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Drager series (Evita4 , EvitaXL, V600)

Mode: VC-AC

VT: 500 ml

RR: 12 bpm

FiO2: 100%

Ti: 0.8-1.2 sec

PEEP: 6 cmH20

Flow trigger: 2 L/min
Autoflow: On

Alarm setting

Urdger

Standby

Patient not ventilated

Start/Standby x
[sta ot Symem  Acces
| Standby TubeNV | Cimidifer | check e
Ventiation unit =
New patient? * News Adult _i New Ped & Newleo
Agmitting new patient
discharges current pat.
S
Ventilation starts with
current setfings. Ealack omago
Vent. mede -Al PEE! mbar
Applic.mode be
AutoFlow Off Flow 31 Umin
Fid: 00 Voi%
T s \TC Off
tiation AR 2.0 /min
senngs. VT L
)] Infinity C500
Patient [ v ]

v % Alarms._
Expont Vertiation
screenshot settings...
TrendsData Swm’r
Special System setup
7
Help...
Start Standby.
AN
R,



O Tk z: 1R

« Hamilton Series (Galileo, G5, C3)
Mode: APV mode
VT: 500 ml
RR: 12 bpm
FIO2: 100%
Ti: 0.8-1.2 sec
PEEP: 6 cmH20
Flow trigger: 2 L/min

Alarm setting
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Q FEERTETRIBSE

B Predicted body weight (PBW)
+ 3 PBW = (Height )% x 22
B Minute Ventilation (V)
« Minute Ventilation =V; x RR
- 283X1 Male=4xBSA / Femal= 3.5 x BSA
« X2 PBW x 100(ml/kg) + 1000
m Tidal volume (V;)
« Adult: 8 mL/kg (PBW)
B Respiratory rate (RR)
« 12~20 bpm

ERHRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020



Q EERTETRBESE

B Trigger sensitivity: Flow trigger 1-2 Ipm

B Inspiratory time (Ti)
« To achieve Ti0.8~1.2 sec

B Positive end-expiratory pressure (PEEP)
 Initial : 5-6 cmH20
« BMI>30or FiO2>60 — set 8cmH20

B FiO2 — Adjust FIO2 to achieve SpO2 >92%

B Alarm and limit

B HRIHR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020

13



Q Pressure control ventilation (PC/AC) — Initial setting

m Inspiratory Pressure (Pinsp)

« Initial pressure (AP): 10 ~ 15 cmH20 (Above PEEP)— To achieve target Vt
« Peak inspiratory pressure (PIP) <30 cm H20

« Dual control modes F (Pplat-PEEP) — PC/AC &% E 2 Initial pressure (AP)

_mbar Paw ”

PCV+ pssist A é?-:;m O, monitoring of f !
_...__— ........... -
&l 581 [E]

Vie .596

B HRIHR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020 14



Q EHER
- S|EANEE— Flow trigger
O Itsf7EFlow triggers|E1HAR A F RS
@ MRHEFERASRIM— RIS R RS
® IEHEBIRIMRTEK

EXDI rV

Volume

Inspiration

Pressure

ERIRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020

Flow (lpm)

17 Start of patient
effort l
0 -
1
q 4
Volume (cc)
800 T
400
N
0+ 1 f f | ——
1 2 3
Pressure (cm Ho0)
30T
20 +
10
0 T ] ] T i i




REE

Low Pressure

PIP - 5~10cmH,0

High Pressure Alarm

PIP + 10cmH,0

Low PEEP Alarm

X EPEEP — 2~5¢cmH,0

High VT Alarm +10~15% VT
Low VT Alarm -10~15% VT
High MV Alarm +10~15% MV
Low MV Alarm -10~15% MV
Apnea Time 20 sec

ERHRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020
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@ Specific patient situations

- COPD

« Asthma

« Acute brain injury

« ARDS

« Cardiogenic Pulmonary Edema & CHF
« Post-operative

21



@ COPD

- # R
Airway obstruction (inflammation - excess mucus)
Alveolar membranes break down (hyperinflation)

T 75 1S 14 PE ZE 14 s -

ETERECOPD & AR 2 RAEDIEH
PEBEE 2 H@IRR%E -

® Increase WOB : Accessory muscle use
@ Airtrapping ~ Flattened diaphragm

® tFRC t TLC

@ 1 Airway resistance / possible t CL

S0\ 18 5 s PR B A A I
B RIE BT S - EEREEHEE -

fETETE

B 5 3R : Care Online BEEZ L 22



® Ventilator Strategy - COPD

« NPPV is now considered a first choice of ventilation to avoid invasive ventilation

