ICS treatment are sicker (13). Similarly, those with a history of more
exacerbations showed a larger reduction in mortality with 320 BGF.
It is becoming clearer that the effect of either starting or stopping
ICS on exacerbation risk is influenced by the blood eosinophil count
(14, 15). In ETHOS, this appears to be true for mortality as well, with
patients with a higher eosinophil count being at greater risk of dying
when receiving GFF compared with 320 BGF. Further analysis of
this potentially important observation is needed.

Several important lessons come from these positive studies of ICS
and COPD mortality. First, large studies allow for more complex analyses
than small ones, but to properly test their primary hypothesis, trialists
need to focus on patient groups at the greatest risk of experiencing the
events under study. Treatment that reduces mortality will only be seen to
work in patients who are at risk of dying. Second, neither the drug, the
delivery system, nor the dosage regime is crucial to preventing death with
ICS-LAMA-LABA treatment, but the dose of the corticosteroid chosen
may be. Finally, mortality is not different from other endpoints in
COPD studies, and a therapy that decreases exacerbations is likely to
reduce mortality if sufficient numbers of the right kind of patient are
studied. So, belatedly, the flame lit by TORCH is burning brightly again
and does offer hope to all those who have COPD after all.
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3 Learning from the First Wave of the Pandemic in England, Wales, and

Northern Ireland

The year 2020 has been one like no other for intensive care medicine
owing to the coronavirus disease (COVID-19) pandemic. Many
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countries experienced unprecedented demand on critical care
resources during the first half of the year, with some respite over
the summer, only to see demand rise again toward the end of
the year (1).

In this issue of the Journal, Doidge and colleagues (pp. 565-
574) describe how the characteristics and outcomes of patients with
COVID-19 admitted to ICUs in England, Wales, and Northern
Ireland changed over the first wave of the pandemic (2). This large
study from the well-established United Kingdom registry group
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ICNARC (Intensive Care National Audit and Research) describes
over 10,000 ICU admissions to 223 hospitals between February 1,
2020, and July 31, 2020. They examined patients in three time
epochs corresponding to the prepeak, peak, and postpeak
periods. Remarkably, almost half (43%) of all COVID-19 ICU
admissions in the 6-month period occurred during the 2-week
“peak” period in April, demonstrating the burden on United
Kingdom ICUs at that time. They also investigated regional
variation, recognizing that London suffered the greatest burden
of COVID-19. They describe improved mortality outcomes and
declining use of mechanical ventilation and renal replacement
therapy despite similar overall baseline severity of illness over
the whole time period. The in-hospital mortality of 39.2%
(44.5% in those requiring mechanical ventilation) for the
6-month study period covers a progressive decline from 43.6%
in the earliest phase to 33.6% in the latest phase, a trend that
persists after risk adjustment. Similar trends in outcome have
been reported from other countries (3-5). However, the changes
in demographics and processes of care provide additional
lessons for us as we deal with present and future phases of the
pandemic.

Calls for “early institution” of invasive mechanical ventilation
of patients with COVID-19 were common and supported by
many national guidelines during early 2020—even if some have
been updated or modified since (6, 7). This was, in part, due to the
belief that this was best practice and because of concerns about the
risks of self-induced lung injury or aerosol generation by noninvasive
ventilatory techniques. The reduction in rates of invasive ventilation
reported by Doidge and colleagues mirrors anecdotal experience of
many clinicians as we “relearned” the place of therapies such as
noninvasive ventilation and high-flow oxygen therapy, as we became
comfortable in accepting hypoxia in otherwise well patients (8), and
as we realized the value of strategies such as proning even in those
who were not invasively ventilated (9).

