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Abstract

Background A recent large multicentre trial found no difference in clinical outcomes but identified a possibility
of increased mortality rates in patients with acute kidney injury (AKI) receiving higher protein. These alarming findings
highlighted the urgent need to conduct an updated systematic review and meta-analysis to inform clinical practice.

Methods From personal files, citation searching, and three databases searched up to 29-5-2023, we included rand-
omized controlled trials (RCTs) of adult critically ill patients that compared higher vs lower protein delivery with similar
energy delivery between groups and reported clinical and/or patient-centred outcomes. We conducted random-
effect meta-analyses and subsequently trial sequential analyses (TSA) to control for type-1 and type-2 errors. The main
subgroup analysis investigated studies with and without combined early physical rehabilitation intervention. A sub-
group analysis of AKI vs no/not known AKI was also conducted.

Results Twenty-three RCTs (n=3303) with protein delivery of 1.49+0.48 vs 0.92+0.30 g/kg/d were included. Higher
protein delivery was not associated with overall mortality (risk ratio [RR]: 0.99, 95% confidence interval [Cl] 0.88-1.11;
I>=0%; 21 studies; low certainty) and other clinical outcomes. In 2 small studies, higher protein combined with early
physical rehabilitation showed a trend towards improved self-reported quality-of-life physical function measurements
at day-90 (standardized mean difference 0.40, 95% Cl —0.04 to 0.84; I*=30%). In the AKI subgroup, higher protein
delivery significantly increased mortality (RR 1.42, 95% Cl 1.11-1.82; > =0%; 3 studies; confirmed by TSA with high
certainty, and the number needed to harm is 7). Higher protein delivery also significantly increased serum urea (mean
difference 2.31 mmol/L, 95% Cl 1.64-2.97; > =0%; 7 studies).

Conclusion Higher, compared with lower protein delivery, does not appear to affect clinical outcomes in general
critically ill patients but may increase mortality rates in patients with AKI. Further investigation of the combined early
physical rehabilitation intervention in non-AKI patients is warranted.
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Background

The role of protein dosage in critically ill patients is of
considerable interest as it is thought to improve clinical
outcomes by attenuating protein losses during critical ill-
ness and supporting the patients’ recovery in later phases
[1]. Consequently, clinical nutrition societies generally
recommend higher protein delivery, whereas these rec-
ommendations are based on a low level of evidence, lead-
ing to varying dosage recommendations (ranging from
1.2 to 2.5 g/kg body weight [BW]/day) and uncertainties
in the clinical practice [2—4] due to the unclear benefits
and risks [5].

A previous systematic review and meta-analysis
(SRMA) included 19 randomized controlled trials (RCTs)
and 1731 patients comparing higher (~ 1.3 g/kg BW/day)
vs. lower (~ 0.9 g/kg BW/day) protein delivery (with simi-
lar energy delivery between groups) found that higher
protein delivery was not associated with overall mortal-
ity but significantly attenuated muscle loss in five small
RCTs [6]. A trend towards shorter durations of mechani-
cal ventilation (MV) and intensive care unit (ICU) length
of stay (LOS) with higher protein delivery was also dem-
onstrated [6]. Following this SRMA, several RCTs were
published, and one of them represents the large multina-
tional, multicentre EFFORT protein trial. This trial com-
pared higher (1.6 g/ kg BW/day) vs. lower (0.9 g/kg BW/
day) protein delivery and could not confirm any benefits
or improved outcomes with higher protein delivery [7].
Rather, these results indicate that higher protein delivery
may increase mortality censored at 60 days in patients
with acute kidney injury (AKI) and high organ failure
scores [7]. Although the EFFORT protein trial may itself
already impact clinical practice, it is crucial to aggregate
all available data to provide the best evidence to inform
and guide clinical practice. Accordingly, the new rel-
evant data from the EFFORT Protein trial and other
recent RCTs need to be included in the updated SRMA
to achieve greater precision on the pooled estimates.
However, since the risks of type-I and -II errors may per-
sist, trial sequential analysis (TSA) can be employed to
detect such errors and thereby increase the certainty of
the aggregated findings. Additionally, TSA quantifies the
sample sizes required for clinically meaningful outcomes
and offer insight into the potential futility of future trials,
guiding feasibility, and choice of outcome measures. [8]

Currently, evaluation of biochemical and patient-
centred outcomes is lacking in published SRMAs. The
lack of these outcomes precludes a comprehensive

understanding of the associated biochemical sequelae
of higher protein delivery. Similarly, the pooled estimate
of combining early physical rehabilitation and higher
protein delivery on patient-centred outcomes is lacking.
Since early physical rehabilitation may improve protein
utilization, it is essential to quantify their synergistic
effects.

In light of these considerations, there is an urgent need
to update the previous SRMA to address the following
objectives: (1) compare the effect of higher vs. lower pro-
tein delivery (with similar energy between groups) on
clinical outcomes in critically ill patients with and with-
out acute kidney injury (AKI) and early physical rehabili-
tation and (2) summarize the biochemical sequelae and
physical function outcomes of higher protein delivery.

Methodology

We conducted this SRMA according to the PRISMA 2020
guidelines [9]. The PRISMA 2020 checklist is shown in
Additional file 1: supplementary methods. The study pro-
tocol was registered in PROSPERO (CRD42023441059).

Eligibility criteria

We included RCTs of (1) adult (age>18) critically ill
patients (mechanically ventilated or if uncertain, the con-
trol group mortality had to be greater than 5% to ensure
including truly critically ill patients) that (2) compared
protein doses with delivery via enteral (EN) formula, EN
protein supplementation, parenteral nutrition (PN), or
intravenous (IV) amino acids, (3) reported similar energy
delivery between groups, and (4) reported clinical and/or
patient-centred outcomes.

Studies among elective surgical or non-critically ill
patients or studies with only laboratory, metabolic, or
nutritional outcomes were excluded. Studies that inves-
tigated the effect of immunonutrition (e.g. glutamine or
arginine) were also excluded. Quasi-randomized trials
and studies published in abstract form were excluded.
Post hoc, since our search also retrieved studies with a
combination of protein and early physical rehabilitation,
and the latter may enhance protein utilization, we also
included studies with such combined interventions.

Information source and search strategies

An updated systematic search in MEDLINE, EMBASE,
and CENTRAL through OVID was conducted with rele-
vant subject headings and keywords from our last search
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(1 April 2022) [6] to (29 May 2023) without language
restrictions. Personal files and the reference list of pre-
vious SRMAs were reviewed. Additional file 1: Table S1
shows the search strategies. ClinicalTrials.gov was also
searched for ongoing studies (Additional file 1: Table S2).

Study selection process

Search results were exported into Covidence (Veritas
Health Innovation, Melbourne, Australia) to remove
duplicates and screen for potential eligible studies using
the title and abstract of the articles (ZYL). The potential
studies were retrieved, and two authors evaluated the full
text independently (ZYL, ED). Disagreements were dis-
cussed with two other authors (CCHL and CS).

Data collection process

Data items were collected independently by two authors
(ZYL, ED) in a standardized data abstraction form and
thereafter summarized into tables. Details of data han-
dling are in Additional file 1: Supplementary Methods.

Study quality and risk-of-bias assessment

The quality of the included trials was evaluated inde-
pendently by two authors (ZYL, ED) using the Canadian
Critical Care Nutrition (CCN) Methodological Quality
System and the Cochrane Risk of Bias version 2 (ROB2).
[10]. The overall ROB2 assessment was categorized as
low risk of bias, some concerns, or high risk of bias. The
risk-of-bias traffic light and summary plots were gener-
ated by the Risk-of-bias VISualization (robvis) tool [11].
The use of the CCN Methodological Quality System
allows us to compare critical care nutrition trials across
time and topics. The scoring table is shown in Additional
file 1: Table S3. Any disagreements were discussed with
two other authors (CCHL and CS).

