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Abstract

:

Background: Shock includes different pathophysiological mechanisms not fully understood and remains a challenge to manage. Exhaled breath condensate (EBC) may contain relevant biomarkers that could help us make an early diagnosis or better understand the metabolic perturbations resulting from this pathological situation. Objective: we aimed to establish the metabolomics signature of EBC from patients in shock with acute respiratory failure in a pilot study. Material and methods: We explored the metabolic signature of EBC in 12 patients with shock compared to 14 controls using LC-HRMS. We used a non-targeted approach, and we performed a multivariate analysis based on Orthogonal Partial Least Square-Discriminant Analysis (OPLS-DA) to differentiate between the two groups of patients. Results: We optimized the procedure of EBC collection and LC-HRMS detected more than 1000 ions in this fluid. The optimization of multivariate models led to an excellent model of differentiation for both groups (Q2 > 0.4) after inclusion of only 6 ions. Discussion and conclusion: We validated the procedure of EBC collection and we showed that the metabolome profile of EBC may be relevant in characterizing patients with shock. We performed well in distinguishing these patients from controls, and the identification of relevant compounds may be promising for ICC patients.
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1. Introduction


Shock is a challenge to manage in an Intensive Care Unit (ICU). The clinicians have to detect the symptoms early and adapt their management strategies in order to limit high morbidity and multiple system illness such as renal and respiratory dysfunctions [1]. Pathogenesis is related to molecular activation pathways, including dysregulated inflammatory responses [2,3]. Although several cytokines and soluble antigens have been described in bronco-alveolar lavage (BAL) [4,5], the pathophysiology of the deleterious mechanisms remains unknown. The mechanisms, especially the pulmonary response, and the role of immune cells in the shock have to be further explored. The metabolic impact of inflammation has been widely reported in various diseases such as cancer or neurodegenerative disorders [6,7]. Interestingly, some authors reported a relation between lipid peroxidation products in the breath of ventilated ICU patients and inflammatory markers in BAL [5].



Metabolomics refers to an emergent powerful strategy that provides metabolic patterns from a combination of small molecules. The analytical methods detect metabolites across a large spectrum of concentrations, polarity and masses [8,9,10,11]. The metabolome may reflect the evolution of physiological states in response to environmental variations or aggressions such as microbial infections. These approaches enable the semi-quantification of metabolites up to 1500 daltons, including organic acids, lipids, amino acids, carbohydrates, peptides, vitamins, steroids, xenobiotics and many others. Among the different analytical methods available to perform metabolomics analysis, liquid chromatography coupled with high resolution mass spectrometry (LC-HRMS) is one of the most sensitive and reliable methods. The biological fluids usually explored are urine, plasma, cerebrospinal fluid, and cell homogenates. Metabolomics studies are based on two different approaches: a global profiling strategy (i.e., untargeted) and a targeted strategy. The untargeted method is suitable to evaluate a metabolome profile without any a priori knowledge on the metabolic disturbances involved in the pathological condition.



Few data are available about metabolome exploration during shock, based on nuclear magnetic resonance or mass spectrometry [12,13,14,15]. Interestingly, some authors performed a metabolomics study in patients with severe septic shock and showed that early modifications of lipids and kynurenine plasma levels were associated with mortality [16]. We hypothesized that the exploration of a matrix directly extracted from the lung may be more informative to explore shock pathophysiology. To avoid invasive pulmonary samplings such as BAL, exhaled breath condensate (EBC) procedure has been developed and this fluid may be used for biomarkers research. This type of matrix may be particularly useful for diagnosis and longitudinal follow up of patients [17]. EBC is suitable for metabolomics analysis and may be a good approach to studying lung reactions during shock or lung diseases, based on standardized EBC sample collection [18,19]. Although some metabolomics works have been published on this fluid, based on LC-MS, GC-MS [20,21,22,23,24,25] or NMR [26,27], such an approach has never been applied to explore shock pathophysiology.



The aim of our study was to develop a protocol for EBC collection and to assess the metabolome profile from mechanically ventilated patients in shock with acute respiratory failure and, as controls, mechanically ventilated patients during anesthesia for programmed surgeries.




2. Results


2.1. Patients and Sampling


The characteristics of patients are summarized in Table 1. Patients (P) (n = 12) were admitted in the intensive care unit for the diagnosis of: septic shock (7 peritonitis, 2 pneumonia), anaphylactic shock (1), hemorrhagic shock (1), cardiogenic shock (1). Controls (n = 14) were admitted in the surgical unit for: vascular surgery (7) (femoral endarterectomy and femoral bypass), aortic surgery (6) and phlebotomy (1). Patients in both groups were receiving different medical therapies according to their surgical conditions and previous medical history.



