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IInHammnyeckaa oueHkKa

] O6Wwmnin HeJoOCTaATOK 3/IEKTPOUMMNEOaHCHbIX
MEeTOAMNK — HEBbICOKAaA AMArHOCTUYEeCKas
LEHHOCTb OAHOKPATHOroO N3MepeHUs

] BbicoKas BapmabenbHOCTb bronmnenaHca

J KAMHMyecKkyto LeHHOCTb npeacTasnseT
ANHaMWUKA U3MEHEHUN




[1paKTHUYecKaa Noab3a y nNocTtenu
60/1bHOrO

 [lnHamuKa obuen Bo3aAYyLHOCTM NErKMX BO
BpeMeHM

* BbiABneHNe HEOAHOPOAHOCTU NErkKnx

* Busyanunsauma spPeKToB OoT UIMEHEHUA
napameTpoB un pexmmos B/l

* Busyanusauuna sppektmsHoctn PEEP

* OueHKa peKkpyTabenbHOCTUN Nerkmnx

* [lopbop ontumanbHoro PEEP nocne
PEKPYTMEHTA

* BbiAB/EHME YY4ACTKOB NepepacTaKeHUA Nerkux



OOH — HaynHaTb I DKMO?

ELSO guidelines

A: Indications

1. In hypoxic respiratory failure due to any cause (primary or secondary) ECLS should be
considered when the risk of mortality 1s 50% or greater, and 1s indicated when the risk of
mortality 1s 80% or greater.

a. 50% mortality risk 1s associated with a PaO2/F102 < 150 on F102 > 90% and/or
Murray score 2-3.

b. 80% mortality risk 1s associated with a PaO2/Fi02 < 100 on F102> 90% and/or
Murray score 3@pite optimal care for 6 hours or umE

ongoing requirement for vasoactive drugs. All this despite optimal treatment, but in
HINI disease progression can be verv fast 9 12-24hours to arrest), so have a low
threshold for™ failure of optimal Rx. Survival 1s approximately 72% for patients on




HacKkonbKo bbICTpo TepsaeTcs
BO3AYLLUHOCTb IErKNX?
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IPPEKTUBEH TN PEKPYTMEHT?

10 muH n'ne RM 4 yaca nocne RM
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OH — HaynHaTb m IKMO?

HacKkonbKo BbIiCTpo TepsAeTca BO3AYLHOCTb IeTKMUX?

Bce " BO3MOXKHOCTU pecnnupaTtopHOn Tepanmnm
3pPEKTUBHO UCNO/b3YIOTCA?

IPPEKTUBEH /I PEKPYTMEHT?

OXnaatb N1 SPPEKT OT «prone position»

Bo3moKHO 6onee bbicTpoe NPUHATUE peLleHna Npu
norpaHunyHbIX cutyaumnsax (Murray 2-3 6anna)
Bo3moxHo 6onee paHHee Havyano IKMO npwu
Murray 3-4 6anna
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RoppeKuna napametpos VBJ1 Bo
Bpema IKMO

2. Ventilator management: Patients are on high FiO2 and ventilator settings
cannulation. The goal of ventilator management on ECLS 1s to use F102 <0.4,and nondan _
“rest settings (PPlat<25)” In manv patients the lung may proceed to total consolidation befme

recovery occurs, but this might be avoided by mainfaining some inflation pressure as high

pressures are decreased, and by supplying nitrogen to prevent adsorption atelectasis. Each patient
1s different, but a general algorithm for ventilator management is:

a) First 24 hours: moderate to heavy sedation.

Pressure controlled ventilation at 25/15, I.E 2:1, rate 5, F102 50% .FIN2 50% If initial
PaCO2>50, increase sweep slowly to bring PaCO2 down slowly, 10-20 mmHg/hour

Until there 1s some sign of lung recovery. there 1s no indication for recruitment
maneuvers, or other vent devices or maneuvers. When there 1s some native gas
exchange and aeration it 1s reasonable to begin recruitment maneuvers. (prolonged
mspiration at 25 cm H20).The use of adjunctive measures such as nitric oxide,




Roppekuua napametpos B/
BO BpemAa IKMO

Ponb arpeccusHoun MBJ1 B popmmnpoBaHnn ncxoaa
CpPaBHMMA C PO/IbIO OCHOBHOrO npoueccal

CaHauua

dunbpos3

LlecTpyKuua

Heobxoa4MmMo MUHMMN3NPOBATL BEHTUNATOP-
aCCoOLMMPOBaHHOE NOBPEXAEHUNE TIETKUX



RoppeKuna napameTtpos NBJI
BO BpeM# JKMO
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OueHKa AMHaMUKN TevYeHnA
O1H. lNporHo3upoBaHue?

YBennymaaeTca M BO34YLLUHOCTb Nerkmnx?

ECcTb "1 nonoXutenbHaa AMHAMMUKA B TeYEeHUU
3aboneBaHmA?

