Yogun Bakimda Hipoksik
Hasta: Nasil Yapiyorum?
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Akut Hipoksemik SY
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*ARDS

*Akut Kardiyojenik Pulmoner Odem
*Pnomoni

*KOAH

“Postoperatif solunum yetmezligi

*Travma



Akut Hipoksemi

t Hipok k SY

Hipoksemi mekanizmasi Klinik Ornek

Hipoventilasvon Narkotik asin dozu, havayolu obstriiksivonu
Noromuskiiler gtigsizlik

Sant PFO, konjenital kardiyvak hastalik,
atelektazi. pndmont. pulmoner 6dem

V/Q dengesizlig Pulmoner emboli. KOAH

Difiizyvon bozuklugu Interstisvel akciger hastaliklan




~ Akut HipoksemikSY

%100 02 akim iz (L/dak) Fi02
Nazal kamiil

1 0.24
2 028
3 0.32
1 0.36
5 0.40
6 0.44
Basit oksijen maskesi

5-6 0.40
6-7 0.30
T-8 0.60
Parsivel rebreathing maske

7 0.63
8-15 0.70-0_80

Nonrebreathing maske

4-10 0.85-1.0
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~ HFNC-Fizyolojik Etkileri ve

Avantajlari

Daha ytiksek ve daha stabil FiO2
[sitma ve nemlendirme
Nazofaringeal rezistansta azalma

Faringeal oli bosluk ‘washout’, anatomik oli boslukta
azalma

Pozitif havayolu basinci, PEEP etkisi, alveoler rekriitman



Post Extubation Procedural Reduces CO2



Crit Care. 2017 Jul 12:21{1):134. doi: 10.1186/213054-017-1780-3.

High-flow nasal cannula oxygen therapy is superior to conventional oxygen therapy but not to
noninvasive mechanical ventilation on intubation rate: a systematic review and meta-analysis.

Zhao H!, Wang H?, Sun F? Lyu 82 Any*.

* 11 RKT, 3459 hasta

* 8 calisma HFNC vs
Konv. ted

* 2 calisma HFNC vs
NIMV

* 1calisma HFNC vs
NIMV vs Konv. ted

Table 1 Main characteristics of the 11 studies included in the meta-analysis

Study Country  Setting  Study Patients Contral Duration Primary  Secondary
design (hi outcomes  putcomes
Intubation Mechanical Escalation Morality
venitilation
Bedl M, 2015% [13 Australia  ED Multi Acute undifferentiated  FM/nasal 2 h e Ve Yes Ma
centre shartness of breath prongs
Corley &, 2015° Aupstralia  ICU Multi Postextubation after  FM/nasal 24 h Yes Yes Yes Mo
[44] centre cardiac surgery with cannula
BMI 230 kog'm’
Frat JF, 2015 [18]  France L Multi AHRF {without Fid/NIY 48 h Yesfyes  Yes Yesfyes  Yesfyes
centre Fypercapnia)
Hernandez G, Spain ICU Multi Post-extubation RF in Fidmasal 24 h Yes Yes Yes Yes
M6 149] centre leww risk for reintubation  cannula
Jones PG, 2015 e LD Sirgle Hypowia and tachyprea FMnasal 3k Yes Yes Yes Yes
[20] Lealand centre prongs
Lemniale ¥, 2015
[45]
France CU Multi Immunocompromised M 2h ey Yes Yes Na
centre patients with AHAF
Maggiore 5M, 2014 lsaly U Multi ‘ost-extubation ARF Fid 43 h et Yes Yes Yes
121) centre
Parke R, 20137 [22]  MNew CVCL Single Post-extubation after  FMor nasal 24 h Yes Yes Yes Yes
Lealand cantre candiac surgery prangs
Parke R, 2011 [48]  MNew QWL Single Mild to moderate AHRF  FM 24h Yes Yes Na
Lealand centre
Stephan F, 2015 France CVs  Muli ARF after cardiothoracic NIV Period of Yes Yes Yes
[47] U cantre SLINQETY ICU stay
Hernandez G, Spain U Multi Past-extubation BF in MV 24h et Yes Yes
2016 |25) centre high risk for reintubation




