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· In recent years, bedside ultrasonography has gained wide acceptance for the assessment of critically-ill patients [1,2]. As opposed to “blind” monitoring systems which frequently rely on invasive techniques (e.g., pulmonary artery catheter), echocardiography Doppler allows real-time imaging of the heart and great vessels, thereby proving unparallel anatomical and functional information. Because of its versatility, safety and instantaneous diagnostic capability, bedside ultrasonography appears ideally suited for the evaluation of unstable patients in the intensive care unit (ICU).
· Critical care echocardiography has specific requirements which cannot be met by consultant cardiologists. Accordingly, it must be performed and interpreted by the intensivist at the bedside of ICU patients whenever their condition abruptly deteriorates. Adequate training of intensivists for an optimal use of this technique in ICU patients is mandatory [3,4].
· Over the last decade, several echocardiographic indices using heart-lung interactions produced by positive-pressure ventilation in the presence of a relevant hypovolemia have been validated for the prediction of fluid responsiveness [5-9].
· Inadequate ventilator settings may directly impede right ventricular ejection and contribute to the development of circulatory failure, as evidenced by echocardiography [10].
· Since the results of critical care echocardiography are immediately interpreted by the attending intensivist, it substantially alters further work-up and directly guides acute therapy in most patients [11,12].
· Overall, serial echocardiographic examinations provide real-time around-the-clock assessment of both the efficacy and tolerance of therapeutic interventions in ICU patients.
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