_(. S JFR L NPPV failure:

B ' o ® PaO2 < 40 mmHg or PaO2/FiO2 < 200 mmHg

i B LB Sl @ pH <7.25PaCO2> 60 mmHg

i TS %}Eggﬂggm ® Respiratory > 35 min

i RhRSIAL P[] @ Severe dyspnea (paradoxical abdominal motion)
:l D EEAR / ® Hemodynamic unstable

Y e s 5 e—— o ¢ S—— o § EE— N § EE—— o S N § EE—— O E—— f § E— P

B/ 3RIR : Talwar D.(2016). J Assoc Chest Physicians 23



@ Initial ventilator settings for COPD

- HimEREIE:

Peak inspiratory flow rate to meet the patients demand
Patients-ventilator synchrony

Reduce WOB

Minimize air-trapping and auto-PEEP

Eliminate PaCO2

pH>7.3-7.4 / PaCO2< 50 mmHg

PaCO2 maintain at patient’ s baseline (For chronic hypercapnia)

© ® © 0

® Avoid complication (hyperventilation, Barotruma)

ERIRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020

24



@ Initial ventilator settings for COPD

« Initial Setting For COPD Patients

SR R EE
Mode PC/AC (Flow to meet patient’ s demand)
VT 6-10 mL/kg
RR 8-16 bpm
Ti 0.6-1.2
PEEP 5~6 cmH20 (R A4 PEEPER E £80% AutoPEEPE{{E)
P plateau | <30 cmH20
I/E 21:4 (BT, i kTe)
FiO2 Keep SpO2>90% or PaO2 55-75 mmHg

EHRRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020 25



O Asthma

- BRE:
High Raw : bronchospasm - mucosal edema - secretions

Air-trapping : Increase FRC - excessive WOB - barotrauma

Hypoxemia

Air trapped

—inalveali

Anxiety

-
. Tightened
ﬂ. ‘\“\\.\ smooth

muscles

Wall inflamed
and thickened

Asthmatic airway
during attack

Normal airway Asthmatic airway

&/ 2& : Ophea Asthma Friendly website

B HRIHR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020

26



@ Initial ventilator settings for COPD

- HEwmERBEIR

@

Reversal of the high Raw

a. Bronchodilator inhalation / MgSO4 / Corticorsteroid

b. Monitor Raw (static) / Breathing sound

Avoiding or reducing air-trapping

a) Setting PEEP at about 80% of auto-PEEP

b) Applied PEEP may recruit collapsed alveola and assist with expiraotry flow
Permissive hypercapnia is acceptable

a) Keep pH>7.25 and PaCO2 45 to 80 mmHg

Patients-ventilator synchrony — Sedation and paralysis during the first 24 hrs.

Endotracheal tube size

27



@ Initial ventilator settings for Asthma patient
« Initial Setting For Asthma Patients

B8 RIEE
Mode VC-AC (Easier to monitor Raw and Pplat)
PC-AC (Easier to keep airway pressure)

VT 4 to 8 mL/kg

Flow Constant: 60-80 L/min
Decelerating: 80-90 L/min

RR 10-12 bpm
Ti 0.6-1.0
PEEP 5~6 cmH20(AI #PEEPER E A80% AutoPEEPE{E)
P plateau | <30 cmH20
|/E >1:3 (R Ti, PITe)
FiO2 Keep SpO2>92% or PaO2 60-100 mmHg

EHRRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020 28



@ Acute brain injury

« Acute brain injury:

Traumatic brain injury (TBI)

Acute ischemia stroke (AIS)

Subarachnoid hemorrhage (SAH)

Intracerebral hemorrhage (ICH)

- BEREE

Unconscious status (GCSs 8) — Unable to protect airway.
Cerebral edema / Cerebral perfusion / or IICP

Inadequate respiratory drive

Cerebral Perfusion Pressure (CPP)

= Arterial mean pressure (MAP) — Intracranial Pressure (ICP) 2



Q) Auto-regulatory mechanisms for keeping ICP

Once auto-regulatory mechanisms for keeping intracranial presure (ICP) within tight limits are

exhausted, decompensation occurs and ICP rises exponentially

Venous
50 ; blood | <
enous
CSF
40 Venous CSF B
blood
— Oed
20 50 emzsn;a/ dema/
E mass
e Arterial Arterial .
Arterial
g 20 blood blood // blood
10
Brain Brain Brain
Normal Compensated Decompensated

