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Objectives: Eighty-six percent of patients administrated with intravenous fluid resuscitation had positive
fluid accumulation. This resulted in fluid overload in 35% of all ICU patients in 2009–2012. Then, the worst
consequence is multi-organs failures. Thus, one of the treatments is pharmacological diuresis to solve physiological
problems. Despite of its adverse effects and fluid balance decrement on the hypoperfused organ, the organ failure
resolution of furosemide usage has not been proven through any research. Hence, a research which analyzed the
correlation of organ system failure status based on modified sequential organ failure assessment (MSOFA) score
with furosemide usage on intensive care patient and their demographics data has been conducted.
Material and Methods: The research design was a retrospective cohort which analyzed 194 subjects through ICU
medical records selected by consecutive sampling method. Data of furosemide usage and MSOFA score changes
were recorded. Thereafter, Chi-square test was conducted to analyze the data. Moreover, characteristics of subjects
were also recorded and analyzed in this study.
Results: Based on the characteristics of subjects analysis, significant factors on furosemide usage (P < 0.05)
included total fluid changes, total fluid after therapy, organ system dysfunctions before therapy (including the
respiratory and central nervous system), organ system dysfunction after therapy (cardiovascular), and MSOFA
score before therapy. Very significant factors (P < 0.001) include total fluid before therapy, organ system
dysfunction after therapy (central nervous system), and MSOFA score after therapy. There was a significant
association between worsening organ system failure with furosemide usage on critically ill patients, especially
in the cardiovascular and central nervous system. The relative risk result reported that furosemide usage resulted
in higher MSOFA score 1.271 times more than those patients with no furosemide diuresis usage (95% CI 1.108–
1.458). Furosemide usage in this research worsens organ dysfunction, especially in cardiovascular and central
nervous systems.
Conclusion: The furosemide usage worsens the organ failure based on MSOFA score. Furosemide therapy should
be individually adjusted, especially in those who have respiration, cardiovascular, and central nervous system
dysfunction.
Keywords: Organ system failure, Modified sequential organ failure assessment score, Furosemide

INTRODUCTION
Intravenous fluid administration has been one of the most common therapies used for a critically
ill patient in intensive care. However, 86% of patients got positive-balanced fluid accumulation,
which led to fluid overload problems in 35% of patients in ICU in 2009–2012.[1] Moreover,
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some observational researches prove the correlation
between fluid accumulation increment with multi-system
organ dysfunction.[1-6] It is said that every 1% fluid volume
increment in fluid overload case leads to 3% chance of
mortality.[3] Furosemide is one of the most potent firstline pharmacological therapy for fluid overload cases.[2-7]
Diuretic has been proven to lower intra-abdominal pressure,
which is one of the early pathophysiologies of fluid overload
leading to multi-organ dysfunction.[8,9] The effort to excrete
fluid solves the physiology problems but do not solve
the main disease.[2,3,10] There is not any research proving
the diuretic benefit, while organ hypoperfusion persists.
Moreover, furosemide usage as the strongest diuretic has
some adverse effects to the patient, including hyperuricemia,
hyponatremia, hypokalemia, hypomagnesemia, hypotension,
and dehydration. Hence, this research aims to analyze the
correlation of organ dysfunctions status changes, shown
by modified sequential organ failure assessment (MSOFA)
score, with the furosemide administration on ICU patients
with fluid overload.

MATERIAL AND METHODS
A retrospective cohort was conducted by analyzing secondary
data from patients’ medical records. The sampling method
was consecutive sampling (nonprobability sampling). This
research protocol had been approved by the local Institutional
Review Board of Medical Faculty. This research was held in
the Intensive Care Unit of a National General Hospital for
12 months.
The research samples included all of the accessible population
which fulfilled inclusion criteria (17 years and above ICU
patients who used fluid resuscitation therapy was having fluid
overload condition based on positive fluid balance status,
was using furosemide diuretic therapy for no more than
72 h, and fluid overload patients who did not use any diuretic
therapy) and not suitable to exclusion criteria (patients with
not complete medical record data and fluid overload patients
who were indicated to use mechanic therapy). The sample
size was calculated to be 194 patients for demographic
descriptive data and categorical comparative hypothesis
testing, divided into 97 fluid overload patients with diuretic
usage and 97 fluid overload patients without diuretic usage.
MSOFA score was recorded on the 1st day and the 3rd day of
fluid overload diagnosis on the patients.
Dependent variable of this research is furosemide usage
status on the patients, while the independent variable is
MSOFA score changes after the diuretic therapy (categorized
into two categories: “good” if MSOFA score decreases and
“bad” if MSOFA score increases or persists).
Data were shown as frequencies and percentage for
qualitative variables and mean ± standard deviation or

medians for quantitative variables. To check the normality
of the distribution of the data, we used the Kolmogorov–
Smirnov test. Comparisons for clinical and demographic data
were performed using Chi-square test, non-paired t-test, and
Mann–Whitney U-test. Thereafter, comparative hypothesis
testing to dichotomy nominal variables was conducting using
Chi-square testing in SPSS Application version 20.0. P < 0.05
were regarded to be statistically significant.

