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[IL(E)11] Neurocritical care 2019: Recent advances and future frontiers
Stephan A. Mayer (Henry Ford Health System and the Mount Sinai Health System, USA)
[ AERBRT Z]

Stephan A. Mayer, MD, FCCM, is a practicing neurointensivist and the William T. Gossett Chair of Neurology
for the Henry Ford Health System in Detroit, Michigan. Prior to that Dr. Mayer was Director of Neurocritical
Care for the Mount Sinai Health System in New York, where he also founded the Institute for Critical Care
Medicine at the Icahn School of Medicine. Prior to that he was Professor of Neurology and Neurological
Surgery at Columbia University College of Physicians and Surgeons in New York, NY.

Dr Mayer earned his medical degree from Cornell University Medical College in New York City. He completed
a residency in neurology and a fellowship in critical care neurology at the Neurological Institute of New York,
Columbia-Presbyterian Medical Center. He is board certified in neurology and neurocritical care, and was a
founding member and is past-president of the Neurocritical Care Society.

Dr. Mayer has published more than 240 original research articles, 180 review articles, 340 abstracts, and
written or edited eight books, including the most recent edtion of Merritt’ s Textbook of Neurology,
considered a standard text in the field. He was principal investigator of the FAST Trial, a worldwide
multicenter clinical trial evaluating ultra-early hemostatic therapy for brain hemorrhage, and served as
principal investigator of the NIH-funded New York Presbyterian Hospital hub of the Neurological
Emergencies Treatment Trials (NETT) network and the Columbia University Outcomes Project. His work in
helping victims of severe brain injury has been featured in the Wall Street Journal and the book Cheating
Death, by CNN medical correspondant Dr. Sanjay Gupta.
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[IL(E)12] Sepsis: New insights into pathophysiology and a sneak preview
to future therapy

Thomas van der Poll (Amsterdam University Medical Centers, University of Amsterdam, Netherlands)

QELSEERNED
Curriculum vitae (September 2018)

Name Tom van der Poll

Date of birth March 20, 1961
Nationality Dutch

Sex Male

Current and recent positions

12/2016 Chair, Department of Medicine, Academic Medical Center, University of Amsterdam, the
Netherlands.

01/2011 - 12/2016 Head, Division of Infectious Diseases, Academic Medical Center, University of
Amsterdam, the Netherlands.

01/2007 - 12/2016 Head, Center for Experimental and Molecular Medicine, Academic Medical Center,
University of Amsterdam, the Netherlands.

03/2003 Professor of Medicine, University of Amsterdam, the Netherlands.
Education and experience
Board Certified Infectious Diseases May 15, 2000

Board Certified Internal Medicine December 15, 1991
Resident Internal Medicine 1986 - 1991, Academic Medical Center, Amsterdam, the Netherlands

PhD title October 10, 1991 [University of Amsterdam]
Thesis: "Tumor necrosis factor: biologi—cal responses in humans"

Medical degree November 1986
Medical School, University of Amsterdam 1978 - 1986
Registration (BIG) number: 19023304301

Other activities

» Council member and past Chair of the International Sepsis Forum

* Supervisor ( “Promoter” ) of 64 succesfully completed PhD projects

* Principal Investigator of >50 research grants

» Member of advisory boards and steering committees of several pharmaceutical companies

« Member of Data Safety Monitoring Boards and Clinical Evaluation Committees of several trials on sepsis,
pneumonia and rheumatoid arthritis
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Tom van der Poll is Professor of Medicine and Chair of the Department of Medicine in the Amsterdam
University Medical Centers, location Academic Medical Center, University of Amsterdam, the Netherlands.
Van der Poll is board certified in Internal Medicine and Infectious Diseases. His training included a
postdoctoral research fellowship in Cornell University Medical College in New York (1993-1995). Van der
Poll’ s research focuses on pneumonia and sepsis, particularly on pathogenesis, the host response and
biomarkers. He published >800 articles on this topic. Van der Poll has served as a member of Data Safety
and Clinical Monitoring Boards of several pivotal phase Il sepsis and pneumonia trials evaluating
immunomodulatory agents.

