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• A 45 year old male hailing from pune shifted from outside JCI accredited 

hospital to critical care medicine ICU (Dy Patil hospital) tracheostomised

on mechanical ventilatory support for palliative care

• Significant past medical and surgical history:

➢ Right pulmonary embolism in 2008(ENDARTERECTOMY DONE)

➢ Pericardial effusion-sternotomy with pericardiectomy done in Dec2008

since then on warfarin (anticoagulant)

➢ k/c/o Cortical Venous Sinus Thrombosis- on warfarin (anticoagulant)



Course in prior hospital

• Patient was admitted in outside hospital with

• c/o fall f/b headache

• f/b transient loss of consciousness.

• CT Brain - Diffuse SAH involving B/L temporal and left frontal lobes.

Small haemorrhagic contusion involving left temporal lobe.

• 2D-ECHO – Severe PAH (75), Dilated RA & RV and severe TR

• INR-2.03,PT-23.2

• CTPA-dilated pulmonary artery— PAH

• Patient intubated i/v/o low GCS for airway protection



Continued 1.

• CT- showed bilateral intracranial hematoma.

• D3-Emergency decompressive craniectomy and hematoma evacuation was
done

• D5-CT brain done – hyperdense intra-axial haemorrhage which seemed to
increase in size

• D8- CT brain-- shows increase in ICH and increase in surrounding edema. At
that time GCS- E2VTM3, on IPPV mode (FiO2-30% ).

1.NA infusion@0.05mcg/kg/min.

2.Medications-Inj Ceftriaxone+ Inj ENOXAPARIN + Inj Lacosamide +

Inj LEVETIRACETAM + Inj Mannitol .

• D10- Tracheostomy done.

• Urine c/s- Pseudomonas aeruginosa(MDR) – Colistin started



Continued 2..

• Cardiology reference done - started on AMBRISENTAN 5mg OD.

• D13- CT-- BRAIN done-s/o interval reduction in cerebral edema, mid-line
shift and IVH.

• D19- Pt had AF - Inj Amiodarone infusion started

• D20 – 4 episodes VF-5 cycles CPR f/b defibrillation- reverted to sinus
rhythm. Maintaing vitals on high ionotropic support (NA,Vasopressin
Adrenaline).

• D22- TT C/S- pus cells >25/lpf. Inj Ceftazidime/Avibactam+inj Tigecycline
+ inj Polymyxin-B+ Tab. Fluconazole. CPAP trial given



Continued 3…

• D26 - pulmonologist referral done due to weaning failure. Tab ambrisentan
and Acetylcysteine neb added.

• D27 - S.cr-1.5.antibiotics dose reduced by ID specialist. Nephro referral
done. Tab sodium bicaronate added.

• D28- maintaining vitals off inotropes.

• D33 – CT brain done- no mid-line shift. surrounding cerebral edema in
both temporal region reduced as compared to previous scan.

• 22/6/22- neurologically status quo. Tolerating CPAP(fio2-30%). Not
obeying VC. Right spontaneous movements +

• HR-104bpm, BP- 125/92 mm hg,spo2-100%



• FINAL DIAGNOSIS:

➢ EXTENSIVE CORTICAL VENOUS SINUS THROMBOSIS WITH 

INTERMITTENT HEMATURIA

➢ DECOMPRESSIVE CRANIECTOMY ON 21/5/22.

➢ CHRONIC PULMONARY HTN WITH DILATED RIGHT ATRIUM & 

RIGHT VENTRICLE

➢ UROSEPSIS



• General Examination on Admission:

• PR- 91/min

• BP-110/75mmhg

• SPO2-100%

• RR-33/min

• AFEBRILE

• CNS : CONSCIOUS, IRRITABLE

• E3VTM2

• CVS : S1S2 PRESENT

• RS : AE REDUCED AT LEFT SIDE

• P/A : SOFT, NON TENDER



• All baseline investigations – within normal limits

• SOFA score:

➢ On admission:7

➢ After 24 hours: 7

• APACHE 2 score:

➢ On admission: 21

➢ After 48 hours: 21

Predicted 
mortality - 33%



• Patient shifted to DyPatil hospital on 25/6/22 from outside hospital at 1am.

• Pt was tracheostomized ,conscious not obeying commands with left side 

hemiplegia on MV SUPPORT with VC mode on Fio2 60% .( minimal 

secretions+,TT-day 28,RT-insitu,Foleys D3) 



CHALLENGES

PROCOAGULANT
POLYMICROBIAL 

SEPSIS 
ARDS



PROCOAGULANT 

• Initially treated with LMWH – Enoxaparin

• Later with NOAC’S - RIVORAXABAN



ANTI- PAH RX

• T.AMBRISENTAN

• T.SILDENAFIL

• T.RIOCIGUAT



ANTI-EPELEPTIC RX

• Inj.Levetiracetam

• Inj.lacosamide



POLYMICROBIAL SEPSIS (MDR)

• DyD1-TT c/s- Chrysobacterium indologenes – sensitive to piperacillin

• DyD2- Urine c/s – Candida glabrata – Inj. Voriconazole 200 mg BD.

• DyD3 - TT(trap) – Burkolderia cepacia isolated - Inj Minocycline 100mg

IV BD started .