Outcomes

Overall mortality is the primary outcome; all other out-
comes are secondary. These latter outcomes are: (i)
nutritional outcomes, (ii) clinical outcomes, (iii) muscle
outcomes, (iv) discharge to rehabilitation facilities, (v)
quality of life (QOL) physical measurements, and (vi)
biochemical outcomes (details of each outcome are in
Additional file 1: Supplementary Methods). Outcomes
with at least 2 studies were pooled and reported.

Subgroup analysis

The following subgroup analyses were planned a priori:
low vs other risk of bias, single vs multicentre trial, EN vs
exclusive PN/intravenous amino acids, and AKI vs no/not
known AKI. The subgroup analysis of AKI was performed
in one study that enrolled exclusively AKI patients [12]
and two studies that reported mortality outcomes in their
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subgroup of patients with AKI (Nephroprotect trial [12]
and EFFORT protein trial [7]). For the Nephroprotect
trial, we used the data from their secondary analysis that
reported 90-day mortality outcome among patients with
baseline kidney dysfunction (creatinine>168 umol/L at
the time of enrolment) and/or baseline risk of progres-
sion of AKI (creatinine increased over the previous 24 h
by at least 20% to over 120 pmol/L) [13]. In both trials [7,
12], there were groups of patients with and without AKI.
To ascertain the mortality count and total sample size
for the no/not known AKI subgroup, the mortality count
and total sample size of the AKI subgroup were sub-
tracted from the overall mortality count and total sample
size, respectively.

Post hoc, since we included studies combining higher
protein and early physical rehabilitation, we added the
subgroup analysis of studies with and without early phys-
ical rehabilitation. One study randomized patient to 3
groups (Group 1: usual care, Group 2: low protein + cycle
ergometry, Group 3: high protein + cycle ergometry) [17],
and we included groups 1 and 3 in our meta-analysis.

Data analysis

Dichotomous outcomes were presented as risk ratio
(RR), while continuous outcomes were presented as
mean difference (MD) or standardized mean difference
(SMD). For AKI subgroup analysis on mortality out-
come, we performed an additional analysis to present the
effect measure as risk difference (RD) in order to obtain
the number needed to harm (1/RD). The DerSimonian—
Laird random-effect model was used to account for the
different patients’ characteristics, dosing, duration, and
starting time of the protein delivery. Heterogeneity was
quantified by the I> measure. Publication bias was visu-
alized by the funnel plot. Egger’s test was conducted for
meta-analyses that included>10 studies using STATA
16.1 (StataCorp LLC, Texas) [14]. All meta-analyses and
tests for subgroup differences were conducted using Rev-
Man 5.4 (Cochrane IMS, Oxford, UK). A two-sided p
value of <0.05 was considered statistically significant, and
a p value of <0.10 was considered a trend. [15]

Trial sequential analysis

To control for type-I and type-II errors, TSA was per-
formed using the TSA software (0.9.5.10 Beta, The
Copenhagen Trial Unit, Denmark) with pre-specified
parameters detailed in Additional file 1: Supplementary
Methods.

Certainty of the evidence

The Grading of Recommendations Assessment, Devel-
opment, and Evaluation (GRADE) system was used to
rate the certainty of evidence for outcomes analysed
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with TSA [16]. The quality of the evidence was rated
as high, moderate, low, and very low by considering
the risk of bias, inconsistency, indirectness, impreci-
sion, and publication bias. The percentage of diversity-
adjusted required information size (DARIS) achieved,
and the TSA-adjusted 95% confidence interval for
relative risk and mean difference were used to aid the
assessment of imprecision in GRADE. GRADEpro was
used to prepare the GRADE evidence profile table.

Results

Study selection

Our search identified an additional 853 articles (391
from MEDLINE, 350 from EMBASE, and 113 from
CENTRAL). After removing duplicates and article
screening and review, we included 23 RCTs (an addi-
tional 4 RCTs [7, 17-19] from our previous SRMA).
The detailed study selection flow is presented in Addi-
tional file 1: Fig. S1. The list of excluded studies and
reasons for exclusion are presented in Additional file 1:
Table S4. Our search on ClinicalTrials.gov and personal
files identified 13 ongoing or unpublished related trials
(Additional file 1: Table S2).

Studies and patients’ characteristics

Twenty-three RCTs with 3,303 patients were included.
The study characteristics are summarized in Table 1.
Sample sizes ranged from 20 to 1,301. Patients’ baseline
characteristics and the detailed nutritional data are sum-
marized in Additional File 1: Tables S5 and S6.

The study population included mixed medical and
surgical population (11 studies [7, 18, 20-28]), patients
with stroke or head injury (4 studies [29-32]), only medi-
cal patients (1 study [33]), only surgical patients (1 study
[34]), patients with non-oliguric acute renal failure (1
study [12]), patients with burn (1 study [19]), and unclear
population (4 studies [17, 35—37]). Outcomes of patients
with AKI are available in 3 studies [7, 12, 20], of which 1
is reported in a separate publication [13].

Twenty studies primarily used enteral nutrition (EN),
and three used exclusive parenteral nutrition (PN) [12,
20, 21] strategy to increase protein delivery. Of the 20
studies that used an EN strategy, supplemental PN was
allowed in 10 studies. [7, 18, 20, 22-25, 27, 28, 34]

Nineteen studies started the intervention within 3 days
of ICU admission [12, 17-28, 31-33, 35—-37]. The remain-
ing studies started the intervention within 96 h of mechan-
ical ventilation [7], 5 days of acute stroke [30], 7-14 days
after a head injury [29], and after 10 days in the ICU [34].
The duration of intervention ranged from 3 to 28 days.
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Protein and energy delivery

Of the 23 included studies, 9 and 10 studies did not report
the protein and energy delivered in g/kg BW/d or kcal/
kg BW/d, respectively. The pooled mean protein delivery
for the higher vs lower protein group was 1.49+0.48 vs
0.92+0.30 g/kg BW/d (14 studies, n=2439), respectively,
resulting in a daily MD of 0.49 g/kg BW/d (95% confi-
dence interval [CI] 0.37-0.61, p <0.00001; I*=94%) more
protein delivery in the higher protein group. In contrast,
the pooled mean energy delivery for the higher vs lower
protein group was 17.48+6.85 vs 16.60+6.63 kcal/kg
BW/d (13 studies, n=2258), with no difference in daily
energy delivery between groups (MD 0.13 kcal/kg BW/d,
95% CI —1.25 to 1.52, p=0.85; ’=91%) (Additional
file 1: Fig S2).

Early physical rehabilitation delivery

Two studies combined high protein and early physi-
cal rehabilitation [17, 18], and one study combined
high protein and neuromuscular electrical muscle
stimulation (NMES) [32], which are collectively named
as combined early physical rehabilitation interven-
tion. The details of the intervention are summarized
in Additional file 1: Table S7. The NMES interven-
tion was delivered in two 30-min sessions per day for
up to 14 days. [32] For cycle ergometry, one study
started immediately after randomization and delivered
the intervention in two 15-min sessions/day for up to
21 days. [18] Another study started cycle ergometry
within 24 h of randomization and delivered the inter-
vention for up to 28 days, either passive cycling for
20 min/day or two 10-min sessions/day if a patient was
able to cycle actively. [17]

Study quality assessments

The median CCN methodological quality score of
included studies was 8 (out of 14 [higher score indicates
higher quality]). A total of 10 studies had a methodologi-
cal quality score of >8 [7, 17, 21-24, 27, 29, 32, 36] (Addi-
tional file 1: Table S8). The ROB2 plots are presented in
Additional file 1: Figure S3. In 21 studies that reported
mortality outcomes, 4/21 (19%) studies were at low risk
of bias, 14/21 (67%) had some concerns, and 3/21 (14.3%)
were at high risk of bias. The biases mainly arose from
the randomization process and selection of the reported
results.

