control: Usual care Outcome: Patient risk adjusted then routinely delivered. Medicines are an excellent example of acomplex intervention in ICUs where there are
mortality at 60 days significant variations in the resources available to and employed by ICUs to deliver medicines optimisation (MO).
S0, whilst theimportance of MO by the NHS and wider [NICE medicines optimisation
INGSJ; Lord Carter NHS productivity & performancereview; GIRFT; WHO 3rd patient safety nitiative,thereisa
lack of d then structured delivery of MO interventions.
Med frequent ICU patient receive, present the most common medical error
risk of and req duringthep their
resolution MOis central to NHS effi drivesandi patient
and NHS benefit from how best to deliver and the potential positive patient
and resource outcomes.
[s02 How best to deliver medication review processes |Population: Intensive care patients requiring L3 support and | The ICU literature dated with larg Ts that largely show no effect of Critical Care Pharmacy
on ICU patient discharge? expected survival 524 hours Intervention: Structured patient outcomes. 't Ict i
review for Intensive Care Unit i I . As such it isimportant that we ook at processes that impact on patient
useand focused on the patient's critical care to ward morbidity and mortality and how the efficiency of these processes or complex interventions can be improved and
discharge Control: Usual care Outcome: Patient risk then routinely delivered. Medicines are an excellent example of acomplex intervention in ICUs where there are
adjusted mortality at 60 days significant variations in the resources available to and employed by ICUs to deliver medicines optimisation (MO).
S0, whilst theimportance of MO processes are recognised by the NHS and wider [NICE medicines optimisation
INGSJ; Lord Carter NHS productivity & performancereview; GIRFT; WHO 3rd patient safety nitiative,thereisa
lack of d then structured delivery of MO interventions.
Med frequent ICU patient receive, present the most common medical error
risk of and req duringthep their
resolution i MOis central to NHS effi drivesandi patient
and NH benefit from how best to deliver and the potential positive patient
and h required for
the recent ICU ad X d: lower level acuity patient is
to the ward. Whilst e for these new ICU patient
thereis proportionally planning, i
for , the NH ICUsasa dis
ompt and then ward when medically fit for transfer now
within a4 hour window. Whilst thisisa resourcesit and developed
processes to bein placeto ensurecontinuity and communication of treatment plans (such as medication) across
theward i f patient care during the ICU stay makes this a
complex task and medication review on discharge may be limited i.e. within the critical care pathway the
discharge perlcd may present the greatest medication review vulnerability. The net result isimportant chronic
restarted, potentially d into the ward care period
and ultlma(elv patient discharge. ication i i i patient morbidity including
higher re-admission rates.
[803 How best to deliver of 13 supportand therapy of sepsis and septic shock patients. Delivery Critical Care Pharmacy
antimicrobial therapy in critically ill patients? expected survival 24 hours Intervention: Structured depends on using the right antimicrobial(s) at the th( timeand right dose. Many hospitals and ICUs have
antimicrobial review process adapted for Intensive Care Unit [invested in of sepsis, with Mi
useand focused on delivery of individualised PK/PD input, review and pnnclples critically ill patients, many of whom
parametersincl. TOM Control: Usual care Outcome: Patient |arei means that i therapy to deliver the best cure rates and
risk adjusted mortality at 60 days patient of resistance, i i of
therapy. PK/PD studies of septic shock patients highli f icrobial dosing and
resulting PK/PD of anti
is recognised to positively impact on patient outcemeste g. 2 recent SRsof prolonged infusions of beta-lactams in
septic shock patients). ptimised ial PK/PD supported by approp
TOM (incl. betarlactams) compared to usual carewould test whether resources requlred to deliver this
would hisin keeping with the
Sepsis Action Plan and Start Smart - Then F to Y

