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CARING FOR THE
CRITICALLY ILL PATIENT

Characteristics and Outcomes in Adult
Patients Receiving Mechanical Ventilation
A 28-Day International Study
Andrés Esteban, MD, PhD
Antonio Anzueto, MD
Fernando Frutos, MD
Inmaculada Alı́a, MD
Laurent Brochard, MD
Thomas E. Stewart, MD
Salvador Benito, MD
Scott K. Epstein, MD
Carlos Apezteguı́a, MD
Peter Nightingale, MD
Alejandro C. Arroliga, MD
Martin J. Tobin, MD
for the Mechanical Ventilation
International Study Group

INFORMATION ABOUT THE MORTAL-
ity of patients requiring mechani-
cal ventilation is important be-
cause it allows for better counseling

of patients and their families. Investi-
gators have evaluated the outcome in
patients receiving mechanical ventila-
tion for specific indications. For ex-
ample, among 362 patients with an
acute exacerbation of chronic obstruc-
tive pulmonary disease (COPD) se-
lected from the APACHE III database,
Seneff et al1 found hospital survival was
68% in patients receiving mechanical
ventilation. Survival of patients with
acute respiratory distress syndrome
(ARDS) has also been addressed.2-8 In
the control group of these clinical tri-
als,2-6 survival is considerably more
(50%-65%) than in the cohort studies
(approximately 40%),7-10 perhaps re-
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Context The outcome of patients receiving mechanical ventilation for particular in-
dications has been studied, but the outcome in a large number of unselected, heter-
ogeneous patients has not been reported.

Objective To determine the survival of patients receiving mechanical ventilation and
the relative importance of factors influencing survival.

Design, Setting, and Subjects Prospective cohort of consecutive adult patients
admitted to 361 intensive care units who received mechanical ventilation for more than
12 hours between March 1, 1998, and March 31, 1998. Data were collected on each
patient at initiation of mechanical ventilation and daily throughout the course of me-
chanical ventilation for up to 28 days.

Main Outcome Measure All-cause mortality during intensive care unit stay.

Results Of the 15757 patients admitted, a total of 5183 (33%) received mechani-
cal ventilation for a mean (SD) duration of 5.9 (7.2) days. The mean (SD) length of
stay in the intensive care unit was 11.2 (13.7) days. Overall mortality rate in the in-
tensive care unit was 30.7% (1590 patients) for the entire population, 52% (120) in
patients who received ventilation because of acute respiratory distress syndrome, and
22% (115) in patients who received ventilation for an exacerbation of chronic ob-
structive pulmonary disease. Survival of unselected patients receiving mechanical ven-
tilation for more than 12 hours was 69%. The main conditions independently asso-
ciated with increased mortality were (1) factors present at the start of mechanical
ventilation (odds ratio [OR], 2.98; 95% confidence interval [CI], 2.44-3.63; P�.001
for coma), (2) factors related to patient management (OR, 3.67; 95% CI, 2.02-6.66;
P�.001 for plateau airway pressure �35 cm H2O), and (3) developments occurring
over the course of mechanical ventilation (OR, 8.71; 95% CI, 5.44-13.94; P�.001 for
ratio of PaO2 to fraction of inspired oxygen �100).

Conclusion Survival among mechanically ventilated patients depends not only on
the factors present at the start of mechanical ventilation, but also on the development
of complications and patient management in the intensive care unit.
JAMA. 2002;287:345-355 www.jama.com
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flecting restrictive, inclusion criteria en-
rolling less severely-ill patients. For ex-
ample, 88% of patients screened for the
ARDS Network trial were excluded;
mortality in these patients was higher
than those included in the trial.11

Vasilyev et al12 conducted an inter-
national multicenter prospective study
to determine the hospital survival rates
of patients with acute respiratory fail-
ure (ARF) managed in the intensive care
unit (ICU). Of 1426 patients admitted
to ICUs from 11 centers in the United
States and 14 centers in Europe, 633 pa-
tients (44%) died in the hospital. Uni-
variate analysis revealed that the most
important predictors of hospital sur-
vival were severity of lung dysfunc-
tion, etiology of ARF, and multiorgan
dysfunction. Another prospective study13

in 132 ICUs from Sweden, Denmark,
and Iceland determined that 1231 pa-
tients required mechanical ventilation
for more than 24 hours within the first
week after ICU admission; the 90-day
mortality was 41%. Age, acute physiol-
ogy score of more than 15, a nonpul-
monary origin of respiratory failure,
more than 2 quadrants with infiltrates,
and immunosuppression were indepen-
dently associated with outcome. A ret-
rospective cohort14 of 61113 patients in
904 US hospitals yielded a 31-day hos-
pital mortality rate of 31%. The multi-
variate analysis showed that factors
independently associated with an in-
creased mortality were age, multiorgan
system failure, human immunodefi-
ciency virus infection, chronic liver dis-
ease, and cancer.

The objective of this study was to de-
termine the survival and the relative
importance of many factors influencing
survival of mechanically ventilated pa-
tients, such as baseline characteristics at
the start of mechanical ventilation, ven-
tilatory settings, and organ failure de-
veloping over the course of mechanical
ventilation.

METHODS
Study Design

We conducted a prospective cohort
study of consecutive adult patients ad-
mitted to 361 ICUs in 20 countries and

who received mechanical ventilation for
more than 12 consecutive hours be-
tween March 1, 1998, and March 31,
1998. Before data collection, the study
protocol was reviewed and approved by
institutional review committees of each
hospital.

To minimize behavior change as a re-
sult of being observed, only the inves-
tigator and research coordinator in each
ICU were aware that the study was un-
der way. Each investigator and re-
search coordinator was provided with a
manual describing data collection and
definitions. Each country had a na-
tional coordinator who was able to an-
swer questions regarding data collec-
tion. Before the initiation of the study,
forms were completed for 10 patients in
3 different ICUs to evaluate their com-
prehensibility and reproducibility. Based
on difficulties detected during this ini-
tial evaluation, forms were modified be-
fore commencing the study. Each ques-
tionnaire was checked by 3 study
coordinators to identify omissions and
inconsistent data were corrected.

The following information was col-
lected in each patient: age, sex, weight,
simplified acute physiology score II
(SAPS II) at the time of admission to the
ICU, chronic functional status, indica-
tion for the initiation of mechanical ven-
tilation, and modality of ventilatory sup-
port (noninvasive or conventional
mechanical ventilation).15 The follow-
ing events were assessed daily during the
course of mechanical ventilation for a
maximum of 28 days: need for tracheal
intubation in patients receiving nonin-
vasive mechanical ventilation, ARDS,
barotrauma, pneumonia, sepsis, renal
failure, hepatic failure, and coagulopa-
thy. Because sepsis, pneumonia, and
ARDS could be reasons for the initia-
tion of mechanical ventilation, they were
considered as events only if they ap-
peared more than 48 hours after me-
chanical ventilation was started. Acute
respiratory distress syndrome was de-
fined according to the criteria of the
American-European consensus confer-
ence.16 Sepsis and shock were defined
according to the criteria of the Ameri-
can College of Chest Physicians-

Society of Critical Care Medicine con-
sensus conference.17 Barotrauma refers
to the development of at least 1 of the
following: interstitial emphysema,
pneumothorax, pneumomediastinum,
pneumoperitoneum, or subcutaneous
emphysema. Ventilator-associated pneu-
monia was defined according to the
modified Centers for Disease Control
and Prevention criteria,18 which re-
quire a new radiographic infiltrate per-
sistent for 48 hours or more plus a body
temperature more than 38.5°C or less
than 35.0°C, a leukocyte count of more
than 10000/µL or less than 3000/µL, pu-
rulent sputum or change in character of
sputum, or isolation of pathogenic bac-
teria from an endotracheal aspirate. Re-
nal failure was defined as an acute in-
crease in creatinine of more than 2
mg/dL (177 µmol/L), double the base-
line value in a patient with underlying
chronic renal failure, and/or the need for
acute hemodialysis or acute use of any
form of dialysis. Hepatic failure was de-
fined as an acute change in bilirubin to
more than 2 mg/dL (34 µmol/L) with
transaminase and lactic dehydroge-
nase levels at least twice the upper limit
of normal. Coagulopathy was defined as
a decrease in the platelet count of 25%
or more from the baseline with an in-
crease in prothrombin time at least twice
the control value.