Results of the clinical outcomes
All outcomes are summarized in Additional file 1:
Table S9 and Table S10.
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Mortality

A total of 21 studies reported mortality outcomes
(n=3125), and 3 of them included combined early
physical rehabilitation intervention. No difference was
found between higher and lower protein groups (RR
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0.99, 95% CI 0.88-1.11, p=0.82; ’=0%) in the overall
analysis or between the subgroups with vs without early
physical rehabilitation (test for subgroup differences
p=0.49) (Fig. 1a). No evidence of funnel plot asymme-
try was detected (Additional file 1: Fig. S4a). Similarly,

Heterogeneity: Tau* = 0.00; PR 16(P 0.92); F=0%
Test for overall effect: Z = 0.59 (P = 0.56)

1.1.2 Early Physical Rehab

Higher Protein  Lowor Protein Risk Ratio Risk Ratio Higher Protein  Lower Protein Risk Ratio Risk Ratio

Study or Subgroup _ Events _ Total Events Total Weight M-H, Random, 95% Cl Year M-H, Random, 95% CI Soxdy or Subgroup _Events _Totsl Events Totsl Weight WM, Random, 95% CI Yeus. M-, Random, 96% C)
1.1.1 No Early Physical Rehab 21 No ARE
Clifton 1985 1 10 1 10 02% 1.00(0.07, 13.87) 1985 Siton o R TN ‘;“"4[“[:;6‘3 :;} Jhed
Saffie 1990 3 2 2 24 05% 1.44(026,7.88] 1990 —1 Noseio 2003 TR n e 095 (041, 259) 2009 J
Mesejo 2003 7 8 26 19% 0.95(041,2.22] 2003 — s 5008 O 073[0.33, 161] 2008 —F
Zhou 2006 725 10 2 22% 0.73(033, 161] 2006 —1 Singer 2007 3 s 2 & 11% 113[027,4.76) 2007 —_—
Singer 2007 3 8 2 6 07% 1.13(0.27,4.76] 2007 Doig 2015 25 176 40 189 82% 067 (0.43, 1.06] 2015 —
Doig 2015 37 239 43 235 86% 085057, 1.26] 2015 Ferrie 2015 2 s 9 e 3an 1.36 [0.62,2.98) 2015 -
Ferrie 2015 2 s 9 60 22% 136(0.62, 298] 2015 Vega-Alava 2018 o 2 o 2 Not estimable 2013
Vega-Alava 2018 o 2 o 2 Not estimable 2018 Fetterplace 2018 4 3 5 30 1s% 080[0.24, 269 2018 —T
Fetterplace 2018 4 3 5 30 o09% 0:80(0.24,269] 2018 van Zanten 2018 2 2 3 2 os% 067(0.12,361) 2018 —
van Zanten 2018 2 22 3 22 05% 0.67[0.12,361) 2018 Danielis 2019 2 19 7 21 11% 032[0.07,1.34] 2019 -
Daniels 2019 2 19 72 o7 032007, 1.34] 2019 ovedo 2019 % s 22 & 102 0:99[067, 1.46] 2019 T
Azevedo 2019 2 57 29 63 91% 0.99(067,146] 2019 Bukhari 2020 7 1 3 e 172[0.54,5.50] 2020
Chapple 2020 12 % 14 57 30% 087 (044, 1.72) 2020 Badjatia 2020 o ° B Not estmable 2020

Chapple 2020 12 s 14 57 aan 087(0.44, 1.72] 2020 —r—
Nakamura 2020 6 60 6 57 12% 095033, 2.78] 2020 e 0 O A i onioss 27 2080 T
Bukhari 2020 71 3 14 10% 172[0.54,550] 2020 it S S e 0501010, 344) 2001 E— —
Oresen 2021 2 21 4 21 06% 0.50(0.10,244) 2021 Carteron 2021 20 100 21 95 62% 0.90(053, 1.56] 2021 —
Carteron 2021 20 100 21 95 47% 0.90[0.53, 1.56) 2021 Azevedo 2021 25 87 a7 94 102% 0.57[0.39,0.85] 2021 —
Heyland 2023 21 644 188 653 51.7% 1.14[0.97, 1.34] 2022 Heyland 2023 129 482 135 507 19.3% 1.01(0.82,1.24] 2022 *
Subtotal (95% CI) 1438 1440 89.8% 1.04[092,1.18] Kagan 2022 s 19 4 22 1e% 145045, 463) 2022 —1
Total events Subtotal (95% CI) 1331 1377 798%  089(078102] o

Total events

Badjatia 2020 0 12 o 13 Not estimable 2020
Azevedo 2021 25 &7 47 94 92% 057[0.39,085] 2021
Kagan 2022 5 19 4 2 0% 145[045,4.63] 2022
Subtotal (95% CI) 18 129 102% 0.77[0.33,1.79]

Total events

Heterogeneity: Tau® = 0.2:
z

19, df = |(P 0.18); 1 = 54%
Test for overalleffect: 54)

Total (95% CI) 1556 1569 100.0% 0.99 (0.8, 1.11]
Total events 392

208 350
Hterogeneity: Tau? = 0.00; Chi = 14.33, df = 18 (P = 0.71); I = 0%
Test for overall effect: Z = 1.71 (P = 0.09)

122K
Singer 2007 3 s 2 6 1% 113027, 4.76) 2007 —
Doz 17 e 7 6 3% 1 i0s, 4.11) 2015 —
Heylan @ e s e tsen sssnionasy 20 -
SuMoul(ss'/. ) 230 142014 *
Total events 102