MoTtpebyeTtca an npoaonxKartb IKMO, byaet num

npesbllleHa pacyeTHaa NPOAO/IKNTENIbHOCTb
PaboTbl KOHTYpPaA?



OueHKa AMHaMUKN TevYeHnA
O1H. lNporHo3upoBaHue?

[ToKa3aTenu ra3o00bmeHa

[ToKa3aTenn pecnMpaTopHOU MeXaHUKM
[JMHaMWKa BHECOCYAUCTOMN BOAbI NErkmnx
KT-KapTKHa

Y3U

UT



[Toka3aTenu pecnmpaTtopHOU MEXaHUKM
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j SIM‘JPT { 34 . 10 St




[loKka3aTtenun pecnMpaTtopHOUN MEXaHUKM
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InHamunka KT

S

30/10TOW CTaHAaPT
He npuKpoBaTHaa meTo4uKa
BbiCcOKaAa ny4yeBaa Harpyska

C/IOXKHOCTM C TPAHCMOPTUPOBKOM NaLMeHTa
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INT — amHamumKa ?

- . *
LleHHOCTb A1A NPOrHO3a He u3yyeHa.
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[Therapy of acute respiratory distress syndrome : Survey of German ARDS centers and scientific evidence].

[Article in German]
Kredel M', Bierbaum D, Lotz C, Kiistermann J, Roewer N, Muellenbach RM.
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Abstract

BACKGROUND: In addition to specific treatment of the underlying cause, the therapy of acute respiratory distréss syndrome ¥ o
lung protective ventilation and a range of adjuvant and supportive measures. K

AIM: & survey was conducted to determine the current treatment strategies for ARDS in § A Cﬁa

MATERIAL AND METHODS: The 39 centers listed in the German ARDS network in 2011 \ complete a guestionnaire collecting data

on the clinic, epidemiology as well as diagnostic and therapeutic measures regarding ARDS Beatment.

RESULTS: Of the centers 25 completed the guestionnaire. In 2010 each of these centers trestedan median of 31 (25-75 percantile range 20-59)
patients. Diagnastic measures at admission were computed tomography of the thorax (60 % of the centers), whole body computed tomography (56
%), chest x-ray (52 %), abdominal computed tomography (32 %) and cranial computed tomography (24 %). Transesophageal echocardiography
was performed in 64 %, pulmonary artery pressure was measurad in 56 % and cerebral oximetry in 12 %. Sedation was regularly interrupted in 92
%% of the centers and in 68 % this was attempted at least once a day. A median minimum idal volume of 4 mlikg (range 2-6) and a maximum tidal
volume of 6 mifkg (4-8) were used. Methods to determine the optimal posiiive end-expiratory pressure (PEEF) were the best PEEF method (60 %),
ARDS network: table (48 %), empirical (28 %), pressure volume curve (16 %), computed tomography (8 %), electrncal impedance tomography (8 %)

and others (8 %). Median minimum and maximum PEEPs were 10 cmH20 (range 5-15) and 21 cmH20 (15-25), respeciively. Median plateau
pressure was limited to 30 cmH20 (range 26-45). The respiratery rate was set below 20/min in 20 % and below 30/min in 44 %. Controlled
ventilator modes were generally preferred with 80 % using biphasic positive airway pressure (BIFAP/BiLsavel), 20 % pressure controlled ventilation
(PCW) and 4% airway pressure releasze ventilation (APRVY). Assisted modes were only utilized by 8 % of the centers. Recruitment manauvers wera
used by 28 %, particularly during the early phase of the ARDS. Muscle relaxants were administered by 32 % during the early phase of the ARDS.
Complete prone positioning was used by 60 % of the centers, whereas 88 % utilized incomplete (135%) prone positicning. Continuous axial rotation
was utilized by 16 %. Spontaneous breathing tests were used in 88 % of the centers with 60 % performing these at least once a day. Supportive
therapies were frequently applied and mainly consisted of nitrous oxide (44 %), prostacycline (48 %) and corticosteroids (52 %). A resfrictive fluid
therapy was used in 48 % and a special nutrition regimen in 28 % of the centers. Of the paricipating centers 22 were able to offer exiracorporeal
membrane oxygenation (ECMO). In this case, respiratory therapy was modified by further reducing tidal volumes (91 %), inspiratory pressures (96
%) as well as using lower respiratory rates (= 8/min in 31 %) Only 9 % reduced PEEF during ECMO. Eegular recruitment maneuvers were used by
14 %. Positioning maneuvers during ECMO were used by 82 %.

CONCLUSIONS: Lung protective ventilation with reduced tidal volumes as well as inspiratory pressures represents the current standard of care
and was utilized in all network centers. Prone positioning was widely used. Promising adjuvant therapies such as the muscle relaxation during the
early phase of the ARDS, fluid restriction and corticosteroids were used less frequently. During ECMO respirator therapy was generally continuad
with ultraprotective ventilator settings.

PMID: 25824000 [PubMed - indexed for MEDLINE]
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