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Abstract Objective: Stress ulcer pro-
phylaxis with a histamine-2 receptor
antagonist can reduce the risk of gas-
trointestinal bleeding in mechanically
ventilated patients but may also in-
crease the risk of ventilator-associated
pneumonia. We sought to clarify the
tradeoffs involved in selecting a pro-
phylactic strategy. Design: Decision
analysis. Patients and participants:
A decision tree was constructed for
a hypothetical cohort of patients re-
ceiving mechanical ventilation for an
expected duration of longer than 48 h,
using probabilities estimated from the
published literature. Interventions:
Patients in the model could receive
either prophylaxis with a histamine-2
receptor antagonist or no prophylaxis.
Sensitivity analyses were preformed
varying the estimated probabilities
over their plausible ranges. Measure-
ments and results: Both strategies
were associated with approximately
the same baseline expected mortality
(16.6% for histamine-2 receptor

antagonists and 16.9% for no prophy-
laxis, risk difference 0.3%). Varying
the estimated probabilities resulted
in only small changes in both the
expected mortality and the absolute
risk reduction associated with the
preferred treatment. At the extremes
of assumptions the absolute mortality
reduction ranged from 0.1% to 3.3%.
Conclusions: No single strategy of
stress ulcer prophylaxis is preferred
when mortality is used as the out-
come. In the absence of a clinical
trial demonstrating survival benefit
the individual clinician’s assumptions
regarding the effect of prophylaxis on
gastrointestinal bleeding and pneu-
monia and the attributable mortality
of pneumonia vs. gastrointestinal
bleeding will have a significant effect
on the decision.
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Introduction

Stress ulcer prophylaxis is commonly used in patients
receiving mechanical ventilation to prevent clinically sig-
nificant gastrointestinal (GI) bleeding (GIB) [1]. Despite
over 50 randomized trials and several meta-analyses,
however, the optimal strategy for stress ulcer prophylaxis
remains controversial and practice patterns vary widely
across providers [2, 3, 4, 5, 6]. One reason for this is that
no clinical trial of stress ulcer prophylaxis has demon-
strated a statistically significant reduction in mortality or

length of stay, raising the question of whether any ultimate
patient benefit is provided. The decision is further com-
plicated by evidence suggesting that histamine receptor-2
(H2) antagonists, the most common agents used for
prophylaxis, may increase the risk of ventilator-associated
pneumonia (VAP) [7, 8]. Clinicians deciding whether to
provide prophylaxis for ventilated patients must therefore
balance the competing risks of GIB and VAP.

The absence of an optimal strategy for stress ulcer
prophylaxis is reflected in the lack of consensus among
current position statements and systematic reviews. Guide-
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lines on the prevention of VAP, for instance, highlight the
increased risk of pneumonia associated with prophylaxis
and the importance of patient selection but avoid specific
recommendations [9, 10, 11, 12]. The United States
Agency for Health Care Research and Quality (AHRQ)
patient safety report states that “physicians may consider
use of prophylactic agents . . . to prevent clinically impor-
tant GIB in very high-risk patients admitted to the ICU.
However, the risk of pneumonia may influence clinicians
to use prophylactic agents only in patients with multiple
risk factors for GIB, and simply provide enteral nutrition
to others at less risk” [13]. A guideline developed by the
American Thoracic Society is similarly vague, stating
that “if stress ulcer prophylaxis is indicated, the risks
and benefits of each regimen should be weighed before
prescribing either H2 blockers or sucralfate” [12]. Other
guidelines attempt to resolve this controversy simply
by recommending prophylaxis for all ventilated patients
regardless of risk, but without specifying which agent to
use [14, 15, 16].

