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INTRODUCTION. Acute kidney injury is characterized by sustained rise
in serum creatinine and reduction in urine output. It may also be ac-
companied by retention of nitrogen products and electrolyte distur-
bances. The incidence of AKI varies between 36 and 67% among
critically ill patients with a mortality rate of 50 to 70%.
OBJECTIVES. We determined the incidence and outcome of acute
kidney injury in critical care patients
METHODS. A total of 177 patients, 18 years and older were studied.
Data were collected on admission and daily during hospitalization until
discharge or death. AKI was defined as:1-2 1) absolute increase in
serum creatinine ≥0.3 mg/dL or ≥1.5 times the baseline level, or 2) re-
quirement for renal replacement therapy, or 3) oliguria defined as urine
output <400 ml in 24 hours
RESULTS. AKI was observed in 34.3% of our ICU admission, among of
whom 4.7% developed AKI during their ICU stay. The mean duration
of onset of AKI was 1 (25th to 75th percentile 1-2) days. The overall
ICU 30 days mortality was 42.4%, however the 30 days mortality in
patients with AKI was 85.5%. Renal replacement therapy was only
possible in 36.6% patients. Inotropic support was administered in
59.1% patients with AKI. Factors mitigating against dialysis included
proctated hypotension in 63.6%, lack of fund in 18.1%, delayed
screening for HIV and Hepatitis B in 18.3%.
CONCLUSION. Acute kidney injury is a common problem in the critic-
ally ill patient and is associated with a high mortality rate at our
institution.
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INTRODUCTION. Acute kidney failure (AKF) is identified in 30-40% of
cases in post-operative patients. There is limited literature on the im-
portance and the correlation between peripherical vascular surgeries
and the development of AKF.
OBJECTIVES. Analysis of the connection between factors related to
AKF or acute-on-chronic-kidney failure (AOCKF) in the ICU during the
first 7 days after peripherical vascular surgeries, for example: arterial
bypasses, amputations, angioplasties and embolectomies.
METHODS. The definition of AKF is defined by the AKIN: abrupt in-
crease in serum creatinine ≥ 0.3 mg/dL or 50% from the baseline. This
study is prospective, observational and non-randomized. Patients on
previous dialysis were excluded. Continuous variables were summa-
rized as medians and ranges, and categorical variables as percentages.
RESULTS. A database of 65 patients was evaluated. The data was ac-
quired between April 2018 and March 2019. The median age was 70
(range 22-88 y); 73% were male. 25 patients (38%) had AKF.
The average age in both groups is similar, as well the prevalence of
comorbidities (hypertension and DM), distribution of sexes and mor-
tality. 46% of the patients with chronic-kidney disease developed an
AOCKF (28% of the AKF group). The frequencies of the following
values are bigger in AKF group: Re-surgery, emergency surgery, use
of vancomycin, gentamicin or amikacin.
CPK values were different in the two groups (4332 AKF; 2937 no
AKF), but our sample was inconclusive to demonstrate a real correl-
ation with AKF. When CPK in the first 24h was divided in three cat-
egories (<10.000; 10000-20000 and >20000), it was observed in a
Kaplan Meier analyses a correlation between these categories and
post-operative hemodialysis.
CONCLUSION. Despite our small sample, CPK when analyzed as a
categorical variable, showed a statistical significance in patients sub-
mitted to hemodialysis. Despite differences in both groups, as CPK
average as well as further factors related to a more serious condition;
like patient urgency surgery, re-surgery and the use of antibiotics;
our analysis was inconclusive to stablish those factors as predictive
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5.75), lower PaCO2 (OR, 0.90; 95% CI 0.83–0.98) and higher PR (OR,
1.03; 95% CI 1.01–1.05) are associated with progression of respiratory
acidosis after NMBA infusion.
CONCLUSION. Emphysema, higher pH, lower PaCO2 and higher PR
are risk factors for post-NMBA respiratory acidosis. It suggested pa-
tients with respiratory failure who showed active cardiopulmonary
compensation especially in those with emphysema might have a risk
for a progression of respiratory acidosis after muscle paralysis.
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INTRODUCTION. Electrical impedance tomography (EIT) can assess al-
veolar overdistension and collapse during a decremental positive end-
expiratory pressure (PEEP) trial in mechanically ventilated patients [1].
Using this approach, it is possible to identify the “best compromise”
PEEP at which overdistension and collapse are minimized as shown in
patients with acute respiratory distress syndrome (ARDS) [2] and in pa-
tients during general surgery [3]. However, even with the “best com-
promise” PEEP, a variable amount of simultaneous overdistension and
collapse remains. We hypothesized that the sum of overdistension and
collapse detected by EIT at the “best compromise” PEEP is higher in pa-
tients with ARDS than in lung-healthy control patients during general
surgery and might be a marker of disease severity.