RESULTS
Of 781 subjects of ICU patients who were eligible to the
inclusion criteria of this study, 587 subjects were excluded
due to not complete data and indication of mechanical
therapy for fluid overload management. Hence, 194 subjects
were analyzed in this study.
Clinical and sociodemographic data of the fluid overload
patients are reported in Table 1. Significant factors on
furosemide usage (P < 0.05) included total fluid changes, total
fluid after therapy, organ system dysfunctions before therapy
(including the respiratory and central nervous system),
organ system dysfunction after therapy (cardiovascular),
and MSOFA score before therapy. Very significant factors
(P < 0.001) include total fluid before therapy, organ system
dysfunction after therapy (central nervous system), and
MSOFA score after therapy.
Furthermore, the association between MSOFA score changes
and furosemide usage is shown in Table 2 as a 2 × 2 table.
Both groups resulted in a higher percentage of patients
with bad organ failure development, depicted by worsening
MSOFA score changes. However, there were better MSOFA
score changes in patients with no furosemide usage,
compared to those with furosemide administration. Based
on the Chi-square test, there was a significant association
between diuretic usage and MSOFA score changes (P < 0.05).
The relative risk value was 1.271 (95% CI 1.108–1.458).

DISCUSSION
This study reported significant association between diuretic
usage and MSOFA score changes (P < 0.05), with a relative
risk value of 1.271 (95% CI 1.108–1.458). Therefore, diuretic
usage on fluid overload patient causes 1.271 times more
multi-organ dysfunction than those without diuretic usages.
The inefficiency of furosemide usage in decreasing body fluid
might be correlated to the theory by Shchekochikhin et al.
about diuretic resistance. Diuretic resistance is caused by
macula densa inhibition and negative body sodium balance
which stimulates RAAS after diuretic administration.[11]
This theory also supports cardiovascular system dysfunction
caused by diuretic usage in fluid overload patients.
Problem shifting from respiratory system dysfunction to
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Table 1: Sociodemographic and clinical data of fluid overload patient in intensive care unit.
Characteristic variable
Gender (%)
Male
Female
Age (years)
Admission criteria (%)
Surgical
Medical
Volume average (ml)
Fluid balance
Before (ml)
After (ml)
Fluid balance change (%)
Increased
Decreased
Fluid type (%)
Crystalloid
Colloid dan Cristalloid
Transfusion (%)
Yes
No
Vasoactive agent (%)
Yes
No
MSOFA score before therapy
System organ status before therapy (%)
Respiration
Cardiovascular
Central nervous system
Liver
Kidney
MSOFA score after therapy
System organ status after therapy (%)
Respiration
Cardiovascular
Central nervous system
Liver
Kidney
Initial creatinine level (mg/dL)
Post 3 days mechanic therapy indication (%)
Yes
No

P-valuea

With furosemide (n=97)

Without furosemide (n=97)

47 (48.5)
50 (51.5)
53.62±15.79

54 (55.7)
43 (44.3)
51.58±15.12

43 (44.3)
54 (55.7)
512.42 (–1629.20–5632.22)

56 (57.7)
41 (42.3)
605,45 (–723.14–3734.6)

1968.8 (–1557–25,095)
3378.6±4636.48

272.4 (9.1–6203)
2279.12±2336.14

62 (63.9)
35 (36.1)

78 (80.4)
19 (19.6)

44 (45.4)
53 (54.6)

57 (58.8)
40 (41.2)

34 (35.1)
63 (64.9)

35 (36.1)
62 (63.9)