The ICU is a complex environment reliant on well-trained
experienced staff who can use invasive technologies to safely
treat patients. The pandemic has brutally demonstrated that ICU
resources can become rapidly overwhelmed. Lack of access to critical
care services and high community prevalence of COVID-19, which
in turn places excess demand on hospital services, have been
associated with worse patient outcomes (4, 10, 11). Outcomes of
patients with COVID-19 admitted to ICUs in countries or regions
with greater ICU capacity or lower demand through more effective
community control of COVID-19 have typically been better than
those reported from the United Kingdom (12-14). Many of the
trends reported by Doidge and colleagues are consistent with
a system under extreme strain in which improved outcomes
are achieved partly by changes in processes of care (rather
than by “magic bullet” therapies) and partly by resources
becoming eventually available to meet the needs of patients as
demand subsides.

COVID-19 has been spread internationally by those with the
means to travel, mainly through the world’s major transport hubs
such as London, but it has often then disproportionately affected
more disadvantaged and socially deprived local populations (15).
The findings of Doidge and colleagues are consistent with this
sobering theme.

As the authors recognize, we should be cautious about
extrapolating the implications of the findings too far without

Editorials

knowledge of overall (non-COVID-19) ICU admission numbers
and without knowledge of the demographics of individuals
infected with severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2) in different regions of the United Kingdom.
Although expanded bed occupancy was reported to remain below
60%, this may not reflect “real-world” ICU capacity, taking into
account staff illness, equipment and consumable supplies, or how
the expansion in ICU beds may have directly influenced the
ability to deliver care to other critically ill patients. A number of
countries, including the United Kingdom, reported an excess of
deaths during this period beyond that explained by COVID-19
deaths alone (16). If nothing else, the abrupt and marked rise in
ICU admissions during the peak and sustained “tail” of bed
occupancy well into the months afterward demonstrates how
rapidly normal systems may become disrupted, with potential for
lasting impacts on care.

Variation in individual hospital outcomes was outside of the
scope of the paper but has been reported by others (17). It is
extremely unlikely that outcomes were uniform. In addition,
it is possible that this paper underestimated the number of
ICU admissions with COVID-19. Some critically ill patients
treated in surge areas outside of established ICUs may not
have been submitted, and testing for the SARS-CoV-2 virus in
the United Kingdom was less comprehensive in the earlier
months.

However, there are also other strengths of this paper,
which go beyond the findings themselves. The ability to “stand
up” and maintain comprehensive high-quality national data
collection at a time when resources to care for patients were
at their most strained is a testament to the robust processes of
the ICNARC registry and to the dedication of data collectors,
researchers, and clinicians at all sites. The authors should be
commended for this.

At the time of writing this editorial, the United Kingdom is
experiencing ICU admission numbers similar to those described
by Doidge and colleagues (18) and has just reentered a “national
lockdown” in an attempt to control spread of infection and
reduce demand on the healthcare system. The findings of this
comprehensive and well-analyzed paper make us think about
how changes in processes of care and availability of resources
impact outcomes and how societal and socioeconomical factors
affect ICU demand. Ultimately, it highlights how vital it is to
both have adequate resources to maintain the best patient
outcomes during the pandemic and also be able to collect the
data to measure these outcomes.
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3 Mechanical Ventilation in the Obese Patient: Compliance, Pleural

Pressure, and Driving Pressure

Obesity is increasingly common in Western societies (1).

When critically ill, obese patients present many management
challenges, especially during mechanical ventilation (2). As a
consequence of the large abdominal and chest wall loads on

the diaphragm, they have more atelectasis and hypoxemia and require
higher pleural pressure (Ppl) and airway pressure to maintain
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adequate oxygen saturation as measured by pulse oximetry (Spo).
These higher pressures have the potential to decrease Q. This can
negate the benefit of an increase in Spo, and result in no change or
even a decrease in O, delivery (DO,), which ultimately is what
matters for tissues. There is little information on airway pressure
management in obese patients because they usually are left out
of clinical trials. Accordingly, in this issue of the Journal, to
evaluate the hemodynamic consequences of higher levels of airway
pressure in obese patients with acute respiratory distress syndrome
(ARDS), De Santis Santiago and colleagues (pp. 575-584) (3)
performed clinical and animal studies to determine if higher
positive end-expiratory pressure (PEEP) can improve gas exchange
without compromising hemodynamics.
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