The sepsis-associated host response is characterized by concurrent excessive inflammatory, catabolic,
metabolic and immune suppressive features, and a failure to return to homeostasis, which oftentimes results
in a condition referred to as chronic critical illness. The understanding of key mechanisms involved in the
pathogenesis of sepsis has increased tremendously, yet this still needs to be translated into novel targeted
therapeutic strategies. Pivotal for the clinical development of new sepsis therapies is selection of patients
based on biomarkers and/or functional defects that provide specific insight in the expression or activity of
the therapeutic target. Future research should focus the discovery and validation of biomarkers that reflect
predominant pathophysiological mechanisms at different body sites and can guide selection of patients for
targeted therapies and the monitoring thereof.
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the world for the evaluation of patients with suspected acute coronary
syndromes — Possible implications for Japan
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used across the world for the evaluation of patients with
suspected acute coronary syndromes — Possible implications
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Richard Michael Nowak (Henry Ford Hospital, USA)
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High sensitivity cardiac troponin (hs-cTn) assays (as defined by the International Federation of Clinical
Chemists) since 2015 have been recommended by the European Society of Cardiology (ESC) for the rapid
(very low baseline value or the use of a 1 hour delta threshold value algorithm) rule-out and rule-in of acute
myocardial infarction (AMI) in selected patients (chest pain complaint, symptoms of We have very recently
reported the results of a single center US trial (REACTION-US) assessing the use of the ESC recommended
hs-cTnT (Roche Diagnostics) rapid 1 hour or less rule-out and rule-in AMI algorithm for all patients
presenting with any suspicious symptoms. The rapid rule-out assessment results are very similar (high
negative predicted values and sensitivities) but the rule-in assessments are significantly different with lower
positive predictive values and specificities for AMI in the US when compared to the hs-cTnT algorithm
currently used in Europe.

A large US multicenter study (HIGH U.S.) assessing the use of a hs-cTnl assay (Siemens Diagnostics) as
recommended by the ESC published rapid assessment guidelines but enrolling all comers with symptoms
suspicious for AMI has been recently completed. The initial results in this patient population with many risk
factors for coronary artery disease show similarly very high negative predicted values and sensitivities but
lower and inadequate positive predictive values for AMI when using the ESC guidelines for this specific assay.

Given the combination of the European and more limited US data available there is movement in the US to
utilize hs-cTn assays for the rapid rule-out of AMI (approximately 50 centers have implemented this
approach) and for safe discharge when combined with a risk-stratification tool. This strategy will provide
more efficient care and will lower costs for the evaluation for all patients presenting to the ED with any
symptoms suspicions for AMI while maintaining a rate of missed AMI of less than one percent of patients. The
algorithms for the rapid rule-in of AMI with appropriately high positive predictive values and specificities are
most likely going to be determined in individual medical centers.

©The Japanese Society of Intensive Care Medicine
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In Japan the use of hs-cTn assays for the evaluation of all patients with any symptoms suspicious for AMI
would be helpful in all grades (urgent, emergency and critical care) of Emergency Medical care. More
specifically this strategy would provide accurate rapid rule-out assessments for AMI. Given the experiences in
Europe and the US it may not be necessary to validate this approach in a multicenter Japanese study.

©The Japanese Society of Intensive Care Medicine
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[IL(E)14] An update of the subtleties of infection management in the ICU

Jeffrey Lipman (The University of Queensland Centre for Clinical Research, Australia)
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[IL(E)14] An update of the subtleties of infection management in the ICU

Jeffrey Lipman (The University of Queensland Centre for Clinical Research, Australia)
QELSEERNED

Professor Jeffrey Lipman received his medical degree (MBBCh) from the University of Witwatersrand, South
Africa and has specialist qualifications in anaesthesia (DA, FFA) and intensive care (FFA Crit Care, FCICM).
Professor Lipman is Professor and Head of Anaesthesiology and Critical Care, University of Queensland and
also is the Executive Director of the Burns, Trauma, Critical Care Research Centre at this University. He has
Professorial attachments at QUT, University of New South Wales, Chinese University of Hong Kong and his
Alma Mater, University of Witwatersrand.

He is a career Intensivist, having worked full-time in Intensive Care Units since 1979. His research interests
include all aspects of infection management in intensive care. He has a special interest in the
pharmacokinetics of antibiotics, an area in which he completed his MD through the Chinese University of
Hong Kong where he still holds an Adjunct Professorial position.