When evidence is not persuasive, clinicians must
make decisions based on their own assessments of the
treatment’s risks and benefits [17]. The purpose of this
study was to explore a decision in a common scenario
where the evidence of effect on mortality is not compelling
and the decision is clouded by competing risks. A deci-
sion analysis was used to assess the effects of varying
the assumptions about the relative efficacy and risks of
prophylaxis on outcome. We hypothesized that the lack
of clear practice guidelines and wide practice variation
in the area of stress ulcer prophylaxis could be explained
by incorporating different assumptions about the above
variables into the decision.

Materials and methods

Overview of the decision model

We constructed a decision tree for a hypothetical cohort of
patients in a multidisciplinary ICU receiving mechanical
ventilation for an anticipated duration of longer than 48 h
(TreeAge Pro 2005, TreeAge Software, Williamstown,
Mass., USA). The decision was for one of two different
strategies initiated on admission: prophylaxis with an in-
travenous H2-antagonist or no prophylaxis. Sucralfate was
not included in the analysis since two randomized trials
have shown sucralfate to be inferior to H2 antagonists and
not significantly different than placebo in prevention of
clinically important GIB [18, 19]. Proton pump inhibitors
(PPIs) were also not included, as three randomized trials
have shown that they are not superior to H2 antagonists at
preventing GIB [20, 21, 22]. Patients in the model could
experience two exclusive complications of mechanical
ventilation: a clinically significant (rather than endo-

scopically proven) GIB or VAP or no complication. The
outcome was in-hospital mortality.

Model inputs

Six risks were used in the model: the baseline risk of GIB
and VAP, the relative risk of GIB and VAP after prophy-
laxis with H2 antagonists, and the relative risk of hospital
death after each complication (Table 1). The relative risks
of GIB and VAP associated with prophylaxis were taken
from two recent meta-analyses [2, 3]. The baseline risks
of VAP and GIB and the risk of death after these compli-
cations were estimated from articles obtained in two sepa-
rate Medline searches. The first used the terms “stress ul-
cer” and “intensive care unit” and the second used the term
“ventilator-associated pneumonia.” Results were narrowed
to English language studies pertaining to adults, resulting
in 55 articles potentially pertaining to GIB and 359 articles
potentially pertaining to VAP. Titles and abstracts were re-
viewed for significance to the topic. The full text of rele-
vant articles was reviewed for observational cohort stud-
ies that defined the exposure and presented incidence data
or risk estimates associating VAP or GIB with mortality.
Bibliographies and review articles were examined to iden-
tify sources potentially missed by the Medline search. The
final search yielded six articles on the incidence and out-
come of stress ulcer-associated GIB [23, 24, 25, 26, 27, 28]
and 12 articles on the incidence and outcome of VAP [29,
30, 31, 32, 33, 34, 35, 36, 37, 38, 39, 40]. Based on the lit-
erature review all risks were assigned a point estimate for
the base-case analysis as well a range of plausible values.
A baseline risk of death of 15% was assigned for those not
experiencing GIB or VAP.

Tree evaluation and sensitivity analysis

The decision tree was evaluated both by determining
the preferred strategy under the given assumptions (the
strategy with the lowest expected mortality) and by
determining the absolute risk reduction associated with

Table 1 Model inputs. Each point estimate is associated with a range
of plausible values for use in the sensitivity analysis (GIB gastroin-
testinal bleeding, VAP ventilator-associated pneumonia, RR relative
risk)

Input Base case value References

GIB risk 6% (0–15%) [23–28]
VAP risk 15% (5–60%) [29–40]
RR of death from GIB 2.33 (1.0–2.5) [23, 26]
RR of death from VAP 1.33 (1.0–2.0) [31–40]
RR of GIB from prophylaxis 0.50 (0.22–1.0) [2, 3]
RR of VAP from prophylaxis 1.33 (1.0–2.0) [2, 3]
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Patient Description Clinical scenario GIB risk VAP risk
(%) (%)

A Low GIB risk, Uncomplicated hospital-acquired pneumonia, 1 7
low VAP risk receiving intravenous antibiotics