During EBC sampling procedure, no complications were observed or recorded. Between 2 and 3 mL of condensate were collected in 20 min.




2.2. Metabolomics Analysis


A total of 10.972 peaks were detected in positive mode and 1.468 in negative mode. Each chromatogram was manually controlled to retain 1.762 peaks in positive mode and 545 peaks in negative mode. Secondary for each peak an isotopic enrichment was researched in order to confirm their correspondence with molecular ions. Finally 1.345 ions were kept in positive mode and 460 in negative mode. We validated the reproducibility of quality controls as shown in PCA plots (Figure 1 and Figure A1).



Based on positive and negative ions data we showed a correct discrimination of 6 compounds between both groups (Figure 2). The PCA analysis of EBC metabolome within each group of patients revealed a correct homogeneity of profiles without any outlier in each group of patients (not shown).



We showed a R2X(cum) at 0.547 and 0.992, R2Y(cum) at 0.947 and 0.496 and a Q2 at 0.919 and 0.449, respectively. The metabolites with the highest variable importance in prediction (VIP) are presented in Figure 3.



Even if the design of this study is not suitable for diagnosis prediction, we noted that 100%, and 82.4% of patients were correctly classified using metabolome from positive and negative mode, respectively. Before optimization of the model and variables exclusion from positive data, and even after optimization from negative data, we noted that 3 patients (GJ, FL DS) were misclassified (Figure 2).





3. Material and Methods


3.1. Subjects


We recruited 26 patients, over 18 years old, including 7 pregnant women. We separated the patients into two groups: 12 patients admitted in the critical care unit (P) and 14 surgically programmed patients considered as the control group (C). The patients did not receive halogenated anesthesia. The local ethical committee approved the protocol and patients or person of trust gave the informed consent.



The patients (P) were admitted in the critical care unit for shock. They were sedated by continuous intravenous administration of midazolam, sufentanil and mechanically ventilated by oxygen-air. With respect to guidelines, monitoring was adapted to degree of illness and organ dysfunction for each patient. We did not include patients presenting with an acute respiratory distress syndrome (ARDS) with arterial PO2/FiO2 < 100.



The anesthetic procedures were standardized for controls (C) as they received intravenous general anesthesia with propofol and remifentanil, and they were mechanically ventilated by oxygen-air. Monitoring was initiated with ECG, pulse oximetry and non-invasive measurement of arterial blood pressure. In this group we did not include patients with chronic pulmonary disease or per-operative hemodynamic instability. EBC was collected during the first hour after intubation and before the start of surgery.



In both groups, the same fluid gas (air and oxygen) were delivered from hospital central gas with no external pollution, the same endotracheal tube and ventilator tubing. All collections were done in the morning in order to reduce the impact of circadian variability.




3.2. Exhaled Breath Condensate: Collection from Patients


EBC was collected from intubated patients with the Ecoscreen device (Viasys HealthCare, Hoechberg, Germany), which was positioned in the expiratory limb of the ventilator circuit.



During each measurement, all patients received a tidal volume of (8 mL/kg), FiO2at (0.35), a standardized respiratory rate of 15/min, and the already assigned PEEP (i.e., 0 or 8 cm H2O).



The EBC condenser cooled exhaled breath at condensation.



Collecting time for EBC was 20 min, producing approximately 1 mL condensate sample. Samples were aliquoted and stored at −80 °C until analysis in one batch.




3.3. UPLC-MS Analysis


UPLC-HRMS analysis was performed on a UPLC Ultimate 3000 system (Dionex), coupled to a Q-Exactive Mass Spectrometer (Thermo Scientific), operated in the positive (ESI+) and negative (ESI-) electrospray ionization modes (one run for each mode). Either in negative or in positive mode, the HESI source worked with a spray voltage of 3.5 kV, a capillary temperature of 380C-, a heater temperature of 350 h, sheath gas flow of 30 arbitrary units (40 neg), auxiliary gas flow of 15 (20 neg) arbitrary units and spare gas flow of 2 arbitrary units. During the full scan acquisition, range going from 66.70 to 1000.00 m/z, the instrument operated at 70.000 resolutions, with an Automatic Gain Control (AGC) target of 1 × 106 and a maximum injection time (IT) of 120 ms. Chromatography was carried out using a Dionex UltiMate® 3000 UHPLC equipped with a Phenomenex Kinetex 1.7 µm XB - C18, 150 mm × 2.10 mm, 100Å HPLC column kept at a temperature of 40 °C. A multi-step gradient (preceded by an equilibration time of circa 3 min), with a mobile phase A of 0.1% formic acid in water and a mobile phase B in acetonitrile (ACN) with 0.1% of formic acid, was utilized with a flow rate maintained at 0.3 mL/min during a runtime of 10.30 min for the negative mode and 20.50 for the positive one. Both gradients start with 100% of phase A and circa 1 min after, the percentage of organic phase were brought to 50% in 5.50 min before reaching the 100% at 18.00 min for the positive contrary to the negative that simply reach the 100% in 7.00 min. Circa 2 min after, the initial conditions of gradients were met again. The UHPLC autosampler temperature was set at 4 °C and the injection volume for each sample used was 20 µL.