The first arterial blood gas measure-
ment and corresponding ventilator set-
tings were recorded daily while pa-
tients received mechanical ventilation for
a maximum of 28 days. The use of neu-
romuscular blockers, sedatives, and va-
soactive drugs (given for �3 hours dur-
ing a 24-hour period) was recorded daily
for a maximum of 28 days.

Duration of mechanical ventilation
was defined as the time elapsed from
the initiation of ventilatory support to
the onset of weaning.19-21 The onset of
weaning was the time that the physi-
cian in charge considered the patient
likely to resume and sustain spontane-
ous breathing. Weaning was per-
formed by either a reduction in the level
of ventilator support or a trial of spon-
taneous breathing. The need for rein-
tubation within 48 hours after extuba-
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tion and the time of reintubation were
recorded. All patients were followed up
until hospital discharge.

Statistical Analysis
The primary outcome measure was all-
causemortalityduring ICUstay.All vari-
ables were grouped in 3 categories: fac-
tors present at the start of mechanical
ventilation, factorsrelatedtopatientman-
agement, and events occurring over the
courseofmechanicalventilation.Thecat-
egoricalvariables,suchaspresenceofpar-
ticular manifestations, were coded as 0
(absence)oras1(presence).Withrespect
to those variables grouped in the catego-
ries of factors related to patient manage-
ment and events occurring over the
course of mechanical ventilation, a
patientwasconsidered tohaveanyof the
above conditions if present for at least 2
consecutivedays.For thePaO2/FIO2 ratio,
the lowest value was selected. Some con-
tinuous variables (such as age, SAPS II
score, PaO2/FIO2 ratio, positive end-
expiratory pressure, tidal volume) were
coded as dummy variables that com-
pareall categorieswith thatcategoryhav-
ing the lower mortality. The remaining
continuous variables were dichoto-
mizedusingcutoffpoints thatwereclini-
cally relevant with previously pub-
lishedthresholdvalues.Fortheunivariate
analysis, frequencies were compared by
the �2 test and adjusted odds ratios, and
95% confidence intervals (CIs) were cal-
culated. Comparison among groups
according to the reason for the initia-
tionofventilationweremadeusing1-way
analysis of variance for continuous vari-
ables. The Kaplan-Meier method was
used to determine the probability of sur-
vival over duration of ventilation.

To estimate the simultaneous effects
of multiple variables on ICU mortality,
a multivariate analysis was performed us-
ing a conditional logistic regression
model and a forward stepwise selection
method to correct for colinearity. The cri-
terion for entering variables tested in the
model were selected if P�.10. We used
a logistic regression analysis in place of
a Cox proportional hazards model be-
cause a large number of the variables did
not satisfy the assumption of propor-

tional hazards. Statistical analysis was
performed with SPSS version 8.0 (SPSS
Inc, Chicago, Ill).

RESULTS
Seventy-seven percent of the 361 ICUs
included in the study were medical/
surgical, 19% were medical, and 4%
were surgical. Ninety percent of the par-
ticipant ICUs were located at postgradu-
ate teaching hospitals and 69% at
pregraduate teaching hospitals. In the
361 ICUs, 15757 patients were admit-
ted during the study period and 5183
(33%) received mechanical ventila-
tion for more than 12 hours. A total of
5131 (99%) patients were followed up
during their entire course of mechani-
cal ventilation and 52 (1%) were fol-
lowed up for the first 28 days of ven-
tilation. Demographic characteristics
and the reasons for instituting mechani-
cal ventilation are listed in TABLE 1.

Mechanical ventilation was deliv-
ered through an orotracheal tube in

4614 (89.0%) patients, a nasotracheal
tube in 211 (4.1%) patients, a facial
mask in 256 (4.9%) patients (16.9%
among patients ventilated because of an
exacerbation of COPD), and a trache-
ostomy in 102 (2.0%) patients. Of the
256 patients who initially received non-
invasive ventilation, 81 (31.6%) needed
tracheal intubation. Eighty-five pa-
tients with COPD received noninva-
sive ventilation and 22 (25.9%) subse-
quently required tracheal intubation. Of
the 148 patients with ARF who re-
ceived noninvasive ventilation, 54
(36.5%) subsequently required tra-
cheal intubation.

TABLE 2 lists the duration of me-
chanical ventilation until weaning, the
duration of weaning, length of ICU stay,
and length of hospital stay according
to the reason for initiating mechanical
ventilation; the times for mechanical
ventilation and weaning are exclusive
of each other. The ventilator modes and
settings at the time of obtaining blood

Table 1. Characteristics of the Studied Patients on Admission to the Intensive Care Unit
(ICU)*

Characteristic

No. (%) of Patients
Mechanically Ventilated

(N = 5183)

Age, mean (SD) [median {IQR}], y 59.2 (17.3) [63 {48-73}]

Sex, females 1985 (38.7)

SAPS II score, mean (SD) [median {IQR}] 44.1 (17.0) [43 {32-54}]

Prior functional status, limited activity 2016 (38.9)

Medical/surgical 3428 (66.1)/1755 (33.9)

Reason for the initiation of mechanical ventilation
Acute respiratory failure 3564 (68.8)

Coma 864 (16.7)

Acute respiratory failure on chronic pulmonary disease
COPD 522 (10.1)

Asthma 79 (1.5)

Chronic respiratory disease (non-COPD) 60 (1.2)

Neuromuscular disease 94 (1.8)

Cause of acute respiratory failure†
Postoperative 1080 (20.8)

Pneumonia 721 (13.9)

Congestive heart failure 539 (10.4)

Sepsis 458 (8.8)

Trauma 407 (7.9)

ARDS 231 (4.5)

Aspiration 129 (2.5)

Cardiac arrest 100 (1.9)

Other 367 (7.1)

*IQR indicates interquartile range; SAPS II, simplified acute physiology score II; COPD, chronic obstructive pulmonary
disease; and ARDS, acute respiratory distress syndrome.

†More than 1 cause of acute respiratory failure per patient was permitted.
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gases in the morning are listed in
TABLE 3 according to the reason for ini-
tiating mechanical ventilation. FIGURE 1
shows the ventilator modes in the whole
group over time.

A total of 5199 weaning attempts
were undertaken in 3640 (70.2%) pa-
tients using the following methods:
once-daily weaning trial in 2833
(77.8%) attempts, multiple weaning tri-
als in 510 (14.0%) attempts, gradual re-
duction of pressure support in 752
(20.7%) attempts, gradual reduction of
synchronized intermittent mandatory
ventilation in 311 (8.5%) attempts, and

gradual reduction in the simultaneous
use of synchronized intermittent man-
datory ventilation and pressure sup-
port in 793 (21.8%) attempts. The tri-
als of weaning were performed with a
T-tube in 1725 (51.6%) attempts, con-
tinuous positive airway pressure in 643
(19.2%) attempts, pressure support
of about 7 cm H2O in 943 (28.2%)
attempts, and flow-by in 32 (1.0%) at-
tempts.

Deliberate extubation was per-
formed in 2858 (55.1%) patients; of
these patients, 350 (12.2%) required re-
intubation within 48 hours (56.5% in

the first 12 hours, 18.7% between 12
and 24 hours, 24.7% between 24 and
48 hours). Unplanned extubation was
reported in 179 (3.4%) patients; of these
patients, reintubation was required in
74 (41.3%) with 79.7% occurring in the
first 12 hours after extubation, 9.5% be-
tween 12 and 24 hours, and 6.7% be-
tween 24 and 48 hours (time of rein-
tubation of 3 patients was unknown).