OBJECTIVES. To investigate whether the sum of residual overdisten-
sion and collapse at the “best compromise” PEEP is higher in patients
with ARDS than in patients without pulmonary pathology.
METHODS. We compared EIT data sets of 12 patients with ARDS (5 fe-
male, age: 67±11 years, height: 174±9 cm, weight: 79±22 kg, PaO2/FiO2
at baseline: 151±38 mmHg) to 8 patients without pulmonary pathology
(all female, age: 38±19 years, height: 169±5 cm, weight: 77±21 kg) under-
going general anesthesia for laparoscopic gynecological surgery. Decre-
mental PEEP trials were carried out in all patients during pressure-
controlled ventilation with constant driving pressure. In control patients,
one PEEP trial was performed after induction of general anesthesia in the
supine position and another one during capnoperitoneum in the Trende-
lenburg position. All PEEP trials were analyzed as described in [1] and
“best compromise” PEEP was defined as the value associated with equally
balanced overdistension and alveolar collapse. Residual overdistension
and collapse was calculated as the sum of overdistension and collapse at
the “best compromise PEEP”. Data sets were compared by one-way ana-
lysis of variance with Bonferroni post test. Written informed consent was
obtained from control patients and from the legal representatives of
ARDS patients. Numerical values are presented as mean±SD.
RESULTS. In ARDS patients, we identified 14.5±7.1% of residual overdis-
tension and collapse at the “best compromise” PEEP of 13.3±2.4 mbar. In
control patients, the sum of residual overdistension and collapse was
6.3±3.8% at the “best compromise” PEEP of 7.3±2.4 mbar in supine pos-
ition and 3.4±3.5% at 18.0±2.1 mbar in the Trendelenburg position with
capnoperitoneum. The difference between ARDS and lung-healthy pa-
tients was statistically significant both for supine (p<0.01) and Trendelen-
burg positions (p<0.001).
CONCLUSION. Our preliminary results imply that the sum of residual al-
veolar overdistension and collapse at the “best compromise” PEEP level is
higher in patients with ARDS than in control patients both during ventila-
tion in the supine and in the Trendelenburg position with capnoperito-
neum. This supports the hypothesis that this measure might serve as a
marker of disease severity in mechanically ventilated patients.
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INTRODUCTION. Acute Respiratory Distress Syndrome (ARDS) still re-
mains a serious pulmonary condition with substantial mortality and
without specific therapeutic options. Retrospective analysis of random-
ized controlled trials have identified the presence of two distinct phe-
notypes, based on clinical and biological variables (1–3), namely a
hypo-inflammatory (P1) and a hyper-inflammatory (P2) endotype. The
development of clinically relevant models to replicate these endotypes,
will likely enable better understanding of these endotypes.
OBJECTIVES. We aimed to develop an ovine model of P1 and P2
ARDS endotypes and to characterize clinical and biological features,
opening the pathway for further prospective evaluation of endotype-
specific treatment options.
METHODS. We studied 20 anesthetized sheep on mechanical ventila-
tion up to 6 hours, and randomized into three distinct groups: 1) the
oleic acid (OA) only group received an intravenous infusion of OA to
achieve a PaO2/FiO2 ratio <100 mmHg (n=8); 2) the OA-IV-LPS group
received an OA infusion and intravenous infusion of lipopolysaccharide
(n=5) and; 3) the OA-IP-LPS group received an OA infusion and intra-
pulmonary infusion of LPS (n=7). Pulmonary, hemodynamic and labora-
tory parameters were assessed hourly. In addition, interleukin (IL) -6, -8
and -10 were quantified in serum and bronchoalveolar lavage (BAL).
RESULTS. Severe impairment in PaO2/FiO2 ratio was found in all study
groups (Figure 1). We found a) more hemodynamic and pulmonary impair-
ment b) decreased albumin and platelets levels and c) upregulation of in-
flammatory (IL-6 and IL-8) and anti-inflammatory cytokines (IL-10) in serum
and BAL only in OA-IV-LPS in comparison with the other two groups.
Therefore, the OA-IV-LPS model may mimic a pattern closest to the
human P2 endotype and the OA only model the P1 endotype.
CONCLUSION. We developed innovative models of ARDS that mimic clin-
ical and inflammatory status of human P1-P2 endotypes, while characterized
by similar severity of pulmonary dysfunction. These animal models could be
applied to explore in detail mechanical and biological differences between
ARDS subphenotypes and identify endotype-specific treatment options.