The samples were randomized before injection leading to an injection order independent to the clinical status of subjects. Before each series of analysis, QC samples were injected to condition the column (2 injections of 2 QC samples). Furthermore, one QC sample was injected every 10 samples to monitor UPLC-HRMS reproducibility (7 QC per plate) [28].




3.4. Data Preprocessing


All the raw data were processed as one batch using the SIEVER software (Thermo Fisher Scientific) for the peak alignment and framing. This process results in a table of time-aligned detected features, with their retention time, m/z ratio and intensity in each sample (peak area).



As the SIEVER framing algorithm typically considers all areas higher than a cut-off value as a potential peak and we used a low cut of intensity value for sensitivity considerations, all the frames (peaks) were manually analyzed by checking the peak shape. Frames that were not associated to a classical peak shape were eliminated from the peak table.



We normalized each peak area to the total peak areas of each chromatogram and further performed statistical analysis on non-normalized and normalized data (each peak area to the total peak areas of each chromatogram). This normalization enabled us to prevent pre-analytical and analytical biases inherent to the differences of some respiratory parameters of patients.




3.5. Multivariate Data Analysis


The preprocessed data sets were linear-transformed and were used as an input for Simca P+ version 13.0 (Umetrics, Umea, Sweden). Data were mean centered and unit variance scaled to perform unsupervised principal components analysis (PCA) [29] to identify the similarity or the differences between sample profiles. Spectral variation was reduced to a series of principal components (PC), each representing correlated spectral changes and summarized in a score plot. PCs are new variables that are orthogonal to each other and explain progressively less variance in the data set. PCs were displayed in a two-dimensional score plot, allowing visualization of the distribution and grouping of the samples in the new variable space. Scores plots were visually inspected for grouping, trends or outliers in the data. If these outliers were also detected in the distance to model plot (DModX) which is based on the model residual variance, they were rejected from the model, and PCA model was rebuilt. Orthogonal partial least-squares discriminant analysis (OPLS-DA) was performed to evaluate variations in frames areas between both groups: variation in the measured data is partitioned into 2 blocks, one containing variations that correlates with the class identifier and the other containing variation that is orthogonal to the first block and thus does not contribute to discrimination between the defined groups [30]. We created a score plot to visualize the OPLS-DA model, and we characterized the contribution of metabolites to the separation of classes using the loading plot and the contribution plot. OPLS-DA was cross validated by withholding one-seventh of the samples in seven successive simulations such that each sample was omitted once in order to guard against over fitting, leading to OPLS-DA built from one so called “predictive” component and two or more orthogonal components. Q2 and R2 were used to assess the robustness of the model. R2 is defined as a fraction of the variance explained by a component. Cross validation of R2 gives Q2, representing the fraction of total variation predicted by a component. Variable importance parameters (VIP) rank the compounds according to their contribution to the model. We first deleted VIP having a threshold of 1.0 from OPLS-DA. The quality of the models was described by the cumulative modeled variation in the X matrix R2X (cum), the cumulative modeled variation in the Y matrix R2Y (cum), and the cross validated predictive ability Q2 (cum) values. Models were rejected if they presented complete overlap of Q2 distributions (Q2 (cum) < 0) or low classification rates (Q2 (cum) < 0.05 and eigen values should be > 2). We considered a model robust enough if Q2 > 40% and R2 > 50%, but these cut off values have to be re-evaluated in biological conditions. The set of multiple models resulting from the cross validation is used to calculate jack-knifing uncertainty measures. We fixed the maximum number of iterations at 200 until convergence of the OPLS algorithm [31].





4. Discussion


This study is the first metabolomics study from exhaled breath condensate performed in shock conditions. Metabolomics is an emergent approach enabling exploration of metabolism without any a priori hypothesis on metabolic disturbance. NMR or GC-MS metabolomics technologies have different criteria for performance, diverse requirements, preparation time, expenses, specificities, and capabilities to identify molecules [32,33]. All have technical limits such as sensitivity and resolution. The high sensitivity of LC-HRMS makes it one of the most robust techniques available for metabolomics studies. The impressive technical progress portends better and faster characterisation of the metabolome. However, some practical, financial and technical problems remain limitations on the application of the metabolomics strategy, and hurdles must be overcome before any marker is ready for the clinic [34]. Phases for the development of diagnostic assays have been established (discovery, retrospective validation, prospective screening, and qualification phases) but few studies follow the whole line of these procedures [35].