B Low GIB risk, Severe acute respiratory distress syndrome, 1 30
high VAP risk receiving neuromuscular blockade

C High GIB risk, Pancreatitis, vasodilatory shock, coagulopathy, 12 12
low VAP risk receiving intravenous antibiotics

D High GIB risk, Meningitis complicated by seizure, witnessed 9 41
high VAP risk aspiration, receiving corticosteriods

Table 2 Four hypothetical
mechanically ventilated patients
used in the two-way sensitivity
analysis; probabilities estimated
using logistic models from the
published literature [23, 30]
(GIB gastrointestinal bleeding,
VAP ventilator-associated
pneumonia)

the preferred strategy (the difference in the expected
mortality between the two decisions). Thus we were able
to assess not only which strategy was preferred but also
the magnitude of the effect under which that strategy was
preferred. A multivariate probabilistic sensitivity analysis
was performed by conducting a Monte Carlo simulation
for 1,000 patients in which the clinical probabilities were
randomly sampled from distributions approximating the
means and ranges in Table 1 [41]. The central 95% range
from the simulation provides an approximation of 95%
confidence intervals for the expected mortalities and risk
differences. One- and two-way sensitivity analyses were
also performed to examine the effects of varying the
individual assumptions on both the preferred strategy
and the absolute risk reduction. Ideally we would present
three-way sensitivity analyses varying all important risks
simultaneously. Because such analyses would be difficult
to present and interpret, we instead chose to present
four two-way sensitivity analyses based upon clinically
relevant hypothetical scenarios (Table 2). These scenarios
represent specific patients with varying degrees of baseline
risk for VAP and GIB, estimated by generating predictive

Fig. 1 One-way sensitivity analysis for the
absolute mortality risk reduction
associated with the preferred treatment.
GIB Gastrointestinal bleeding; VAP
ventilator-associated pneumonia; RR
relative risk

logistic models using odds ratios in the published litera-
ture [23, 30]. Scenarios with lower baseline risks of VAP
show the effect of GI prophylaxis in the setting of inter-
ventions that might prevent VAP such as semirecumbent
positioning and selective decontamination of the digestive
tract [11].

Results

Base-case and probabilistic sensitivity analysis

After evaluating the tree using the baseline risk estimates
both stress ulcer prophylaxis strategies were associated
with approximately the same risk of death. H2 antagonists
were associated with 16.6% expected mortality (95%
range from multivariate probabilistic sensitivity analysis,
15.7–17.5%). A strategy of no prophylaxis was associated
with 16.9% expected mortality (95% range, 15.9–18.0%).
The absolute risk difference favoring H2 antagonists was
0.3% (95% range, 0.3–0.9%).
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Fig. 2 a Two-way sensitivity
analysis of mortality from
gastrointestinal bleeding (GIB)
mortality vs. that from
ventilator-associated pneumonia
(VAP) in four hypothetical
patients. Shaded areas
correspond to clinical scenarios
in which the indicated
prophylactic strategy results in
the lower expected mortality;
arrows base case assumptions.
RR Relative risk. b Absolute
mortality risk reduction from
two-way sensitivity analysis of
GIB mortality vs. VAP mortality
in four hypothetical patients at
the extremes of assumptions.
Left side border of each bar
Absolute risk reduction given
the assumptions that GIB has no
effect on mortality (RR = 1.0),
and that VAP has a large effect
on mortality (RR = 2.5); right
border of each bar absolute risk
reduction given the assumptions
that GIB has a large effect on
mortality (RR = 2.5), and that
VAP has no effect on mortality
(RR = 1.0)
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Fig. 3 a Two-way sensitivity
analysis of efficacy of
prophylaxis at preventing
gastrointestinal bleeding (GIB)
vs. risk of ventilator-associated
pneumonia (VAP) related to
prophylaxis. Shaded areas
correspond to clinical scenarios
in which the indicated
prophylactic strategy results in
the lower expected mortality;
arrows base case assumptions.
RR Relative risk. b Absolute
mortality risk reduction from
two-way sensitivity analysis of
risk/efficacy for four
hypothetical patients at extremes
of assumptions. Left side border
of each bar Absolute risk
reduction given the assumptions
that prophylaxis has no effect on
GIB risk (RR = 1.0) and has
a large effect on VAP risk
(RR = 2.0); right side border of
each bar absolute risk reduction
given the assumptions that
prophylaxis has a large effect on
GIB risk (RR = 0.2) and has no
effect on VAP risk (RR = 1.0)
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One-way sensitivity analysis

