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Data collection

The measurement of S;,O2 was performed as soon as possible (at the time defined
as HO) by sampling blood from the superior vena cava through the central venous
catheter, and then at the sixth hour (H6). S.,O2 was either calculated from blood gas
analysis by a standard blood gas analyzer in four centers, or measured by a co-
oximeter in six centers. Concomitantly, arterial blood was drawn at each time point
for blood gas analysis and lactate measurement.

In addition to the planned central venous and arterial blood measurements, the
following demographic, clinical and laboratory variables were prospectively recorded:
age, gender, date and mode of admission (transfer from another ward or from the
Emergency Department or direct admission), time of shock onset, severity of sepsis
(severe sepsis or septic shock [1]), time of severe sepsis onset, Simplified Acute
Physiology Score (SAPS) Il [2] on admission, maximal Sepsis-related Organ Failure
Assessment score (SOFA) [3] between HO and H24, McCabe score [4], ICU
mortality, mortality at day 28, origin of sepsis, type of sepsis acquisition (nosocomial
or community-acquired), results of echocardiography if performed between
admission and H24, exposure to angiotensin-converting enzyme inhibitors or
angiotensin Il receptor blockers within the two days preceding the onset of shock,
underlying chronic diseases (chronic obstructive pulmonary disease, chronic
respiratory failure, diabetes, chronic heart failure, past history of myocardial
infarction, chronic hypertension, liver cirrhosis, chronic hemodialysis), and existence
of immunosuppression.

Immunosuppression was defined as daily steroid therapy (prednisone-equivalent
dose> 5mg/day) for more than 3 months, use of anti-rejection drugs, neutropenia
(<1000 neutrophil/mm?), active solid cancer, hematologic malignancy, radiotherapy

or antitumoral chemotherapy in the past 6 months, or HIV seropositivity.
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