BERIHR : Wykes, V (2015). Surgery (Oxford)



Q) Cerebral Auto-regulatory

100

Normal physiological vascular reactivity

OO0 000 606 0.less

Maximal
dilation

A Maaumal :
‘constriction

Disrupted

autoregulation

Cerebral blood flow (ml/100g/min)

}1- Hypoperfusion -P‘

Normal
autoregulation

50 100
Cerebral perfusion pressure (mmHg)

ERHIR : Wykes, V (2015). Surgery (Oxford)

150

Maintain CPP

Keep ICP low and MAP in normal
Mannitol to increase osmotic
pressure and reduce ICP
Diuretics to reduce fluid (may
reduce MAP ICP)

Head elevated by 30 degrees.

31



® CPP = MAP - ICP

Cerebral Perfusion Pressure (CPP)

= Arterial mean pressure (MAP) — Intracranial Pressure (ICP)

Cerebral Perfusion Pressure (CPP) : £/ 60 & 70 mm Hg
= Arterial mean pressure (MAP) : 80 £ 110 mmHg

= Intracranial Pressure (ICP) : <10~15mmHg

32



Q) PaCO, & Pa0, / Cerebral blood flow

1 25 ............."...."..........".-......-...-......-.."...."."......."..........-......5.5.66.;..."""..""......."......

=]
()]

]
(4]

Cerebral blood flow (mL/100 g/min)

275 125 175
Partial pressure (mm Hg)

25

(PaC0,)35-40 mmHg : Normalrange.  (Pa0;)50 mmHg : The threshold where
hypoxia begins to influence cerebral blogd flow



Q Initial ventilator settings for Acute brain injury

- HWinER BIE:
latrogenic-hyperventilation—PaCO, to between 25-30mmHg
PEEP 210~12 cmH,O : in Crs normal patients — Decrease CPP
PEEP 210~12 cmH,0O : in Crs decrease patients — Not affect CPP
PaCO,:35~40mmHg : PaCO, ~ & - [MEULAE ; PaCO, LH - [MEEF R
PaCO, X E—MEWHE— CBF ME / ICP & — tRE
PaCO,x&—ME &k —CBF LFr /ICP LF+— CPP ME—CBF M

© ® 0 0 ©

34



@ Initial ventilator settings for Acute brain injury

« Initial Setting For Acute brain injury Patients

28 RREE
Mode |VC-AC, PC-AC
VT 6-8 mL/kg
RR 12-20 bpm
Ti 0.8-1.2
PEEP | 5~6 cmH20
P plateau | <30 cmH20
|/E >1:3 (BT, fiKTe)

FiO2 FiO2 1.0 initially until ABG obtained
Keep PaO, 80-100 mmHg (avoid hypoxemia)

ERHRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020 35



O ARDS -Definition

« Berlin Definition:

Onset
Within 1 week of a known
clinical insult or new or
worsening respiratory

symptoms

Yes

Pa02/Fi0,: 201-300 mmHg
with PEEP or CPAPz 5 cm H,0

/
S
5

Mild

Chest Imaging
Computed tomography
or chest radiograph with
bilateral opacities

Yes

v a

Origin of edema
Respiratory failure not
fully explained by cardiac
failure or fluid overload

Stratification of Severity
Based on Oxygenation

| N\

Pa0,/Fi0,: = 100 with
PEEP =5 em H,O

Pa02/Fi0,: 101-200 mmHg
with PEEP =5 em H,0

l

Moderate

Severe

36



@ ARDS -Pathophysiology

Proliferative(recovery) phase

exudative phase

B (3
ot
g Inflammatory oedema fluid containing
() activated immune cells, platelets, red
0 blood cells, dead and injured alveolar
(O §
oy cells, inactivated surfactant, fibrin,
6. cytokines, and other proteins
Platelets
Altered Cytokines

vasomotor

tone
Fibrin

Airspace
flooding
Interstitial
flooding
Thrombosis

Fibroblast
Red blood cell

Macrophage

Increased epithelial permeability / Neutrophil

Increased endothelial permeabili

endothelial cell Injured epithelial cell

Typell
epithelial cells
proliferate and
differentiate
into type |
cells

permeability barriers \__,/—'

Return of cellular integrity permits restoration
of functional alveolar ion channels (necessary
for osmotic fluid absorption)