Patients experienced the following
during mechanical ventilation: baro-
trauma, 154 (3.0%); ARDS, 218 (4.4%);
pneumonia, 439 (9.8%); sepsis, 457
(9.7%); shock, 1145 (22.1%); acute re-

Table 2. Duration of Ventilator Support Until the Start of Weaning, Duration of Weaning, and Length of Stay in the Intensive Care Unit (ICU)
and Hospital in Studied Patients*

Duration, Mean (SD) [Median {IQR}], d

P ValueOverall COPD ARDS

Duration of mechanical ventilation 5.9 (7.2) [3 {2-7}] 5.1 (5.3) [4 {2-6}] 8.8 (8.5) [6 {3-11}] �.001

Duration of weaning 4.2 (7.2) [2 {1-4}] 4.7 (7.8) [2 {1-5}] 5.0 (5.6) [3 {1-6}] .55

Length of stay in ICU 11.2 (13.7) [7 {4-14}] 11.2 (10.6) [8 {5-13}] 14.3 (17.7) [9 {5-20}] .01

Length of stay in hospital 22.5 (23.7) [16 {9-29}] 21.2 (17.7) [17 {10-27}] 24.5 (24.8) [19 {9-31}] .07

*COPD indicates chronic obstructive pulmonary disease; ARDS, acute respiratory distress syndrome; and IQR, interquartile range. P values are for comparisons between COPD
and ARDS patients.

Table 3. Ventilator Modes and Monitored Variables on Days 1, 3, and 7 of Mechanical Ventilation in Patients With an Exacerbation of
Chronic Obstructive Pulmonary Disease (COPD) or Acute Respiratory Distress Syndrome (ARDS)*

COPD ARDS

Day 1
(n = 522)

Day 3
(n = 283)

Day 7
(n = 85)

Day 1
(n = 231)

Day 3
(n = 174)

Day 7
(n = 82)

Ventilator modes, No. (%)
A/C 344 (65.9) 180 (63.6) 57 (67.1) 155 (67.0) 111 (63.8) 50 (61.0)

SIMV/PS 50 (9.6) 32 (11.3) 9 (10.6) 24 (10.4) 20 (11.5) 8 (9.8)

PS 40 (7.6) 24 (8.5) 10 (11.8) 3 (1.4) 6 (3.4) 3 (3.7)

PCV 20 (3.9) 11 (3.9) 2 (2.4) 24 (10.4) 23 (13.2) 13 (15.9)

SIMV 24 (4.6) 10 (3.5) 2 (2.4) 10 (4.2) 4 (2.3) 2 (2.4)

Other 39 (8.5) 26 (9.2) 1 (1.2) 15 (6.6) 10 (5.7) 6 (7.3)

Monitored variables,
mean (SD) [median {IQR}]

Peak pressure, cm H2O 31 (9)
[31 {25-38}]

31 (9)
[32 {25-37}]

32 (9)
[32 {25-38}]

34 (9)
[34 {28-40}]

33 (8)
[32 {27-39}]

33 (9)
[34 {27-40}]

Plateau pressure, cm H2O† 22 (6)
[20 {17-26}]

22 (6)
[21 {17-27}]

23 (7)
[23 {18-28}]

28 (7)
[28 {23-33}]

27 (7)
[27 {21-30}]

26 (7)
[25 {21-30}]

Tidal volume, mL 586 (133)
[580 {500-692}]

564 (128)
[550 {500-640}]

589 (135)
[600 {500-670}]

616 (135)
[600 {500-700}]

607 (131)
[600 {500-700}]

613 (141)
[600 {500-700}]

Tidal volume, mL/kg 8.4 (2.3)
[8.3 {6.7-10.0}]

8.0 (2.3)
[7.8 {6.4-9.6}]

8.1 (2.6)
[7.9 {6.0-10.0}]

8.7 (2.0)
[8.6 {7.4-10.0}]

8.5 (2.0)
[8.4 {7.3-10.0}]

8.5 (2.0)
[8.2 {6.9-10.0}]

Respiratory rate, breaths/min 17 (6)
[16 {14-20}]

17 (5)
[16 {14-20}]

17 (5)
[18 {12-20}]

20 (6)
[18 {15-22}]

21 (7)
[20 {16-20}]

20 (6)
[20 {16-22}]

FIO2 52 (18)
[50 {40-60}]

46 (13)
[40 {40-50}]

50 (18)
[40 {40-60}]

74 (21)
[70 {59-100}]

63 (21)
[60 {50-80}]

59 (22)
[50 {40-74}]

Patients without PEEP, No. (%) 218 (47.6) 128 (45.2) 33 (38.8) 34 (16.0) 14 (8.0) 8 (9.7)

PEEP, cm H2O 5 (2)
[5 {4-5}]

5 (2)
[5 {5-6}]

6 (3)
[5 {4-7}]

8 (4)
[8 {5-10}]

9 (3)
[10 {6-12}]

9 (3)
[9 {5-12}]

*A/C indicates assist/control ventilation; SIMV, synchronized intermittent mandatory ventilation; PS, pressure support; PCV, pressure-controlled ventilation; IQR, interquartile range;
and PEEP, positive end-expiratory pressure.

†Plateau pressure only recorded in patients ventilated with A/C.
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nal failure, 971 (18.7%); hepatic fail-
ure, 326 (6.3%); coagulopathy, 552
(10.6%); respiratory acidosis, 288
(5.6%); and metabolic acidosis, 311
(6.0%).

Among the 5183 studied patients,
1590 died in the ICU (overall unit mor-
tality: 30.7%). Of 4718 patients with
known vital status at hospital dis-
charge, 1876 were alive (hospital mor-
tality: 39.2%). FIGURE 2 shows the
Kaplan-Meier curves of the probabil-
ity of survival over time of patients me-
chanically ventilated because of COPD,
asthma, ARDS, and non-ARDS causes
of ARF.

The ICU mortality associated with re-
intubation was 32.4% in patients with
unplanned extubation and 22.6% in pa-
tients with planned extubation. The
ICU mortality was 14.3% in patients
with successful noninvasive ventila-
tion and 42.0% in patients needing tra-
cheal intubation after a failed attempt
at noninvasive ventilation. Among pa-
tients with COPD ventilated because of
ARF, ICU mortality was similar in those
intubated after a failed attempt at non-
invasive ventilation and in those treated
with invasive ventilation (27.3% vs
23.8%, P=.91). Conversely, among pa-
tients ventilated for ARF secondary to
conditions other than COPD, those pa-
tients failing an attempt at noninva-
sive ventilation had a higher ICU mor-
tality than those treated with invasive
ventilation (48.1% vs 31.0%, P=.01).

TABLE 4 lists both the univariate and
multivariate analysis of factors associ-
ated with ICU mortality. The follow-
ing were factors independently associ-
ated with an increased mortality: age,
SAPS II score at ICU admission, prior
functional status characterized by lim-
ited activity, initiation of mechanical
ventilation because of coma, ARDS, or
sepsis, use of vasoactive drugs, use of
neuromuscular blockers, peak pres-
sure higher than 50 cm H2O, plateau
pressure higher than 35 cm H2O, baro-
trauma, ARDS or sepsis developed af-
ter initiation of mechanical ventila-
tion, PaO2/FIO2 ratio less than 200, and
development of any of the following
organ failures: cardiovascular (shock),

Figure 1. Ventilator Modes Used Each Day During the Course of Mechanical Ventilation
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Figure 2. Kaplan-Meier Curves of the Probability of Survival Over Time of Mechanical
Ventilation
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Table 4. Univariate and Multivariate Analysis of Factors Associated With Intensive Care Unit (ICU) Mortality in Ventilated Patients*

ICU Mortality, %
(95% Confidence Interval)

Univariate Analysis Multivariate Analysis

Odds Ratio
(95% Confidence Interval)

P
Value

Odds Ratio
(95% Confidence Interval)

P
Value

Factors Present at the Initiation of Mechanical Ventilation
Geographical area

United States and Canada 27 (25-29) 1.00
Europe 31 (29-33) 1.21 (1.04-1.40) �.001
Latin America 34 (31-37) 1.38 (1.17-1.63)

Age, y
�40 21 (19-24) 1.00 1.00
40-70 30 (28-32) 1.60 (1.33-1.91) �.001 1.58 (1.27-1.98) �.001
�70 36 (34-39) 2.11 (1.75-2.55) 2.18 (1.71-2.76)

