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conservative fm&ﬂ mistra strategy {weak, very LQE) @ alveolar vessels

administration
ids over Colloids (Strong: moderate GE): balanced crystalloids preferred over unbalanced (weak. moderate || @ extra-alveolar vessels
n&r’:kph!z%})\rine as first-line vascactive agent (weak, LQE), and either vasopressin or epinephrine if NE not available

Physiology of ventricle is complex, and still not fully understood; basically, the ventricle is not able to
unre&sesvrzg‘:amddenmmasehtsaﬁu‘ioadwy‘tm we increase RV responSes are a
reduction of RVSV, and increase in Mean RV Pressure. This is particularly true considering pulmonary vascuar
resistances. There IS a main stratesy to decrease the shunt within the lung, which is hyﬁ:cxemlc

ion. On the cther hand. fweappLyPEEP or increase the volume of the lung. we are going t: rease
the RV afterload: whe need to balance this 2 forces for RV.

4 BALCANCE

lung
inflation
modified from Ann Transl Med 2018;5(18):353

*HostCGVlD—BpatlenisdonotsMwslgnsaf shock at the begnnlngofpresentatimofthedisease. but
are frequently hypovolemic at admission to ED/ICU, due to fkverberlodat me, a and GI
symptoms(iedhnm)m'ecwofMVmtharin ic. patients (RV preload decreases the
increase in rleuralpresmrelnducesacompms&mof andanhmeaseh&tramralr@ntatﬁalpmsmm.
RV after] WesSt zoneS I/ inCrease becauSe pulmonary capillaries are compreSSed - Michard,
Ancsmesiolﬁyzoos)ﬁefbre nshishlsvelofPEEPweshouldh-ytaﬁxthebalamebetweenRme/
afterload, ai trylnstocomgfprwo
eeded?(‘youneedtoadmhlsferﬂuldsﬂcwwmbettertousesmuamowtafﬂuﬂsadmhwma

Short time ie
mini fluid = 100 ml over 1 minute: SAP (alSo non invasive) increase » 107 » possibility that patient will
req:ondtoﬂuld mh!g,h high sensitivity (but low specificity) to detect SV changes
luid challenge = & ml/Kg over 10 minutes
Rateof‘admmistrationislmporfsnt the lower the rate of administration, the lower the response in terms of
wmbhsummﬂatmthmstermtesﬁmnmwewddamotwtousenmmw
paramemrsto&ssessthe. to fluid adminiStration.
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hemodynamic effect of MV NO hemodynam}c effect of MV
{consider norepinephrine)

Fluid Ralance ry Compliance
Resgg/b!{-whg P applied

RV function
Venous return
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CO manipulation may improve ti

1("(heses:3nsarepresent &itsg robable that CO tﬁﬂm
¥ hemodynamic monit: ormﬁcmd ool to allow to define best cardiac output fbr Selected pahent J l
hemodynami Second Step after care:

ic monitos conSidered as a

the eventual presence of cof climcal Signs of tisoue dydcria relative/absolute hypovolemia RV overload
Y& Add bedside !wto basic hemodynamic menitoring toassess;ﬁt
functicn too more complex icmonltoﬂn%‘w\ddbeused but just for selected tlents' * NON-dilated RV  dilated RV +/- ACP
Msc?resamvadatloncolddbeused(toscﬂwr echo) to assess ventricular f\mcﬂonln Ol a a e
ARDS patients; high PPV. indicating that SV markedly ;g,s w tive pressure, may * SVC respiratory variation *Nosw: tory variation
Suggest that the&a]%entxsfhud reSponSive. But could blatoa.ssessfluxd * low CVP

due to low Vr, lawhnscompuance. and due to impact breathinsactmty * small 1IVC *largeIVC

thelesslfPPVLshlgh(-lztol)/)wﬁhmsig,ns relative/abSolute hypovolemia, thiS could be

related to the distension of the RV: PPV may be used at the bedside to quickly assess impact on RV of
changﬁhitsaﬂ’u-load ie if raises up only changing MV settings, mbabkywemsplnstoaﬂbctw

Lung parenchyma involvement in COVID-19 paﬂcnis is not necessarily related to the comp discuss fluid expansion NO fluid expansSion

s‘:s%m: se':t;nnlzz,i zsesp in thg population could e cmu:i% mulmtv besimins of {benefits/risks balance) norephe;)}?;‘ﬂ\e

Do not forgst role of functional hu;gg{namlc tests (challenges to CV SyStems: is patient reSpande.r or MV settings adaptation (Driving P, Pear, PEEPY)
ie ccclusion - hold tion for 15-30" looking at SV - passive leg limif}wpercapnia

to assess right vertricular function (elso Consider high risk. for pulmonary embolism) and prone positioning?

ibili but limited value). 735~
%m%m to hospital acqu.lred“e infections (and consequent septic shock) modifled from 1CM (2016) K2739-749

/Si le/reuableatthebedside alsofbrNUr(orNO’rexpeﬂemed)
intensivists/ICU nurSes & NOT ICU Settings during the

- [PEEP e ECHO RUBEGNGTION

to support conservative fluid balance
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exclude/con:
infections (long 1CU stay/MV exclude/Confirm pulmonary embolism