A one-way sensitivity was then performed to determine the
absolute risk reduction associated with the preferred treat-
ment strategy when the individual assumptions are varied
(Fig. 1). Even at the extremes of assumptions for each vari-
able, the absolute risk reduction associated with the pre-
ferred prophylaxis strategy was small. For example, pro-
phylaxis is favored at higher GIB risks, but even when the
risk is extremely high (15%) the absolute risk reduction in
mortality associated with prophylaxis is only 1.2%. Fur-
thermore, if one assumes that VAP increases mortality 2.5-
fold, then the decision not to provide prophylaxis conveys
an absolute risk increase of only 0.7%. For the other vari-
ables the absolute risk reductions are all similarly small,
less than 1% at the extremes of assumptions.

Two-way sensitivity analysis

Two-way sensitivity analyses were performed for each of
the four hypothetical patients representing varying base-
line risks of GIB and VAP. Figure 2 shows the results of
varying the assumptions about the effect of GIB and VAP
on hospital mortality with regards to the preferred strat-
egy (Fig. 2a) and the associated absolute risk reduction
(Fig. 2b). Increasing the risk of death from GIB favors
a strategy of prophylaxis, while increasing the risk of death
from VAP favors a strategy of no prophylaxis. Both strate-
gies, however, are supported across the range of plausible
assumptions about the morbidity of GIB and VAP. Only in
one of the four patients (patient B, with a low risk of bleed-
ing and high risk of VAP) is one of the strategies (no pro-
phylaxis) preferred across most assumptions. Importantly,
at the extremes of assumptions the absolute risk reduction
associated with the preferred strategy remains relatively
small. Only under the assumptions of high GIB and VAP
risk (patient D), no effect of GIB on ortality, and a 2.5-
fold increase in mortality attributed to VAP is any absolute
risk reduction greater than 1.5%. In this extreme combi-
nation of assumptions, the absolute risk reduction favoring
no prophylaxis is 3.3%.

Figure 3 shows the results of varying the assumptions
about the relative efficacy of stress ulcer prophylaxis in
preventing GIB and the relative risk of stress ulcer prophy-
laxis in causing VAP with regards to the preferred strat-
egy (Fig. 3a) and the associated absolute risk reduction
(Fig. 3b). Increasing the effectiveness of H2 antagonists
at preventing GIB favors a strategy of stress ulcer prophy-
laxis, while increasing the risk of VAP from stress ulcer
prophylaxis favors a strategy of no prophylaxis. Both deci-
sions are supported within the range of plausible assump-
tions about the variables for all four patients. Even at the
extremes of assumptions, the preferred decision is asso-
ciated with only small reductions in the absolute risk of
death. Similar to the previous analysis, the largest effect

on mortality is seen under the conditions of high GIB and
VAP risk (patient D), no effect of stress ulcer prophylaxis
on VAP, and a large protective effect on GIB (relative risk
0.2). In this extreme case the absolute risk reduction favor-
ing prophylaxis is 1.9%.

Discussion

We demonstrate that given the available evidence the
decision to provide stress ulcer prophylaxis across a range
of assumptions is one of general equivalence. Both H2
antagonists and no prophylaxis were associated with
roughly the same expected mortality under the base case
assumptions. Varying these assumptions over a wide
range of plausible values resulted in different preferred
decisions, but the absolute differences in mortality, even
at the extremes, remained small. Either providing or not
providing prophylaxis was validly supported by reason-
able assumptions about the epidemiology of GIB and
VAP, indicating that the evidence supports a broad range
of practice patterns.