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INTRODUCTION. Systemic inflammation and metabolic acidosis, which
characterize patients with sepsis and septic shock, can increase the spon-
taneous respiratory drive and effort and the risk of patient self-inflicted
lung injury, with potentially detrimental effects on outcome[1]. A retro-
spective study reported that septic shock patients intubated during their
intensive care unit (ICU) stay had fewer 28-day alive without organ sup-
port, as compared to patients already intubated upon admission[2].
OBJECTIVES. To compare ICU mortality in a large cohort of patients
with sepsis/septic shock classified as: already intubated upon admis-
sion (early intubation) vs. intubated during ICU stay (late intubation)
vs. never intubated (no intubation). To identify early factors associ-
ated with risk for late intubation.
METHODS. We included 1425 patients with sepsis (824) and septic
shock (601), consecutively admitted to three tertiary level general ICUs
in Italy between 2014-2018. Patients data and outcomes were prospect-
ively collected in a centralized clinical registry (PROSAFE Giviti elec-
tronic case report form). Categorical variables are expressed as counts
(%) and compared with Chi-square or Fisher’s exact test. Median (IQR)
was used for continuous variables and differences in distributions were
assessed by ANOVA on ranks with Dunn’s post-hoc test.
RESULTS. Patients with late intubation were 339 (24%), early intubation
878 (61%), no intubation 208 (15%). Patients in the late intubation group
had significantly higher hospital mortality than patients in the other two
groups (47% late vs. 31% early vs. 10% no, p<0.0001). Table 1 shows dif-
ferences between groups at ICU admission: patients with late intubation
presented more organ failures, lower GCS, higher SOFA and SAPS II
scores in comparison to no intubation
In patients with late intubation, upon admission, we also observed signifi-
cantly lower oxygenation, more severe acute kidney injury, higher biliru-
binemia, lower systolic pressure, higher imbalance of acid-base status vs.
no intubation (p<0.01 for all). Interestingly, early clinical and physiologic
derangements were similar between late vs. early intubation groups.
CONCLUSION. Mortality of ICU patients with sepsis and septic shock
is significantly higher when intubation occurs after ICU admission.
Comparable baseline severity with patients already intubated at

admission might suggest a specific role for injurious spontaneous
breathing. Early identification of patients at risk for late intubation
might prompt prophylactic interventions.
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INTRODUCTION. Mechanical ventilation in prone position has demon-
strated to decrease mortality in patients with severe Acute Respiratory Dis-
tress Syndrome (ARDS). It is scarcely documented in the literature clinical
experience about use of fiberoptic bronchoscopy (FOB) in prone position ,
only 9 patients, (1,2). Bronchoalveolar lavage in these conditions are
exceptional.
OBJECTIVES. The aim of the present study are: to describe the clinical
experience in the realization of FOB in critically ill patients ventilated in
prone position and to analyze the complications related to the
procedure.
METHODS. Retrospective study performed in an medical-surgical
ICU. Time of study was five years. Inclusion criteria were patients
with ARDS and indication of FOB. Informed consent was requested
for the performance of the procedure. The following variables were
collected: Demographic data, heart rate and arterial pressure during
the FOB, ICU lenght of stay, level of positive end-expiratory pressure
(PEEP) and categories of ARDS according Berlin classification criteria,
complications and mortality. The statistical analysis was performed
using SPSS program, the quantitative variables are shown in mean ±
standard deviation.
RESULTS.
11 FOB were performed during the time of study. Most of patients
(81.8%) were indicated for microbiological study performing bron-
choalveolar lavage. In one case it was indicated due to complete
atelectasis and another case due to pulmonary hemorrhage. The pro-
cedure was performed with control pressure ventilator mode with
FiO2 of 100% without modifying the previous PEEP. Table 1 shows
clinical characteristics. Mean PaO2/FiO2 was 185,1 ± 52,05, resulting
between 200 and 300 in 5 patients, between 100 and 200 in 5 cases
and < of 100 in one. In most patients (72.7%) no complications re-
lated to FOB were observed. 18.2% developed self-limiting supraven-
tricular tachycardia without hemodynamic impact nor needing to
increase vasoactives and we observed in 9% transient hypoxemia
that was corrected by removing the FOB.
CONCLUSION. In our experience the realization of FOB in patients
with ARDS ventilated in prone position is a safe procedure and does
not need to decrease or to withdraw the previous PEEP.

Fig. 1 (abstract 000933). See text for description

Table 1 (abstract 000946). See text for description

*p<0,05 vs No intubation group
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