HFNC vs Konv. ted;

*Entibasyon HFNC grubunda anlamli olarak daha distik

*Mortalite bakimindan fark yok

HFNC vs NIMV

*Enttibasyon ve mortalite bakimindan fark yok
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r HFNC

HFNC genellikle iyi tolere edilir ve uzun siire kullanilabilir

Akim, hastanin solunum talebi ve/veya solunum
sikintisinin agirligina gore ayarlanmalidir

Akim hiz1 20-30 L/dk hizinda baslatilmali, kademeli olarak
arttirilmahidir

Solunum sayisinda azalma olmaz ise akim hizi 5-10 L/dk
arttirilmali ve hastanin rahat edecegi akim hizi ayarlanmali



HFENC

Akim hizi artilirak FiO2 < %60 altinda tutmak tercih
edilir ancak yeterli oksijenizasyon ve klinik diizelme
temel amactir

Hasta verilen akim hizini tolere edemiyorsa akim hizi
azaltilmali

Akim hiz1 < 20 L/dakika ve FiO2 < %50 oldugunda
konvansiyonel diisiik akim oksijen sistemlerine
gecilebilir



7 e p—
g HFNC

Standart medikal tedavi ve konvansiyonel oksijen
tedavisinin yetersiz kaldigi akut kardiyojenik pulmoner
odem ve KOAH disindaki akut hipoksemik solunum

yetmezliginde HFNC distintilmeli

Emerg hMed Clin Morth Am. 2019 Aug; 37 (3r431-444. doi: 101016/ emc.2019.04.005

Mechanical Ventilation in Hypoxemic Respiratory Failure.

Kapil ', Wilson JG?




~— Akut Hipokmw

Crit Care Med. 2017 Jul;45(7)e727-e733. doi: 10.1097/CCM.00000000030002361.

Noninvasive Ventilation in Acute Hypoxemic Nonhypercapnic Respiratory Failure: A Systematic
Review and Meta-Analysis.

¥u ¥P' Zhang XC, Hu SL, X¥u JY, Xie JE, Liu SQ, Liu L. Huang ¥Z, Guo FM, Yang Y, Qliu HE.

11 RKC (NIMV vs standart oksijen ted.), 1480 hasta
KOAH atak ve AKPO dis1 nedenlere bagli akut hipoksemik SY

Entiibasyon ve mortalite NIMV grubunda anlamli olarak daha
distik

NIMYV basarisini ongoren faktorler: genc yas, daha diisiik
hastalik agirligi ve erken klinik yanit



~ Akut Hipoksemik SY-NiMV

Official ERS/ATS clinical practice
guidelines: noninvasive ventilation for
acute respiratory failure

Table 3

Summary of relevant European Respiratory Sodety/American Thoracic Sodety
recommendations for application of NV in acute respiratory failure

Cause of Hypoxemia Recommend ation Justification
Cardiogenic pulmonary edema  BiPAP or CPAP (strong significantly decreased need
recommendation) for intubation and decreased
rrve rhal ity
Immunoccompromised patients  Early MIPPY (conditional  Significantly decreased need
with AHRF recommendation) for intubation, decreased

miartality, and decreased
rates of nosocomiial
prieurmisnia

De novo respiratory failure, Mo recommendation —

including preumonia amnd
ARDS




~Akut Kardiyojenik Pulmoner Odem

V/Q dengesizligi Solunum kas kan
Sant akiminda azalma
Kompliyansda azalma Muskdler atrofi
Plevral efiizyon Kas is ytikiinde artis
Hava yolu direnc artisi
1L Solunum kas patolojisi
Hipoksemi

Solunum isinde 1



s R

( systolic blood pressure - intrathoracic pressure ) = LV radius
LV wall thickness