We showed that there is a high reproducibility in metabolome analysis from exhaled breath condensate using LC-HRMS. This pilot study is promising as we were able to distinguish between the two populations. These findings open up the perspectives of pathophysiology analysis based on the identification of metabolites in these models to help in the characterization of endophenotypes.



It is crucial to include the medical therapies in the discussion of our findings. We suggest that the discriminant VIPs identified in this study are independent from medication because (1) different drugs have been administered within each group without any difference in the types of treatment between both groups; (2) there is no statistical difference (non-parametric univariate analysis, not shown) of these metabolites levels between both groups; and (3) the respiratory elimination of drug metabolites and their detection by MS have not been described for these drugs. We are currently recruiting other patients to validate the identified VIP in an independent population. If confirmed, we will analyze the VIP by MS2 acquisition [36] in order to suggest identification for these putative biomarkers. These findings may help to (1) discuss the metabolic pathways involved in these clinical situations; and (2) to accurately assess the relationship between these compounds and medical therapies, using the appropriate website (http://www.drugbank.ca/).



Despite the different types of shock or clinical characteristics of enrolled patients, PCA analysis revealed a correct homogeneity within each group of patients. Interestingly, we noted that 3 subjects were misclassified in the OPLS-DA score plot. We did not find any explanation after reading the medical history of these patients, except that the patient GJ had an inflammatory disease with an acute episode 10 days before the inclusion in this study. Thus, the metabolome profile may be informative in detecting atypical phenotypes. Pregnant women were included but we did not detect a specific profile of these subjects. Although some studies showed modification in global metabolism during pregnancy [37], few studies focused on the EBC of these subjects. Some authors highlighted a higher EBC pH in healthy pregnant women than that from healthy non-pregnant women [38]. These findings may have an impact on metabolic profile and need to be fully explored. We have to take into account that OPLS-DA provides optimistic results and building robust models to perform prediction requires a specific methodology. Importantly, external validation may be the most important criteria for considering a molecule as a true biomarker. The analysis on two sets of data (i.e., a training and validation sets) within a cohort appears insufficient; results need to be confirmed by an independent laboratory. Consensus on what is needed to validate a biomarker is missing both for targeted and untargeted studies. One of the crucial steps is the complete validation of the analytical method. Indeed, analytical techniques should be validated as for all biological parameters used in routine practice [39]. Establishment of guidelines could help to reduce spurious positive associations between diseases and some molecules.



To date we cannot discuss the potential pathophysiological ways involved in shock as the identification of VIP has not been finished yet. However, our data may be innovative as many studies are exclusively focused on immunological biomarkers. Numerous immune cell-associated surfaces and several soluble biomarkers have been described. Only some of them have been confirmed in septic patients [40]. For example, CD23, CD95, and CD80 expression on B cells have been identified as biomarkers in sepsis prognosis [41]. The most robust biomarkers of sepsis have been identified in blood by targeted analysis, such as the following routine biochemical parameters: creatinine, procalcitonin, bilirubin, and lactate concentrations; and hematological parameters [42]. To date, sensitivity and specificity of the available biomarkers are insufficient and new technologies or microbiologic assays are necessary to complete the exploration. As no single laboratory test is able to accurately diagnose sepsis, innovative techniques are necessary to make significant progress in this field. The aim of the present project was to develop the protocol for EBC collection and to validate the proof of concept in the interest of exploring metabolome in exhaled breath to find biomarkers. As these preliminary findings are promising, we may expect advances in biomarkers discovery based on metabolomics studies of this biological fluid [43].



We need further data with larger homogeneous populations, and we need to evaluate the specificity of theses markers and evaluate the relevance of this approach compared to other biological and/or clinical data. The concomitant analysis of blood metabolome in these patients may be very informative in order to provide complementary findings on pathophysiological methods.




5. Conclusions


To conclude, we performed a promising pilot study to evaluate the metabolome of exhaled breath condensation from patients of ICU. We correctly distinguished these patients, thus opening the way for further targeted metabolomics research. Moreover, a new independent study to validate our findings may enable the characterization of endophenotypes of patients, and may improve our knowledge of shock pathogenesis.
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Figure A1. DModXPS data based metabolome obtained from quality controls. All quality controls are under the Dcrit (0.05) line. 






Figure A1. DModXPS data based metabolome obtained from quality controls. All quality controls are under the Dcrit (0.05) line.



