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6.摘  要：
centers, we randomly assigned patients who presented with acute pancreatitis

to receive goal-directed aggressive or moderate resuscitation with lactated

Ringer’s solution. Aggressive fluid resuscitation consisted of a bolus of 20 ml per

kilogram of body weight, followed by 3 ml per kilogram per hour. Moderate fluid

resuscitation consisted of a bolus of 10 ml per kilogram in patients with hypovolemia

or no bolus in patients with normovolemia, followed by 1.5 ml per kilogram

per hour in all patients in this group. Patients were assessed at 12, 24, 48, and 72

hours, and fluid resuscitation was adjusted according to the patient’s clinical status.

The primary outcome was the development of moderately severe or severe

pancreatitis during the hospitalization. The main safety outcome was fluid overload.

The planned sample size was 744, with a first planned interim analysis after

the enrollment of 248 patients.

RESULTS

A total of 249 patients were included in the interim analysis. The trial was halted

owing to between-group differences in the safety outcomes without a significant

difference in the incidence of moderately severe or severe pancreatitis (22.1% in

the aggressive-resuscitation group and 17.3% in the moderate-resuscitation group;

adjusted relative risk, 1.30; 95% confidence interval [CI], 0.78 to 2.18; P = 0.32).

Fluid overload developed in 20.5% of the patients who received aggressive resuscitation

and in 6.3% of those who received moderate resuscitation (adjusted relative

risk, 2.85; 95% CI, 1.36 to 5.94, P = 0.004). The median duration of hospitalization

was 6 days (interquartile range, 4 to 8) in the aggressive-resuscitation group and

5 days (interquartile range, 3 to 7) in the moderate-resuscitation group.

CONCLUSIONS

In this randomized trial involving patients with acute pancreatitis, early aggressive

fluid resuscitation resulted in a higher incidence of fluid overload without improvement

in clinical outcomes. (Funded by Instituto de Salud Carlos III and others;

WATERFALL ClinicalTrials.gov number, NCT04381169.)Abstract

Critically ill COVID-19 patients are generally admitted to the

ICU for respiratory insufficiency which can evolve into a multiple-

organ dysfunction syndrome requiring extracorporeal

organ support. Ongoing advances in technology and science

and progress in information technology support the

development of integrated multi-organ support platforms

for personalized treatment according to the changing needs

of the patient. Based on pathophysiological derangements

observed in COVID-19 patients, a rationale emerges for sequential

extracorporeal therapies designed to remove inflammatory

mediators and support different organ systems.

In the absence of vaccines or direct therapy for COVID-19,

extracorporeal therapies could represent an option to prevent

organ failure and improve survival. The enormous demand

in care for COVID-19 patients requires an immediate

response from the scientific community. Thus, a detailed review

of the available technology is provided by experts followed

by a series of recommendation based on current experience

and opinions, while waiting for generation of robust

evidence from trials.Abstract: Coronavirus disease 2019 (COVID-19) may occur with concurrent infections caused by

bacterial and fungal microorganisms. This systematic review evaluated studies reporting concomitant

COVID-19 and Pneumocystis jirovecii pneumonia (PJP). We found 39 patients (74% male, median age:

56.8 (range: 11–83) years), including 66% immunosuppressed individuals (23% HIV-infected and

41% on long-term corticosteroid therapy). Patients were characteristically severely ill (mechanical

ventilation: 70%), associated with 41% mortality. The median lymphocyte count was 527 cells/mm3

(range: 110–2200), and the median CD4+ T cell count was 206 cells/mm3 (range: 8–1021). We

identified three patterns of concurrent COVID-19 and P. jirovecii infection. The first pattern (airway

colonization with a low burden of P. jirovecii) does not seem to modify the COVID-19 course of illness.

However, P. jirovecii superinfection, typically occurring weeks after COVID-19 diagnosis as a biphasic

illness, and P. jirovecii coinfection characteristically results in progressive multilobar pneumonia,

which is associated with poor outcomes. To support this categorization, we reported three patients

with concurrent PJP and COVID-19 identified in our institution, presenting these clinical scenarios.

The diagnosis of PJP requires a high index of suspicion, since clinical and radiological characteristics

overlap with COVID-19. Observational studies are necessary to determine the PJP burden in patients

with COVID-19 requiring hospitalization.


