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severe cases of pneumonia with cya-
nosis, oxygen was undoubtedly hie
saving, ['he work was continued by
Means and Barach and by Barach
and Woodwell at the Massachusetts
General Hospital in Boston. Barach
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Hand ventilator used in the Copenhagen polio epidemic of 1952 by ‘ \ |
hundreds of “ventilators™ r




Impact of the Respiratory Intensive Care Unit on
Survival of Patients with Acute Respiratory
Failure

Robert M. Rogers, Clare Weiler and Bruce Ruppenthal
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Table 1—Mortality jor Patients Treated with Mechanical
Ventilation > 12 Hours at the Hospital of the University of
Pennsylvania in General Medical and Surgical Care Areas

No. NoO. %

Patients Deaths Mortality

COPD 11 6 55
Neurologic disorders 46 35 76
Pneumonisa 7 5 71
Drug ingestion 6 2 33
Postep bypass 10 22
Post-thoracotomy 21 13

Postop others 44

Miscellaneous 28

Total
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Effect of Tidal Volume and Positive
End-Expiratory Pressure on Compliance
during Mechanical Ventilation*

Peter M. Suter, M.D.;** H. Barrie Fairley, M.B., B.S.;t and
Michael D. Isenberg, M.D.3
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‘otal c
pliance 40 T
/cm Hz 0)
7| Crdyn 5
7
20— Tidal volume 10
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12 9 15
i H, O) 20
End —expiratory pressure(cm H;
CHEST, 73: 2, FEBRUARY, 1978
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Ficure 3. Relationship between TV, total 9 12 15
10- Cst (Cratae) and Cdyn (Craya). Indicated

are mean values + SE. Measurements were

made at zero end-expiratory pressure. Sta- End _zxpirator Y pressure (C mH 2 0)

0 5 1o 15 20 tistially significant iffeences between ad- Ficure 5. Mean values of total Cst (Crua:) at different end-

jacent P < 0.05 indicated b
Tidal volume (ml/kg) i::{,k?,em (P < 0.05) sre fndicated by expiratory pressures for all tested values of TV.
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Table 3. LPV Use (n = 75)

LPV sustained (on LPV at 48 h) (%)
LPV used transiently (%)
Reason LPV not used (%)

Diagnostic uncertainty

No documented explanation
[mplementation failure
Change in clinical status®

Relative contraindication (metabolic
acidosis)

* Includes 4 patients who rapidly improved and 1 patient who transitioned to comfort care
LPV = lung-protective ventilation (tidal volume = 7.5 mL/kg of predicted body weight)
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Plateau Pressure, PEEP, and Tissue Strain...
What Surrounds the Lung is Important!
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Excessive tidal volume from breath stacking during lung-protective
ventilation for acute lung injury®
Mark C. Pohlman, MD; Kathnm E. McCallister, BS; William D. Schweickert, MD; Anne 5. Pohiman, MSN;

Celerina P. Nigos, BSN; Jerry A. Krishnan, MD, PhD; Jeff T. Charbeneau, MS: Brian K. Gehlbach, MD;
John P, Kress, MD; Jesse B. Hall. MD
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stacked breath counbing as single breath) pooarming in 1 min. In this sample, five stacked hreaths are
divided by 30 total hreaths resulting in 16.7% stacked breaths.

VALVE CLOSED TO
MANIMUM POSITION

z
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Flow {Ipm}

Flowe fipm}
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= BAG SOUEEZED
g TOD MARD

PATIENT WITH NORMAL COMPLIANCE AND RESISTANCE
Flowrate is restricted by the SMART BAG* MO to maintain a low airway
pressure. The visual Indicator wil move forward into the patient valve
reminding the rescuer to reduce the force being applied to the bag.

Figure 2. Area umder the mrve caloabdion. drea under the fow-time waveform is the volume of the
delivered breath. Computer software was used to mboubbe the area. The anea under the curve {volume)
in pewel 0 is @ + & The ar under the oorve (volume) in panel b is (@ + b)) — . Note that the
expiratory flow between breatbes & subtracted . Pressire woneeforms: are incloded.
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Control Lung Open
Component Variables Ventilation Strategy Ventilation Strategy

Ventilator mode YViolume-assist control Pressure control

Tidal volume target, mL/kg predicted 6 o]
body weight

Tidal volume range, mL/kg predicted 4-8 4-8
body weight

Plateau airway pressure, cm HxO =30 =A0
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Trial Registration clinicaltrials.gov ldentifier: NCTO0182195

JAMA. 2008;299(6):637-645




Ventilation in the prone position: For some but not for all?

Luciano Gattinoni MD, Alessandro Protti MD
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Evolution of Mechanical Ventilation in Response to
Clinical Research

Andrés Esteban', Niall D. Ferguson?, Maureen O. Meade®, Fernando Frutos-Vivar', Carlos Apezteguia®,
Laurent Brochard®, Konstantinos Raymondos®, Nicolas Nin', Javier Hurtado’, Vinko Tomicic®, Marco Gonzalez’,
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Efficacy of Early Tracheostomy to Reduce Incidence of Ventilator Acquired Pneumonia (VAP)

This study has been completed.

First Receved: December 5, 2005 Last Updated: January 9, 2009 History o
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Nasar CPAP ror THE RESPIRATORY CARE OF THE NEWBORN INFANT

Proposed flushing of deadspace
/ at higher flows

/

Washing out of
nasopharyngeal
cavity

\

\

Nasal cannula

Fig. 3. Proposed reduction in nasopharyngeal dead space that

t Flow continuous positive airway pressure (CPAP) system. A The Infant Flow driver. B: infant Flow gene leadsto improving alveolar ventilation with high—ﬂow nasal cannula.

al mask. (Courtesy of Cardinal Health.)




Intensive Care Med (2009 35:192-194
DOI 10 1007/s00134-008-1351-x EDITORIAL

Alexandre Demoule Non-invasive ventilation: how far away
from the ICU?

Luca Cabrini Medical emergency team and non-invasive

Cristina ldone

Serglo Colombo ventilation outside ICU for acute respiratory
riacomo Monti -

Pier Carlo Bergonzi fﬂ'lure

Glovanni Landoni
Davide salaris
Carlo Leggier:
Gilorgio Torri
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Electric Impedance Tomography
Future Xmas Wish List of Intensivist ~ ?

ICM, 2008, 4,2,400-401
04& *3+>(:2
036 +3 2

#4
-65G

; Kontinualni kvantitavni vyhodnoceni regionalni ventilace
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Peluralni efuse pri rupture branice




Biomedicine innovations
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The Evolution of Carbon Monoxide Into Medicine

Leo E Otterbein PhD

RESPIRATORY CARE # JuLy 2009 VoL 54 No 7
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