//

Afterload=

PPV intratorasik basinci artirir

Sag ve sol ventrikiil on ylikiinde azalma
Sol ventrikil ard yiikiinde azalma

L

atim voliimi 1



Characteristics of Inchided Studies

PEEP
Stady Ref.  Yeat Design ) Setting (cm HO)  Quality Score Ioclusion Criteria
Risiaon ot o, 25 1958 CPAF v ST 10 KKu 10 2 ACPE: RR > 25, I90/10, <X0 mm Ng. AM we
Beevien et al 14 1991 CPAP vs ST » LR 0 2 ACPE: Oy <70 or PsOOy > 45 men Hg, wih Oy § LAnin
Leaa 15 1995 CPAP v« ST 100 v 25 I ACPE: RR > 22 or AM ow sad P01 of 200300 mam Hyg aad
AA 225 mm Il
Takods et sl % W CPAP v ST 0 v ‘ 1 ACPE: O, <%0 s Hg with O, »%0%
Takeds et ol 25 9% CPAP ve ST 2 ocu 4 2 ACPE: PO, <50 man Hg wieh O, S0% and myocardal infarction
Dekebsux et al, 7 2w CPAP w4 ST Q' xu 75 3 ARF wconlaty to paimsmary PO HI0, 300 men Hy with
0, =10 L/mn
Hao et al o o CPAP w1 ST sl N/A L] 1 ACTE: AM me, RR >25, POy <602 mm lig
Kelly et al " e CPAP v ST 58 ER 75 2 ACPE: RR >0
Moz et ol 10 n CPAP ¥4 ST 2% ER 0 2 ACPE: RR > 25, $p0; <90% on ak, hidory of OVD)
Lieretal. 277 o CPAP v1 ST 50 ER 75 3 ACPE: 275 5, PRONI0, = 00 s Hg weh O, »8 Lisim,
RR =25 AM uw, Meory compatible with VD)
Maap et 2l 17 0 NIPFY v ST » Ky 5 3 MTPE
Leva etal. 11 i NIPFY va ST 3 IR 3 2 ACPE: RR =30, daphoresa. AM me
Ferver et sl 24 p.LiL] NIFFV va ST »' v 5 2 ARFE: Pay <60 mem Hg o SpOy <% wih Oy »5%
Nava ot al 2 xn NIFFV vu ST 10 R 5 A ACPE: IVOSFI0; <250 man Ng wieth O; =10 Limn, RR >0
Yeetal 23 08 NIPPV vs ST 4K N/A 5 1 ACPE: Sa0y <905, RR >23
Park et al. 49 201 NIPPV va CPAP w ST n ER NPV 3 2 ACPE: RR =25
CPAP S
Pak ot al, 12 108 NIPPV vi CPAP w ST M) ER 10 2 ACEP. RR > 25, schycandia, Sapharean
Crane etal. a2 08 NIPPV v CPAP w ST &0 LR NPV A 3 ACPE: RR > 25, arevial pll <738
CPAP 10
Zraaget 3l “ B NIPPV v CPAP w ST &0 R NPV S ! ACPE: Arerad pt <735
CPAP 10
o 45 D NPV v CPAFP w ST 1089 ER NIPPV 4 4 ACPE: RR > X0, srwrial pHl <735
CPAP S
Mehi et al 16 1w NIPFV v CPAP 7 ER NIV S 4 ACTE: RR > 30, AM 3w, HR > 100
CPAP 10
Martin Herseales n o NIFFV w2 COPAP 0 N/A NA - ACPE
ol
Liesching ot al. 7 m NIFFY v« CPAP 27 ER NPV 4 - ACPE
CPAP 0
Wang ed al 39 . L1l NIFFY v CPAP 40 Ku NIFFY & 1 ACPE: nchypoea, cysmosls
CPAP S
Crom et sl n o NPV v COPAP " (4 s 1 ARE: Splhy <90% om sir or SpO; <9¥% with O; >6 Limin mabibey
to spesk | waknces of RR >25
Bellone e al 3 pi NIV va CPAP n IR NIPPY S 3 ACPE: SpOy; <90% weh O; > 5 Liwn, RR > 30 AM e HR > 10
CPAP 10
Bellone ot al. A x5 NPV v OPAP » IR NPV S 3 ACPE: Sp0y <% weh O, >5 am, RR > 30 AM we, IR > 10
CPAP 10
Poaget 3l is b NIV v CPAP 1 ER NA ! ACTE
Morez et ol ] o NPV v CPAP ] 'R NPV S 2 ACTE: RR > X0, Sp0; <908 wib Oy > 5 LJmn or AM we
CPAP 0
Feman @1 3l ALY xn NIPFV v CPAP n e 5 Al ACPE: RR > X0, AM ww, Sp0); <9% wih HO; 60%
Ragerhoke et 2l L} pb ) NIFFV w2 COPAP 36 el NPV 4 K ACPE: RR > X0 o AM uwe of 550, <90% wmih O, > 10 Lmis