[image: Metabolites 06 00026 g004]







References


	



Nair, G.B.; Niederman, M.S. Year in review 2013: Critical care—Respiratory infections. Crit. Care 2014, 18, 572. [Google Scholar] [CrossRef] [PubMed]

	



Lord, J.M.; Midwinter, M.J.; Chen, Y.F.; Belli, A.; Brohi, K.; Kovacs, E.J.; Koenderman, L.; Kubes, P.; Lilford, R.J. The systemic immune response to trauma: An overview of pathophysiology and treatment. Lancet 2014, 384, 1455–1465. [Google Scholar] [CrossRef]

	



Franks, Z.; Carlisle, M.; Rondina, M.T. Current challenges in understanding immune cell functions during septic syndromes. BMC Immunol. 2015, 16, 11. [Google Scholar] [CrossRef] [PubMed]

	



Fiuza, C.; Suffredini, A.F. Human models of innate immunity: Local and systemic inflammatory responses. J. Endotoxin Res. 2001, 7, 385–388. [Google Scholar] [CrossRef] [PubMed]

	



Boshuizen, M.; Leopold, J.H.; Zakharkina, T.; Knobel, H.H.; Weda, H.; Nijsen, T.M.; Vink, T.J.; Sterk, P.J.; Schultz, M.J.; Bos, L.D.; et al. Levels of cytokines in broncho-alveolar lavage fluid, but not in plasma, are associated with levels of markers of lipid peroxidation in breath of ventilated icu patients. J. Breath Res. 2015, 9, 036010. [Google Scholar] [CrossRef] [PubMed]

	



Rani, V.; Deep, G.; Singh, R.K.; Palle, K.; Yadav, U.C. Oxidative stress and metabolic disorders: Pathogenesis and therapeutic strategies. Life Sci. 2016, 148, 183–193. [Google Scholar] [CrossRef] [PubMed]

	



Verdile, G.; Keane, K.N.; Cruzat, V.F.; Medic, S.; Sabale, M.; Rowles, J.; Wijesekara, N.; Martins, R.N.; Fraser, P.E.; Newsholme, P. Inflammation and oxidative stress: The molecular connectivity between insulin resistance, obesity, and alzheimer’s disease. Mediat. Inflamm 2015, 2015, 105828. [Google Scholar] [CrossRef] [PubMed]

	



Patti, G.J.; Yanes, O.; Siuzdak, G. Innovation: Metabolomics: The apogee of the omics trilogy. Nat. Rev. Mol. Cell Biol. 2012, 13, 263–269. [Google Scholar] [CrossRef] [PubMed]

	



Wang, J.H.; Byun, J.; Pennathur, S. Analytical approaches to metabolomics and applications to systems biology. Semin. Nephrol. 2010, 30, 500–511. [Google Scholar] [CrossRef] [PubMed]

	



Koek, M.M.; Jellema, R.H.; van der Greef, J.; Tas, A.C.; Hankemeier, T. Quantitative metabolomics based on gas chromatography mass spectrometry: Status and perspectives. Metabolomics 2011, 7, 307–328. [Google Scholar] [CrossRef] [PubMed]

	



Quinones, M.P.; Kaddurah-Daouk, R. Metabolomics tools for identifying biomarkers for neuropsychiatric diseases. Neurobiol. Dis. 2009, 35, 165–176. [Google Scholar] [CrossRef] [PubMed]

	



Aletti, F.; Conti, C.; Ferrario, M.; Ribas, V.; Bollen Pinto, B.; Herpain, A.; Post, E.; Romay Medina, E.; Barlassina, C.; de Oliveira, E.; et al. Shockomics: Multiscale approach to the identification of molecular biomarkers in acute heart failure induced by shock. Scand. J. Trauma. Resusc. Emerg. Med. 2016, 24, 9. [Google Scholar] [CrossRef] [PubMed]

	



Garcia-Simon, M.; Morales, J.M.; Modesto-Alapont, V.; Gonzalez-Marrachelli, V.; Vento-Rehues, R.; Jorda-Minana, A.; Blanquer-Olivas, J.; Monleon, D. Prognosis biomarkers of severe sepsis and septic shock by 1 h nmr urine metabolomics in the intensive care unit. PLoS ONE 2015, 10, e0140993. [Google Scholar] [CrossRef] [PubMed]

	



Stringer, K.A.; Younger, J.G.; McHugh, C.; Yeomans, L.; Finkel, M.A.; Puskarich, M.A.; Jones, A.E.; Trexel, J.; Karnovsky, A. Whole blood reveals more metabolic detail of the human metabolome than serum as measured by 1h-nmr spectroscopy: Implications for sepsis metabolomics. Shock 2015, 44, 200–208. [Google Scholar] [CrossRef] [PubMed]

	