811 The best way to irium, anxiety, D; Il have a specialist clinical psychologist This will prevent long term i yand allow peopl cessfully gtheir |Iwould PPy to assist |Critical Care
depression and agitation acutely in the ICU and in critical care to work with patients on the ICU with these  |full potential more rapidly. This will save on need t in the future for dimprove |in any of these areas. Rehabilitation and
hospital in order to reducelong term problems and to educate, train and support multi- return to maximum possible function and return to work or able to do meaningful activities for example. Follow Up and
psychological sequelae of critical illness. professional staffin the ICU in management of these Standardised Major

problems. Aclinical psychologist within amulti-professional Elective Surgery Post-
team would be able to monitor and evaluate intervention, Operative Pathways
progress and outcomes before and after for patients.

812 Should major elective high isk surg\cal post-[Evaluate differencesin patient out d toh heaper cost of delivery of th tothecostofa

bemixedi ] thelcu critical care bed as well as a better improved patient tisfaction Rehabilitation and
ICUs as they arein so many units? compared to those where patientsarecared for wth amix of Follow Up and
general ICU patients. Standardised Major
Elective Surgery Post-
Operative Pathways
813 critical ‘of what exists in current practice for this service | To ensure the fastest return to maximum possible function cognitively, psychologically and physically. Critical Care
iliness rehabilitation uniformly acrossall across NHS trustsand pilot various methods or education, Rehabilitation and
order that patient delivery of joined up rehabilitation once Follow Up and
when they leavethe ICU. Major
thelCUand go(olheward. Elective Surgery Post-
Operative Pathways

82.1 Clinical i and earl of |[Patient Adultsand children admitted to Even though there has b in of sepsis, i Paediatric Intensive
sepsis in hospital : a system to  [hospital /i dlinical and of sepsisi different centers. Various measures have been used in the past to dentify Care Medicine
improve serviceand sustain it for spread in other  |scheduled ho shi and of the non technical dopt
areas. for the i test: Use of Sepsis 6 tool to identify Thisisin view of i i line staffand i
identification of sepsisin adults and children, |and useof policies. Asensitivetool to y into focuses on good g
predominantly for usein research to justifythe  [antibiotic and care bundle incoorporated with focus on i ibioti and instituti dopt the tool.
inclusion of the right cases in research. The Sepsis [appropriate antibiotic use, control /removal of focus and
6 tool developed nitially in adults usesmore | changing to narrow spectrum antibiotic based on culture
wider criteria with emphasis on use of criteria [ resultsin hoiurs. C
available at point of care or bedside. Itiswell [other centreswho manage without the use of the tool or use
known that use of such sensitive tools, even a different method. O use of a cluster randomized trial for
though taken up well initially, with step of centers
attrition with cycles of reduced 'actions'or to changein practice Outcomes: Mortality/Length of stay,

'setbacks'in practi by multi-drug resistance, overall incidence of
institutionally led measures to reduce sepsis i the research participating center and economic
‘indiscriminate antibiotic use" Therearealso [evaluation.
for trigger to treat
s sepsis are raised. One of theimportant reasons
is the concern that there may be low specificity
for the tool with consequent exposure o large
number of patients to antibiotics. Thisisin times
of concerns about arisen incidence of antibiotic
resistance. However arational practice with focus
on review and early decision makingin 48 hours,
on the duration andtvpeo'anubiunc may limit
and put \sssstressun resources. Astudy which
822 U: idsin ex wereborn Withi in health careand babies admitted Paediatric Intensive
Bronchiolitis. An observational study. discharged but re-admitted to PICU with respiratory to Neonatal Intensive Care Units born prematurely. However even the survival to discharge home has improved, Care Medicine
illnesses related to viral infections. rEleralory to of i birth and side
test: OF evaluation of use of steroids for effects of respi hatis called chronic lung disease which is a combination of
ventilator dependence Comparator: none Outcomes:  linflammatory and physncal wurvwlungs During winter, asignificant proportion of chronic
of steroid usein with respiratory infections and requi i quickly
mortality, d ventilator, fsteroids. |but endon piratory support. Thep tosstart remain
Thisis with aview to understand the on on steroidsto i n the clinical features of
problem and also to identify patient specific clinical feat ventilator i usemay help to evaluate use of steroids
which lead to steroi early in this cohort of patients and outcomes. This may need a Randomized Controlled Trial in the future.