CPAP 0
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AKPO’de NiMV

AKPO'li her hastada NIMV miimkiin oldugu kadar
erken diistinalmeli

Ciddi solunum sikintisi, yeterli oksijenizasyonun

saglanamamasi veya medikal tedavinin yetersiz
kalmasi

[k basamak tedavi?

CPAP? BIPAP?



~—— Official ERS/ATS clinical practice

guidelines: noninvasive ventilation for
acute respiratory failure

Eur Respir J 2017; 50: 1602426

Recommendation
We recommend either bilevel NIV or CPAP for patients with ARF due to cardiogenic pulmonary oedema.
(Strong recommendation, moderate certainty of evidence.)

Recommendation
We suggest that CPAP or bilevel NIV be used for patients with ARF due to cardiogenic pulmonary
oedema in the pre-hospital setting. (Conditional recommendation, low certainty of evidence.)



ARDS

Berlin ARDS tanimlamasi,
Klinik degisken Hafif ARDS OrtaARDS Agrr ARDS
Baglangic ARDS tablosunun kinik durumda kdtllagme olimasindan sonraki ik 7 giin icinde gelimesi
Hipoksemi PaC,Fi0, <300 mmHy P0,/Fi0, <200 mmHg P&0,/F0, <100 mmHg
PEEP 25 cmH,0 PEEP =5¢m H,0 PEEP 25 cm H,0
Akcider grafisi Plavral efiizyon, atelektazi ya da nodil olarak tanimlanmayan bilateral infifrasyonlar
MNonkardryak etrvokoj Kalp yeimezlii veya akaiderdek volim yukyle agiklamayacak solunum yetmezig




ARDS

Akut solunum sikintisi sendromu igin risk faktdderi.

Dodrudan etkenler Dolayh (sistemik) etkenler

Legionella gibi etkenlere baglh bakteriyel pamori Kan transfizyonu ikl akciger hasan

Suda boguima Alcijer nakli sonrasi primer greft yetmeziigi

Toksik gaz inhalasyonu Aspinin, risiklik antidepresan gibi ilag intoksikasyonu




—

Arn J Respir Crit Care Med. 2017 Jan 1;195(1):67-77. doi: 10.1164frcem 201606-13060C.

/Nunlnvaswe Ventilation of Patients with Acute Respiratory Distress Syndrome. Insights from the
LUNG SAFE Study.

Bellani G, Lafiey JG, Pham T, IMadotio F. Fan E, Brochard L, Esteban A, Gattinoni L, Bumbasirevic Y, Piguilloud L. van Haren F, Larsson A, McAuley DF,
Bauer PR, Arabi ¥, Ranier M, Antonelli M, Bubenfeld GO, Thompson BT, Wrigge H, Slutsky AS, Pesenti A; LUNG SAFE Investigators; ESICM Trials Group

2813 ARDS hastasi
436 hastada(%us.5) NIMV

NIMV basarisizligy;

*Hafif ARDS grubunda: %22.2
*Orta ARDS grubunda: 42.3
*Agir ARDS grubunda: %47.1

Mortalite;
NIMV basarili grupta: %16.1

NIMYV basarisiz grupta: %45.4

PaO2/FiO2 <150 mmHg olan hastalarda;