Sex
Male 30 (29-32)
Female 31 (29-33)

SAPS II score at ICU admission
�20 15 (11-19) 1.00 1.00
20-39 19 (17-21) 1.31 (0.95-1.82) 0.93 (0.64-1.33)
40-59 35 (33-37) 3.06 (2.23-4.20) �.001 1.54 (1.08-2.21) �.001
60-80 50 (46-54) 5.72 (4.07-8.03) 1.95 (1.31-2.88)
�80 72 (64-79) 14.53 (9.01-23.22) 3.87 (2.26-6.65)

Medical problem 33 (31-35) 1.27 (1.16-1.39) �.001
Surgical problem 26 (24-28) 0.78 (0.71-0.86) �.001
Prior functional status

Normal 30 (28-32) 1.00
.04

1.00
.03

Limited activity 32 (30-34) 1.09 (1.00-1.19) 1.18 (1.02-1.39)
Reason for initiation of mechanical ventilation

Acute respiratory failure 31 (29-32)
Coma 36 (33-39) 1.31 (1.19-1.45) �.001 2.98 (2.44-3.63) �.001
COPD 22 (19-26) 0.70 (0.59-0.83) �.001
Asthma 11 (6-21) 0.37 (0.20-0.68) �.001
Neuromuscular disease 15 (9-24) 0.48 (0.30-0.78) .001

Cause of acute respiratory failure
Postoperative 22 (20-25) 0.67 (0.59-0.76) �.001 0.75 (0.61-0.91) �.001
Pneumonia 38 (35-42) 1.29 (1.16-1.43) �.001
Congestive heart failure 28 (24-32)
Sepsis 55 (51-60) 1.95 (1.77-2.14) �.001 1.71 (1.34-2.20) �.001
Trauma 20 (17-25) 0.64 (0.53-0.79) �.001
ARDS 52 (46-59) 1.76 (1.55-2.01) �.001 1.44 (1.03-2.01) .04
Aspiration 27 (20-36)
Cardiac arrest 44 (34-54) 1.45 (1.15-1.81) .004
Other 28 (23-33)

Factors Related to Patient Management
Successful noninvasive ventilation 14 (10-21) 0.46 (0.32-0.66) �.001
Use of vasoactive drugs 48 (46-50) 2.41 (2.22-2.63) �.001 1.77 (1.50-2.08) �.001
Use of sedatives 33 (31-35) 1.22 (1.13-1.34) �.001
Use of neuromuscular blockers 50 (46-55) 1.75 (1.58-1.94) �.001 1.39 (1.08-1.79) �.001
Tidal volume, mL/kg

�6 32 (28-41) 1.23 (0.91-1.63)
6-10 30 (28-31) 1.00 .09
�10 33 (30-35) 1.14 (0.99-1.31)

PEEP, cm H2O
�5 28 (26-30) 1.00
5-10 31 (29-33) 1.15 (1.02-1.30) �.001
�10 50 (44-56) 2.52 (1.96-3.24)

Peak pressure �50 cm H2O 65 (53-74) 2.15 (1.83-2.52) �.001 2.67 (1.50-4.72) �.001
Plateau pressure �35 cm H2O 78 (69-86) 2.64 (2.36-2.95) �.001 3.67 (2.02-6.66) �.001
Tracheostomy 20 (17-23) 0.62 (0.52-0.74) �.001 0.45 (0.35-0.58) �.001

(continued)
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renal failure, hepatic failure, coagulop-
athy, and metabolic acidosis.

COMMENT
Survival in patients with respiratory fail-
ure who required mechanical ventila-
tion for more than 12 hours was 69%
and depended not only on factors pres-
ent when initiating mechanical venti-
lation but mainly on the development
of complications, changes in moni-
tored variables, and patient manage-
ment during the subsequent course.

Several studies have addressed the
outcome of patients receiving mechani-
cal ventilation12-14 but most of them have
analyzed patients with a particular medi-
cal condition, such as ARDS7-10,22,23 or
acute exacerbation of COPD.1,24 Three
multicenter cohort studies evaluating pa-
tients requiring mechanical ventilation
because of ARF of different etiologies
have reported hospital mortality rates
from 30% to 40%.12-14 We recently pub-
lished a study15 involving a large and un-
selected sample of mechanically venti-
lated patients, which yielded valuable
information concerning epidemiology of
mechanical ventilation, ventilatory
modes, and ventilatory settings, how-
ever mortality and morbidity were not

described. Strengths of the current study
are that unselected mechanically venti-
lated patients were enrolled from dif-
ferent countries and 99% of the pa-
tients were screened daily over the
duration of mechanical ventilation to
evaluate the determinants of their out-
come. Our study represents the largest
study to our knowledge of a heterog-
eneous group of mechanically venti-
lated patients, which prospectively
evaluates the effect of more than 30 vari-
ables potentially related to mortality af-
ter controlling for the effect of confound-
ing factors.

A total of 25 published studies have
reported the effect of age on the mor-
tality of mechanically ventilated pa-
tients, but only 8 were prospective, 12
were based on populations with more
than 100 elderly patients, and 9 had
multivariate analysis. There are 6 pro-
spective cohort studies evaluating
whether age has an independent effect
on the outcome of patients treated with
mechanical ventilation after ICU ad-
mission7,13,14,25-27 and 5 found that age
was independently associated with hos-
pital mortality.7,13,14,26,27 Ely et al25 stud-
ied 300 mechanically ventilated pa-
tients admitted to medical and coronary

ICUs and found that hospital mortal-
ity was 38.1% among patients older
than 75 years and 38.8% among
younger patients. The Cox propor-
tional hazards analysis confirmed that
survival did not differ between the 2
groups (relative risk for older pa-
tients, 0.82; 95% CI, 0.52-1.29). The
study population, however, was small
(67 patients �75 years) and repre-
sented a selected group enrolled in a
clinical trial. The present study pro-
spectively analyzes a number of unse-
lected patients older than 70 years
(n=1753) using a multivariate analy-
sis to determine the effect of age on out-
come. In the absence of a clearly de-
fined threshold for elderly patients, the
age cutoff has been arbitrarily chosen
and has varied from more than 60 years
to more than 85 years.25 Our data il-
lustrate, after adjustment for other fac-
tors related to the mortality of mechani-
cally ventilated patients, 3 intervals of
age (�40, 40-70, �70 years) have very
different prognostic value.

As reported in other studies,14,15,28 we
found that men account for more than
half of patients (61% males) receiving
mechanical ventilation in the ICU. In a
study combining surgical and medical

Table 4. Univariate and Multivariate Analysis of Factors Associated With Intensive Care Unit (ICU) Mortality in Ventilated Patients (cont)*

ICU Mortality, %
(95% Confidence Interval)

Univariate Analysis Multivariate Analysis

Odds Ratio
(95% Confidence Interval)

P
Value

Odds Ratio
(95% Confidence Interval)

P
Value

Factors Developing During Mechanical Ventilation

Barotrauma 50 (42-58) 1.66 (1.41-1.96) �.001 1.99 (1.33-2.97) �.001

ARDS 63 (56-70) 2.16 (1.94-2.42) �.001 1.66 (1.15-2.38) �.001

Pneumonia 38 (35-41) 1.28 (1.18-1.42) �.001

Sepsis 55 (51-58) 2.07 (1.91-2.24) �.001 1.57 (1.23-2.02) �.001

Shock 61 (58-64) 2.76 (2.56-2.97) .01 2.11 (1.75-2.54) �.001

Renal failure 61 (58-74) 2.56 (2.38-2.76) �.001 1.96 (1.62-2.38) �.001

Hepatic failure 69 (63-74) 2.44 (2.24-2.66) �.001 1.78 (1.29-2.45) �.001

Coagulopathy 61 (56-65) 2.23 (2.05-2.42) �.001 1.29 (1.01-1.68) �.001

Metabolic acidosis 59 (53-65) 2.05 (1.85-2.27) �.001 2.04 (1.52-2.74) �.001

Respiratory acidosis 37 (32-43) 1.24 (1.05-1.43) .01

PaO2/FIO2 ratio
�300 24 (21-26) 1.00 1.00

200-300 25 (23-28) 1.10 (0.92-1.33) 0.91 (0.74-1.13)