62
Hoterogeneity: Tau? = 0.00; Chi* = 0.58, df = 2 (P = 0.75); ' =
Test for overall effect: Z = 2.82 (P = 0.005)

Total (95% CI) 1561 1575 100.0% 0.96[0.83,1.12) 4
Total events

400 a12
Tau? = 0.02; Chi* = 25.79, df =21 (P = 0.21); F = 19%

406
Heterogeneily: Tau* = 0.00; Ch? 32 df =18 (P =0.50); = 0%
Test for overall effect: Z = 0.23 (P

82)
Test for subgroup differences: Chi” = 047, df = 1 (P = 0.49), I = 0%

001 01 10
Favours Higher Protein Favours Lower Protein

Tostfo overa offct 2= 0.4 " Favours Hihor rosin ' Favous Lows Protsn

65)
Test for subaroup differences: Ch” = 10,8, of = 1 (P = 0.0010), I = 90.8%

d e Lover P Moan Difrence [p—
Toat Mo 5D Toal Waght . Randem, 55%1 Year P

C Higher Protein  Lower Protein Risk Ratio Ri o Study or Subgroup _Me:
Study or Subgroup __Events _ Total Events _Total Weight M-H, Random, 95% CI Year M-H, Random, 95% CI 214 No Early Physical Rehab
311 No Early Physical Rehab Mesejo 2003 148 876 24 148 939 26 27%  000[503,503] 2003 —_1
. Rugeles 2013 95 55 40 104 5 40 130%  -090[320,1.40] 2013 T
Clifton 1985 3 10 2 10 12% 1.50(032,7.14) 1985 985 1483 59 727 784 60 38%  258(-1.69,685) 2015 —
Mesejo 2003 8 24 10 26 53% 0.87(0.41,1.83) 2003 S Jakob 2017 9 77 46 114 104 44 48% 2401619139 2017 r
Jakob 2017 19 46 19 44 127% 0.96[0.59,1.55] 2017 — van Zanten 2018 184 134 22 183 127 22 12%  010[7.61.7.81) 2018 —
Vega-Alava 2018 0o 2 5 20 04% 0,09[0.01,1.54) 2018 Fotierplace 2018 106 83 30 91 55 30 S54%  150(:206,506) 2018 —
Carteron 2021 47 100 41 95 306% 1.09(0.80, 1.49) 2021 - Danielis 2019 145 72 19 16 65 21 3% -150(577,277) 2019 -
Dresen 2021 19 21 7 21 475% 1.12(0.87, 1.43) 2021 b e o% 65 1 005 ses 1 sew  oseises ez om
Subtotal (95% CI) 221 216 97.7% 1.07[0.90, 1.27] > “ g
Chapple 2020 1313 58 14 18 58 21%  -1.00[671,471] 2020
Total events 9 94 Dresen 2021 68 34 21 62 48 21 01% 600(19.16.31.16] 2021 B
Heterogeneity: Tau® = 0.00; Chi* =431, df = 5 (P = 0.51); = 0% Gartoron 2021 16 11100 18 11 95 72%  -200[509,109] 2021 —
Test for overall effect: Z = 0.71 (P = 0.48) ind 2023 1618 1452 642 WS ST 680 2% 0aTi1zzise) 2022
Subtotal (95% CI) 95.4%  0.41[126,0.44)
312 Elrly Phyiic:l Rehab c Heterogeneity: Tau’ = 0.00; Chi = 7. soae12 =083 e
Badatia 2( 3 12 6 13 23% 0.540.17,1.70] 2020 —_— Test for overall effect: 2 = 0.95 (P = 0.14)
Subtotal (w/. ) 12 13 23% 0.54[0.17,1.70) e —— 24.2 Earty Pysical Rehab
Total events 3 6 Bagjatia 2020 18 7 12 20 8 13 20% -200(7.88,388) 2020 —T
Heterogeneity: Not applicable Azovodo 2021 292 342 87 334 276 94 08% -420(-1330,490] 2021 —_— T
Test for overall effect: Z = 1.05 (P = 0.29) Kagan 2022 188 105 19 172 96 22 18%  160[460,7.80) 2022 —_
Subtotal (95% CI) 18 129 46%  -1.00 [4.86,2.86) -
Total (95% CI) 233 229 100.0% 1.05(0.88,1.25] > g e O 2o =2 (P=0s3) = 0%
Test for overal effect: Z = 0.51 (P = 0.61)
Total events %
Heterogeneily: Tau® = 0.00; Chi* = 5.84, df = 6 (P 044); 1 =0% o2 o5 3 + Total (95% CI) 1000%  0.44[1.27,039) 4
Testforoverall offect: 2= 055 (P = . Favours Highet Protein  Favours Lower Protein Hotorogoneity: Tau* = 0.00; Chi = 8 14 -s =089y oo ¥ a—r s £
Test for subgroup differences: Chi = 1.32, df = 1 (P = 0.26), I = 24.0% Test for overal efect: Z = 1.03 (P = 0.30) Favours Higher Protein _ Favours Lower Protein
=0,08.df=1(P=077).P=0%

e Highor Protoin  Lower Protein Mean Differonce Moan Differonce Higher Protein  Lower Protein ‘Mean Difforonce ‘Moan Difforence
Study or Subgroup _Mean __SD Total Mean _SD Total Weight IV, Random, 95% CI Year IV, Random, 95% CI Study or Subgroup _ Mean__SD_Total Mean _SD_Total Woight _IV, Random, 95% CI Yoar 1V, Random, 95% C1
2.2.1 No Early Physical Rehab, 231 No Early Physical Rehab
Saffle 1990 5122 69 25 462 62 24 205%  502[1.35869) 1990 —— Mosojo 2003 94 59 24 87 618 26 30%  070(267,407) 2003 —

Ferrie 2015 4175 3736 59 377 3588 60 24%  4.05[9.1,1721) 2015 — Rugoles 2013 85 46 40 07 49 40 77%  -120(:325088) 2013 —
Jakob 2017 217 124 46 217 11 44 140%  000[484,4.84) 2017 —_— Forri 2015 487 1437 59 267 616 60 21%  220(-178,6.18] 2015 —
van Zanten 2018 285 133 22 282 132 22 64%  030[7.53,813) 2018 . Jakiob 2017 28 26 46 41 3 44 243%  -1.30(-246,-0.14] 2017 -
Fetterplace 2018 274 19 30 188 109 30 63%  860(0.76, 16.44) 2018 87 75 %0 7 5 30 32%  170[153,493) 2018
Chapple 2020 24 21 58 26 32 58 42% -200(1185785 2020 S E— e PO S SO O B ol v-ed Sprsbs o
Nakamura 2020 435 393 60 504 356 57 2.3% -6.90(-20.48,6.68] 2020 _—r Nakamorm 2020 s '3 60 co 31 o1 2ev 090 :Vz oo 2‘: 2020 -
fieliuot B o e WIS N2y i BISLI0ZO% 2020 L Cartoron 2021 12 9 100 13 9 95 52%  -1.00[-353153) 2021 —
leylan Dresen 2021 332 55 21 316 8 21 19% 1so|255 575) 2021 |

Subtotal (95% Cl) 955 953 95% > Heyland 2023 1066 1199 645 103 1162 656 200% 036092, 1.64] 2022 —
Heterogeneity: Tau® = Chit = 12,19, df = 8 (P = 0.14); I = 34% Subtotal (95% C1) 1066 1072 98.4% 41 35(-1.03,0.32) -
Test for overall effect: Z = 1.14 (P = 0.25) Heterogeneity: Tau? = 0.18; Chi = 11,66, df = 10 (P = 0.31); I = 14%

Test for overall effect: 2 = 1.03 (P = 0.30)
222 Early Physical Rehab
Azevedo 2021 531 485 87 502 446 94 23% 290[-10.71,1651] 2021 232 Early Physical Rehab
Kagan 2022 352 257 19 331 226 22 19% 210[-1282,17.02] 2022 169 200 &7 17 Ha MU 07% *“’”25 7.09) 2021
Subtotal (95% CI) 106 116 42%  254(-7.52,12.59) e —— Kagan 2022 M7 97 19 102 95 22 1.0% 50 [4.40,7.40) 2022

Subtotal (95% CI) 106 e tew  oasiarosddl
Hotorogenoity: Tau? = 0.00; Chi* =001, df = 1 (P = 0.94), = 0% . ° .
Toet for cveraa ofect:2 4 045 (P = 062) Hoterogonaty: Tau? = 0.00; Chi* = 011, df = 1 (P = 0.74); = 0%

Test for overall effect: 2 = 0.37 (P = 0.71)
Total (95% CI) 1061 1069 100.0%  1.55(-0.55,3.65] > Total (95% CI) 172 1188 100.0%  -0.42(1.00,0.16] >
Heterogeneily: Tau* 1224, =10 (P = 0.27); = 18% vy % 5 r Hoterogeneity: Tau? = 0.01; Chi = 12.08, df = 12 (P = 0.44); 1 = 1% y + 3

st for overall effect 0.15 Favours Higher Protain _Favours Lower Prolein Test for overall effect: 2 = 1.42 (P = 0.16) Favours Higher Protein _ Favours Lower Protein