This analysis has important implications for the care of
mechanically ventilated patients and for evidence-based
decision making in the ICU. It explains why despite
over 50 randomized trials and two well-conducted meta-
analyses there are no specific guidelines for stress ulcer
prophylaxis in ventilated patients [10, 11, 12, 13]. As
we demonstrate, with the exception of scenarios at the
extremes justified by the literature, the expected effect on
mortality of providing stress ulcer prophylaxis is small. In
most cases there is no significant effect on mortality. Thus
even with such a large body of literature, there is little
justification for a broad-based guideline recommending
prophylaxis even for subsets of the population at risk.

This analysis also has implications for the use of stress
ulcer prophylaxis as a quality of care measure in the
ICU. Currently the Joint Commission on Accreditation of
Healthcare Organizations and the Institute for Healthcare
Improvement recommend universal stress ulcer prophy-
laxis as a core quality measure for mechanically ventilated
patients [15, 16]. We have demonstrated that given the
competing risks stress ulcer prophylaxis actually has min-
imal impact on mortality, and an evidence-based clinician
might reasonably choose not to provide prophylaxis. In
the absence of a clinical trial evidence linking stress ulcer
prophylaxis with mortality or length of stay the use of
stress ulcer prophylaxis rates as an ICU quality indicator
is premature.

Whenever the data on treatment efficacy for clinically
important outcomes are not compelling, clinicians must in-
form their decisions by making assumptions about treat-
ment and disease [42, 43]. When these assumptions vary
across providers, different clinicians will reach different
conclusions about the best decision. In this study we have
shown how the decision to use stress ulcer prophylaxis in
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the ICU is influenced by these assumptions. The evidence
for using stress ulcer prophylaxis is uncertain because GIB
is rare, the potential effect of prophylaxis on VAP and GIB
is small, and no mortality benefit has been demonstrated
for prophylaxis. To arrive at an evidence-based decision
for an individual patient clinicians must therefore combine
clinical trial data showing the effect on secondary end-
points and epidemiological data showing the effect of that
endpoint on mortality. This means incorporating multiple
factors, including the baseline risk of GIB and pneumonia,
the effect of prophylaxis on bleeding and pneumonia, and
the relative effect of bleeding and pneumonia on outcome.
The fact that different physicians have different assump-
tions about these variables means that the decision is likely
to vary significantly across providers.

Our analysis has several limitations. For one, it does
not account for the ability of a patient to experience both
GIB and VAP or one complication twice. Similarly, it does
not account for potential interaction between the two out-
comes, such that a patient with VAP may be at higher risk
for GIB. A full account of the interaction between these
two complications would require more complicated mod-
els such as a Markov model, which allow patients to expe-
rience all potential complications as well as repeat compli-
cations. What is gained in accuracy in this type of model,
however, is lost in simplicity and opacity. Additionally,
given the lack of current data on the interaction between
GIB and VAP and the fact that both are heavily dependent
on the length of mechanical ventilation, we did not feel
it would be possible to estimate all the necessary proba-
bilities for such a model in an unbiased fashion. Another

limitation is that costs were not evaluated. Factors influ-
encing costs such as length of stay, endoscopic interven-
tions for GIB and discharge location are extremely vari-
able across institutions, limiting the ability to generalize
the results of a cost analysis. Finally, we did not include
a separate analysis of PPIs or sucralfate. Sucralfate’s ef-
fect can be estimated by the performance of the placebo
group in this model as it has not been shown to be differ-
ent than placebo in preventing GIB [18]. The effect of PPIs
can be estimated by the performance of the H2 antagonists
group. Although used by some ICU providers for stress ul-
cer prophylaxis, no published studies have shown PPIs to
be superior to H2 antagonists in prevention of GIB [20,
21, 22]. PPIs have also been shown to significantly raise
gastric pHcompared to H2 antagonists, which may result
in a greater risk of pneumonia [8]. This potential effect is
captured in the sensitivity analysis for H2 antagonists.