Su, L.; Huang, Y.; Zhu, Y.; Xia, L.; Wang, R.; Xiao, K.; Wang, H.; Yan, P.; Wen, B.; Cao, L.; et al. Discrimination of sepsis stage metabolic profiles with an lc/ms-ms-based metabolomics approach. BMJ Open Respir. Res. 2014, 1, e000056. [Google Scholar] [CrossRef] [PubMed]

	



Ferrario, M.; Cambiaghi, A.; Brunelli, L.; Giordano, S.; Caironi, P.; Guatteri, L.; Raimondi, F.; Gattinoni, L.; Latini, R.; Masson, S.; et al. Mortality prediction in patients with severe septic shock: A pilot study using a target metabolomics approach. Sci Rep. 2016, 6, 20391. [Google Scholar] [CrossRef] [PubMed]

	



Dodig, S.; Cepelak, I. Exhaled breath condensate--from an analytical point of view. Biochem. Med. (Zagreb) 2013, 23, 281–295. [Google Scholar] [CrossRef] [PubMed]

	



Ahmadzai, H.; Huang, S.; Hettiarachchi, R.; Lin, J.L.; Thomas, P.S.; Zhang, Q. Exhaled breath condensate: A comprehensive update. Clin. Chem. Lab. Med. 2013, 51, 1343–1361. [Google Scholar] [CrossRef] [PubMed]

	



Liang, Y.; Yeligar, S.M.; Brown, L.A. Exhaled breath condensate: A promising source for biomarkers of lung disease. Sci. World J. 2012, 2012, 217518. [Google Scholar] [CrossRef] [PubMed]

	



Peralbo-Molina, A.; Calderon-Santiago, M.; Priego-Capote, F.; Jurado-Gamez, B.; Luque de Castro, M.D. Metabolomics analysis of exhaled breath condensate for discrimination between lung cancer patients and risk factor individuals. J. Breath Res. 2016, 10, 016011. [Google Scholar] [CrossRef] [PubMed]

	



Van der Schee, M.P.; Hashimoto, S.; Schuurman, A.C.; van Driel, J.S.; Adriaens, N.; van Amelsfoort, R.M.; Snoeren, T.; Regenboog, M.; Sprikkelman, A.B.; Haarman, E.G.; et al. Altered exhaled biomarker profiles in children during and after rhinovirus-induced wheeze. Eur. Respir. J. 2015, 45, 440–448. [Google Scholar] [CrossRef] [PubMed]

	



Peralbo-Molina, A.; Calderon-Santiago, M.; Priego-Capote, F.; Jurado-Gamez, B.; Luque de Castro, M.D. Development of a method for metabolomic analysis of human exhaled breath condensate by gas chromatography-mass spectrometry in high resolution mode. Anal. Chim. Acta 2015, 887, 118–126. [Google Scholar] [CrossRef] [PubMed]

	



Fernandez-Peralbo, M.A.; Calderon Santiago, M.; Priego-Capote, F.; Luque de Castro, M.D. Study of exhaled breath condensate sample preparation for metabolomics analysis by lc-ms/ms in high resolution mode. Talanta 2015, 144, 1360–1369. [Google Scholar] [CrossRef] [PubMed]

	



Boots, A.W.; Bos, L.D.; van der Schee, M.P.; van Schooten, F.J.; Sterk, P.J. Exhaled molecular fingerprinting in diagnosis and monitoring: Validating volatile promises. Trends Mol. Med. 2015, 21, 633–644. [Google Scholar] [CrossRef] [PubMed]

	



Pitiranggon, M.; Perzanowski, M.S.; Kinney, P.L.; Xu, D.; Chillrud, S.N.; Yan, B. Determining urea levels in exhaled breath condensate with minimal preparation steps and classic lc-ms. J. Chromatogr. Sci. 2014, 52, 1026–1032. [Google Scholar] [CrossRef] [PubMed]

	



Kuban, P.; Foret, F. Exhaled breath condensate: Determination of non-volatile compounds and their potential for clinical diagnosis and monitoring. A review. Anal. Chim. Acta 2013, 805, 1–18. [Google Scholar] [CrossRef] [PubMed]

	



Sofia, M.; Maniscalco, M.; de Laurentiis, G.; Paris, D.; Melck, D.; Motta, A. Exploring airway diseases by nmr-based metabonomics: A review of application to exhaled breath condensate. J. Biomed. Biotechnol. 2011, 2011, 403260. [Google Scholar] [CrossRef] [PubMed]

	



Spagou, K.; Wilson, I.D.; Masson, P.; Theodoridis, G.; Raikos, N.; Coen, M.; Holmes, E.; Lindon, J.C.; Plumb, R.S.; Nicholson, J.K.; et al. Hilic-uplc-ms for exploratory urinary metabolic profiling in toxicological studies. Anal. Chem. 2011, 83, 382–390. [Google Scholar] [CrossRef] [PubMed]