Test for subaroup differences: Chi = 0.04. df = 1 (P = 0.84). I = 0%

Test for subaroup differences: Chi? = 0.26. df = 1 (P = 0.61), ¥ = 0%

Fig. 1 Meta-analysis of clinical outcomes. a Overall mortality (all patients), b Overall mortality (subgroup analysis of no/not known AKI vs AKI)*,

c infectious complications (no change from previous meta-analysis), d ICU length of stay, e hospital length of stay, f duration of mechanical
ventilation. AKI: acute kidney injury. *Note: b, ¢: AKI subgroup: mortality from Doig 2015 is 90-d mortality from their secondary publication [13].
Definitions: Singer 2007: AKI—50% decrease in GFR, a doubling of serum creatinine or an increase of creatinine to 3.5 mg/dL (309.4 umol/L); Doig
2015 (mortality of patients with kidney dysfunction or risk of progression of AKI from Doig 2015 is 90-d mortality from their secondary publication
[13]): Baseline kidney dysfunction—creatinine at time of enrolment > 168 umol/L (by Gordon Bernard's “Brussels Table"), Risk of progression of AKI
atenrolment—a rise in creatinine over the previous 24 h by at least 20% to over 120 umol/L; Heyland 2023: AKl—patients who met the criteria

of KDIGO: stage 1 is at least 26:52 umol/L increase in serum creatinine from baseline within 48 h or 1-5-1-9 times baseline within 7 days, stage 2

is 2:0-2:9 times baseline within 7 days, or stage 3 is three times or more baseline within 7 days or increase to at least 353-6 pmol/L with an acute
increase of more than 44-2 umol/L. c: To ascertain the mortality count and total sample size for the no/not known AKI subgroup for Doig 2015
and Heyland 2023, the mortality count and total sample size of the AKI subgroup were subtracted from the overall mortality count and total sample

size, respectively; mortality for Doig 2015 is 90-day mortality
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no differences were found between groups for ICU
mortality, hospital mortality, 28-d mortality, and > 60-d
mortality (Additional file 1: Fig. S5). The combina-
tion of higher protein and early physical rehabilitation
resulted in significantly lowered >60-d mortality (RR
0.61, 95% CI 0.43-0.87; 1 study [18], while no differ-
ences in > 60-d mortality were found with higher pro-
tein intervention alone (RR 1.05, 95% CI 0.92-1.19; 8
studies); test for subgroup differences p =0.005) (Addi-
tional file 1: Fig. S5d).

Subgroup analysis of no/not known AKI versus AKI
found that higher protein delivery significantly increased
mortality in AKI subgroup (RR 1.42, 95% CI 1.11-1.82,
p=0.005; >=0%; 3 studies). The absolute pooled risk dif-
ference was 14% (Additional file 1: Fig. S5e), and num-
ber needed to harm was 7. There was a trend towards
reduced mortality in no/not known AKI subgroup (RR
0.89, 95% CI 0.78, 1.02; p=0.09; >=0%; 21 studies). The
test for subgroup differences was significant (p=0.001)
(Fig. 1b).

Infectious complications, ICU, and hospital length of stay
and duration of mechanical ventilation

No significant differences were found between groups
for infectious complications (RR 1.05, 95% CI 0.88-1.25,
p=0.59, >=0%; 7 studies), ICU LOS (MD —0.44, 95% CI
—1.27 to 0.39, p=0.30; I>=0%; 16 studies), hospital LOS
(MD 1.55, 95% CI —0.55 to 3.65, p=0.15; ’=18%; 11
studies), and duration of MV (MD —0.42, 95% CI —1.00
to 0.16, p=0.16; I>=1%; 13 studies). All the tests for sub-
group differences between studies with and without early
physical rehabilitation were not different (Fig. 1c—f). No
evidence of funnel plot asymmetry was detected except
for the duration of mechanical ventilation (Additional
file 1: Fig. S4b—4e).

(See figure on next page.)
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Results of muscle mass and strength, discharge

to rehabilitation facilities, self-reported quality of life
physical function outcomes, and incidence of diarrhoea

No new studies were added to the meta-analysis on
change in muscle mass, discharge location, and incidence
of diarrhoea (Fig. 2a, 2c and 2e); therefore, findings are
identical to our previous published meta-analysis [6].
Notably, higher protein delivery is associated with a mus-
cle loss attenuation (MD — 3.44% per week, 95% CI —4.99
to —1.90, p<0.0001, P=16%; 5 studies; Fig. 2a).

No differences in muscle strength (Fig. 2b) and self-
reported quality of life physical function (Fig. 2d) meas-
urements were detected. However, in the subgroup of
studies with combined early physical rehabilitation inter-
vention, a trend towards improvement in physical func-
tion measures (SMD 0.40, 95% CI —0.04 to 0.84, p=0.07,
P=30%; 2 studies; Fig. 2d) was demonstrated, while no
significant improvement was shown in studies without
the combined intervention (SMD —0.12, 95% CI —0.28
to 0.05, p=0.17; P2=0%; 3 studies). The test for subgroup
differences was significant (p=0.03).

Results of biochemical outcomes

The biochemical outcomes between groups are sum-
marized in Additional file 1: Table S10. Meta-analyses
demonstrated that higher protein delivery significantly
increased serum urea (MD 2.31 mmol/L, 95% CI 1.64—
2.97, p<0.00001, P=0%; 7 studies), urinary urea nitro-
gen (MD 5.55 g, 95% CI 0.87-10.23, p=0.02, F=81%; 3
studies), and lymphocyte count (MD 257.43 cells per pL
of blood, 95% CI 139.85-375.02, p<0.0001, *=0%; 4
studies). Higher protein delivery showed a trend towards
a significant increase in prealbumin level (MD 1.96 mg/
dL, 95% CI 0.00-3.91, p=0.05; I?*=23%; 4 studies) and
nitrogen balance (MD 2.76 g, 95% CI —0.38 to 5.90,

Fig. 2 Meta-analysis of other outcomes. a Percentage of muscle change per week (no changes from previous meta-analysis), b handgrip strength,
c discharge to rehabilitation facilities (no changes from previous meta-analysis), d self-reported quality of life physical function at day 90, e
incidence of diarrhoea (no changes from previous meta-analysis). Note: b Fetterplace 2018: the best handgrip strength at awakening, ICU discharge,
or day 15, Ferrie 2015: handgrip strength at day 7. Unable to analyse handgrip strength from Azevedo 2019 because unknown sample size

for male and female. d The quality of life (QOL) outcomes reported by the studies were: Doig 2015: RAND-36 general health and physical function
at day 90; Azevedo 2019: SF-36 physical component summary (PCS) score at 3 and 6 month; Badjatia 2010: fatigue, lower extremity mobility,

and cognition outcomes based on the Neuro-Qol questionnaires administered on post-bleed day 90; Chapple 2020: EQ-5D-5L score for mobility,
self-care, usual activities, pain/discomfort, anxiety/depression, and the result of the EQ-5D-5L visual analogue scale, all at day 90, Azevedo 2021:
SF-36 physical component score at day 3 and 6 month (see Additional file 1: Table S9). The meta-analysis was performed for QOL results associated
with physical function: RAND-36 physical function at day 90 (Doig 2015), SF-36 PCS score at 3 month (Azevedo 2019), Neuro-Qol lower extremity
mobility on post-bleed day 90 (Badjatia 2010), EQ-5D-5L score for mobility at day 90 (Chapple 2020), and SF-36 physical component score at 3
month (Azevedo 2021). Higher EQ-5D-5L mobility score means worse performance; a negative is added to the mean score to reverse the direction

of the results
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p=0.08; P=78%; 5 studies). No significant differences
between groups were found for serum creatinine, blood
glucose, insulin administration, albumin, haemoglobin,
total white blood cells, C-reactive protein, interleukin-6,
phosphate, and triglyceride level (Additional file 1: Fig.
S6a—S6p).