Conclusions

The lack of consensus regarding optimal prophylaxis strat-
egy is likely due to uncertainty in the evidence and vari-
ation in individual clinician assumptions about the effects
of prophylaxis on GIB and pneumonia and the relation-
ship of these complications to mortality. This decision ana-
lysis shows how varying these assumptions leads to dif-
ferent conclusions regarding the preferred treatment strat-
egy. Clinicians can use this study to better inform the way
evidence is integrated with judgment in medical decision
making.

References

1. Steinberg KP (2002) Stress-related
mucosal disease in the critically ill
patient: risk factors and strategies to
prevent stress-related bleeding in the
intensive care unit. Crit Care Med
30:S362–364

2. Cook DJ, Reeve BK, Guyatt GH,
Heyland DK, Griffith LE, Bucking-
ham L, Tryba M (1996) Stress ulcer
prophylaxis in critically ill patients.
Resolving discordant meta-analyses.
JAMA 275:308–314

3. Messori A, Trippoli S, Vaiani M,
Gorini M, Corrado A (2000) Bleeding
and pneumonia in intensive care pa-
tients given ranitidine and sucralfate for
prevention of stress ulcer: meta-analysis
of randomised controlled trials. BMJ
321:1103–1106

4. Erstad BL, Barletta JF, Jacobi J, Kil-
lian AD, Kramer KM, Martin SJ (1999)
Survey of stress ulcer prophylaxis. Crit
Care (Lond) 3:145–149

5. Lam NP, Le PD, Crawford SY, Patel S
(1999) National survey of stress ulcer
prophylaxis. Crit Care Med 27:98–103

6. Daley RJ, Rebuck JA, Welage LS,
Rogers FB (2004) Prevention of stress
ulceration: current trends in critical
care. Crit Care Med 32:2008–2013

7. Cook DJ, Kollef MH (1998) Risk
factors for ICU-acquired pneumonia.
JAMA 279:1605–1606

8. Chastre J, Fagon J-Y (2002) Ventilator-
associated Pneumonia. Am J Respir
Crit Care Med 165:867–903

9. Collard HR, Saint S, Matthay MA
(2003) Prevention of ventilator-
associated pneumonia: an evidence-
based systematic review. Ann Intern
Med 138:494–501

10. Hubmayr RD, Burchardi H, Elliot M,
Fessler H, Georgopoulos D, Jubran A,
Limper A, Pesenti A, Rubenfeld G,
Stewart T, Villar J (2002) Statement
of the 4th International Consen-
sus Conference in Critical Care on
ICU-Acquired Pneumonia-Chicago,
Illinois, May 2002. Intensive Care Med
28:1521–1536

11. Dodek P, Keenan S, Cook D, Hey-
land D, Jacka M, Hand L, Muscedere J,
Foster D, Mehta N, Hall R, Brun-
Buisson C (2004) Evidence-based clini-
cal practice guideline for the prevention
of ventilator-associated pneumonia.
Ann Intern Med 141:305–313

12. American Thoracic Society (2005)
Guidelines for the management
of adults with hospital-acquired,
ventilator-associated, and healthcare-
associated pneumonia. Am J Respir
Crit Care Med 171:388–416



1158

13. Dressler DD, Williams MV, Rask KM
(2001) Prevention of clinically sig-
nificant gastrointenstinal bleeding in
intensive care unit patients. In: Shoja-
nia KG, Duncan BW, McDonald KM,
Wachter RM (eds) Making health care
safer: a critical analysis of patient
safety practices. Agency for Healthcare
Research and Quality, Rockville

