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There is evidence supporting the physiologic
benefits of these agents, but outcome data are
lacking, so individualization is necessary, and
critical time should not be lost administering
pretreatment drugs if the patient requires im-
mediate intubation. Despite the lack of out-
come studies, there is considerable inferential
evidence supporting this approach, and these
agents probably provide protection for vulner-
able patients against the adverse hemody-
namic and intracranial effects of laryngoscopy
and intubation.2

Research done at our centre has pro-
vided evidence supporting the physio-
logic benefit of pretreatment agents.3 In
addition, we recently published a study
of 522 intubations using etomidate,
many of which also involved the use of
pretreatment agents. This study demon-
strated that our approach was associ-
ated with hemodynamic stability in a
heterogeneous group of patients under-
going RSI in the ED.4 Our conclusion
from the existing literature remains un-
changed; premedication should be con-
sidered in selected patients undergoing
neuroprotective RSI in the ED. The ap-
propriate selection and dosing of med-
ications in such cases provides the best
opportunity to minimize post-intuba-
tion hypotension and other complica-
tions of intubation.

Peter J. Zed, BSc, BSc(Pharm), 
PharmD, FCSHP

David W. Harrison, MD
Nick Kuzak, MD
CSU Pharmaceutical Sciences and
Department of Emergency Medicine
Vancouver General Hospital
Faculty of Pharmaceutical Sciences

and Faculty of Medicine
University of British Columbia
Vancouver, BC

References
1. Kuzak N, Harrison DW, Zed PJ. Use of

lidocaine and fentanyl premedication
for neuroprotective rapid sequence intu-
bation in the emergency department.
Can J Emerg Med 2006;8(2):80-4.

2. Walls RM. Airway. In: Marx JA,

Hockberger RS, Walls RM, et al, edi-
tors. Emergency medicine: concepts
and clinical practice. 6th ed. Missouri:
Mosby; 2006. p. 2-26.

3. Zed PJ, Abu-Laban RB, Harrison DW.
Effect of fentanyl pretreatment on sym-
pathetic response in patients with cere-
brovascular accident undergoing rapid
sequence intubation in the emergency
department [abstract]. Can J Emerg
Med 2004;6(3):197.

4. Zed PJ, Abu-Laban RB, Harrison DW.
Intubating conditions and hemodynamic
effects of etomidate for rapid sequence
intubation in the emergency department:
an observational cohort study. Acad
Emerg Med 2006;13:378-83.

Treatment of patients with
severe sepsis and septic shock:
real-life lessons

To the Editors: Evidence-based thera-
pies for severe sepsis and septic shock
include broad spectrum antibiotics,
early goal-directed resuscitation, corti-
costeroids, glycemic control and recom-
binant human activated protein C
(rhAPC).1 Prior to dissemination of the
Surviving Sepsis Guidelines in 2004,1

we found that 94% (32/34) of our septic
patients received greater than 20 mL/kg
intravenous fluid within 6 hours, that
85% (29/34) received low-dose corti-
costeroids, that 68% (23/34) received
antibiotics within 3 hours, and that 82%
(29/33) received rhAPC within 24 hours
of admission to the intensive care unit.
At the same time, only 38% (13/34) re-
ceived central venous pressure monitor-
ing, and only 6% (2/34) had central ve-
nous oximetry performed within 6
hours. This “care-gap” offers a provoca-
tive area for research and improvement.

Pharmaceutical companies have pro-
vided a great deal of education focused
on products such as rhAPC. Unfortu-
nately, educational funding to promote
the use of equally efficacious but inex-
pensive therapies, such as steroids, flu-
ids or pressure monitoring, is lacking.
Early goal-directed therapy saves lives,
and mortality increases for each hour
that appropriate antibiotics and fluid re-

suscitation are delayed.2,3 With any
time-dependant therapy, it is necessary
to expedite a continuum of care. The
concepts of “chain-of-survival,” “door-
to-drug time” and “taking treatment to
the patient” are as relevant to sepsis as
they are to acute coronary syndromes
(ACS) — perhaps more so, given the
high incidence, mortality and cost of
severe sepsis and septic shock — yet
sepsis has not received the same level
of attention or funding as ACS.4,5

Just as with ACS, the first step is de-
ciding that delays are unacceptable.
Comprehensive therapy can only begin
once a disease is brought to medical at-
tention. Yet few hospitals triage septic
patients in the same aggressive fashion
they do for ACS. Pre-hospital sepsis
care is unusual; pre-hospital cardiac
care is the norm. Early and aggressive
treatment of severe sepsis and septic
shock will save many lives. Our chal-
lenge is to convert guidelines into
meaningful clinical practice and
change.6 We have work to do.
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Prehospital intubation
for severe head injury

To the Editors: We greatly appreciated
the detailed, yet succinct Journal Club
summary by Topping and Ducharme1

of Wang and colleagues’ paper2 on the
deleterious association demonstrated
by pre-hospital intubation in the seri-
ously head-injured patient versus
emergency department intubation of a
similar cohort.

Topping and Ducharme1 carefully de-
fined the population studied; the quality
of the database used; the methodology
for analysis (including use of a propen-
sity score); the challenges of a possible
randomized controlled trial to further de-
lineate causation versus the clear associa-
tion that has been recently demonstrated

in several emergency medical services
(EMS) intubation studies, including this
one; and the lessons associated with un-
bridled enthusiasm for unproven yet
seemingly common-sense interventions
(i.e., pre-hospital intubation in signifi-
cantly head-injured patients).

However, one key result from this
large study2 seemed to elude the re-
viewers. In Wang and colleagues’
study one group of pre-hospital
providers (air medical transport crews)
who used neuromuscular blocking
agents had decreased mortality demon-
strated in the population studied. Al-
though Wang and colleagues qualify
clear conclusions in this regard by
pointing out that these 2 elements were
used as covariates in the overall regres-
sion analysis, the impression is clearly
given that this is an area that needs fur-
ther study before the brush of nihilism
for endotracheal intubation in the EMS
environment is finalized. Indeed, sev-
eral EMS air medical studies (observa-
tional in nature), where a small cohort
of highly trained crew members are
given intensive training and reasonable
ongoing critical care exposure, have
demonstrated exceptional airway man-
agement skills.3,4 Wang and colleagues’
findings are consistent with another re-
cent study that also showed an associa-
tion with improved outcomes using this
air medical model.5

We feel that Wang and colleagues’
suggestive data on air medical rapid se-
quence intubation management in the
seriously ill head-injured patient de-
serves further consideration and is of
key interest to EMS physicians and
providers.
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Letters will be considered for publication if they
relate to topics of interest to emergency physi-
cians in urban, rural, community or academic
settings. Letters responding to a previously
published CJEM article should reach CJEM head
office in Vancouver (see masthead for details)
within 6 weeks of the article’s publication. 
Letters should be limited to 400 words and 
5 references. For reasons of space, letters may
be edited for brevity and clarity.

Les lettres seront considérées pour publication si elles sont
pertinentes à la médecine d’urgence en milieu urbain,
rural, communautaire ou universitaire. Les lettres en
réponse à des articles du JCMU publiés antérieurement 
devraient parvenir au siège social du JCMU à Vancouver
(voir titre pour plus de détails) moins de six semaines après
la parution de l’article en question. Les lettres ne devraient
pas avoir plus de 400 mots et cinq références. Pour des
raisons d’espace et par souci de concision et de clarté, cer-
taines lettres pourraient être modifiées.
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