Drainage of
alveolar oedema
via lymphatics

Reproduction
of surfactant

Gradual resorption of
alveolar oedema, plus
autophagy of debris,
permits return of
gaseous diffusion

HRIRIR : Acute respiratory distress syndrome Lancet 2016; 388: 2416-30

fibrotic phase

SR

a2

2e3

)

Intra-alveolar
fibrosis

Lymphatic
fibrosis

W ' terstitial
Fibroblasts 7z % 4 g
?r:ydoﬁ broblasts: /2 C;;; I,I(I:SZ

Capillary luminal narrowing with pulmonary hypertension

DAY 0 2 7

14

21 37




@ ARDS - Ventilator strategies

Overdistention

Atelectrauma

Total atelectasis
cosolidation

Baby lung

5

Recruitable
Derecruitable

Difficult-
recruitable

Inspiratory Plateau pressure
<30 cmH20

Ultra/Low-tidal volume
(4-6-8 ml/kg PBW)

Recruit and Optimal PEEP

Recruitment maneuver

38




NIH NHLBI ARDS Clinical Network
Mechanical Ventilation Protocol Summary

INCLUSION CRITERIA: Acute onset of

1. Pa0y/Fi0; < 300 (corrected for altitude)

2. Bilateral (patchy, diffuse, or homogeneous) infiltrates consistent with
pulmonary edema

3. No clinical evidence of left atrial hypertension

PART I: VENTILATOR SETUP AND ADJUSTMENT

1. Calculate predicted body weight (PBW)
Males = 50 + 2.3 [height (inches) - 60]
Females = 45.5 + 2.3 [height (inches) -60]

Select any ventilator mode

Set ventilator settings to achieve initial Vi = 8 ml/kg PBW

Reduce Vr by 1 mi/kg at intervals < 2 hours until Vr = 6mi/kg PBW.
Set initial rate to approximate baseline minute ventilation (not > 35
bpm).

6. Adjust Vrand RR to achieve pH and plateau pressure goals below.

LAl el

OXYGENATION GOAL: Pa0, 55-80 mmHg or Sp0, 88-95%

Use a minimum PEEP of 5 cm H,0. Consider use of incremental Fi0,/PEEP

combinations such as shown below (not required) to achieve goal.

Lower PEEP/higher Fi02

FiO, (03 |04 |04 |05 |05 |06 |07 |07

PEEP |5 5 8 8 10 (10 10 |12

FiO, (07 |08 |09 |09 [09 |10

PEEP (14 |14 |14 |16 |18 | 1824

Higher PEEP/lower Fi02

FiO, (03 |03 |03 |03 |03 [04 |04 |05

PEEP |5 8 10 |12 |14 |14 |16 |16

FiO, (05 |0508 [08 |09 [10 |10

PEEP |18 |20 2 |12 |2 24

pH GOAL: 7.30-7.45

Acidosis Management: (pH < 7.30)
If pH 7.15-7.30: Increase RR until pH > 7.30 or PaCO; < 25
(Maximum set RR = 35).

If pH < 7.15: Increase RR to 35.
If pH remains < 7.15, Vr may be increased in 1 mifkg steps until pH >
7.15 (Pplat target of 30 may be exceeded).
May give NaHCO;

Alkalosis Management: (pH > 7.45) Decrease vent rate if possible.

PLATEAU PRESSURE GOAL: < 30 cm H,0

Check Pplat (0.5 second inspiratory pause), at least q 4h and after eac
change in PEEP or Vi.

If Pplat > 30 cm H,0: decrease Vy by 1mi/kg steps (minimum = 4
mifkg).

If Pplat < 25 cm H;0 and Vy< 6 ml/kg, increase Vr by 1 mi/kg until

Pplat > 25 cm H,0 or Vr = 6 ml/kg.

If Pplat < 30 and breath stacking or dys-synchrony occurs: may

I: E RATIO GOAL: Recommend that duration of inspiration be <
duration of expiration.

increase Vrin 1ml/kg increments to 7 or 8 ml/kg if Pplat remains < 30 cm

H;0.