14. Pitimana-aree S, Forrest D, Brown G,
Anis A, Wang XH, Dodek P (1998)
Implementation of a clinical practice
guideline for stress ulcer prophylaxis
increases appropriateness and decreases
cost of care. Intensive Care Med
24:217–223

15. Anonymous (2004) Ventilator bun-
dle (IHI tool). BMJ available at:
http://www.ihi.org, accessed 10 March
2005

16. Joint Commission on Accreditation
of Healthcare Organizations (2005)
Specifications manual for national
hospital quality measures, ICU,
version 1.0

17. Rubenfeld GD (2001) Understanding
why we agree on the evidence but
disagree on the medicine. Respir Care
46:1442–1449

18. Ruiz-Santana S, Ortiz E, Gonza-
lez B, Bolanos J, Ruiz-Santana AJ,
Manzano JL (1991) Stress-induced
gastroduodenal lesions and total par-
enteral nutrition in critically ill patients:
frequency, complications, and the value
of prophylactic treatment. A prospec-
tive, randomized study. Crit Care Med
19:887–891

19. Cook D, Guyatt G, Marshall J, Leasa D,
Fuller H, Hall R, Peters S, Rutledge F,
Griffith L, McLellan A, Wood G,
Kirby A (1998) A comparison of su-
cralfate and ranitidine for the prevention
of upper gastrointestinal bleeding in pa-
tients requiring mechanical ventilation.
Canadian Critical Care Trials Group. N
Engl J Med 338:791–797

20. Yildizdas D, Yapicioglu H, Yilmaz HL
(2002) Occurrence of ventilator-
associated pneumonia in mechanically
ventilated pediatric intensive care
patients during stress ulcer prophy-
laxis with sucralfate, ranitidine, and
omeprazole. J Crit Care 17:240–245

21. Kantorova I, Svoboda P, Scheer P,
Doubek J, Rehorkova D, Bosakova H,
Ochmann J (2004) Stress ulcer pro-
phylaxis in critically ill patients:
a randomized controlled trial. Hepato-
gastroenterology 51:757–761

22. Conrad SA, Gabrielli A, Margolis B,
Quartin A, Hata JS, Frank WO, Bagin
RG, Rock JA, Hepburn B, Laine L
(2005) Randomized, double-blind
comparison of immediate-release
omeprazole oral suspension versus in-
travenous cimetidine for the prevention
of upper gastrointestinal bleeding in
critically ill patients. Crit Care Med
33:760–765

23. Cook DJ, Fuller HD, Guyatt GH, Mar-
shall JC, Leasa D, Hall R, Winton TL,
Rutledge F, Todd TJ, Roy P et al (1994)
Risk factors for gastrointestinal bleed-
ing in critically ill patients. Canadian
Critical Care Trials Group. N Engl J
Med 330:377–381

24. Zandstra DF, Stoutenbeek CP (1994)
The virtual absence of stress-ulceration
related bleeding in ICU patients receiv-
ing prolonged mechanical ventilation
without any prophylaxis. A prospective
cohort study. Intensive Care Med
20:335–340

25. Pimentel M, Roberts DE, Bernstein CN,
Hoppensack M, Duerksen DR (2000)
Clinically significant gastrointestinal
bleeding in critically ill patients in an
era of prophylaxis. Am J Gastroenterol
95:2801–2806

26. Cook DJ, Griffith LE, Walter SD, Guy-
att GH, Meade MO, Heyland DK, Kirby
A, Tryba M (2001) The attributable
mortality and length of intensive care
unit stay of clinically important gas-
trointestinal bleeding in critically ill
patients. Crit Care 5:368–375

27. Faisy C, Guerot E, Diehl JL, Ifti-
movici E, Fagon JY (2003) Clinically
significant gastrointestinal bleeding in
critically ill patients with and without
stress-ulcer prophylaxis. Intensive Care
Med 29:1306–1313