NIMV u gulanan hastalarda mortalite IMV uygulanan hastalara gore
a yuksek
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ARDS-MV

ARDS tablosunda mekanik ventilator ayarlari hasta icin

uygun degilse ventilator iliskili akciger hasar1 (VILI)
gelisebilir

Akciger hasar1 = inflamasyon, barotravma ve

pnomotoraks gibi farkli 6zelliklerde olup mortaliteyi %10
oraninda artirmakta

Yiiksek tidal voliim, yeterli diizeyde olmayan PEEP

Koruyucu akciger ventilasyon stratejisi



\\/'

y ARDS-MV

Koruyucu akciger ventilasyon stratejisi;

*Dustik tidal voliim ve inspiratuvar basinglar

*Yeterli PEEP

Diger uygulamalar
* Mod?

o [lk 24-48 saat icerisinde FiO2 degerinin %60’'dan daha diisiik bir seviyeye
indirilmesi amaclanarak %85-9o araliginda SaO2 hedeflenmeli

e [/E orani?



//oo () 2 °
Dusuk TV ve Inspiratuvar Basinglar
Asir1 distansiyonun onlenmesi
4-8 ml/kg ideal viicut agirlig:
Kadin: 45.5 + 0.91 [boy (cm) - 152.4] kg)

Erkek: 50 + 0.91 [boy (cm)-152.4] kg

Plato basmg <30 cmH20 (inspiratuvar pausedan 0.5 sn sonra)

Permisif hiperkapni kontrendikasyonlar1? (metabolik
asidoz, norolojik hasar, ciddi pulmoner HT)

Diistik TV =» asenkroni, cift tetikleme!!!



Ann Am Thorae Soc. 2017 Oct;14(Supplement_4):5271-5279. doi: 101513 AnnalsATS 201704-3370T.

/Law Tidal Volume versus Non-Volume-Limited Strategies for Patients with Acute Respiratory
Distress Syndrome. A Systematic Review and Meta-Analysis.

Walkey AJ'. Goligher E
Browsr RG', Fan EZ.

EC?3 Del Sorbo L* Hodgson CLZ, Adhikari NKJS, Wunsch H”, Meade MOZ, Uleryk E®, Hess D9, Talmor DS", Thompson BT T,

Table 2. Charactenstics of trials selected for the meta-analysis

Study No. of Pag /Fip,, ARDS Interventions Control Mortality Outcome
Centers Severity Assessments
Amato and colleagues, 1998° (20) 2 <200 VT =2 6 mlfkg actual BW, PCV < VT 12 mli’kg, PEEF to O, goals 28 d. hospital, ICU
40, PEEP at Pflex + 2 (avg masur&d Vr14.2
recruitment manauvars mifkg)”
(avg measured Vr 7.3 rr‘l.l'kg:IT
Brochard and colleagues, 1998 (33) 25 Murray LIS =25, ne  Vre-10 rnI.-'kg actual BW, = 10 ml'kg, peak pressure < 60 60 d
nonpulmonary Pplat < 25 (awg measurad V1 {aug measured VT 1023 mikg)’
organ failures 7.1 mbkgl'
Brower and colleagues, 1999 (34) 4 <200 VT 8 mi'kg predicted BW,* V1 10-12 mi‘kg; Pplat < 45-55 Hospital
Pplat = 30 (avg measured VT (awg measured VT 10.2 mi%g)
7.3 mbkg)
Brower and colleagues, 2000 (29) 10 <300 VT 4-8 ml’kg predicted BW,* V1 12 mikg; Pplat 45-50 (avg  Death before discharge and
Pplat 25-30 (avg measurad measured VT 11.8 mlka) breathing without assistance
VT 6.2 mlkg) 180 d, hospital (from Burns
and colleagues [15])
Villar and colleagues, 2006 (21) 8 <200 VT 5-8 ml/kg predicted BW* VT 8-11 ml‘kg, no pressure limit 1CU, hospital
PCV, PEEFP Pflex + 2 {avg {axI:% measured Vr 10.2
measured VT 7.3 mlkg) a)
East and colleagues, 1999 (35) 10 =200, static Computerized ventilator No protocol (avg measured VT Hosgpital
compliance < 50 management VT 6-10 ml ideal 11.5 ml'kg)
BW, no pressure limit PEEP
to oxygenation goals (avg
measured VT 8.5 mlkg)
Orme and colleagues, 2003 (36) 1 <150 VT 4-8 ml'kg predicted BwW.S VT 1015 mibkg, Pplat < 70 (awvg Hospital
Pplat < 40 (avg measured V7 measured VT 11 mlkg)
7.7 mlikg)
Wu and Lu, 1998 (37) 1 <300 VT 7=10 ml actual BW VT 10-15 mikg Hospital
3un and colleagues, 2009 (38) 1 <300 VT 4-6 mlfkg predicted BW.* Pplat = 30, no VT limit (avg 28d