He has published over 30 book chapters and over 500 peer-reviewed articles including in high impact
journals like NEJM, JAMA and Lancet Infectious Diseases.

He has been an invited speaker to over 100 Congresses Nationally and Internationally, being a Keynote
speaker in many countries around the world.

Sepsis is one of the leading causes of mortality and morbidity in the patients admitted to intensive care units
(ICU). Despite evolving concepts and advances in management, the mortality associated with sepsis remains
unexpectedly high. Early and appropriate antibiotic therapy has been the mainstay of treatment. There are
however many unspoken subtleties in managing critically ill patients.

&

Firstly antibiotics (particularly broad spectrum) cause “ collateral damage” , killing “ good” commensal
bacteria allowing resistant bowel organisms to grow. Currently the various syndromes we label as sepsis are
often vague and poorly defined, predisposing to over use of antibiotics in inflammatory syndromes the
causation of which may not be “infective” . New diagnostic genomic testing of host (patient) white cell
mRNA may help differentiate the infective syndromes from other similar inflammatory conditions (1). A “
watch and wait” philosophy for antibiotic initiation in the ICU in patients that are not acutely deteriorating
has in fact been show to improve outcomes over a period of time (2). The importance of source control in
managing patients with sepsis cannot be overemphasised (3). Finally, the longer a course of antibiotics is
administered, the more the development of resistant bacterial overgrowth within the patients’ bowel, so

shorter courses of antibiotics should be embarked upon where appropriate (4,5).

REFERENCES
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[IL(E)15] Severe viral pneumonia: Significant?
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[IL(E)15] Severe viral pneumonia: Significant?
Younsuck Koh (Asan Medical Center, University of Ulsan, Korea)
[ FEIRF@ERT )

Dr. Koh is a physician scientist working as a Professor of Department of Pulmonary and Critical Care
Medicine, a Professor of Department of Medical Humanities &Social Sciences, and a critical care physician at
Asan Medical Center, the University of Ulsan College of Medicine in Korea. His research interests include
ARDS, mechanical ventilation, sepsis, and medical ethics. He has published more than 360 articles in peer
review journals.

He had served medical academy societies as a President of Korean Society of Critical Care Medicine, and as
a President of the Korean Society for Medical Ethics. He also had served as an organizing chairman of the
12th World Federation of Societies of Intensive and Critical Care Medicine (WFSICCM) Congress in 2015, as
a council of the WFSICCM for 8 years, and as a chairman of the Asian Collaboration of Critical Care Trial
Group. He has been contributing to enhance mechanical ventilation cares in Asia as ex-chairman of Asian
Ventilation Forum.

The pandemics of SARS, Avian influenza, new H1N1 influenza, and Middle East Respiratory Syndrome (MERS)
awakened medical societies to the viral threat on respiratory failure. However, respiratory viruses, even a
seasonal influenza virus, still have not been considering as a major cause of respiratory failure in adults.
Clinician’ s under-recognition on viral causes is especially true in healthcare-associated pneumonia (HCAP).
Moreover, neglect on viral causes lead to unnecessary antibiotic uses together with unnecessary multiple
laboratory tests in viral pneumonia.

Several recent reports on adult viral infection showed that viruses accounted for approximately 13.5 to
56.2% of the cases of community acquired pneumonia (CAP). Rhinovirus, parainfluenza virus, influenza virus,
respiratory syncytial virus and human metapneumovirus are major causes of viral pneumonia. Herpes simplex
virus bronchopneumonia was not rare in nonimmuno-compromised patients with prolonged mechanical
ventilation. Bacterial co-infections in viral pneumonias also are not rare. Virus infections seem to impair host
immunity leading to secondary bacterial infections.

