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None reported any positive effects on patient oriented outcomes. 
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• Most hospital formulas use a fixed ratio of protein to energy. 
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• Should I supplement everyone to achieve 2.0 g/kg? 
• We just completed a 474 patient RCT addressing this question. Formal sub-group 

analysis identified a specific population with reduced mortality, however, duplication is 
required before clinical recommendations can be made.  

• Patients with unstable renal function at ICU admission may not benefit from higher-end 
protein dosing (2.0 g/kg). 

Protein dosing is a hot topic and may lead to reduced mortality. We need more 
well done multi-centre RCTs focussed on patient oriented outcomes to refine 
our target range. 
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The magnitude of the interaction may change drastically at each value of the covariate and at 
each level of each interaction term. 

Interpretation requires visual inspection of all levels of covariates and all levels of the 
interacting terms. 

 