Pplat < 30 (avg measured V7
6.1 mbkg)

measured V1 9.8 ml/kg)




_—— Am J Respir Crit Care Med. 2017 May 1;195(3):1233-1263. doi: 10.1164/rcem 201703-05483T.

An Official American Thoracic Society/European Society of Intensive Care Medicine/Society of
Critical Care Medicine Clinical Practice Guideline: Mechanical Ventilation in Adult Patients with

Acute Respiratory Distress Syndrome.

Question 1: Should Patients with
ARDS Receive Mechanical
Ventilation Using LTVs and Inspiratory
Pressures?

Recommendation. We recommend that
adult patients with ARDS recetve
mechanical ventilation with strategies that
limit tidal volumes (4-8 ml/kg PBW) and

inspiratory pressures (platean

pressure < 30 cm H,0) (strong
recommendation, moderate confidence in
effect estimates).



JardA, 2012 Oct 24,308(16)1651-8. doi: 10.1001/jama 201 2.13730.

- Association between use of lung-protective ventilation with lower tidal volumes and clinical
outcomes among patients without acute respiratory distress syndrome: a meta-analysis.

Serpa Neto A', Cardoso SO, Manetta JA, Pereira VG, Espdsito DC, Pasqualucci Mde ©, Damasceno MC, Schultz MJ

20 calisma, 2822 hasta
Distik tidal voliim vs orta TV (<10 ml/kg)
VILI, mortalite benzer

Daha iyi klinik sonuclar



o ARDS ve PEEP

Avantajlam Dezavantajlar
Alveolar rekrutment yaparak Pulmoner sistem
akciger unitelerinin « Barotravma

stabilizasyonu, : - :
y Kardiyovaskuler sistem

atelektotravmanin onlenmesi
FRK artis

Fizyolojik santta azalma

e VenoOz donuste azalma
e Hipotansiyon

Oksijenizasyonda diizelme * Kardiyak atimda azalma

Atelektazilerin azalmasiyla ile
VIP azalmasi



. i

PEEP titrasyonu

/

 Kompliyans

Solunum . FRK
mekanikleri * Basing voliim egrisi

* Transpulmoner basing

o0 o0 o0 . BT
Goruntiuleme g \ ) :
teknikleri S
» Akciger USG

.. : * Arter kan gazi lJ | t
OkSl] enlzasyon « ARDS network semasi O \b> Q

A Normal alveoli with surfactant.
B. Surfactant deficiency causes alveolar collapse.
C. PEEP reverses collapse and keeps alveoli patent.




ARDS-PEEP

8 RK(, 2728 hasta, yliksek PEEP vs diisiik PEEP

15.16 £3.6 vs 9.16 + 2.7 cm H20
Mortalite: fark yok

Oksijenizasyon, yiiksek PEEP grubunda anlamli olarak
daha ytiksek

Barotravma : fark yok
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——  JAMA. 2010 Mar 3 303(9):865-73. doi: 10.1001jama.2010.213

Higher vs lower positive end-expiratory pressure in patients with acute lung injury and acute
respiratory distress syndrome: systematic review and meta-analysis.