Clinical suspicion on a viral cause in a patient with lung infiltrates is the mainstay for the early detection.
Clinical manifestations, chest radiography findings, and RT-PCR findings using nasopharyngeal or low
respiratory specimen are considered together when a diagnosis is made. Early detection is crucial for better
outcome of influenza pneumonia, because the limited antiviral agents are effective in early stage of the
iliness. Steroid administration seems to be harmful in influenza pneumonia. Low tidal volume of mechanical
ventilation showed better outcome in new H1N1 influenza pneumonia than large tidal volume of mechanical
ventilation. The mortalities of patients with respiratory failure caused by bacterial, viral, and bacterial-viral co-
infections do not seem to be different. In conclusion, the clinical impact of respiratory viruses on respiratory
failure is significant. Considering enormous burden on public health resources of viral pneumonia, further
efforts should be devoted to establish the proper diagnosis measures and antiviral drugs development.
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[IL(E)16] Pick your syndrome: PICS or PIICS
Heatherlee Bailey (President Elect of SCCM)
[ EBF@ERM =]

Dr Heatherlee Bailey completed medical school at the University of Medicine and Dentistry of New Jersey in
Newark, NJ — now known as Rutgers. She undertook a residency in Emergency Medicine at the Medical
College of Pennsylvania in Philadelphia, Pennsylvania and then joined their faculty. After a faculty fellowship
in critical care, she served as her Department’ s Director of Critical Care Education and their Associate
Residency Program Director for a decade. MCP merged with Hahnemann University and is now known as
Drexel University. Twelve years later, Dr. Bailey’ career brought her to Duke University as well as the
Durham VA Medical Center in North Carolina.

Her career has been rooted in education, trainee development, and mentorship. Mentorship is a focus that
Heather has brought to her roles at SCCM. Her dedication and expertise has also been nationally recognized
by the American Medical Association as they bestowed their Women’ s Mentoring Award upon her in 2008.

Given her prominence in the field, Dr. Bailey serves as an Oral Board Examiner for the American Board of
Emergency Medicine. Her career interests in the management of injury and critical illness span the globe. She
was a key developer of the Comprehensive Trauma Life Course for India as part of her work for the
International Trauma Anesthesia and Critical Care Society.

Dr. Bailey has been actively involved in SCCM for more than 20 years serving in a wide variety of roles. No
stranger to leadership, she served as a local Chapter President from 2003-2005. She was awarded the Dr
Joseph and Rae Brown award for her Chapter level contributions in 2008. Fellowship in the American College
of Critical Care Medicine followed in 2009 which was in turn followed by election to Council, the governing
body for the society. Br. Bailey’ s path of volunteerism, mentorship and leadership has led her to be the first
Emergency Medicine trained President of SCCM.

Acronyms are commonplace in medicine. It can be very challenging to be aware of all current acronyms.
While there is occasional overlap, there typically is not almost identical phrasing that leads to different
syndromes with near identical acronyms such as PIICS and PICS.

Persistent inflammation, immunosuppression and catabolism syndrome (PIICS) is a term initially generated by
surgical intensivists to describe surgical ICU patients that survive their initial course of sepsis, trauma or other
disease entity that have prolonged stays from persistent immune dysfunction. Unfortunately, this is a
common state that is rarely reversible, and many patients end up in long term facilities or dying from this
entity. PIICS is marked by persistent loss of lean body mass, failure to rehabilitate, sepsis recidivism,
rehospitalization and increasing dependence and a slow prolonged path to death. The causes, mechanisms,
and reasons for PIICS are largely unexplained. PIICS is an entity of non-survivors.

Survivors of critical illness that exhibit impairment in cognition, mental health and physical function is known
as post-intensive care syndrome (PICS). Each of these elements is related to critical illness and the care that
is required. The mental health of family members may also be affected and is termed PICS-Family (PICS-F). In
the US almost 6 million patients are admitted to an ICU annually. Slightly less than 5 million will survive their
ICU course. It is estimated that at least 50% will suffer from at least one component of PICS. Those that
receive life support measures tend to have a persistence in PICS symptoms even at 12 months after their
discharge from the ICU. SCCM is addressing how ICU care impacts long term outcomes with the ICU
Liberation and Thrive programs. ICU Liberation focuses on the ABCDEF bundle for achieving better
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outcomes in the ICU. Poorly managed pain, agitation and delirium (PAD) lead to longer ICU stays, increased
cost and these patients have a higher incidence of long term physical and cognitive dysfunction. It has been
shown that improved bundle compliance leads to higher odds of survival. The Thrive initiative focuses on
peer support through the use of collaborative groups. There are several different templates that have been
initiated with success across the US, UK and Australia.

