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Prof. Rinaldo Bellomo was not only a great scientist, but
also a loving husband and father, exceptionally gifted physi-
cian, a great mentor, and a good friend.

With more than 2000 publications in 160 journals and
more than 150,000 citations, Professor Rinaldo Bellomo
(1956–2025) is among the worlds’ most important medical
researchers, and the first intensive care physician to be
acknowledged by ClarivateTM as an influential scientific
mind. He is an outstanding figure in intensive care medicine,
and significantly contributed to giving our field the same
dignity of other medical disciplines, authoring 23 randomized
controlled trials (RCTs) in the New England Journal of
Medicine (Supplemental Table 1).

With his pivotal studies he contributed to the shape and
redefination of critical care nephrology [1, 2], the concept of
glycemic control in the intensive care units [3], the approach
to intravenous fluids [4, 5], and the use of vasopressors [6],
among others. With his capability of thinking out of the
box, his exceptional understanding of physiology, and his
dedication to rigorous studies, he was challenging dogmas,
sometimes highlighting harms where others were ensuring
benefits. “The biggest minus to knowledge is not that you are
ignorant, is that you think you know”, and this mantra drove
his research activity through the years, aware that “todays’
truth will be the source of derision tomorrow”. He was both
a physiology expert (having one of the world’s finest animal
laboratories in the world) and a clinical trialist. He was not
passive to dogmas, and he challenged them teaching us that any
intuition, even the most unpopular, should be followed with
rigor and perseverance. Indeed, he believed that in research
one should have followed the truth, starting from the clinical
problem and searching for the answer, instead of starting
from an idea and making everything to prove it right. As a
scientific heritage, he leaves us some milestone concepts: (1)

the ideal flow of research should start with a deep knowledge
of the question of interest, followed by experimental data,
a pilot or feasibility study, and finally a grant application
and a large multinational randomized controlled trial; (2) in
the dispute between the supporters of personalized medicine
and the pragmatic clinical trialists, he knew the answers for
personalization had to be searched within the subgroups of
the thousands of patients randomized in mega-trials, and not
in personal opinions; (3) he leaves us the concept of “smart
research”, where clinicians should be able and supported to
collect data in a hyper-simplified manner (in the absence of
concerns for patients’ safety); (4) due to biases and lack of
generalizability, single-center and maybe even single-nation
trials, should be useful only to generate hypothesis, and as
a training for young colleagues to become experts in clinical
research; (5) in 2006, starting from the quote of Bertrand
Russel “the extent to which beliefs are based on evidence is
very much less than believers suppose”, he proudly introduced
the need of additional dimensions to the quality of the evidence
from research: biological plausibility, reproducibility and gen-
eralizability [7].

From a clinical point of view, he spent decades studying
strategies such as the role of angiotensin II as a vasopressor,
and the role of amino acids for the prevention of acute kidney
injury [8], two major discoveries that will potentially affect
clinical practice and the outcomes of critically ill patients in
the next few years.

Despite his outstanding contribution to critical care
medicine, he was much more than just a scientist. His merit
lies in having built one of the most amazing clinical and
scientific networks disseminated all over the world, which
is proven by hundreds of co-authors in his works from 70
countries. He was able to build such a network, because he
was content driven, benevolent, generous and an interactive
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and integrative character.

Fig. 1A displays a co-authorship network centred on
Professor Rinaldo Bellomo, illustrating the collaborative
structure of his scientific output in the field of critical care
medicine. Professor Bellomo occupies a dominant, highly
interconnected central position within the network, reflecting
his prolific scholarship and transformative influence on the
field. The dense web of connections radiating from his
node underscores both the breadth of his collaborations
and the integrative nature of his research leadership. Fig. 1B
complements this author-level perspective with a country-level
co-authorship map, highlighting international collaboration
patterns in critical care research catalysed by Professor
Bellomo. Australia emerges as the largest and most centrally
positioned node, with strong links to Europe, North America
and the Asia-Pacific region. This central role reflects Professor
Bellomo’s foundational contributions to advancing both the
intellectual development and global collaborative fabric of

critical care science.

The capability of Professor Bellomo to connect with peo-
ple at any time, from everywhere, regardless of the jetlag
and dealing with several different topics proves his boundless
energy and extraordinary passion for research, collaboration
and education. He was extremely cooperative, and despite
the determinant contribution in each study, he rarely took for
himself the most prestigious position in authorship, having
just 41 papers out of 2088, as first author. A summary of
Professor Bellomo’s top 10most cited publications is presented
in Supplemental Table 2. Moreover, hundreds of colleagues
acknowledge Professor Bellomo as their mentor, due to his
kindness and availability towards anyone who was asking for
support, offering his time with relentless enthusiasm, warmth
and optimism. He had the gift of making things simple and
comprehensible, and this unique talent allowed also the most
junior colleagues to benefit and learn from his experience and
knowledge. Despite his role, network and influence, he always

FIGURE 1. Professor Bellomo’s Co-authorship network. (A) Co-authorship network visualization illustrating the
scientific collaboration landscape surrounding Professor Rinaldo Bellomo. (B) Co-authorship network visualization depicting
the collaborative research impact of Professor Rinaldo Bellomo.
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refused to spend his time on social media, simply replying
“Why?” when asked.
Beside his scientific knowledge, Rinaldo had a great overall

general culture beyond medicine, being able to lead conver-
sations on history, philosophy, literature and politics. It was
a pleasure to discuss such topics with him, and always had
interesting points of view to share. His knowledge of general
culture can be seen in his major studies, for example the clear
reference to Dumas’s The Three Musketeers in his vasopressor
trials ATHOS [6], ARAMIS [9] and PORTHOS [10].
He leaves a legacy behind him [11], with the most nourished

group collected in the Australian and New Zealand Intensive
Care Society Clinical Trials Group, but, as above mentioned,
spread all over the world. Despite being born and having
graduated in Italy, he never identified himself as Italian, hav-
ing worked in the United States, South Africa and Australia.
However, he would still occasionally speak Italian—with the
native accent—with those countrymen he liked the most.
After the sorrow for having lost a mentor and a friend, Ri-

naldo’s legacy will now have to collect his scientific heritage,
and continue his immense and enduring contribution to the
field of critical care medicine, in honor of his memory and
the discipline and patients he devoted his life to. The starting
point will be the 54 ongoing trials that he was running, keeping
in mind his favourite words: “We should make the important
measurable, not the measurable important”.
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