831 How can weider Tikely to P: tients I: New therapies C: What we do now Sepsis still results in significant mortality and mortality. Previous novel treatment strategies have failed so we ICU doctor
respond to treatment long term survival and quality of life need smarter ways to identify who will benefit and who won't.

832 Can we identify patients too frail to benefit from | P: Frail patients I: ICU admission C: ward careonly O: The patient population is getting older and more frail. More and more of these patients are now referred to ICU ICU doctor
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833 Can we use new diagnostic tools to guide P: patients with sepsis I: new rapid pathogen detection Theimportant drive to treat hasledtoa antibiotics. Can we safely usen 1CU doctor
antibiotic treatment in sepsis devices to guide antibiotic prescribing C: Standard micro | diagnostics to better guide and limit antibiotic use
testing O: antibiotic use and patient outcomes
84.1 what dose of antibiotics should be used in levels of antibiotic: illand Dataon HDava\lab\e small studies on HF but very few on HDF - are treatment failures linked to low doses? Apoison isadrug at the wrong|clinical pharmacy
critically ill patients on haemodiafiltration HDF in operation. different ign of treatment failure? dose. ITU studies often look at
doses and capture data on culture or signs of sepsis whether a drugis of benefit in
ITU but few question the dose-|
eg phenytoin, ciprofloxacin,
penicillin in endocarditis,
anticoagulation in HF -no
funding means no research
842 ‘Acuteliver failure how much nitrogen canbe |How many ITUsin UK regularly measure NH3? how many _|EN dataiin chronic liver protein. H rp acuteliver failure and hepatic clinical pharmacy
tolerated in parenteral nutrition. Isammonia | measure NH3 in patients on PN with a ALT>300 encephalopathy probably form a different cohort
level a useful guide?
843 On admission to ITU what propamon efpauen!s 8 i i tof Vit C, Se, Zn low levels on ITU associated poor outcomes. Is the same true of blood components and would Apoisonisadrugat pharmacy
havelow HB and process te isneed previous dect for blood or part of transfusion rescue reduce need for dose. ITU studies often look at
with low levels of vit B, folate, Iron and thiamine ~[estimates of 50% below normal levels erythropeotin and platelets whether a drugis of benefit in
ITU but few question the dose -
eg phenytoin, ciprofloxacin,
penicillin in endocarditis,
anticoagulation in HF -no
funding means no research
85.1 what is the optimal target for systemic oxygen | P: Emergency admissions of critically ill children requiring | Approx 19-20,000 critically ill children admitted to PICU annually. Around 60-70% require intubation and Paediatric Intensive
saturation in mechanical ventilated critically ill [ mechanical ventilation and supplementary oxygen. I: mechanical ventilation No evidence of optimal strategy and evidence from adult ICU studlesofpesslhlebeneﬁ at Care
children Conservative oxygenation strategy Sp02 88-92 C: Liberal |lower SpO2 whilst in extremely pi the BOOST trials sugg nc
oxygenation strategy 5p02>94% O: Organ failure duration, |of children would benefit from even a smaller advantage of one strategy over another both in the UKand around
LOS, Length of ventilation, mortality theworld.
852 what is the optimal target for systemic blood P: Emergency admissions of ritically ll children requiring _|Blood pressure s measured in all 19-20, 000 admissions to paediatric intensive care-observational data suggest [ The PICS-SG group have been |Paediatric Intensive
pressurein mechanical ventilated criticallyill | mechanical ventilationand I: Conservative blood pressure |valuesin excessive of age-adjusted normal If lower targ tobe in facilitating |Care
children support targeting >5th centile for age (assuming 50th equivalent or superior then thiswould permit areduction in interventions, expenses and duration of ICU with an wl\aborauunsnatlunal\mAH
height centile) C: Liberal blood pressure support strategy ~|improved patient and family experience and reduced costs. of theseideas have been