28. Maury E, Tankovic J, Ebel A, Offen-
stadt G (2005) An observational study
of upper gastrointestinal bleeding in
intensive care units: is Helicobacter
pylori the culprit? Crit Care Med
33:1513–1518

29. Joshi N, Localio AR, Hamory BH
(1992) A predictive risk index for
nosocomial pneumonia in the intensive
care unit. Am J Med 93:135–142

30. Cook DJ, Walter SD, Cook RJ, Grif-
fith LE, Guyatt GH, Leasa D, Jaeschke
RZ, Brun-Buisson C (1998) Incidence
of and risk factors for ventilator-
associated pneumonia in critically ill
patients. Ann Intern Med 129:433–440

31. Torres A, Aznar R, Gatell JM,
Jimenez P, Gonzalez J, Ferrer A,
Celis R, Rodriguez-Roisin R (1990)
Incidence, risk, and prognosis factors of
nosocomial pneumonia in mechanically
ventilated patients. Am Rev Respir Dis
142:523–528

32. Rello J, Quintana E, Ausina V,
Castella J, Luquin M, Net A, Prats
G (1991) Incidence, etiology, and
outcome of nosocomial pneumonia in
mechanically ventilated patients. Chest
100:439–444

33. Fagon JY, Chastre J, Hance AJ, Mon-
travers P, Novara A, Gibert C (1993)
Nosocomial pneumonia in ventilated
patients: a cohort study evaluating
attributable mortality and hospital stay.
Am J Med 94:281–288

34. Kollef MH (1993) Ventilator-associated
pneumonia. A multivariate analysis.
JAMA 270:1965–1970

35. Kollef MH, Silver P, Murphy DM,
Trovillion E (1995) The effect of late-
onset ventilator-associated pneumonia
in determining patient mortality. Chest
108:1655–1662

36. George DL, Falk PS, Wunderink RG,
Leeper KV Jr, Meduri GU, Steere EL,
Corbett CE, Glen Mayhall C (1998)
Epidemiology of Ventilator-acquired
Pneumonia Based on Protected Bron-
choscopic Sampling. Am J Respir Crit
Care Med 158:1839–1847

37. Heyland DK, Cook DJ, Griffith L,
Keenan SP, Brun-Buisson C (1999) The
attributable morbidity and mortality
of ventilator-associated pneumonia in
the critically ill patient. The Canadian
Critical Trials Group. Am J Respir Crit
Care Med 159:1249–1256

38. Leroy O, Guilley J, Georges H,
Choisy P, Guery B, Alfandari S,
Beaucaire G (1999) Effect of hospital-
acquired ventilator-associated pneumo-
nia on mortality of severe community-
acquired pneumonia. J Crit Care
14:12–19

39. Markowicz P, Wolff M, Djedaini K, Co-
hen Y, Chastre J, Delclaux C, Merrer J,
Herman B, Veber B, Fontaine A, Drey-
fuss D (2000) Multicenter prospective
study of ventilator-associated pneumo-
nia during acute respiratory distress
syndrome. Incidence, prognosis, and
risk factors. ARDS Study Group. Am J
Respir Crit Care Med 161:1942–1948

40. Ibrahim EH, Tracy L, Hill C, Fraser VJ,
Kollef MH (2001) The occurrence of
ventilator-associated pneumonia in
a community hospital: risk factors and
clinical outcomes. Chest 120:555–561

41. Critchfield GC, Willard KE (1986)
Probabilistic analysis of decision trees
using Monte Carlo simulation. Med
Decis Making 6:85–92

42. Tversky A, Kahneman D (1974) Judge-
ment under uncertainty: heuristics and
biases. Science 185:1124–1131

43. Sackett DL, Rosenberg WM, Gray JA,
Haynes RB, Richardson WS (1996)
Evidence based medicine: what it is and
what it isn’t. BMJ 312:71–72



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