Other subgroup analyses

No subgroup differences were detected between studies
with low risk of bias and other risk of bias (Additional
file 1: Fig. S7a-S7j) and studies that primarily used EN
versus exclusive PN to increase protein delivery (data not
shown). No subgroup differences were detected between
single and multicentre studies (Additional file 1: Fig.
S8a-8j).

Trial sequential analysis

Results of TSA are summarized in Table 2 and presented
in Fig. 3 and Additional file 1: Figure S9, showing that the
current systematic review did not achieve the required
information sizes to detect the pre-specified effect sizes
for overall mortality, infectious complications, ICU and
hospital length of stay, change in muscle mass, hand-
grip strength, incidence of diarrhoea, and discharge to
rehabilitation facilities, indicating that more trials are
required for a definitive conclusion for these outcomes.

Table 2 Summary of results of trial sequential analyses
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In patients with AKI, TSA confirmed the increase in
mortality with high certainty. TSA revealed that further
trials would be futile to detect a one-day difference in the
duration of mechanical ventilation.

GRADE certainty assessments

Higher protein delivery did not affect overall mortality
in critically ill patients (low certainty of evidence). On
the contrary, higher protein delivery increased mortal-
ity among patients with AKI (high certainty of evidence).
The certainty of evidence of the effect of higher protein
on other outcomes is low to very low (Table 3).

Discussion

This updated SRMA with overall 23 RCTs (3303 patients)
of higher versus lower protein delivery, mostly com-
menced within 3 days of ICU admission, and with similar
energy delivery between groups, highlighted that higher
protein delivery was not associated with improvements
in clinical outcomes (overall mortality, infectious com-
plications, ICU, and hospital length of stays) as well as
muscle strength, discharge location, and incidence of
diarrhoea; however, TSA indicated that more trials are
needed to further confirm these findings. Importantly,
higher protein delivery was associated with increased
mortality among patients with AKI, a result confirmed

Effect size Incidence, 12 D? RIS % of RIS attained  Z-curve passed Z-curve passed the Z-curve passed the

orvariance (%) (%) the conventional TSA boundaries? futility boundaries?
boundaries?

Overall mortality (21 studies, n=3125)

RRR: 10.0% 25.0% 0.0 00 12179 257 No No No

Overall mortality in patients with acute kidney injury before protein intervention (3 studies, n = 428)

RRR: 46.0% 28.0% 0.0 00 429 99.8 Yes Yes No

Infectious complication (7 studies, n = 462)

RRR 10.0% 43.7% 0.0 00 5344 8.6 No No No

Intensive care unit length of stay (16 studies, n = 2516)

MID 1day 1125 0.0 00 4730 532 No No Trending

Hospital length of stay (11 studies, n = 2130)

MID 1 day 3279 180 464 25728 83 No No No

Mechanical ventilation duration (13 studies, n = 2360)

MID 1 day 50.8 1.0 1.8 2173 108.6 No No Yes

Incidence of diarrhoea (6 studies, n = 622)

RRR 10.0% 36.3% 130 192 8915 7.0 No No No

Muscle wasting per week (5 studies, n=273)

MID 1% 29.8 160 296 1780 15.3 Yes No No

Handgrip strength (2 studies, n = 130)

MID 5 kg 104.5 240 314 256 508 No No Trending

Discharge to rehab (3 studies,n=173)

RRR 10.0% 39.1% 0.0 00 UTE UTE No No No

D? diversity, I%: inconsistency, MID: minimally important difference, RIS: required information size, RD: risk difference, RRR: relative risk reduction
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Fig. 3 Trial Sequential Analysis of Clinical Outcomes. a Overall mortality in all patients (21 studies, n=3125), b overall mortality in patients
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length of stay (16 studies, n=2516), e hospital length of stay (11 studies, n=2130), f duration of mechanical ventilation (13 studies, n=2360).
TSA was analysed using DerSimonian and Laird random-effects model. The Z curve in blue measures the treatment effect (pooled relative risk).
The parallel lines in green are the boundaries of conventional meta-analysis (alpha 5%), and the boundaries of benefit and harm are boundaries
of conventional meta-analysis adjusted for between-trial heterogeneity and multiple statistical testing (TSA boundaries). A treatment effect
outside the TSA boundaries of benefit/harm indicates reliable evidence for a treatment effect, and a treatment effect within the futility zone (the
triangle between the parallel lines) indicates that there is reliable evidence of no treatment effect. DARIS: diversity adjusted required information
size is the calculated optimum sample size for statistical inference, MID: minimally important difference, RRR: relative risk reduction, TSA: trial

sequential analysis



Page 12 of 17

(2024) 28:15

Lee et al. Critical Care

(2Jow 69 0}
JBM3J 9/ WOJ))
000 Jad (611 016/0) (9%8'5€) (9€9€) MOJ 137 (s1D49)
19M3) |L 000’1l 4od €9¢ /610 HY 9lg/cl L 90€/1 11 O00® SUOU ,SNOLS AIDA  SNOLISS 10U SNopas 10U _snopas 79
D30YIIDIP JO HIUSPIDU]
0sem
UOIIB|IIUDA [BD
(1aybiy -lueydaw Jo pa1dadsns
91°0 O} JoMOJ |) uoneinp MO Ajbuons seiq (S1DY 1)
13MO| 70 AN ueaw ay,| - [ 8811 OO0 uonedlignd  SNOKASIOU  SNOL3S Jou snopas 10U SNORs 0957
UOIIDJIUSA [DIIUDYISW JO UODING
(J3ybry 5o 01 0 sem Aeis Jo
19M0| 55°0)  Yibua| endsoy moy| A1op (S1OY L L)
19YbIy 551 AW ueaw ay| - 1901 6901 O00® SUOU  ,SNOWS AJ9A  SNOHBS 10U SNoLs snouss 0£1lT
Apis jo yibuay |padsoH
(1aybry 6€°0 01 0 Sem
1Mol ZzL)  Aels jo yibug) MO (SLDY9l)
1Mo #70 AW ND] Uesw ay | - 571 971 O0Osd auou (SNOLRS  snowas Jou SNoLas Jou 5SNOLIAS 9157
Ap1s Jo yibuaj NIy
(alow 0| 01
J9M} 7§ WIOM)
0001 4ad (5’1 01880) (6L €Y) MO| AISA (5129 2)
oWz 000'L 4od /s SOLYY  (%STh) €€2/66 622/001 O00® 3UOU  SNOWBS AIBA  SNOLIBS J0U snopas 10U _Snopas 9t
SUoID2J|dwod snodayu|
(dIow
/5T 01 7€ Wwoj)
000'L 4ad (egLorilLl) (%€ ¥P) ubIH (51D¥ €)
alow el 000'Lsed gl vl Y 0€2/201  (%E1€) 861/29 DDDD |uUOU  ,SNOMSs1OU  SNOSSs JoU SNOLSs 10U ,SNOLIRS 10U 8¢y
(Kunfur Aaupry 21020 yam spua11od Jo dnoibgns) Aliprion
(210w gz 01
1ama} L€ Wol) (L1'1 01880) (%S0 (%6'57) MO (s1DY 12)
000'L Jod Jomay € 000’1 4od 65¢ 660 HY 9551/26€ 6951/90% OO0 auou SNOLSS  snouas 10U SNopas 10U ,SNOLIS SzIE
Aypriow jjpionQ
Ayjeriow yum oqgadceld
dUAIBYIP YsiY YuM sty Ayjeyow yup  ogadserd yam 9JUSpIAS dn-mojjo4
(1D %S6) Jo furenad seiq (sa1pMs)
S129449 9Injosqe pajeddIUY 13343 SA1IR|RY (%) Sd1e4 JUdAS ApNIS I2ELYe) uonedigngd uoispaidwy ssauldasipu] Adudlsisuodu] seiqjoysiy siuedpinied

sbuipuy jo Arewwns

juawissasse Ajuieys)