targeting BP >50th centile for age (assuming 50th height discussed in this group and
centile) O: Days on cardiovascular support. Organ failure would be enthusiastically
duration, LOS, Length of ventilation, mortality supported if commissioned.
[e53 What are the long term neurodevelopment ‘Al emergency or prolonged (>5 days) elet PICUsa very exp -G ribed in terms of length of stay and case mix Paediatric Intensive
the full spectrum of paediatric |PICU. pert followup |adjusted mortality, with the PICANet registry we have a better understanding of outcomes than any other Care
critical illness? minimum of 12 monthslater. Comparisonsto age matched |national serice, However despite this, outside of a few areas of more ntensive stud (e.g post congenital heart
heathy controls disease surgery) we have no robust data on the long term health impact of our interventions. Collecting these
data systematically would be an important step to making better decisions for our patients and designing better
trials of simple interventions.
86.1 What s the optimal method of administering | P Critically il patients with sepsis and septic shock I Significant Australian and Asian evidence to support use of infusions but not extrapolatable to the NHS. Studies Anti-infective
antimicrobial therapy to patients with sepsis? Anubloucmluswons suggest :ureand reduced mortality using infusions. S\gan;an( amountofm -vitro and in- pharmacology; critical
tortality; clinical cure; |evi Effect of caretrials
microbiological cure; antimicrobial resistance; triggers for _|studied.
escalation of antibiotics
87.1 Do the use of cardiac output monitors change the |P: Critically ll patients on inotropes I a cardiac output [ i itors the UK. They ‘may notimprove
outcome of critically ill patients monitor C:no cardiac output monitor O: mortality outcome
872 Does treatment of candida identified in the P: Criically ll patients treated for ventilator associated Candidai isolated from the airway of patients in ICU. Itis unclear if this requires treatment?
airway of critically ill patients with pneumonia [ C:placebo O:
improve outcomes? cureof mortality. resistance
88.1 feritical follow-up trial / follow-up teams & patients 5o far staff & patients report yet funding. ifwe could (to Critical Care &
services /clinics patients’ health & wellbeing plus costs) then we may be able to justify funding to improve these services research
882 early rehab for level 3 patients [NIHR portfol trials on the b implanting | early in physical strength i of recovery - physical & mental Critical Care &
early rehab (e while s I care)in i research
89.1 nsufficient training of doctorsin being better | Patient population -no change Stricter performance Lack of specificity and overall protocol driven practice adds to burden of NHS. Though protocols are built to Apologies, asabovearemy | CRITICAL CARE
than followers of guidelinesand [evaluation of clinical service Not just outs but pecific to every one, helpsin improving efficiency of care provided and resultsin  [views. Not meant to hurt
protocols blindly. This needs to remedied. like 1)time to recording correct history 2) Ti ight for NHS. Thi hy of medicine. anyone / organisation.
clinical diagnosis 3) Relevance of tests ordered 4) Amount of
time, effort and MONETARY savings to NHS by NOT ordering
D, still not patient
safety, by usmg\mprovlsed clinical skill plus judgement
morethan investigations plus following nonspecific
. OUTCOMES to y
fference in patient outcomes whilst comparing
time/effort/monetary savings to NHS.
[892 Accepting that critical care needs involvement | No changeto patient population Offering 1] i , thetruth has to d plus CRITICAL CARE
and dedication. Hence, provision for \unger to those willing to work/train in critical care Comparing remuneration needs to be offered. This will lead to better long term solutions to workforce scarcity(doctors and
working hours with will rates i ina improved patient NHS cost savings will be surely benefited.
lead to better recruitment and retention of rotain aunit, amount of need for locum work, money spent
professionals in critical care. on locums, ease and safety of delivery of patient care by