It is clear that PIICS and PICS are totally different entities. If heard out of context it might be very confusing to
know which process is being referred to. Though once some background is given, it should be relatively clear
as one typically leads to death (PIICS) and the other is associated with issues of surviving critical illness
(PICS). What is apparent is that more research is required for both entities to learn the best way to mitigate
them. Which in turn will hopefully lead to a PICCS/PICS free ICU setting.
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[IL(E)17] Volume management in ICU patients
Sung Jin Hong (Catholic University of Korea Yeouido St. Mary's Hospital, Korea)
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Striking the right balance between under- and over-resuscitation is a key part of volume management.
However, assessing the degree of hypovolemia is difficult because of lack reliable clinical parameters. Many
patients admitted to intensive care units are hypovolemic with heterogeneous pathophysiology. What fluid,
and how much should we give to them? This review is focused on the recent advances and ongoing
controversies about volume management in ICU patients.

Under steady state, the sub-glycocalyceal fluid with low oncotic pressure acts as a barrier between plasma
and interstitial fluid. The plasma osmotic pressure moves sub-glycocalyceal fluid rather than the interstitial
fluid. Theoretically, only 1/4 to 1/5 of the administered crystalloid solution should remain in the blood
vessel, but indeed more fluid remains in intravascular space. The glycocalyceal layer is vulnerable to damage
in ischemia and hypoxia. Maintaining and restoring the glycocalyx is an important concept of the fluid
therapy.

When we judge the patient's volume status, we do not measure directly the plasma volume, instead we make
a guess based on various clinical symptoms and parameters. The primary goal of the fluid administration is to
restore the preload, but the ultimate goal is to improve the tissue perfusion and oxygen delivery, so the
factors that determine the cardiac output and microcirculation should be considered.

The choice of fluid in ICU patients with various pathophysiology should be tailored to the individual
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condition. Studies have concluded that colloids do not improve survival rates and are not cost-effective.
Furthermore, synthetic colloids have been reported to increase the mortality rate and risk of renal failure in
patients with sepsis.

In the patients with sepsis, balanced crystalloids may represent the first-line fluid. The synthetic colloids
should be avoided because they have been shown more requirement of blood transfusion, renal replacement
therapy, and higher prevalence of acute kidney injury and mortality. Aloumin may improve outcomes. A
reasonable threshold for red cell transfusion is Hb >7 g/dL. Initial IV bolus of 20-30 mL/kg is reasonable
however, further fluid administration should be done carefully, and guided by dynamic measures of “ fluid
responsiveness.

In patients with hemorrhage, the goal of resuscitation changed from early volume resuscitation to early
hemorrhage control. Volume management in hemorrhagic patients should consider three principles, which
are permissive hypotension, minimization of crystalloids and one to one plasma platelet to red cell
transfusion, along effective damage control.

There are a variety of parameters but no gold standards to determine the volume status of patients. Volume
management in ICU patients should be aimed at improving microcirculation, and so the balance between
metabolism and oxygen supply. Recent trends follow a restrictive strategy as excess fluid also causes
interstitial edema, which interferes with microcirculation and adversely affects patient outcomes. The choice
of fluid should take into account the state of glycocalyx. The old idea of administering crystalloids more than
four times of depleted plasma volume should be reexamined.
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Jozef Kesecioglu is Professor of Intensive Care Medicine at the Department of Intensive Care Medicine,
University Medical Center, Utrecht, the Netherlands. He completed his medical education and training in
anesthesia and intensive care at the Medical School of University of Istanbul, Turkey, where he was later
appointed as the head of the intensive care. After moving to the Netherlands in 1989, he worked in Erasmus
Medical Center and Sophia Children’ s Hospital Rotterdam as anesthetist and pediatric intensivist
respectively. He moved to Academic Medical Center in Amsterdam as the deputy director and has become
interim director in the same department, before taking up his current position in 2002 in University Medical
Center in Utrecht. He has re-organised the four intensive cares and made one department of it before
designing and moving to the new, award winning, state-of-the-art ICU. He is currently the chair of the
Management Team of the Division of Anesthesiology, Intensive Care and Emergency Medicine.