3)gel sbuipuy JO AIBUIWNS PUB JUSWISSISSe AJuleliad JAvHD € ajqelL



Page 13 of 17

15

(2024) 28

Lee et al. Critical Care

(065 24nbi4:L 3|y eu

PV) 80€0°0 =d 1591 549663 ‘AnswwAse 10|d [suung

%01 JO UOIIdDNP3I S DAIIR[] B 12913 0} SZIS UOIIRWIOUI PRIINbaJ 3y} SUIWISIBp 03 sisKjeue [elzuanbas el} 4oy |[ews 00} s| 3zis djdwes ,

y1buains dubpuey ui aduaiayip 63-S e 10919p 01 paulelle 919M $9ZIS Uollewlojul paiinbal ay) Jo 9%8°05 AJuo 1eyl pajeanal sisk|eue [enuanbas |el] |,

selq Jo s ybiy 1e ae salpnis papnpul y1og 4

3}99M 43d SSO| BISNW JO UOIIENUINIL 9| B 1D31DP O} PIUILRIIE ISM SIZIS UOIIRWIOJUI PAIINDaI 3Y) JO %€°G | AJUo Jey) pajeanas siskjeue [einuanbas jew) o

Se|q] JO YS1 MO| B8 SBIPNIS 3Y} JO (%02) §/L AUO 4

901 JO UOIIDNP3I XS SAIIR|D1 B 1D9)3P 0} PAUIBHE 3I9M SZIS UOIBWIOUI PaIIND31 9Y3 JO 95/ AJUO ey} pajeanas sishjeue [eusnbas jeu] ,
Se1q JO S MO| 348 SIPNIS DY JO (%1°€T) EL/E AU |
Ae3s jo yibus| [eudsoy 33ua1aYIp Aep-| e Aep U0 e 12319 O} PaUlEIR 3I3M $3ZIS UOIIRLLIOJUI PRJIND31 3Y3 4O 9%E°g A|UO 1Ry} pajeanal sisAjeue [enuanbas jeu ,

%P 9 SI ¥SLWouy Alsiand ¢

Selq JO XSl MO Je SAIPNIS 3Y1 JO (%€'£T) LL/€ AUO,
Ke1s Jo yibua| N ul 2duId1p Aep-| e 15919p 0} PaulelIe 2I9M SIZIS UOIBWIOJUI PAIINDaL BY1 JO %7 €S A|uo Jey) pajeanai siskjeue [enuanbas jeu]

SeIq JO )SU MO| dJe S21PNIS 91 JO (%ST) 9L/¥ AlUD ¢

%01 JO UOINP3IYSH SAIL|3I B 1I313P O} PAUIRIIR S19M S32IS UOHRWLIOU! PRIIND31 3Y3 JO 9%9°8 A|UO Jey3 P3[eanai sisA|eue [enuanbas [en

SUISOUOD SWOS peY SAIPNIS |1V 5

Aureyad yb1y yum Anjersow uj asealdul 3yl paulyuod siskjeue jenuanbas jeu ,

SNOLIS 10U SE SIY) P1el 9M 10J2J9Y) PUE JUIISISUOD I S3 NS B ‘||_IBAQ "Selq JO sl Ybiy pey Apnis 1s3jjews 9y} ‘suladuod awos pey Apnis 21eiapow aY) ‘seiq Jo jsii mo| pey Apnis 1sabie| ay] ,

%01 JO UOIIINPaI XS SA13L[31 B 1D3}3P O} PAUIRIIR 3I3M $3ZIS UOIRWIOJUI PaIINba1 33 JO 9%/°ST A|UO Jey) pajeanal sisk|eue [enuanbas [el] o

Se1q JO Yjs1 YBIY 18 I9M (%EY L) LT/€ PUB SUISIUOD BWIOS PRY (%/9) LT/L 'SBIQ JO SISU MO] 1B 1M SIIPNIS (%6 1) LT/b e
011k YSU :YY ‘DDUBIYIP ueaw (g ‘|eAlalul adUapyuod D

(®Iow g6 | 0}
IaMaj) 70| Wolj)

000’1 4od (05'L 01 7£°0) Mo (5129 €)
2I0W 0z 000'L Jod L6E SOLYY  (%61%)98/9€ (9% 1'6€) /8/VE O0Osd SUOU  SNOWSS AISA  SNOWSS 10U SNOLSS 10U SNOLISS 10U €/l
SaI|12D) UONDI|IQDY2) 01 3bIDYISIT

(aybiy zegor o sem yibuans
19M0[ 91°7) dubpuey MO| K197 (S1DY 0)
19ybily o'z aw uesw ay| - 85 7L 000 auou pSNOLISS  SNOLISS 10U SNOLSS 10U (SNOLSS AI9A 0€l
yrbuans dubpupH

0sem

(9am Jad) sso|

(Jamoj  3psnw ybiyi Jo
6'L 01 JaMO| 66F) uonenuale MO (S1DY 9)
19MO] $'€ AN ueaw ay| - 6€1 y¢1aepd O0sd auou oSNOLISS  SNOLISS 10U SNOLI3S 10U ,Snouas €/T
(Yoam Jadl) ssoj a)asnwi ybiyl JO uonpNUALY

Ayjeriow yum oqgadeld
DURIYIP sy yumoisty Anjeriowyum - ogaderd yum 82uspine dn-mojjo4
(1D %S6) jo fureysad selq (sa1pnis)
5129)J9 9Injosqe pajedpiuy 1539 aAnedY (%) s91e4 JuUaAD ApN1S ELYe) uonedigngd uoispaidwy ssauldasipul Adudlsisuodu] seiqjoysiy syuedpiiied

sbuipuy jo Arewwns

judwissasse Auieys)

(Panunuod) € 3jqey



Lee et al. Critical Care (2024) 28:15

by TSA. A non-statistically significant trend towards
reduced mortality was found in subgroup of patients with
no/not known AKI, and further trials in non-AKI are
warranted to confirm this finding.

This SRMA also found that higher protein delivery may
attenuate muscle loss by about 3.4% per week; however,
this finding was reported in a small number of studies,
and TSA demonstrated a type-1 error, indicating that
more studies are needed to improve the certainty of this
finding. Furthermore, the combination of high protein
delivery and early physical rehabilitation may improve
self-reported quality of life physical function measures
at day 90 after ICU admission (2 studies). Higher pro-
tein also significantly increased serum urea, urinary urea
nitrogen, and lymphocyte count.