• DyD12- TT c/s- Klebsiella pneumonia isolated.(inj Meropenem 1g tds

started)

• DyD15- TT c/s- Pseudomonas aeruginosa  ( inj meropenem continued)



TT SECRETIONS – BURKHOLDERIA CEPACIA



KLEBSIELLA PNEUMONIAE





• shock treated with Inj NA @ 0.05 mcg/kg/min. ( as per SURVIVING 

SEPSIS guidelines)









• DyD10- Due to worsening CXR (B/L lower lobe and mid-zone
consolidatory changes), P/F ratio = 101 (ABG showing mixed alkalosis)
and pt had respiratory distress (asynchrony with ventilator) ARDS net
protocol initiated and pt is sedated with inj Fentanyl and paralysed with
inj Vecuronium and lateral position given.

• Plateau pressures were maintained below 30 cm H2O.

• Sedation holiday and spontaneous trials were given at regular intervals

• Chest physiotherapy initiated.





NUTRITION

• Enteral nutrition is the preferred method of providing nutritional support  
to critically ill patients

• Critically ill patients undergo many physiological changes that results in 

impaired GI motility, digestion, or absorption. Such GI dysfunction, 

often coupled with inadequate caloric intake, leads to development of an 

energy deficit and lose lean body mass.

• Early RT feeds were initiated calculating the caloric and protein 

requirements of the patient



• Nutrition : 1800 kcal/ day, protein – 90 g/ day



Guideline
Energy 

requirements
Protein 

requirements
Commencement 

of EN

ASPEN/SCCM (2016)

25–30 kcal/kg/day
Obesity: 

BMI 30–50 = 11–14 
kcal/kg ABW/day 
BMI > 50 = 22–25 
kcal/kg IBW/day

1.2–2 g/kg/day 
Obesity: 

BMI 30–40 = 2.0 g/kg 
IBW/ day

BMI ≥ 40 = up to 2.5 
g/kg IBW/day

Early EN (24–48 h) 

Canadian Clinical 
Practice Guidelines 
(2015)

Nil Nil
Early EN (within 24–

48 h)

ESICM clinical 
practice
guidelines (2017)

Nil Nil
Early EN should be 

prescribed

ESPEN (2019)
Obesity: 

20–25 kcal/kg 
ABW/day 

1.3 g/kg/day 
Obesity: 

1.3 g/kg ABW/day

Early EN (within 48 h) 

International guidelines on nutrition in critically ill 
patients 









• CT BRAIN -s/o craniectomy defect in right fronto-parieto-temporal bone
with a crescent shaped hypodense area of CSF density along right fronto
parietal lobe convexity s/o subdural hygroma with mild dilatation of
lateral ventricle.

• Patient neurologically improved (GCS- E4VTM5).



OTHER EVENTS:

• DyD21- B/L U/L Arterial and Venous Doppler was done- s/o Bilateral 
subcutaneous edema with normal bilateral arterial and venous Doppler ruling 
out Cellulitis and DVT

• DyD26 - HRCT Thorax was done - s/o B/L Pleural effusion (L>R) with 
major fissural extension on both sides 

• DyD37 – Decannulation done and pt kept on O2 mask @6l/min

• DyD40 - Patient shifted to ward where treatment with CCM team continued.



• DyD52 -Patient having fever with 101*f , 
INJ.PIPERACILLIN+TAZOBACTAM added. 

• DyD55 -Fever not settled . Escalated antibiotic to 
INJ.CEFTAZIDIME/AVIBACTAM  AND AZTREONAM



• Stay in ICU : 40 days

• Stay in WARD:25 days

• Days on MV support:37 days



Treatment during Hospitalisation

• INJ.LEVETIRACETAM 1 GM BD 

• INJ.LACOSAMIDE 200 MG BD

• INJ.MINOCYCLINE 100 MG BD

• INJ.AZTREONAM  1 GM TDS

• INJ.CEFTAZIDIME/AVIBACTAM 2.5 GM TDS

• INJ.MEROPENEM 500 MG BD

• INJ.PIPERACILLIN+ TAZOBACTAM 4.5GM TDS

• INJ.N–ACETYL CYSTEINE 600 MG BD

• INJ.ENOXAPARIN 0.6 CC BD

• INJ.PANTOPRAZOLE 40 MG OD

• TAB.VORICONAZOLE 200 MG BD

• TAB.AMIODARONE 100 MG BD 



• TAB.RIOCIGUAT 1 MG BD

• TAB.AMBRISETAN 5 MG OD 

• TAB.TORSEMIDE 5MG OD

• TAB.RIVAROXABAN 15 MG BD

• TAB.SPIRINOLACTONE/FUROSEMIDE 50/20 OD 

• TAB.MODAFINIL 100 MG OD

• TAB.ATORVASTATIN 40 MG OD

• SYP.MUCAINE GEL BD 

• SYP.DEXORANGE BD

• NEB WITH FORACORT BD

• NEB WITH MUCOMIX TDS

• NEB WITH DUOLIN BD 

• SLURGEN OINTMENT OD 

• HYDROHEAL CREAM LA 

• FUNGIGRIS - AM CREAM LA 

• MOISOL E/D QID







Team work

• CCM TEAM

• CARDIOLOGY

• NEUROLOGY

• PULMONOLOGY

• MICROBIOLOGY

• NURSING STAFF

• PHYSIOTHERAPY

• RESPIRTORY 
THERAPIST

• RELATIVES

• PSYCHOLOGICAL 
SUPPORT