89 (91.8)
8 (8.2)
7±3

86 (88.7)
11 (11.3)
6±3

<0.05

96 (99)
37 (38.1)
82 (84.5)
30 (30.9)
53 (54.6)
8±3

89 (91.8)
32 (33)
62 (63.9)
21 (21.6)
45 (45.9)
6±3

<0.05
NS
<0.01
NS
NS
<0.001

95 (97.9)
59 (60.8)
89 (91.8)
33 (34)
60 (61.9)
1.3±2.03

90 (92.8)
42 (43.3)
68 (70.1)
29 (29.9)
48 (49.5)
1.13±2.09

2 (2.1)
95 (97.9)

4 (4.1)
93 (95.9)

NS
<0.05
<0.001
NS
NS
NS
NS

NS
NS
NS
NS
<0.001
<0.05
<0.05
NS
NS
NS

NS: Non-significant, MSOFA: Modified sequential organ failure assessment. aResult of χ2, non-paired t-test, or Mann–Whitney U-test

Table 2: Association between modified sequential organ failure assessment score changes and furosemide administration.
Furosemide Usage
Yes
No
Total

MSOFA score changes
Bad n (%)

Good n (%)

89 (91.8)
70 (72.2)
159

8 (8.2)
27 (27.8)
35

Total

RR (95% CI)

P-valueb

97
97
194

1.271 (1.108–1.458)

0.001

MSOFA: Modified sequential organ failure assessment, RR: Relative risk, CI: Confidence interval. bChi-square test result
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cardiovascular system dysfunction after therapy might be
due to intra-abdominal hypertension alteration after fluid
decrement.[8] However, cardiovascular system problem after
therapy caused by systemic vasoconstriction after diuretic
therapy (correlated to diuretic resistance theory). There is not
any research which shows a correlation between furosemide
usage to central nervous system dysfunction effects, although
it might be caused by hypoperfusion to central nervous
system after multi-organ dysfunction.[12]
For respiratory organ system effect from diuretics, a previous
study by Libório et al., including 14,896 patients, also found
that loop diuretic usage in fluid overload critically ill patients
was associated with the prolonged mechanical ventilation
period.[13] This is because of a serum bicarbonate level
2 mEq/L more than others, in which metabolic alkalosis could
also affect the respiratory drive and minute ventilation.[14]
The result of this study is not supported by DOSE-AHF
study that shows diuretic benefits on curing organ system
dysfunction caused by fluid overload (including cerebral
edema, pulmonary edema, myocardial edema, hepatic
congestion, renal interstitial edema, and intestinal edema).[8]
However, previous research supports the result of the study,
stating that diuretic usage causes acute kidney injury and
increases the mortality of patients with 1.68 odd ratios.[15]
This is explained by apoptosis of distal tubules cells in diuretic
usage. Hypokalemia induced in diuretic therapy also causes
tubulointerstitial fibrosis and kidney hypertrophy. Besides,
tubular necrosis is also caused by systemic vasoconstriction
based on diuretic resistance theory.[11] Hence, the patient with
vein hypertension caused by mesenteric vein compression
might need more fluid resuscitation for tissue perfusion than
furosemide therapy. Moreover, the use of diuretics in CKD
patients should be carefully evaluated due to the high risk of
electrolyte imbalances.[16]
Variation on timing and method of diuretics administration
may also affect the effectiveness to cure fluid overload in
critically ill patients. It is concluded from a previous study
that loop diuretics should be given as early as possible which
was associated with the lower mortality. For the method
of administration, no difference was seen in the primary
endpoint between continuous and bolus infusion.[17]
This study is the first research of diuretic usage on fluid
overload ICU patients, evaluating the multi-organ
dysfunction status of the patients. This is compared to
previous studies which only evaluate specific organ system
in each study. However, this research has significant
confounding factors, including total fluid changes, total fluid
before, and total fluid and after therapy. This may lead to an
imbalance of higher MSOFA score in fluid overload patients
with diuretic usage. Moreover, this research does not analyze
other factors, including side effects of furosemide usage,
patients’ diseases, and furosemide dosage.

Furosemide therapy should be individually adjusted,
especially in those who have respiration, cardiovascular, and
central nervous system dysfunction. Further, the research
could be conducted to analyze the right time to start diuretic
therapy and the correlation between the amount of fluid
change to organ dysfunction status.

CONCLUSION
From this research results, we can draw the conclusion that
there is a correlation between organ dysfunction status
changes and furosemide usage in intensive care patients with
fluid overload condition. Furosemide usage in this research
worsens organ dysfunction, especially in cardiovascular
and central nervous systems. Based on relative risk result,
it is proven that furosemide usage causes 1.271 times more
patients with organ dysfunction worsening compared to
those without any diuretics usage.
Declaration of patient consent
Institutional Review Board permission obtained for the
study.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.