150-199 31 (28-35) 1.36 (1.16-1.61) �.001 1.30 (1.08-1.58) �.001

100-149 47 (42-51) 2.29 (2.26-3.54) 2.15 (1.64-2.82)

�100 83 (77-88) 15.73 (10.45-23.69) 8.71 (5.44-13.94)

*SAPS II indicates simplified acute physiology score II; COPD, chronic obstructive pulmonary disease; ARDS, acute respiratory distress syndrome; and PEEP, positive end-
expiratory pressure. Odds ratios are only shown for variables with P�.10.
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patients, Kollef et al26 using multivari-
ate analysis showed that the hospital
mortality rate was greater for female pa-
tients compared with male patients de-
spite similar severity of illness and num-
bers of organ system derangements at the
start of mechanical ventilation. In 580
medical patients, Epstein and Vuong29

showed that sex was not independently
associated with hospital mortality after
controlling for factors present at the start
of mechanical ventilation and for devel-
opment of acute hepatic failure and acute
renal failure over the course of ventila-
tion. The study by Luhr et al,13 in 1231
patients with ARF and RDS, also dem-
onstrated that sex was not indepen-
dently associated with mortality. We
have taken into account many baseline
and time dependent factors associated
with mortality in a multivariate analy-
sis, and our results show that mortality
is not independently associated with the
patient’s sex.

Clinicians may struggle with the de-
cision to initiate invasive mechanical
ventilation in patients with COPD be-
cause of concern about uncertain prog-
nosis and prolonged mechanical venti-
lation. Our study found a hospital
mortality of 28% in patients with COPD
receiving mechanical ventilation due to
an acute exacerbation of their disease.
Two retrospective studies involving
more than 150 patients with COPD re-
quiring mechanical ventilation re-
ported similar rates of hospital mortal-
ity of 32% and 28%.1,24 The major risk
factors for hospital mortality are the de-
velopment and severity of nonrespira-
tory organ system dysfunction and acute
illness, while severity of the underly-
ing respiratory function substantially in-
fluences mortality following hospital dis-
charge.1,24 The univariate analysis in the
present study showed that patients re-
ceiving mechanical ventilation due to an
acute decompensation of COPD had sig-
nificantly lower mortality than pa-
tients receiving mechanical ventilation
because of ARF of other etiologies. How-
ever, when mortality was adjusted for the
effect of organ system failures and vari-
ables related to both the acute severity
of illness and patient management, the

mortality rate of patients with COPD was
not different from that of patients me-
chanically ventilated due to other eti-
ologies of ARF. Mechanically venti-
lated patients with COPD had not only
better clinical course than other me-
chanically ventilated patients but also
duration of ventilatory support, dura-
tion of weaning, and length of ICU stay
were not higher in mechanically venti-
lated patients with COPD when com-
pared with patients ventilated due to
other reasons of ARF. Ely et al30 have also
reported that duration of mechanical
ventilation of patients with COPD was
similar to that of other ventilated pa-
tients (5.5 vs 5 days).

Randomized trials evaluating the
influence of different ventilator strat-
egies on the outcome of patients with
ARDS and/or acute lung injury have
revealed contrary findings.2-6 Survival
of control patients has ranged from 30%
to 62%, whereas survival of patients in
descriptive studies is about 40%,7-10

which is similar to the present finding.
Investigators have shown that non-
pulmonary organ failure markedly
decreases survival in ARDS.7-10,22,23,31

Enrollmentcriteria that excludepatients
with organ failure may partly explain
the higher survival in clinical trials than
in observational studies. Mortality may
also differ depending on the type of
organ failure. In the present study, car-
diovascular failure (shock) and meta-
bolic acidosis carried worse prognosis
than coagulopathy. Most studies have
used an organ system dysfunction index
that scored each organ failure simi-
larly; differences in survival rates among
randomized trials and observational
studies may be explained by imbal-
ances resulting fromtheparticularorgan
failure.

Another factor that may contribute to
differences in reported outcomes is the
point in the hospital course at which a
patient develops ARDS. Croce et al32 re-
ported 2 distinct clinical entities of ARDS
in trauma patients. One occurs within
48 hours of hospital admission and is as-
sociated with profound hemorrhagic
shock, and the other occurs later and is
associated with multiple system injury

and pneumonia. Despite these differ-
ences, the overall mortality between pa-
tients with early ARDS and patients with
late ARDS was similar. In the present
study, survival was 23% lower in pa-
tients who developed ARDS 48 hours af-
ter the start of mechanical ventilation
than in patients who had it when ven-
tilation was instituted. Accordingly, it
may be important to take into account
the onset of ARDS when allocating pa-
tients in a clinical trial.

The reason for the initiation of me-
chanical ventilation influences the out-
come of ventilated patients. After ad-
justing for other variables, the only
factors independently associated with
decreased survival were coma, ARDS,
and sepsis, and the only factor indepen-
dently associated with increased sur-
vival was postoperative state. The above
findings are consistent with the results
of other studies. Epstein and Vuong29 re-
ported that both acute lung injury and
sepsis leading to the initiation of me-
chanical ventilation were indepen-
dently associated with an increased hos-
pital mortality rate. Kollef et al26 found
that the presence of ARDS was indepen-
dently associated with hospital mortal-
ity and that postoperative as an indica-
tion for mechanical ventilation was
associated with a decreased mortality in
the univariate analysis but not in the
multivariate analysis. We have no
information concerning whether
patients included in the category of post-
operative had urgent or elective sur-
gery, but the finding that mortality is sig-
nificantly decreased in postoperative
patients seems to indicate that most pa-
tients had elective surgery.

Data from randomized trials of low
tidal volumes in patients with ARDS
have shown that increased survival with
lower tidal volumes can be detected only
when patients receiving traditional tidal
volumes had mean plateau pressures
more than 32 cm H2O.33 Vasilyev et al12

reported that a peak inspiratory pres-
sure more than 50 cm H2O at entry into
the survey was associated with a sur-
vival rate of less than 20% while peak
inspiratory pressure less than 30 cm H2O
was associated with a survival rate of
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60%. A retrospective description of all
patients with ARDS treated in a Fin-
land hospital from 1993 through 1995
reported that both mean static end-
inspiratory pressure and mortality de-
creased over the study period from 33
cm H2O and 50%, respectively, in 1993
to 28 cm H2O and 42% in 1994, and to
26 cm H2O and 32% in 1995.22 Our
study revealed an independent associa-
tion between plateau pressure of more
than 35 cm H2O and decreased sur-
vival but did not prove that plateau pres-
sure is causally related with the out-
come of patients receiving mechanical
ventilation.

While development of nonpulmo-
nary organ failures increased the risk of
mortality in our study, development of
pulmonary failure that resulted in a ra-
tio of PaO2/FIO2 less than 100 carried an
even higher risk. However, we have not
stratified the degree of renal or hepatic
functional impairment in patients de-
veloping either renal or hepatic dysfunc-
tion over the course of mechanical ven-
tilation, so it is possible that severe renal
or hepatic failure carries a similar risk
of mortality than a ratio of PaO2/FIO2 less
than 100.