Professor Kesecioglu was Chairman of the Ethics Section of the European Society of Intensive Care Medicine
(ESICM). After finishing his term, he worked in the Executive Committee of ESICM as the elected Chair of the
Division of Scientific Affairs. He has also represented ESICM in the workgroup concerning "An official
ATS/AACN/ACCP/ESICM/SCCM Policy Statement: Responding to Requests for Potentially Inappropriate
Treatments in Intensive Care Units". He was elected as President of ESICM in 2016 and served as President
Elect until recently. Currently, he is the President of ESICM until the end of his mandate in October 2020.

Professor Kesecioglu has authored around 130 published or in-press peer-reviewed papers and has been
giving lectures in various scientific meetings. His main interests are ethics, intensive care environment and
selective decontamination of the digestive tract.

Palliative sedation and palliative administration of opioids after withdrawal of treatment is common practice,
normal care and an ethical requirement. The intent of the physician and not the dose of the medicine used is
the determinant factor.

The use of confusing terms such as “ euthanasia” should be avoided in intensive care units. Withdrawing or
withholding disproportionate life support and palliative care in intensive care patients not competent to give
consent has no relation to euthanasia which is in response to a patient request to die.

Family involvement in decision making in the ICU varies greatly between countries. Variability may also exist
within countries and even between intensivists within hospitals. Studies show that some family members
want to share decisions with the physicians but do not want to make decisions alone. Others want to receive
information without taking part in the decision at all.

Paternalism is neither equivalent to the lack of involvement of the family in decision making nor indicate bad
communication. Intensive care unit caregivers should seek to develop collaborative relationships with their
patients’ family members, based on an open exchange of information. Paternalism also may reflect a
responsibility of the physician for decision making on medical grounds.
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SMMPIREEEZEE (ARDS) &, ZOHRBHINMO THRESINTHL0FEULERBLAREICSVWTE, &
HFRRICBITD2HRADEBED—DTHS, ARDSOIRRTE(E, ATHRICKL BMMESZERT 2FREZEDESIC
SUHELLEEDOD, BIETH30-40%L L& F LV, ARDSOIBEAMIAEE. TRADLLBMAREDRERETE
WA BFER, H2VIEKMEDSD ARDS, #IZ ARDSH S ZEHRAENDEREE-5TE2H MDD RIED
EEERCFERIE. REBIIINTRYL, BESOFEDHEICELY ARDSEEDY—47 v h&ELTEZL DA
TAI—9—DRIEINTELD., WTNEEERGBEICEST. ARDSO translational researchlZIRIEK Z 72 /h
NUBICETWEEWVWR S, BERABRADBRELRLIAEEARY DS, LUBHRYE - EEHOEVERAREZTOE
NFHATH D, LHOLARFICREBERANICEA, BNICERZFHI—T v bERVWETEHAD. SEIRIC
XKHHNTWS,

2TOHMBEI 5%V EHE SN 3B/ \F (Extracellular vesicles, EV) I&, DD TEALZHBAD TE] &EZ
SNTVWED, EEICA>THLWAREBRII2=/r—Yavike LT, BERKBETAEGEESIRTYL

%, EVIZ3IUNIE - BE - BAEIFIEZFR/DFEBERELTVWHDIE 7 —DLIITEHRLTVWS,
EVICE 2BERTEORZAFHIZ. 2OV LBEESFIBEZEERNICKRMINTWS O, FIK - IMKRFAT
BERIZRELILE - Bl - DBHISTFONTWVWEIETH S, LEN>TEVIR, REVITFILE—FELT
MORE LK TRIESER L. EREMNMECHESICEIT S I ENBRMICATETH S, £ L ARDSICHEITEDH
EDETPEFBICEVHAIES L TWEETIIE, BAOATAI—9—%270v035LY, ThEEER £
FWRT ) —] TH3EVEFDOKRECIZENHEADRYIAAEZ DY MO—ILT B &ICEY, FHLWRTTD
BRI AL TE 2EENELH B,

ANFBETIX, ARDS - BUIMEERRIKIC B (T HEFD EVIIRZBER L. B2 DRIEDOMRGER, FICEVO—ETH S
<4 78axRT 7))L (microvesicles) M ARDSICE T BEENICEAT 2MREZHBNT 5, ARDS - BULFEDH L LN
AF7T—h— BEY—T vy P LTOEVOATREEICEALTERL, bt TORHROEFABREFICSITS
translational researchOEZEICEI L TEZ TH7Z\,
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