	



Kemsley, E.K.; Le Gall, G.; Dainty, J.R.; Watson, A.D.; Harvey, L.J.; Tapp, H.S.; Colquhoun, I.J. Multivariate techniques and their application in nutrition: A metabolomics case study. Br. J. Nutr. 2007, 98, 1–14. [Google Scholar] [CrossRef] [PubMed]

	



Madsen, R.; Lundstedt, T.; Trygg, J. Chemometrics in metabolomics--a review in human disease diagnosis. Anal. Chim. Acta 2010, 659, 23–33. [Google Scholar] [CrossRef] [PubMed]

	



Westerhuis, J.A.; van Velzen, E.J.; Hoefsloot, H.C.; Smilde, A.K. Multivariate paired data analysis: Multilevel plsda versus oplsda. Metabolomics 2010, 6, 119–128. [Google Scholar] [CrossRef] [PubMed]

	



Ala-Korpela, M. Potential role of body fluid 1h nmr metabonomics as a prognostic and diagnostic tool. Expert Rev. Mol. Diagn. 2007, 7, 761–773. [Google Scholar] [CrossRef] [PubMed]

	



Garcia, A.; Barbas, C. Gas chromatography-mass spectrometry (gc-ms)-based metabolomics. Methods Mol. Biol. 2011, 708, 191–204. [Google Scholar] [PubMed]

	



Tumani, H.; Teunissen, C.; Sussmuth, S.; Otto, M.; Ludolph, A.C.; Brettschneider, J. Cerebrospinal fluid biomarkers of neurodegeneration in chronic neurological diseases. Expert Rev. Mol. Diagn. 2008, 8, 479–494. [Google Scholar] [CrossRef] [PubMed]

	



Bowser, R.; Lacomis, D. Applying proteomics to the diagnosis and treatment of als and related diseases. Muscle Nerve 2009, 40, 753–762. [Google Scholar] [CrossRef] [PubMed]

	



Blasco, H.; Corcia, P.; Pradat, P.F.; Bocca, C.; Gordon, P.H.; Veyrat-Durebex, C.; Mavel, S.; Nadal-Desbarats, L.; Moreau, C.; Devos, D.; et al. Metabolomics in cerebrospinal fluid of patients with amyotrophic lateral sclerosis: An untargeted approach via high-resolution mass spectrometry. J. Proteome Res. 2013, 12, 3746–3754. [Google Scholar] [CrossRef] [PubMed]

	



Orczyk-Pawilowicz, M.; Jawien, E.; Deja, S.; Hirnle, L.; Zabek, A.; Mlynarz, P. Metabolomics of human amniotic fluid and maternal plasma during normal pregnancy. PLoS ONE 2016, 11, e0152740. [Google Scholar] [CrossRef] [PubMed]

	



Eszes, N.; Bikov, A.; Lazar, Z.; Bohacs, A.; Muller, V.; Stenczer, B.; Rigo, J., Jr.; Losonczy, G.; Horvath, I.; Tamasi, L. Changes in exhaled breath condensate ph in healthy and asthmatic pregnant women. Acta Obstet. Gynecol. Scand. 2013, 92, 591–597. [Google Scholar] [CrossRef] [PubMed]

	



Theodorsson, E. Validation and verification of measurement methods in clinical chemistry. Bioanalysis 2012, 4, 305–320. [Google Scholar] [CrossRef] [PubMed]

	



Bhan, C.; Dipankar, P.; Chakraborty, P.; Sarangi, P.P. Role of cellular events in the pathophysiology of sepsis. Inflamm. Res. 2016. [Google Scholar] [CrossRef] [PubMed]

	



Monserrat, J.; de Pablo, R.; Diaz-Martin, D.; Rodriguez-Zapata, M.; de la Hera, A.; Prieto, A.; Alvarez-Mon, M. Early alterations of b cells in patients with septic shock. Crit. Care 2013, 17, R105. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Fan, S.L.; Miller, N.S.; Lee, J.; Remick, D.G. Diagnosing sepsis—The role of laboratory medicine. Clin. Chim. Acta 2016, 460, 203–210. [Google Scholar] [CrossRef] [PubMed]

	



Banoei, M.M.; Donnelly, S.J.; Mickiewicz, B.; Weljie, A.; Vogel, H.J.; Winston, B.W. Metabolomics in critical care medicine: A new approach to biomarker discovery. Clin. Invest. Med. 2014, 37, E363–E376. [Google Scholar] [PubMed]








[image: Metabolites 06 00026 g001 1024] 