39



O ARDS-Risk of barotrauma

Airway Pressure

(ﬁb Peak Pressure
(_b Plateau Pressure

~

. Driving Pressure =
Plateau Pressure - PEEP

PEEP

Inspiratory Time Expiratory Time

Time

Respiratory System Compliance = Tidal Volume / (Plateau Pressure - PEEP)

<35 cmH, O

<30 cmH, O

<15 cmH,0

40



O Initial ventilator settings for ARDS
« Initial Setting For ARDS

S REE

Mode VC-AC, PC-AC — Dual Control Mode
VT 4-6 mL/kg (Initial 8 mL/kg)
RR <35 bpm
Ti 0.8-1.2

PEEP 5-24 cmH20

® According to ARDSnet PEEP/FiO2 table
@ PEEP Titration
® PV loop — Survey PMC

P plateau <30 cmH20
Driving Pressure | <15 cmH20
I/E 1:1~1:3

FiO2 Goal: PaO, 55-80 mmHg / Sp0O2 88-95%
FIO2 1.0 initially— According to ARDSnet

41
ERRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020



Assess the severity of hypoxemia
(PEEP 5 cmH,0 FiO, 100%)

@ - Q‘;ﬂ) « Mode: VC-AC. PC-AC — Dual Control Mode
. ® HIARRE: VT 6ml/kg (IBW)
Mild Moderate Severe @ #i5EE:VT 6-8 Mikg (IBW)
Pa0,Fi0, >200 200<P20,/Fi0 <100 Pa0,/Fi0, <100 ® Pplateau<30 cmH20
g 1l @ Goal ‘
a. EHMBEZE:Pa02 55-80 mmHgal, SpO2 88-95%
Lung CT scan or lung ultrasound to assess lung b. @& HEZE: pH>7.25 HC02<60 mHg
recruitability
. u : ﬂ * Analgesia and sedation
Optimize PEEP and lung recruitment ® Analgesia : Opioid
Use low tidal volume ventilation @ Sedation : propofol / dexmedetomidine / Midazolam
Insure adequate gas exchange
Minimize VILI by monitoring the transpulmonary pressure or driving pressure * NMBAs
Always check hemodinamics O BSAEE RS, 7 A

© EVENEIGREREENATREDS

\

{ Iy ® 24-48nhrig, Mt R EE
Avoid patient ventilator dyssinchrony by NMBAs

o EHEIAEHZ PIF ratio<150, EIRE NBIRE FKRE

_ ik HFFEE EFRIER N
Pa0; /Fi0,<=150 mmHg . ® Lung recruitment
. L — .. Apply prone position @ Prone (>16 hr)
B Hi&EProne 2/M6/)\i Consider ECMO ® ECMO 4




Acute brain injury with ARDS ?



@ Acute brain injury with ARDS

PEEP = 10~12 cmH20 : Decrease CPP in Crs normal patients
PEEP = 10~12 cmH20 : Not affect CPP in Crs decrease patients
PEEP on ICP seems to depend mainly on respiratory system compliance

Mornitor ICP, MAP, Crs
Hypercapnia should be avoided
Keep PH in normal range.

[

P Hypoxia:

Low Tidal Volume: <=

’,-"'l'-lypoxic Neuronal Death

; High PEEP:
v i
TPaCO; |
T ICP
0 1 Drainage __ @
TICP 1% / . @

B & 3R : M Humayun. Front Med (2022)

o | y A
Ventilatory . H == A Ventilatory
strategies R | === ) Targets
V== S
-_n__lvnf — 4 /@
ollo ‘ @
K ©
ABI » Low evidence * Low evidence » Pa0,>75 mmHg

+VT 6-9 ml/kg PBW

* Pplat<30 emH,0

* Could impair venous
return

= Hyperinflation can
cause hypercapnia

+ Normocapnia

* PaC0,<30 mmHg not
recommended

* Pa0,55-80 mmHg

* Any PaCO, if pH>7.25

* Pa0,>75 mmHg

= Protective ventilation

ARDS
» Strong reccomendation | » FIO2/PEEP table
ARDS network
*VT 6-ml’kg PBW
* Pplat<30 cmH_O
Final = Protective VT * Individualize PEEP
Recommendation based on cerebral
ABI+ARDS + Individualize VT and lung compliance

according to PL and DP

*Increase RR
to prevent hypercapnia

= Avoid hyperinflation

Shirin K. F. Intensive Caréled (2019)

* Normocapnia or based
on neuromonitoring
and pH




® Cardiogenic Pulmonary Edema

Common Causes:
Acute myocardial infarction
Hypertension
Rapid heart rates with inadequate filling time

Valvular heart disease

© ® 0 0 0

Fluid overload

45



Q) Ventilator Strategy -Cardiogenic Pulmonary Edema

« NPPV is now considered a first choice of ventilation to avoid invasive ventilation