The relationship between pulmo-
nary failure and mortality has been ex-
tensively evaluated in studies involv-
ing patients receiving mechanical
ventilation with ARDS, but results show
considerable discrepancy.10,12,13,23,34-36

Doyle et al10 did not find any signifi-
cant difference in hospital mortality be-
tween patients with a PaO2/FIO2 ratio of
less than 150 at the time of entry into
the study and those with a PaO2/FIO2 ra-
tio between 150 and 299 (56% vs 59%).
Krafft et al34 evaluated 101 published
studies investigating 3264 patients with
ARDS and found that no correlation ex-
isted between PaO2/FIO2 and mortality
rates. On the contrary, Sloane et al35 and
Knaus et al36 reported that mortality was
higher in ARDS patients with an initial
PaO2/FIO2 ratio less than 150. Navarrete-
Navarro et al23 found that the PaO2/
FIO2 ratio on the third day after the
onset of ARDS was independently asso-
ciated with increased mortality. Vasi-
lyev et al12 reported that hospital sur-

vival rates increased as the PaO2/FIO2

ratio decreased, in such a way that hos-
pital survival rate was 19% in patients
with a PaO2/FIO2 ratio less than 100,
37.3% in patients with a PaO2/FIO2 ra-
tio between 100 and 174, 50.0% in pa-
tients with a PaO2/FIO2 ratio between 175
and 224, and 70% in patients with a
PaO2/FIO2 ratio higher than 225. Luhr et
al13 reported that impaired oxygen-
ation as manifested by a PaO2/FIO2 ratio
of less than 200 was not significantly as-
sociated with mortality in patients with
ARF; however, in the group of patients
with ARDS, an independent associa-
tion could be shown between a PaO2/
FIO2 ratio less than 100 and mortality.
Our study evaluates the effect of the pul-
monary failure severity on the out-
come of patients receiving mechanical
ventilation with ARDS after control-
ling for the effect of a large number of
other factors strongly associated with
mortality, and also stratifies the sever-
ity of pulmonary failure according to
mortality risk.

In summary, both factors at baseline
and complications of critical illness over
time influence the outcome of patients
receiving mechanical ventilation. Fu-
ture controlled trials of ventilator strat-
egies evaluating mortality need to take
into account not only variables evident
at the time of randomization but also de-
velopments that occur later in the course
of mechanical ventilation.
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L. Soto (Coordinator). G. Buguedo (Hospital Pontifi-
cia Universidad Católica, Santiago); P. Hernández (In-
stituto Nacional del Tórax, Santiago); C. Ortega (Hos-
pital Regional Concepción, Concepción); L. Soto
(Hospital de Coquimbo, Coquimbo); L. Schölz (Hos-
pital de Osorno, Osorno). COLOMBIA: M. Gonzá-
lez (Coordinator). H. Atehortua (Clı́nica Sta. Marı́a.
Centro Cardiovascular, Medellı́n); C. Cadavid (Hos-
pital Pablo Tobón Uribe, Medellı́n); D. Camargo (Hos-
pital Universitario, Barranquilla); C. Dueñas (Hospital
Universitario, Cartagena); A. Guerra (Hospital Gen-
eral, Medellı́n); M. Granados (Fundación Valle de Lilly,
Cali); R. Panesso (Clı́nica Las Américas, Medellı́n); MA
Perafán (Clı́nica Shaio, Bogotá). ECUADOR: J. Raad
(Coordinator). B. Guevara (Hospital Carlos Andrade,
Quito); J. Molina (Hospital Militar, Quito); J. Raad (Hos-
pital Militar, Quito). FRANCE: P. Andrivet (Centre
Médico-Chirurgical de Bligny, Bris-sous-Forges); D. An-
nane (Hôpital Raymond Poincaré, Garches); C. Arich
(CHU de Nimes, Nimes); F. Baud (Hôpital Lariboi-
sière, Paris); F. Bellenfant (Hôpital Cochin, Paris); R.
Boiteau (Hôpital Louise Michel, Evry); F. Brivet (Hô-
pital A. Béclère, Clamart); M. Canonne (C.H.G. Les
Feugrais, Elbeuf ); J.P. Cardinaud (Hôpital Pellegrin-
Tripode, Bourdeaux); E. Clémenti (Centre Hosp. Dept,
La Roche/Yon); P. Charbonneau (C.H.U. Côte de Na-
cre, Caen); J. Chastre (Hôpital Bichat, Paris); R. Chau-
veau (C.H. André Grégoire, Montreuil-Ss-Bois); C.
Chopin (CHRU–Hôpital B, Lille); J.M. Descamps (Cen-
tre Hospitalier de Niort, Niort); D. Dreyfuss (Hôpital
Louis Mourier, Colombes); J.P. Faller (C. Hosp. de Bel-
fort, Belfort); F. Fraisse (Hôpital Delafontaine, Saint-
Denis); C. Girault (Hôpital Charles Nicolle, Rouen); C.
Guérin (Hôpital Croix Rousse, Lyon); E. Guerot (Hô-
pital Boucicaut, Paris); F. Hilpert (Hôpital Ballanger,
Aulnay-sous-Bois); L. Holzapfel (Centre Hospitalier,
Bourg-en-Bresse); F. Jardin (Hôpital Ambroise Paré,
Boulogne Vignancourt); O. Jonquet (Hôpital Gui de
Chauliac, Montpellier); E. L’Her (CHU de la Cavale
Blanche, Brest); Y. Lefort (Hôpital Henri Mondor, Cre-
teil); O. Leroy (Centre Hospitalier, Tourcoing); Y. Le
Tulzo (CHU Pontchaillon, Rennes); Ch. Mayaud (Hô-
pital Tenon, Paris); H. Mentec (Hôpital Victor Dup-
ouy, Argenteuil); A. Mercat Hôpital Bicétre, Kremlin-
Bicetre); B. Misset (Hôpital Saint-Joseph, Paris); P.
Moine (Hôpital Bicêtre, Bicetre); G. Nitemberg (IGR,
Villejuif ); L. Papazian (Hôpital Sainte Marguerite, Mar-
seille); A. Rabbat (Hôpital Hôtel-Dieu, Paris); T.
Similowski (Hôpital Pitié Salpétrière, Paris); L. Soufir
(Hôpital Saint-Louis, Paris); D. Tardy (Hôpital Saint-
Camille, Bry-sur-Marne); F. Thaler (CM Chirurgical
Foch, Suresnes); B. Vallet (Centre Hospitalier Univ.,
Lille); D. Villers (C.H.U. Nantes, Nantes); M. Wysocki
(Institut Mutualiste Montsouris, Paris); J.F. Zazzo (Hô-
pital A. Béclère, Clamart). GREECE: D. Matamis
(Coordinator). D. Georgopoulus (Heraklion Univer-
sity Hospital, Heraklion); M. Gianakou (Ahepa Uni-
versity Hospital, Thessaloniki); D. Lagonidis (Papani-
kolaou Hospital, Thessaloniki); G. Nakos (Ioanina
University Hospital, Ioanina); K. Stavrakaki (Evange-
lismos Hospital, Athens); G. Thomopoulus (Laikon Hos-
pital, Athens). IRELAND: G. Fitzpatrick (Coordinator).
M. Donnelly (Adelaide and Meath Hospital, Dublin);
J. Moriarty (St. James Hospital, Dublin); B. O’Sullivan
(Waterford Regional Hospital, Waterford); G. Shorten
(Cork University Hospital, Cork). ITALY: P. Pelosi (Co-
ordinator). Cositi (Pol. Umberto I, Roma); G. Iapi-
chino (Hospital S. Paolo, Milano); P. Pelosi (Poli-
clı́nico, Milano); A. Pesenti (Dsp. S. Gerardo, Monza).
MEXICO: J. Elizalde (Coordinator). F. Aguilera Almazán
(Hospital General Regional No 1, Chihuahua); M. Beni-
tez Cortazar (Hospital Universitario de Puebla, Puebla);
R. Carrillo Speare (Hospital PEMEX Sur, México DF);
R. Castaño (Hospital de Cardiologı́a del CMN, México
DF); R. Corral (Hospital Excel. Tijuana, Baja Califor-
nia); DM D’Ector Lira (Hospital Metropolitano, México
DF); G. Dı́az Polanco (Hospital de Traumatologı́a Mag-
dalena de las Salinas, México DF); J.J. Elizalde (Hos-