better continuity - if adequate personnel are availablein a
unit — these can be measured before and after the
[s93 Avoiding research trials where a hypothesisis Though a variety of new trials bring about new results, mznyumes(heyrenolre\evznl and they only serve o stay CRITICAL CARE
proposed to betested, ifit is without a proper as additional pointsin the CVs' of New ind into research and
patho-physiological basis. The same amount of when actual clinical staffarein shortage - this needs to be addressed first.
time/effort/money should beinvested in
imparting better clinical training to all, to evolve
as better clinicians.
90.1 What is the appropriate oxygen saturation for P -all children mechanically ventilated following an Oxygen is vital for cells to generate energy. In children with respiratory failure, needing mechanical ventilation, Paediatric Intensive
children admitted to paediatric i dmissi I ication to oxygen of oxygen given through a ventilator. However, oxygen Care
units (PICU)? per e.g. brain injury) canalso bewxmfgwen mmghquanmv Inchl\dren with bronchiolitis and adults with myocardial infarction,
saturations between 88-94% C~ targeting oxygen recent evi ieve high oxygen benefit over accepting
mechanical slightly lower similar trialn allchildren with respiratory falure needing mechanical
secondary outcome —organ injury hat targeting lower oxygen of mechanical
ventilation, reducing the need for ICU stay and associated lung injury.
90.2 What . Inclusion criteria: - Children admitted to PICU - |Shock is a key feature of critically ill children. Blood pressure s one of the indicators of shock. However, blood Paediatric Intensive
children admitted to paediatric intensi Aged between 0 (237 week corrected gestation age) and 16 ultto and of normal blood pressurein children is poorly Care
units (PICU)? years -With asystolic blood pressure measurement <50th  [defined. There is an inherent bi higher blood picu 50th centile).
centilefor age Exclusion criteria: - Children with Althnugh thisis often not targeted specifically,low blood pressureis treated agaressively with fluid or vaso-active
neurological injury - Children with pulmonary hypertension [ vessels or the heart beat stronger). Excessive
Children with chronic hypertension -Children whereend |fluid usein criticl flness can have adverse effets, both increasing mortality and length of ventilation. The use of
of li ived imminent Useof 5th put y strain on the heart or redirect blood to or away from organs.
systolic blood threshold (left Adult gh blood all
to theclinician’ to blood t offer benefit in sepsis. Wehypmhes.semattargmmgapc.pulauon defined 50th centile
thisvalue Control Use of 50th centile systolic blood blood pressure does not offer any benefit over targeting a 5th centile blood pressure in children admitted to PICU.
pressure asa threshold to guide therapy (eft to the Targeting alower blood pressuretarget can prevent over-treatment, and may reduce PICU stay.
clinician’s di i hi
value Outcome Primary outcome: survival to ICU discharge
Secondary outcome: length of ventilated stay; need for renal
replacement therapy; hospital acquired infection;
neurological sequelae at 1 year (new onset of seizures; drop
in functional outcomescores)
[003 What long term outcomes are acceptable for P—all children PICU = [Unplanned admissions to PICU v Mortality over thelast 30 years. Paediatric Intensive
cmldren admitted to iti fchild However chronic morbidity in survivors, either as a consequence of disease or treatment is increasing. Efforts to Care
admitted to PICU within the last 3 months, along with provide care atall costs‘ to keep children alive s often the norm. However, the best interests ofchildren are
i i . It isi wundersland thegoa\someatmem bo(h acutelyand in the
outcomesfor families of children admitted to PICU >1 year ~ [longterm. This will both a) p ini hat i healthcare
ago O-comparison of acute and long term acceptable professionals as goals of PICU treatment, and b) inform agenda for omes,
outcomesfor families especially as mortality rates continue to fall.
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Clinical Trials