! s ERES

TEEAM T

FEAWE |
i RS A

IOV BEAB R

Y e s 5 e—— o ¢ S—— o § EE— N § EE—— o S N § EE—— O E—— f § E— P

B 5 3RIR : Talwar D.(2016). J Assoc Chest Physicians

NPPV failure:

©@ ® © ©

PaO2 < 40 mmHg or PaO2/FiO2 < 200 mmHg
pH <7.25 PaCO2> 60 mmHg

Respiratory > 35 min

Severe dyspnea (paradoxical abdominal motion)

Hemodynamic unstable

46



@ PEEP in LV dysfunction

- HmMBERIBNSEIER IS AIER ( Positive end expiratory pressure, PEEP ) TOJ &
MR B A F & (Intrathoracic pressure) - S /0EEEREEB =

a) BBEfFEALCRIET(Venous return |)

b) FBEIBNMFRC—BMIMMERET— t AORIRE— FEAORI &R

c) MIEARB A S(Intrathoracic pressure)— [EIEL/OEE R

—-RESOLHLSE
d) @BEEMEFMIMEES 2 BRI E 1B ] — AR &5 K E IR/ MESMIhK -
e) R¥FHHEIER D LARA LE A el 15 4

47



Q) Initial ventilator settings for Cardiogenic Pulmonary Edema

« Initial Setting For Cardiogenic Pulmonary Edema

S REE

Mode PC/AC (Flow to meet patient’ s demand)
VT 6-10 mL/kg
RR 10-12 bpm
Ti 1.0-1.2

PEEP 5~10 cmH20 (Initial 8 cmH20)

P plateau | <30cmH20

|/E 1:4

FIO2 Keep SpO2>90-92% or PaO2 55-75 mmHg

48
B HRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020



Q) Initial ventilator settings for Post-operative patients

==
[===}"4

Q EERTEHEIRSEH

® Predicted body weight (PBW)
- 230 PBW = (Height )¢ x 22
B Minute Ventilation (Vg)
Minute Ventilation =V; x RR
31 Male= 4 x BSA / Femal= 3.5 x BSA
~T2 PBW x 100(ml/kg) = 1000
®m Tidal volume (V)
Adult : 8 mL/kg (PBW)
B Respiratory rate (RR)
« 12~20bpm

WHE® - Pibeam's Macharical Vantilation: Physiological and Ginical Applcations 7/E 2020

=n=n
===}"4

Q EERTEHEIRSEH

m Trigger sensitivity: Flow trigger 1-2 Ipm
W Inspiratory time (Ti)
+ To achieve Ti0.8~1.2sec
m Positive end-expiratory pressure (PEEP)
+ Initial : 5-6 cmH20
« BMI>30o0rFiO2>60 — set 8cmH20
m FiO2 — Adjust FiO2 to achieve SpO2 >92%

® Alarm and limit

WHE® - Pibeam's Macharical Vantilationr Physiological and Ginical Applcations 7/E 2020

« FhAREERI AL R IRZERET

=% iE (EX: Obstructive lung disease)

49
ERHRIR : Pilbeam's Mechanical Ventilation: Physiological and Clinical Applications 7/E 2020
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=
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240 Paco2 x BB 7 tEih)E &

I

— =3
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PC-AC/RR 12 bpm / PEEP 6cmH20 / B & EAP 14 cmH20 / Ti 0.7sec
ABG: 7.30 / PaCO, 50mmHg / HCO3- 23mEq/L
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Q) Lung characteristics — Compliance & Resistance

Increased airway resistance

Reduced compliance

Tube (small diameter, sputum retention)
Laryngeal swelling / edema
Central airways

Tracheostomy malposition

Sputum plug

Corpus alienum

Tracheomalacia or tracheal stenosis

Small airways
Asthma and COPD (obstructive)

ARDS
Tumors surrounding / compression airway

Retained secretion

Chest wall
Edema
Elevated abdominal pressure
Pleural fluid and ascites
Obesity

Lung
Intrinsic positive end-expiratory pressure
Alveolar filling (edema, pus, and collapse)
Pneumonia
Interstitial lung disease and fibrosis
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Dx. Left lung abscesses with left pleural empyema o {FIRIET
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Dx. COVID-19 infection with pneumonia
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Hx: HTN. dementia. RA
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Dx. COVID-19 infection with pneumonia o ISIBEFE
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Dx. Right basal ganglion ICH, s/p
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Thank you for your attention

@ 15169@s.tmu.edu.tw
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