pital ABC, México DF); R. Envila Fisher (Hospital Mo-
relos, Chihuahua); R. Envila Fisher (Hospital Clı́nica del
Parque, Chihuahua); G. Franco G. (Hospital General
de México, México DF); P. Garcı́a Balbuena (Hospital
General “Fernando Quiroz,” México DF); O. Gay-
oso Cruz (Hospital Regional “Adolfo López Ma-
teos,” México DF); L. Green (Instituto Nacional de Can-
cerologı́a, México DF); J.O. Herrera Hoyos (Centro
Médico Las Américas, Mérida); J. Hinojosa (Hospital
Angel Leaño, Guadalajara); J. Huerta (Clı́nica Lon-
dres, México DF); V.A. Juárez (Hospital Santelena,
México DF); M. Loera (Hospital General Durango, Du-
rango); C. López Alzate (Clı́nica del Mar, Mazatlán);
E. López Mora (Instituto Nacional de Cardiologı́a,
México DF); S. Martı́nez Cano (Hospital Hidalgo
Aguascalientes, Aguascalientes); R. Mendez Reyes
(Hospital Regional 10 de Octubre, México DF); M.
Mendoza (Hospital General de la Villa, México DF);
O. Narváez Porras (Instituto Nacional de Enferme-
dades Respiratorias, México DF); E. Ortiz (Hospital
General Irapuata, Guanajuato); A. Padua (Hospital
General Torreón, Coahuila); M. Poblano (Hospital Juá-
rez, México DF); V. Pureco Reyes (Hospital Regional
“20 de Noviembre,” México DF); W. Querevalum
(Hospital Central Cruz Mexicana, México DF); A. Que-
sada (Hospital Ntra. Sra. de la Salud, San Luis Potosı́);
A. Ramı́rez Rivera (Hospital de Enfermedades Cardio-
vasculares y del Tórax. IMSS, Monterrey); A. Tamariz
(Hospital Clı́nica del Centro, Chihuahua); A. Tamariz
(Hospital Central Universitario, Chihuahua); A. Var-
gas (Hospital General de Pachuca, Pachuca); C.
Vázquez (Hospital General Celaya, Guanajuato). PERU:
A.M. Montáñez (Coordinator). M. Contardo (Edgardo
Rebagliati Martins–UCI 70B, Lima); E. Durand (Guill-
ermo Almenara Irigoyen–IPPS, Lima); M. Manrique
(Hospital “Jose Casimiro Ulloa,” Lima); J.C. Meza (Cen-
tro Médico Naval, Lima); J. Muñoz (Edgardo Reba-
gliati Martins–UCI 20C, Lima); J. Pacheco (Hospital
del Apoyo “Marı́a Auxiliadora,” Lima); C. Salcedo
(Hosp. Nacional “Daniel Alcides Carrión,” Lima); J. Silva
(Hospital Central FAP, Lima); C. Torres (Hospital Na-
cional “Arzobispo Loayza,” Lima). PORTUGAL: J. Pi-
mentel (Coordinator). P. Amaro (Centro Hospi-
talario de Gaia, Gaia); F. Faria (Instituto Portugués de
Oncologı́a, Porto); P. Freitas (Hospital Fernando da
Fonseca, Amadora-Sintra); P. Martins (Hospital Uni-
versidade, Coimbra); E. Sabino (Hospital Garcı́a de Orta,
Almada); J. Salcher (Hospital de San José. UUM, Lis-
boa); E. Silva (Hospital Senhora do Desterro, Lisboa).
SPAIN: J.M.Allegre (Hospital Nuestra Señora del Rosell,
Cartagena), S. Alonso (Hospital Joan XXIII, Tar-
ragona), A. Alvarez Ruiz (Hospital General Rio Car-
rión, Palencia), B. Alvarez Sánchez (Hospital General,
Alicante), M.T. Antuna (Hospital de Cabueñes, Gi-
jón), J.M. Añón (Hospital Virgen de la Luz, Cuenca),
P. Arribas (Hospital 12 de Octubre, Madrid), A. Ayensa
(Hospital Virgen de la Salud, Toledo), A. Azcárate (Hos-
pital Nuestra Señora de Aranzazu, Donostia), J. Blanco
(Hospital del Rı́o Hortega, Valladolid), G.M. Besso (Hos-
pital Carlos Haya, Málaga), L. Cabré (Hospital de Bar-
celona, Barcelona), F. Carrizosa (Hospital General, Jérez
de la Frontera), J. Castañeda (Hospital Clı́nico, Vall-
adolid), R. de Celis (Hospital de Galdakao, Galdakao),
J.A. Conesa (Hospital Clı́nico Universitario San Car-
los, Madrid), J. Diarte (Complejo Hospitalario, Ciu-
dad Real), A. Dı́az Lamas (Complejo Hospitalario Cris-
tal Piñor, Orense), R. Fernández (Consorci Hospitalari
del Parc Taulı́, Sabadell), M. Ferrer (Hospital Clinic i
Provincial, Barcelona), D. Fontaneda (Hospital Vir-
gen Blanca, León), P. Galdós (Hospital General, Mó-
stoles), A. Garcı́a Jiménez (Hospital Arquitecto Mar-
cide, El Ferrol), J. Garcı́a Pardo (Hospital Juan Canalejo,
La Coruña), J. Gener (Hospital Germans Trias i Pujol,
Badalona), J.A. Gómez Rubı́ (Hospital Virgen de la Ar-
rixaca, Murcia), G. González Dı́az (Hospital Morales
Meseguer, Murcia), S. González Prado (Hospital Jo-
sep Trueta, Girona), C. Homs (Hospital General San
Jorge, Huesca), J. Ibañez (Hospital Son Dureta, Palma