Interpretation of the results in the context of other
evidence
Our findings suggest that higher protein delivery may
harm patients with AKI. Despite the heterogeneous defi-
nition of AKI in the three meta-analysed studies, the
direction of the results is similar (I>=0%), particularly
from the two included multicentre RCTs [7, 13]. In this
context, using isotope technique, Chapple et al. recently
revealed that critically ill patients exhibited a markedly
blunted muscle protein synthesis or anabolic resistance
compared to healthy controls [38]. Notably, the incor-
poration of amino acids into the myofibrillar protein
was 60% lower compared to a healthy control group. The
reduced capacity to utilize protein during the acute phase
of critical illness observed by Chapple et al., together
with our findings of significantly higher serum and uri-
nary urea as a result of higher protein provision, leads
to a hypothesis that surplus protein may not be used for
anabolism but is converted to urea for excretion. Higher
urea levels may increase the metabolic burden of criti-
cally ill patients, particularly those with AKI, which may
be one of the contributing factors to increased mortal-
ity in AKI patients, as demonstrated in our meta-analy-
sis. Although a statistically significant mean increase of
2.31 mmol/L of serum urea or a mean increase of 5.55 g
of urinary urea nitrogen may not be clinically significant
in general, its clinical significance in critically ill patients
with AKI remains unknown. Hence, the current findings
have significant clinical implications, especially when
considering the fact that current guidelines recommend
higher protein delivery for critically ill patients with AKI,
which should be carefully revised [39-41]. In contrast,
the finding of non-statistically trend towards lowered
mortality of higher protein delivery in patients with no/
not known AKI requires further investigations.

Recent observational studies with robust statistical
adjustments have examined protein delivery to critically
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ill patients during their first 5-7 days in the ICU. They
have found that providing higher levels of protein, as
opposed to medium or standard levels, does not lead
to improved clinical outcomes and may even be harm-
ful. One study by Hartl et al. involving 16,489 patients
showed that protein delivery of 0.8—1.2 g/kg BW/d after
5 days of ICU admission resulted in lower hospital mor-
tality compared to exclusively low protein intake (<0.8 g/
kg BW/d for<11 days). However, there was no further
improvement in mortality when compared to early high
protein intake (>1.2 g/kg from day 1) [42]. Similarly,
Matejovic et al. studied 1,172 patients with>5 days
ICU-LOS and found that moderate nutrition dose
(10-20 kcal/kg for energy and 0.8-1.2 g/kg for protein)
improved patient weaning and reduced 90-day mortality
compared to exclusively low nutrition intake (<10 kcal/
kg BW + <0.8 g/kg BW/d). Yet, there was no additional
benefit when comparing moderate to high nutrition dose
(>20 kcal/kg BW/day+ >1.2 g/kg BW/d) [43]. Lastly,
Lin et al. studied 2,191 patients with>7 ICU-LOS and
found that both high (1.68 g/kg BW/d) and low (0.38 g/
kg BW/d) protein intake, compared to medium protein
intake (0.8 g/kg BW/d), were associated with increased
28-day mortality [44]. Overall, these findings align with
the conclusion that higher protein intake (around 1.5 g/
kg BW/d) during the first week of critical illness does not
offer additional benefits in improving clinical outcomes
for critically ill patients.

While no significant differences in clinical outcomes
were observed, higher protein delivery may help attenu-
ate muscle loss. Combined with early physical rehabilita-
tion, it could potentially improve long-term self-reported
quality of life physical function score. In this context,
a recent systematic review among healthy and non-crit-
ically ill patients found that higher protein was associ-
ated with increased lean body mass; however, the rate of
lean body mass gain plateaued beyond 1.3 g/kg BW/day
without resistance training [45]. It is plausible that cer-
tain subgroups of critically ill patients, particularly those
who receive early physical rehabilitation, may experi-
ence greater muscle loss attenuation, ultimately enhanc-
ing their physical function. Similar findings were evident
in ICU patients with traumatic brain injury, where those
with greater quadriceps muscle thickness reported better
physical function. [46] Another study linked greater lean
mass with improved gait speed and 6-min walk distance
in survivors of acute respiratory distress syndrome [47].
However, these objective outcomes were not assessed in
the studies included in our systematic review. Neverthe-
less, the observed muscle loss attenuation may be a type-1
error, as indicated by TSA, underscoring the need for more
studies to validate this finding. Similarly, the improvement
in self-reported physical function scores with combination
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therapy only trended towards significance and primarily
originated from small studies. Ongoing trials with com-
binations of high protein and early physical rehabilitation
(excluding patients with AKI and not on kidney replace-
ment therapy), such as the NEXIS (NCT03021902; reg-
istered 16 Jan 2017) and EFFORT-X (NCT04261543;
registered 7 Feb 2020), which assess physical function out-
comes with objective measures such as the 6-min walk test
and short physical performance battery test, will provide
further insights into the impact of higher protein delivery
on physical function outcomes in non-AKI patients.

Strength and limitations

The strength of our work lies in the comprehensive
search and analysis and the predefined analysis plan for
meta-analysis and TSA, all of which increase the trans-
parency of information. In addition, excluding RCTs
with different energy delivery between groups or phar-
maconutrition interventions enabled us to focus solely
on examining the effects of protein dosage. Furthermore,
the use of TSA enabled us to detect the risk of type-1
or type-2 errors in our findings. The DARIS estimated
from TSA will also inform the sample size needed for
adequately powered future trials. Additionally, including
extensive biochemical outcomes helped us elucidate the
effects of higher protein delivery on metabolic parame-
ters in critically ill patients.

Our work has several limitations. First, the included
studies are heterogeneous in terms of the study popula-
tion, dosage, timing, and routes of protein delivery. How-
ever, the included trials generally enrolled severely ill
patients and primarily started intervention within 3 days
of ICU admission. The subgroup analysis based on pri-
marily EN vs exclusive PN/IV amino acids is consistent
with the findings of the main analysis. The protein separa-
tion of approximately 0.49 g/kg BW/d with similar energy
delivery between groups also ensures that the effect of
protein was studied. Second, the three studies included in
our analysis use varying definitions of AKI, which could
limit the applicability of our findings in clinical prac-
tice. However, all the definitions identified AKI through
an acute rise in serum creatinine levels. We recommend
using the KDIGO definition of AKI [48] to guide protein
delivery, as recent evidence showed that higher protein
delivery is associated with increased mortality across all
AKI stages, especially in patients who did not receive kid-
ney replacement therapy [49]. Third, the number of stud-
ies with combinations of high protein and early physical
rehabilitation intervention was limited, and the result is
mainly attributed to one single-centre study with a high
risk of bias [18]. Lastly, the certainty of evidence for most
outcomes was assessed as low to very low due to the risk
of bias and imprecision. Hence, more high-quality studies
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are warranted, especially studies with combined inter-
ventions (high protein and early physical rehabilitation).

Conclusion

The present updated SRMA demonstrated that a higher
protein delivery in the acute phase of critical illness has
no effects on relevant clinical outcomes but significantly
increased urea levels. Importantly, higher protein deliv-
ery increased mortality rates among AKI patients with
high certainty, while its effect among non-AKI patients
requires further investigation. In contrast, higher protein
delivery may attenuate the loss of muscle mass, and the
combination of high protein delivery and early physical
rehabilitation may further improve self-reported physi-
cal function; however, these effects were only reported
in a small number of studies of moderate to low qual-
ity. Future trials that combine high protein with early
physical rehabilitation (in non-AKI patients) and assess
objective physical function outcomes are warranted.
Meanwhile, protein delivery should be carefully moni-
tored in critically ill patients with AKI.

Abbreviations

AKI Acute kidney injury

BW Body weight

CCN Critical care nutrition

@ Confidence interval

EN Enteral nutrition

GRADE  Grading of Recommendations Assessment, Development, and
Evaluation

ICU Intensive care unit

[\ Intravenous

LOS Length of stay

MD Mean difference

MV Mechanical ventilation

PN Parenteral nutrition

RCT Randomized controlled trial

RR Risk ratio

SMD Standardized mean difference

SRMA Systematic review and meta-analysis
TSA Trial sequential analysis
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