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The article by Estenssoro et al.! on the New
Global Definition of Acute Respiratory Distress
Syndrome (ARDS) offers an opportunity to re-
flect on an issue that concerns not only critical
care medicine but much of global medicine as
well: the development of international defini-
tions and guidelines in contexts that do not pro-
portionally include settings with limited resou-
rces. This results in recommendations that fail
to adequately consider social, economic, and
infrastructural disparities when establishing cli-
nical criteria or standards??.

The 1994 AECC definition allowed unification
of diagnostic criteria for ARDS but showed limita-
tions in accuracy. The large ARDS Network trials,
which adopted it as reference, transformed cli-
nical practice and revealed the heterogeneity of
enrolled patients*®. This process culminated in
the Berlin Definition (2012), which sought grea-
ter reproducibility and severity stratification,
providing a stronger framework for research and
care®’. However, this entire development took
place almost exclusively in high-income cou-
ntries. As a result, physiopathologically sound
diagnostic frameworks were established that are
not always applicable where arterial blood ga-
ses, mechanical ventilators, or computed tomo-
graphy are unavailable. In such scenarios, the
risk is twofold: failure to diagnose due to lack
of means, or diagnosing late when therapeutic
options have been drastically reduced®*.

The New Global Definition of ARDS, publis-
hed in 2024, represents an important advance?!2.
It introduces diagnostic categories that include
non-intubated patients, accepts the use of the
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SpO,/FiO, ratio when PaO, is not available, and
recognizes lung ultrasound as a valid alternative
to radiography or computed tomography. These
modifications are not concessions but context-
adapted science: they aim to expand diagnostic
equity and enable earlier interventions where
technological limitations are a daily barrier.

However, even this global effort reveals un-
derlying tensions. The panel that developed
the definition included only one representative
from low- and middle-income countries (LMICs).
Membership was determined through a cascade
recruitment process -panelists recommending
other panelists— and decisions were made du-
ring in-person meetings, a format that may fos-
ter conformity bias and limit diversity of pers-
pectives. In other words, the resulting definition
shows greater inclusiveness than the process
that produced it.

The recent experience of a more diverse in-
ternational panel that employed the Delphi
method to discuss the definition and subpheno-
typic classification of ARDS! demonstrates that
it is possible to combine representativeness,
methodological rigor, and transparency*. The
Delphi approach, through successive rounds of
anonymous consultation, reduces peer pressure,
equalizes participants’ voices, and promotes the
inclusion of experts who might otherwise be ex-
cluded for geographic, linguistic, or infrastruc-
tural reasons.

In a recent article, we have addressed this
inequity, which extends even to the evaluation
of scientific output from peripheral countries®.
ARDS is a paradigmatic example: the lack of rea-
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listic adaptations in its definitions may obscure
how the syndrome presents and evolves across
large regions of the world, hindering the contri-
bution of such data to global evidence building.

The lesson extends beyond ARDS. It reminds
us that most international guidelines and con-
sensus statements —-from resuscitation to sepsis
management- are developed in technologically
advanced environments and extrapolated to
regions with limited resources without appro-
priate adaptation. This not only hampers imple-
mentation but also perpetuates the invisibility
of local knowledge, which could enrich and, in
some cases, substantially modify the recom-
mendations.

If we aspire for terms such as “global” and
“universal” to have real meaning in medicine,

Reference

1. Estensoro E, Steinberg E, Plotnikow GA. Sindrome
de dificultad respiratoria aguda: una travesia clinica
y conceptual hacia una definicién global, valida y
equitativa. Medicina (B Aires)........

2. Estenssoro E, Gonzdlez I, Plotnikow GA. Post-pan-
demic acute respiratory distress syndrome: A New
Global Definition with extension to lower-resource
regions. Med Intensiva (Engl Ed) 2024; 48:272-81.

3. Maalge N, @rtved AMR, Sgrensen JB, et al. The in-
justice of unfit clinical practice guidelines in low-
resource realities. Lancet Glob Health 2021; 9:e915.

4. Bernard GR, Artigas A, Brigham KL, et al. The Amer-
ican-European Consensus Conference on ARDS.
Definitions, mechanisms, relevant outcomes, and
clinical trial coordination. Am ] Respir Crit Care
Med 1994; 149(3 Pt 1):818-24.

5. Acute Respiratory Distress Syndrome Network;
Brower RG, Matthay MA, et al. Ventilation with
lower tidal volumes as compared with traditional
tidal volumes for acute lung injury and the acute
respiratory distress syndrome. N Engl ] Med 2000;
342:1301-8.

6. Villar J, Kacmarek RM. The American-European Con-
sensus Conference definition of the acute respiratory
distress syndrome is dead, long live positive end-
expiratory pressure! Med Intensiva 2012; 36:571-5.

Beyond acute respiratory distress syndrome: Clinical consensus in an unequal world

the processes by which definitions and guide-
lines are built must include, from the outset,
the substantive participation of experts from
the settings most affected by disease. It is not
about validating their reality a posteriori, but
about integrating it into the very DNA of the
consensus.

The article by Estenssoro et al.? opens a door:
it explicitly recognizes the need for flexible de-
finitions adapted to diverse health realities and
underscores the importance of accessible diag-
nostic tools. The challenge now is for the next
global consensus not only to speak of equity but
to practice it in its methodology. Because in an
unequal world, defining is an act of power —and
doing so inclusively is, above all, an act of jus-
tice.

7. Yuan X, Pan C, Xie ], Qiu H, Liu L. An expanded defi-
nition of acute respiratory distress syndrome: Chal-
lenging the status quo. ] Intensive Med 2022; 3:62-4.

8. van der Ven FLIM, Valk CMA, Blok S, et al. Broaden-
ing the Berlin definition of ARDS to patients receiv-
ing high-flow nasal oxygen: an observational study
in patients with acute hypoxemic respiratory failure
due to COVID-19. Ann Intensive Care 2023; 13:64.

9. ARDS Definition Task Force; Ranieri VM, Ruben-
feld GD, Thompson BT, et al. Acute respiratory dis-
tress syndrome: The Berlin definition. JAMA 2012;
307:2526-33

10. Nasa P, Bos LD, Estenssoro E, et al. Consensus state-
ments on the utility of defining ARDS and the utility
of past and current definitions of ARDS-protocol for
a Delphi study. BMJ Open 2024; 14:e082986.

11. Nasa P, Bos LD, Estenssoro E, et al. Defining and
subphenotyping ARDS: insights from an interna-
tional Delphi expert panel. Lancet Respir Med 2025;
13:638-50.

12. Matthay MA, Arabi Y, Arroliga AC, et al. A New Global
Definition of Acute Respiratory Distress Syndrome.
Am ] Respir Crit Care Med 2024; 209:37-47.

13. De Vito EL, Estenssoro E. Where does this manu-
script come from? Geo-economic biases in scientific
publishing. Medicina (B Aires) 2025; 85:881-2.

MEDICINA (Buenos Aires) 0000; 00: 000-000