de Mallorca), F. Jara (Hospital Mutua, Terrassa), M.
León (Hospital Arnau de Vilanova, Lleida), A. Lloria
(Complejo Hospitalario Rebullón, Pontevedra), J. López
Dı́az (Hospital La Paz, Madrid), M. R. Lorenzo
(Complejo Hospitalario Materno-Infantil, Las Palmas
de Gran Canaria), S. Macı́as (Hospital General, Se-
govia), J.A. Maldonado (Hospital de la Serranı́a, Ronda),
J. Maynar (Hospital Santiago Apostol, Vitoria), A.
Moreno (Complejo Hospitalario de San Millán-San Pe-
dro, Logroño), A. Mota (Hospital General Universi-
tario, Elche), T. Mut (Hospital General, Castellón), M.
Nolla (Hospital General de Cataluña, Sant Cugat del
Vallés), F. Ortega (Hospital Universitario de Valme,
Sevilla), R. de Pablo (Hospital Prı́ncipe de Asturias, Al-
calá de Henares), E. Palazón (Hospital General Uni-
versitario, Murcia), V. Parra (Hospital de Sagunto, Sa-
gunto), A. Peral (Hospital Gregorio Marañón, Madrid),
J.C. Portela (Complejo Hospitalario Xeral-Calde, Lugo),
A. Ramı́rez (Hospital Nuestra Señora de Sonsoles,
Avila), J.A. Ramos (Hospital de Poniente, El Ejido), P.
Revuelta (Hospital Universitario de Canarias, La La-
guna), M. Rey (Complejo Hospitalario, Santiago de
Compostela), J.J. Rodrigo (Hospital Nuestra Señora del
Pino, Las Palmas de Gran Canaria), J.C. Rodrı́guez Bor-
regan (Hospital Marqués de Valdecilla, Santander), J.A.
Rodrı́guez Sarria (Hospital General, Elda), A. Rubio
(Hospital Ramón y Cajal, Madrid), S. Ruiz Navarro
(Hospital General Ciudad de Jaen, Jaen), V. Sagredo
(Hospital Virgen de la Vega, Salamanca), P. Saura (Cen-
tre Hospitalari, Manresa), M.J. Serralta (Hospital Uni-
versitario de San Juan, Alicante), J.F. Solsona (Hospi-
tal del Mar, Barcelona), F. Suárez Sipmann (Fundación
Jiménez Dı́az, Madrid), F. Taboada (Hospital General
de Asturias, Oviedo), S. Temprano (Hospital Severo
Ochoa, Leganés), J.P. Tirapu (Hospital de Navarra,
Pamplona), M. V. de la Torre (Hospital Universitario
Virgen de la Victoria, Málaga), P. Ugarte (Hospital
Marqués de Valdecilla, Santander), M. Valledor (Hos-
pital de San Agustı́n, Avilés), I. Vallverdú (Hospital de
la Santa Creu i Sant Pau, Barcelona), C. Vaquerizo (Hos-
pital 12 de Octubre, Madrid), A. Viñuales (Hospital
Lluis Alcanyis, Xát iva). TUNISIA: F. Abroug
(Coordinator). A. Bchiz (Hospital F. Bached, Sousse);
J. Ben Khelil (Hospital A. Mami, Ariana); S. Bern La-
khal (Hospital Rabta, Tunis); B. Bouhaja (Hospital
Mongi Slim, La Marsa); H. Chelly (Hospital Fattouma
Bourguiba, Sfax); S. El Atrous (Hospital Fattouma Bour-
guiba, Monastir); S. Ghedira (Hospital Charles Nic-
olle, Tunis); H. Thabet (CAMUR. Tunis). UNITED KING-
DOM: O. Akinpelu (Chorley & District Hospital,
Chorley); D. Bardgett (Macclesfield District General
Hospital, Macclesfield); A. Batchelor (Royal Victoria
Infirmary, Newcastle upon Tyne); R. Beale (Guy’s Hos-
pital, London); K. Burchett (Queen Elizabeth Hospi-
tal, King’s Lynn); N. Coleman (North Staffordshire Royal
Infirmary, Stoke on Trent); A. Conn (Wansbeck Gen-
eral Hospital, Ashington); D. Edbrooke (Royal Halla-
mshire Hospital, Sheffield); N. Fergusson (Countess of
Chester Hospital, Chester); I. Grant (Rotherham Dis-
trict Hospital, Rotherham); K. Gunning (Adden-
brooke’s Hospital, Cambridge); J. Harper (Royal Liver-
pool University Hospital, Liverpool); D. Higgins
(Southend Hospital, Westcliffe-on-Sea); D. Jayson
(Southport & Formby General Hospital, Southport);
R. Loveland (Wexham Park Hospital, Slough); L. Lynch
(Birmingham Heartlands Hospital, Birmingham); I.
Macartney (North Manchester General Hospital,
Manchester); E. Major (Morriston Hospital, Swansea);
S. Mousdale (Blackbum Royal Infimary, Blackburn);
N. Soni (Chelsea and Westminster Hospital, Lon-
don); D. Watson (Walsgrave Hospital, Walsgrave).
URUGUAY: C. Rodrigo (Coordinator). H. Bagnulo
(Maciel, Montevideo); C. Rodrigo (Asociación Espa-
ñola Primera, Montevideo); M. Rodrı́guez (Hospital
de Paysandú, Montevideo). UNITED STATES: S.M.
Aguayo (Atlanta VA Medical Center, Decatur); R. Ala-
gar (Allegheny General Hospital, Pittsburgh); R.K. Al-
bert (Denver Health Medical Center, Denver); T.K. Al-
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drich (Montefiore Hospital & Medical Center, Bronx);
K. Amoosa (Medical College of Wisconsin, Milwau-
kee); N. Anandarao (New York Methodist Hospital,
Brooklyn); D.C. Angus (University of Pittsburgh, Pitts-
burgh); A.C. Arroliga (Cleveland Clinic Foundation,
Cleveland); M.F. Azrieli ( Jacobu Medical Center,
Bronx); R.A. Balk (Medical Center–203 Jelke, Chi-
cago); P.W. Bates (Maine Medical Center, Portland);
J.F. Beamis, Jr (Lahey Hitchcock Medical Center, Bur-
lington); P.E. Bellamis (Chs Dept of Medicine, Los An-
geles); D.J. Bower (Atlanta VA Medical Center, De-
catur); J.P. Bradley (William Beaumont Medical Center,
El Paso); R.P. Byrd, Jr (University of East Tennesse,
Jonesboro); V.J. Cardenas, Jr (University of Texas Medi-
cal Branch, Galveston); L.J. Caruso (University of
Florida, Gainesville); B.R. Celli (St. Elizabeths Medical
Center, Boston); G. Clermon (University of Pitts-
burgh, Pittsburgh); S.J. Coole (Carl T. Hayden VA Medi-
cal Center, Phoenix); T.A. Dillard (Commander MCHJ-
MPU, Tacoma); L.E. Efferen (SUNY Health Science
Center, Brooklyn); E.W. Ely, Jr (Vanderbilt Lung Trans-
plant Program Newline, Nashville); P. Factor (Mi-
chael Reese Hospital & Medical Center, Chicago); T.M.
Fitzpatrick (Walter Reed Army Medical Center, Wash-
ington, DC); G.N. Giacooppe, Jr (MCHJ-MPU, Ta-
coma); K.K. Guntupalli (Texas Medical Center–Ben
Taub General Hospital, Houston); J.B. Hall (Univer-
sity of Chicago, Chicago); M.E. Hanley (Denver Medi-
cal Center, Denver); M.T. Haupt (Oregon Health Sci-

ence University, Portland); G.B. Hayes (St. Elizabeths
Medical Center, Boston); D.E. Heiselman (Akron Gen-
eral Medical Center, Akron); F.C. Hiller (University of
Arkansas Medical Science, Little Rock); J.D. Hinze (The
University of Texas Health Science Center at San An-
tonio); R.D. Hite (Bowman Gray School of Medicine,
Winston-Salem); R.C. Hyzy (Henry Ford Hospital, De-
troit); A. Jubran (Edward Hines VA Hospital, Hines);
C.A. Kaplan (University of Missouri Columbia); M.S.
Karetzky (Newark Beth Israel Medical Center, New-
ark); S.A. Kurenhy (Truman Medical Center, Kan-
sas); K.V. Leeper, Jr (Emory University School of Medi-
cine, Atlanta); H. Levy (University of New Mexico,
Albuquerque); T. Lo (Loma Linda University, Loma
Linda); M.J. Mador (Buffalo VA Medical Center); G.P.
Marelich (University of California Davis Medical Cen-
ter, Sacramento); M.A. Matthay (University of Cali-
fornia, San Francisco); N.R. McIntyre (Duke Univer-
sity Medical Center, Durham); S.A. Metter (Maine
Medical Center, Portland); M.S. Niederman (Win-
throp University Hospital, Mineola); J.R. Norman (Uni-
versity of Mississippi Medical Center, Jackson); D.R.
Oullette (Brooke Army Medical Center, Fort Sam Hous-
ton); P. Parsons (Denver Medical Center, Denver); R.G.
Patel (VA Medical Center, Jackson); R.C. Perkins II (Uni-
versity of Texas Health Center at Tyler); M.E. Petrini
(University of Mississippi Medical Center, Jackson);
M.R. Pinsky (University of Pittsburgh, Pittsburgh); A.
Pohlman (Edward Hines VA Hospital, Hines); K.W. Pres-

berg (Medical College of Wisconsin, Milwaukee); M.P.
Rocha (Carl T. Hayden VA Medical Center, Phoenix);
W. Rodrı́guez Cintron (San Juan VA Medical Center,
San Juan); M.J. Rosen (Beth Israel Medical Center, New
York); T.M. Roy ( James Quillen College of Medicine,
Mountain Home); G. Rudelfeld (Harborview Medical
Center, Seattle); M.J. Rumbak (University of Florida,
Tampa); S.J. Ruoss (Stanford University Medical Cen-
ter, Stanford); G.A. Schmidt (University of Chicago, Chi-
cago); R.F. Schneider (Beth Israel Medical Center, New
York); C.N. Sessler (Medical College of Virginia, Rich-
mond); C.S. Shim ( Jacobi Medical Center, Bronx); L.
Smith (Rush-Presbyterian-St Lukes Medical Center, Chi-
cago); C. Strange (MUSC 96 Jonathan Lucas St, Charles-
ton); J.I. Sznajder (Michael Reese Hospital & Medical
Center, Chicago); S. Tessler (Maimonides Medical Cen-
ter, Brooklyn); V. Whyte (Loma Linda University, Loma
Linda); L. Wilkelmeyer (Loma Linda University Medi-
cal Center); R.G. Wundering (Memphis); M.H. Zaman
(The Brookdale Hospital Medical Center, Brooklyn); L.H.
Zimmerman (San Francisco VA Medical Center, San
Francisco). VENEZUELA: G. D’Empaire (Coordinator).
J. España (Hospital Universitario, Caracas); F. Pérez (Hos-
pital de Clı́nicas, Caracas); R. Zerpa (Hospital Militar,
Caracas).
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