REFERENCES
1.

2.
3.
4.

5.
6.
7.

Mitchell KH, Carlbom D, Caldwell E, Leary PJ, Himmelfarb J,
Hough CL. Volume overload: Prevalence, risk factors, and
functional outcome in survivors of septic shock. Ann Am
Thorac Soc 2015;12:1837-44.
Rosner MH, Ostermann M, Murugan R, Prowle JR, Ronco C,
Kellum JA, et al. Indications and management of mechanical
fluid removal in critical illness. Br J Anaesth 2014;113:764-71.
Goldstein S, Bagshaw S, Cecconi M, Okusa M, Wang H,
Kellum J, et al. Pharmacological management of fluid overload.
Br J Anaesth 2014;113:756-63.
Selewski DT, Cornell TT, Lombel RM, Blatt NB, Han YY,
Mottes T, et al. Weight-based determination of fluid overload
status and mortality in pediatric intensive care unit patients
requiring continuous renal replacement therapy. Intensive
Care Med 2011;37:1166-73.
Payen D, de Pont AC, Sakr Y, Spies C, Reinhart K, Vincent JL.
A positive fluid balance is associated with a worse outcome in
patients with acute renal failure. Crit Care 2008;12:R74.
Acheampong A, Vincent JL. A positive fluid balance is an
independent prognostic factor in patients with sepsis. Crit
Care 2015;19:251.
Agarwal AK, Jain D, Das K. Clinical Medicine (A Practical

Global Journal of Medical, Pharmaceutical, and Biomedical Update • 2020 • 15(8)

| 4

Marcevianto, et al.: Correlation between furosemide usage and organ dysfunction status

8.

9.
10.
11.
12.
13.
14.

Manual for Students and Practitioners). New Delhi: Jaypee
Brothers Medical Publishers; 2007. p. 458.
Malbrain ML, Marik PE, Witters I, Cordemans C,
Kirkpatrick AW, Roberts DJ, et al. Fluid overload, deresuscitation, and outcomes in critically ill or injured patients:
A systematic review with suggestions for clinical practice.
Anaesthesiol Intensive Ther 2014;46:361-80.
Vincent JL. Intensive Care Medicine-Annual Update 2008.
New York: Springer New York; 2008. p. 544.
Rewa O, Bagshaw SM. Principles of fluid management. Crit
Care Clin 2015;31:785-801.
Shchekochikhin D, Al Ammary F, Lindenfeld J, Schrier R.
Role of diuretics and ultrafiltration in congestive heart failure.
Pharmaceuticals (Basel) 2013;6:851-66.
O’Connor ME, Prowle JR. Fluid overload. Crit Care Clin
2015;31:803-21.
Libório AB, Barbosa ML, Sá VB, Leite TT. Impact of loop
diuretics on critically ill patients with a positive fluid balance.
Anaesthesia 2020;75:e134-42.
Oppersma E, Doorduin J, van der Hoeven JG, Veltink PH,
van Hees HW, Heunks LM. The effect of metabolic alkalosis

on the ventilatory response in healthy subjects. Respir Physiol
Neurobiol 2018;249:47-53.
15. Shah RV, McNulty S, O’Connor CM, Felker GM, Braunwald E,
Givertz MM. Effect of admission oral diuretic dose on response
to continuous versus bolus intravenous diuretics in acute heart
failure: An analysis from diuretic optimization strategies in
acute heart failure. Am Heart J 2012;164:862-8.
16.	Thomsen RW, Nicolaisen SK, Hasvold P, Garcia-Sanchez R,
Pedersen L, Adelborg K, et al. Elevated potassium levels in
patients with congestive heart failure: Occurrence, risk factors,
and clinical outcomes: A Danish population-based cohort
study. J Am Heart Assoc 2018;7:e008912.
17. Matsue Y, Damman K, Voors AA, kagiyama N, Yamaguchi T,
Kuroda S, et al. Time to furosemide treatment and mortality
in patients hospitalized with acute heart failure. J Am Coll
Cardiol 2017;69:3042-51.
How to cite this article: Marcevianto KV, Aditianingsih D, Pramudita
E, Aristya L. The Effects of Furosemide usage on Organ System Failure
Status based on Modified Sequential Organ Failure Assessment Score in
Critically ill Patient. Glob J Med Pharm Biomed Update 2020;15:8.

Global Journal of Medical, Pharmaceutical, and Biomedical Update • 2020 • 15(8)

| 5