Figure 1. Score scatter plot of principal component analysis (PCA) from quality controls from (A) positive mode and (B) negative mode. 
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Figure 2. Score scatter plot of OPLS-DA from the metabolome of exhaled breath condensates showing the discrimination of patients (blue) and controls (green) using (A) positive mode and (B) negative mode. 
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Figure 3. Contribution plot of the most relevant VIP included in the OPLS-DA models built from the metabolome of exhaled breath condensate based on (A) positive mode and (B) negative mode. Metabolites with positive score contributions are higher in patients than in controls. 
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Table 1. Characteristics of patients, NA: patients had not arterial gasometry during surgery; PEEP : Positive End Expiratory Pressure.
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Patients (n = 14)

	
Controls (n = 12)

	
p-Value






	
male

	
13

	
6

	
0.03




	
age

	
62 [49–83]

	
71 [53–89]

	
0.22




	
Respiratory parameters




	
PEEP (cmH2O)

	
5 [0–8]

	
5.5 [5–8]

	
0.018




	
Volume (L/min)

	
6.1 [4–7.6]

	
9.2 [6.9–11.6]

	
0.000914




	
Fi O2 (%)

	
60 [50–60]

	
50 [33–80]

	
0.04




	
PaFi (mmHg)

	
NA

	
232 [126–415]

	




	
ventilation duration (h)

	
0.75 [0.3–2]

	
20 [12–384]

	
0.0001




	
plateau pressure (cmH2O)

	
16.5 [14–120]

	
18 [16–28]

	
0.105




	
Temperature (°C)




	
patient

	
36 [35.7–36.6]

	
37.9 [36.3–39.9]

	
0.00003




	
room

	
20

	
25 [24–26]

	
0.00012
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media/file4.png
e
21 ~
4 MIL@ @ BAF
=
2 /
z? } L@ G:A o=
! ) HA
) 4
1
DS 8M
2
3 ; } | | . |
. o I T T :
1,00002 * 1]
3 —
21 @HA
=1 o o
Zol ! o b @@
o 04— QoM f PN X ot
E \ o o ae -
. IF
VeM @ @rC GNA ‘BE
2]
3 ox 7
4 | ‘ | |
_ } 3 T

1.00002 *#i11





nav.xhtml


  metabolites-06-00026


  
    		
      metabolites-06-00026
    


  




  





media/file1.png
-
-~
=]
o
L
SN
.=t o
r...1__ ke o
o ]
I i
" 9
! i
] ]
I, ]
|II|- 741- 1-||_.
— T v T v T v T T T v T — T 1] T qlq..a T - T
T 4~ 8 8 3 3 ° %A 3 s 3G O
senpisas paydiam (uwuoN)(ZIxeona sienorsas Pl am (woN)gleona
=T





media/file2.png
A
30
2
10 [ ] ®
s [ ]
= °
5 ® oo
-20
-30

/'\

. Se— | | =
50 -4 -30 -20 -10 0 2 3
0






media/file7.png
— OEER

— LO0E

— 1595

Var ID (Primary}

— Q66K

— 9EST

— St 10

L B
L : L e L
S 2 - 2

Td =@ T dnoagy - ¢ dnogg)quinoy aioog

"

— SFE

— TIET

— Tk

— EFL

— HE

—ETL

Td =@ ‘(T dnoag - ¢ dnoag)guinoy aaoag

Var ID {Primary}





media/file5.png
129015 * to[1]

1,1308 * to[1]

[ = [§8] V5]

1
==

-2

A [ B
7 1 — @
5 . TA —
- ®r-
1 @
, , GC@ .295’“ L@ CNA
. VENMPE ~U':;A Hu I: @5
: GM
-1 4 GJ ®
DS
PC EM
- ¥ w
-7 -
—3 T I Ll | T I T I T T I 1 I T _h__
-5 -4 -3 -2 -1 0 1 2
1,00092 * t{1]
A [
i i .m -
) @HA oW
. - BA ‘ qr @ AL
. PC FA
1 ® ¥ LY
| sl s
I. BIL ‘ . vl
1 TA Gl
. ¢ @Mige@'-
| VEM @ | GNA
@~C BE
] @« .
T I T I T T I T =_-
-6 -4 -2 0 2

1.00002 * £[11]





media/file3.png
L L
L L
... : n m

> % 8 % 3

-
i

L b L -

-





media/file0.png
o
£ & & - B %

DMoaX[2](Norm), Weighted residua’s

o

s
IS
-

DModX([3](Norm), We ghted residual:
e o © el
P e & - &

o
[

05)

<





media/file6.png
B T
LT T BT R B N
H B 3 - a9

- DEER

- To08

I~ 4595

- 966€

- 9E5T

Ski9

sve
Freet
Foty
g
E
[
a
®
- - et
fse
€1
-
N e m e wm W om A
- o ﬂ ! -

VarID (Primar