Briel M, Meade M, Mercat A, Brower RG, Talmer D, Walter SD, Slutsky AS, Bullenayegum E, Zhou Q. Cook D, Brochard L, Richard JC, Lamontagne F
Bhatnagar M, Stewart TE, Guyatt G.

3 calisma, 2299 hasta

Tiim calisma grubunda mortalite bakimindan fark yok

Orta ve agir ARDS’de yiiksek PEEP grubunda mortalite
anlamli olarak daha diistik



e

_—— Am J Respir -C:ri'. Care Med. 2017 May 1;1552(9):1253-1263. doi: 10.1164/rcem.201703-02435T.
An Official American Thoracic Society/European Society of Intensive Care Medicine/Society of
Critical Care Medicine Clinical Practice Guideline: Mechanical Ventilation in Adult Patients with
Acute Respiratory Distress Syndrome.

Question 4: Should Patients with
ARDS Receive Higher, as Compared
with Lower, PEEP?

Recommendation. We '-,uggez-:t that adult
patients with moderate or severe ARDS receive
higher rather than lower levels of PEEP
(condiional recommendation, moderate
confidence in effect estimates).
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ARDS-MV Mod

// 7

* Voliim kontrollii vs Basin¢ kontrollii???

Cochrans Database Syst Rewv 2015 Jan 14:1:CD005807. doi: 10.1002/14651858. COO0E307 pub2.

Pressure-controlled versus volume-controlled ventilation for acute respiratory failure due to
acute lung injury (ALI) or acute respiratory distress syndrome (ARDS).

Chacko 31: Peter JY, Tharvan F, John G, Jeyaseslan L.

* 3 RK(, 1089 hasta

* Mortalite ve barotravma bakimindan fark yok



ARDS-MV

Yeni modlar???

*Neurally adjusted ventilatory assist (NAVA)
*Proportional assist ventilation (PAV)
*Adaptive support ventilation (ASV)

*Airway pressure release ventilation (APRV)
*Intellivent ASV

*High-frequency percussive ventilation (HFPV)
*High Frequency Oscillatory Ventilation (HFOV)



ARDS

250

200

130

100

Pa0:/FlO

ulamalar




— An Official American Thoracic Society/European Society of Intensive Care Medicine/Society of
Critical Care Medicine Clinical Practice Guideline: Mechanical Ventilation in Adult Patients with
Acute Respiratory Distress Syndrome.

Am J Respir Crit Care Med. 2017 May 1;193(39):1253-1263. doi: 10.1164/rcem.201703-05485T.

Question 2: Should Patients

with ARDS Receive Prone

Positioning?

Recommendation. W e recommend that
adult patients with severe ARDS receive

prone positioning for more than 12 hours Question 6: Should Patients with
per day (strong recommendation, ARDS Receive Extracorporeal
moderate-high confidence in effect Membrane Oxygenation?
estimates).

Recommendation. Additional evidence
is necessary to make a definitive
recommendation for or against the use
of ECMO in patients with severe ARDS, In the

: : : interim, we recommend ongping research
Question 5: Should Patients with measuring dinical outcomes among patients

ARDS Receive RMs? with severe ARDS who undergo ECMO.
Recommendation. We suggest that

adult patients with ARDS receive RMs
(conditional recommendation,

low-moderate confidence in the effect
estimates).



Ann Intenzive Cars. 2019 Jun 13;5(1):69. doi: 10.1186/213613-019-0540-9

Formal guidelines: management of acute respiratory distress syndrome,

Papazian L', Aubron 2, Brochard L3, Chiche JD* Combes A®, Dreyfuss DB, Forel JMT, Guérin C2 Jaber §°, Mekontso-Dessap A1?, Mercat AM. Richard

JC'2 Roux 0P Vieillard-Baron A'®, Faure H'¥.

