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Choosing Wisely in intensive care medicine

COMMENTARY

Intensive care medicine is a specialty in which the results are closely related 
to the ability to organize and work as a team. While technological advancements 
offer a wide variety of tests and a myriad of possible treatments and procedures 
for critically ill patients, this large arsenal of options is often misused, which in 
addition to not providing significant benefits to patients can cause unnecessary 
risk and harm. Based on these principles, the American Board of Internal 
Medicine Foundation (ABIM) began a campaign in 2012 to identify clinical 
practices that should be questioned to make physicians aware of the importance 
of using only interventions and procedures that are indicated for the patient and 
that do not put him or her at risk. For this purpose, a list of items considered most 
relevant to conscious decision-making was developed and was named Choosing 
Wisely.(1) Since then, numerous medical societies around the world have started 
to make their lists to prompt discussions of and providing warnings about the 
main practices to be questioned and the importance of always using the utmost 
discernment. The following are considered basic principles of the campaign: it 
must be led by physicians, the choices should be patient-centered, there must 
be multi-professional participation, the campaign should be evidence-based, 
and the selection process must be transparent.(2)

The Associação de Medicina Intensiva Brasileira (AMIB) appointed a group 
of experts to prepare the recommendations. Initially, the experts elaborated 28 
recommendations and, by using the modified Delphi method, those that reached 
more than 80% consensus among them were excluded. In the end, there were 
ten recommendations, which the members voted on electronically through 
the association’s website (https://amorintensopelavida.com.br/choosing/). 
Members received an invitation to vote by email and were identified by their 
Natural Person Registration (CPF - Cadastro de Pessoa Física) number at the 
time of voting to avoid duplication. A total of 1,754 members from all regions 
of the country participated, which represented approximately 30% of AMIB 
members. The five recommendations that received the most votes were chosen 
by more than 50% of the participants, as shown in figure 1.

TOP RECOMMENDATIONS

1 - Do not use or maintain unnecessary antibiotics

The use of antibiotics should be restricted to patients with infection, 
always follow the clinical criteria, be used for the shortest time possible, and 
according to the best evidence. Broad-spectrum antimicrobial agents should be 
deescalated or discontinued once cultures are available. Approximately 10 years 
ago, Boucher et al.(3) called attention to the impact of the use of unnecessary 
antibiotics on the emergence of multiresistant bacteria, which became known as 
ESKAPE, an acronym for Enterococcus faecium, Staphylococus aureus, Klebsiella 
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had an important impact on the recovery and functional 
capacity of patients at the time of hospital discharge.(7)

4 - Do not use or maintain invasive devices 
unnecessarily

The insertion and maintenance of invasive devices should 
always occur in a restrictive manner according to precise 
criteria. Routine surveillance is indicated to avoid as much 
as possible the insertion and prolonged use of tracheal and 
enteral tubes, as well as catheters and drains. There is evidence 
that the use of invasive devices is associated with infections 
and that their duration of use is prolonged either for the 
convenience of the professional team or because of a lack 
of protocols for their removal.(8,9) Pronovost and colleagues 
conducted a study in ICUs in the state of Michigan, in which 
they evaluated daily whether any catheters or tubes that were 
no longer necessary could be removed showing a significant 
decrease in bloodstream infections.(10)

5 - Do not offer Advanced Life Support in the end-of-
life for patients that are likely to die

The establishment or maintenance of advanced support 
for critically ill patients with a high probability of death or 
significant sequela should be avoided unless the possibility 
of establishing palliative care is considered. Clinical 
decisions within this context should always be made while 
respecting the expressed will of patients or their family 
members after extensive dialogue and consensus. A recent 
study undertook by the World Federation of Societies of 
Intensive and Critical Care Medicine demonstrated wide 
variability in end-of-life practices in ICUs and the need of 
systematization.(10)

Quality improvement, cost reduction, value 
maximization and better care for chronic critically ill 
patients are current challenges of our specialty. To this 
end, wiser choices can certainly contribute in a significant 
manner. Publicize the list, make it part of your daily 
routine, include it in the checklists used in your unit, 
and discuss these choices during multi-professional visits. 
Doing so we will advance a national dialogue on avoiding 
unnecessary treatments and procedures I order to achieve 
better outcomes as a result.

THE GROUP THAT ORGANIZED THE CHOOSING 
WISELY RECOMMENDATIONS OF AMIB:

Ederlon Alves de Carvalho Rezende, Mirella Cristine 
de Oliveira, Cristiano Augusto Franke, Marcos Knibel, 
Nelson Akamine, Álvaro Rea-Neto.

Figure 1 - List submitted to the voting of members of the Associação de Medicina 
Intensiva Brasileira and votes received. MV - mechanical ventilation.

pneumoniae, Acinetobacter baumanii, Pseudomonas 
aeruginosa and Enterobacter species. Studies such as EPIC 
II (Extended Prevalence of Infection in Intensive Care) 
have shown that the number of patients admitted with an 
infection diagnosis to intensive care units (ICUs) in Latin 
America is higher than that in other regions of the world 
and that these patients have higher mortality.(4)

2 - Do not use excessive sedation

Limiting the use of sedation to patients with appropriate 
indications, using as few sedatives as necessary to maintain 
patient comfort, and using scales to systematically evaluate 
the titration of the drugs being used show improved clinical 
outcomes.(5) Among the numerous pieces of evidence, we 
highlight the ABC trial, which combined daily sedation 
interruption with the performance of spontaneous 
breathing tests and compared this strategy to the standard 
treatment strategy; the former showed improvement on 
all outcomes, including more time free from mechanical 
ventilation, shorter stays in the ICU and in the hospital, 
and above all, lower mortality at a 1-year follow-up.(6)

3 - Do not keep patients immobilized in bed without 
a clear indication

The immobilization of critically ill patients is associated 
with a higher incidence of complications and longer hospital 
stays. There is evidence that early mobilization accelerates 
recovery from critical illness and improves the quality of life 
during hospitalization and after discharge. Accordingly, the 
study by Schweickert showed that daily discontinuation of 
sedation combined with physical and occupational therapy 
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