
In the previous issue of Critical Care, Alexander Cornet 

and colleagues reasoned quite convincingly that the 

liberal use of supplemental oxygen, which is common in 

the resuscitation of critically ill patients, may be detri-

mental instead of benefi cial [1].

Th e Surviving Sepsis Campaign guidelines do not give 

specifi c recommendations about the amount of oxygen to 

be administered for patients with severe sepsis or septic 

shock; instead, they advise one to maintain peripheral 

oxygen saturation between 88 and 95% [2]. Most pre-

hospital and emergency department (ED) sepsis proto-

cols administer 15 l oxygen/minute with a nonrebreather 

mask or 10  l oxygen/minute with a VentiMask (Inter-

surgical Ltd, Wokingham, Berkshire, UK), resulting in an 

inspired oxygen fraction (FiO
2
) of respectively ±0.6 to 0.8 

and 0.4.

Although evidence is accumulating that hyperoxia is 

disadvantageous in more instances than only after 

cardiac arrest [3], this topic has not been investigated in 

sepsis patients. We decided to reduce the FiO
2 
in our ED 

sepsis protocol from 0.6–0.8 to 0.4 and subsequently 

evaluated the incidence of hyperoxia and hypoxia in 

sepsis patients admitted to the ED [4]. Only 7% of all 

patients showed hypoxia and needed a nonrebreather 

mask with 15 l oxygen/minute; most of these patients had 

a positive history for pulmonary diseases. Of the patients 

treated with a FiO
2
 of 0.4,

 
64% still showed hyperoxia 

(defi ned as PaO
2
 >13.5  kPa). Decreasing the FiO

2

therefore seems justifi ed and appears to be safe; the small 

portion of patients with hypoxia can be identifi ed within 

5 minutes and oxygen can be increased immediately.

We agree with Cornet and colleagues that oxygen 

should be titrated to normoxia (with the use of the point-

of-care blood gas analyser), also with oxygen use for 

sepsis patients admitted to the ED. However, serious 

action will be required to abolish the widespread attitude 

that one cannot get enough oxygen.
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