Oneri Kanit diizeyvi
Tidal Voliim Ciddi metabolik asidoz voklugunda, mortalitevi azaltmak
icin baglangicta 6ml/’kg 1deal viicut agirlig olarak Grade 1+
avarlanmali
ARDS min taminmasinda gecikme ve hatalar nedem ile Uzman
IMV uygulanan tiim akut hipoksemik solunum vetmezlikli | gorisi
hastalarda benzer bir vaklasim énenlir
Plato Basing TV, 6ml'kg 1deal viicut agirligi olarak ayarlandiktan sonra
plato basing stirekh monitdrize edilmels ve morgalitev: Grade 1+
azaltmak 1¢in 30 cmH20 vu gecmemel:
Olii boslugun azaltilmasi ve solunum sayisimn
artirlmasina ragmen devam eden belirgin persistan Uzman
hiperkapm disinda, plato basing 30 ecmH20 nun altinda goriisi
oldugunda TV artirilmamals
Siiriicii Basing | Mevcut veriler, MV ayarlannin sadece siliricd basing
temelinde avarlanmasi 1cin yeterli degil Oneri vok




Ann Intengive Care. 2018 Jun 13;8(1):69. doi: 10.1156/213613-019-0540-9
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Oneri Kanmt diizevi
PEEP PEEP, ARDS nin temel tedavi bilegenlerinden bindir ve

tiim ARDS 11 hastalarda 5 emH20 nun iizerinde Uzman

avarlanmasi énerilir gorisi

Yiiksek PEEP orta ve agir ARDS de kullanilmali, ama Grade 2+
hafif ARDS 11 hastalarda kullanilmamali
Yiiksek PEEP, respiratuvar sistem komplivansinda veva
hemodinamik durumda belirgin bozukluk vapmadan Uzman
oksiienizasvony diizelttigi hastalarda kullanilmali. PEEP gorigi
dizeyi hastaya gére avarlanmali

HFOV HFOV. ARDSli hastalarda kullanilmamals Grade 1-
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Oneri Kamit diizeyvi
Rekriitman ARDS hastalarinda, rutin olarak kullanilmamali
Manevras: Grade 2-
Erken ve kisa Pa02/F102 <130 ARDS 11 hastalarda mortalitevi azaltmak
noromuskiiler | icin néromuskiler blokér kullanimi distnilmels. Grade 2+
hlokaj Naromuskiiler ajan erken baslanmali (1lk 48 saat), devamh

infiivon seklinde uygulanmali ve 48 saatten uzun

stirmemels
Pron pozivonu | PaO2/F102 <150 ARDS 11 hastalarda mortalitevi azaltmak

1Cin pron pozisvonu uvgulanmali. Seanslar en az 16 saat Grade 1+

olmali
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Oneri Kanit diizevi
Erken spontan | ARDS akut fazinda kullanimim destekleyecek veterli ven Oneri vok
ventilasyon yok

Veno-venioz Agir ARDS 11 hastalarda (PaO2/F102=80 mmHg) ve/veva
ECMO viiksek PEEP, néromuskiiler blokér ve pron pozisyonunu Grade 2+
iceren ARDS tedavisinin optimizasvonuna karsin plato
basingta artisa bagli olarak mekamk yventilasvonun tehlikeh
olmava basladiginda ECMO digtntlmelidir

ECCO, ARDS de ECCO: kullanima 1le ilgili yveterli veri vok Oneri vok

Inhale nitrojen | Inhale nitrik oksit, koruvucu yentilasvon stratejisi ve pron
monoxid pozisyonuna karsin derin hipoksemili ARDS 11 hastalarda, Uzman gérisi
ECMO kullanimindan énce distiniilebilir
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/ Mechanical Ventilation in Hypoxemic Respiratory Failure.

Kapil 81, Wilson JG2.

AHRF, not responding
to conventional
supplemental oxygen?

Requires Immediate
Intubation?

CHF or
hypoventilation?

Worsening despite

increasing noninvasive
of contraindication support?
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