Mortality / Rate of renal recovery

years. However, y arrest to repair congenital heart defects. although this may be associated with greater myocardial Recent p
i show aneed -warm blood ia,i.e. blood i warm blood i paediatric patients and may even b with
protection in young and high risk patients. (34 improved outcomes. If is that WBC contri i
Perioperative myocardial damage with low degreesC). C | -cold blood i.e. blood |and bi benefits to the participants, it it that useof cold blood
cardiac output remains the most common cause | cardioplegia at 4-6 degreesC. Important i iatric CPB could Ageneral reduction in postoperative hospitalisation and improved
of morbidity and death after surgical repair. jectis clinical and clinical benefit both the NHS and will allow improvements to the clinical
i i for myocardial isk group of patients. In addition, the use of WBC has more practicable and cost-
can prolong hospital stay and result in delayed  |ischaemia/reperfusion injury (e.g. cardiac troponin T) which pump can y
myocardial fibrosis, leading to cardiac is almost exclusively released from damaged heart cells, and e y systems, additives, and
ion monthsto . Asthe iac function; myocardial id ing cell-saving i
immature heart is less responsive to inotropic systemic oxygen delivery; cerebral function; renal function;
totheadult heart, p d electrical activity; vasoactive-inotrope usage;
of myocardial function inimmature hearts intubation time; ICU and hospital stay; chest and wound
greater imp , becausea i1 2
perioperative insult is both less well tolerated and
moredifficult to treat. Hypothermic
method of myocardial protection in paediatric
patients, either in the form of cold crystalloid or
cold blood cardioplegia. Thereis a large body of
experimental and clinical evidencein the
literature that shows intermittent antegrade
warm blood cardioplegia (WBC) preserves aerobic
outcomesin adults. However, very littleis known

92.1 i in_|P:Anaemia I: Iron intravenous and oral C: Noiron O: Long and icti ion threshold: used. Diagnosing iron deficiencyis haematology
adults AND CHIL ischarg i and quality of life(and ~ |frequently co-existingi But we also have poor i
care development) and management which may be very important for long-term d recovery.

failingto most y iron deficiency, ma in children because of additional
concernsabout neurodevelopment or pregnancy (for older girls). Arguably the uncertainty of recognising and
treating iron-depletion and deficiency in children is amajor national public health issue

[o22 Clottingand platelet abnormailities P Critical illness, patients with no bleeding I: Better Many adults and children admitted to critical care develop low platelet counts or abnormailities of clotting tests. haematology

diagnostic tests (Eg TG, TEG/ROTEM) C: standard tests of i often andat fplatelets or plasma. We need to assess the role
laboratory O: bleeding, rationale use of blood, costs of better tests and to blood "cover' for ients, for of
invasive procedures.

[o31 What intervention can we offer to patientsto |All pati tolCU. for traur PTSD suffered has affect on whole family, person's recovery, and long term their ability to return to work. Cost to
support their recovery from PTSD dueto ICU Usual care v enhanced care pathway mixed methods- NHS in GP visits, medication etc. If untreated, cost of maladaptive coping mechanisms - drugs, alchohol etc.
delusions & flashbacks? pre&post hard outcome measures of PTSD , anxiety &

and i i
932 How can we prevent our patients from suffering
hallucinations/delusions which go on to be
traumatising
94.1 Who (if any) will benefit from fluid resuscitation? | Patients with Septic Shock Revisit an Early Goal Directed | Promise/ Arise / Process only assessed goal directed therapy AFTER initial resuscitation. Current datais basically Sepsis / Infection
If we find who then how much fluid? What should | Therapy Trial Current Best Practice 30ml/kg Mortality from single centre.
we do with those who don't
942 How much renal Py I [Alcup pre-defined AKI RRT from | Could be cost we don't know whether RRTis any good at all. Sepsis / Infection
use? Nothing / Delayed to high exchanges Current Practise




