
How to Sound Like 
an Intensivist



• High flow nasal 
oxygen

• Respiratory failure

• ARDS

• Protective lung 
ventilation

• Inotropes

• Proning

• ECMO

• CRRT

• Weaning

• Tracheostomy



• 75 year old male presented for repair of a 
complex large upper abdominal incisional 
hernia under general anaesthesia

• He was otherwise well

• Surgery went well

• Extubated post op with a good working 
thoracic epidural



• 56 hours later he developed pyrexia, SOB, increased WCC and 
a climbing lactate

• Examination revealed bilateral lung crackles

• Echo was normal and CXR demonstrated signs of bilateral 
basal pneumonia

• A clinical diagnosis of HOSPITAL AQUIRED PNEUMONIA was 
made

• Blood cultures were sent and HIGH FLOW NASAL OXYGEN and 
Tazocin was commenced



HIGH FLOW
NASAL 

OXYGEN



High flow nasal 02

• Flow rate – up to 
60l/min – PEEP 8

• % Oxygen

• Temp 37 c

• 100% humidity



Intubation rates 90 Day Mortality



Adult surgical patients given conventional or HF02 
immediately post op

Significant Lower rate escalation oxygen support  

Significant Lower intubation rate 

No significant difference mortality



• Over the next 24 hours the patients oxygen 
requirement increases, respiratory rate climbs 
and the patient became confused and 
diaphoretic

• He had diffuse bilateral infiltrates on CXR



ABG

• PH  7.2
• CO2 30
• PO2  50
• Lactate 3
• BXS  -8
• Fi02 100%

• Metabolic acidosis
• Increased Alveolar arterial gradient
• Type 1 Resp failure



RESPIRATORY 
FAILURE



Respiratory failure
TYPE 1

NON VENTILATORY LUNG    
FAILURE

Hypoxia

TYPE 2

VENTILATORY FAILURE
+/- NON VENTILATORY

Hypoxia
Hypercarbia



• A diagnosis of ARDS was made



ARDS









• Decision was made to intubate

• Patient was ventilated with Protective lung 
ventilatory parameters



PROTECTIVE 
LUNG 

VENTILATION



Vent strategy



ARDSNET

• 6ml vs 12ml

• Plateau pressure 30 vs 50

• PEEP titrated to Oxygen





Standard settings

• TV 6ml/kg IBW

• Plateau pressure < 30

• Permissive hypercapnia 
pH >7.2

• PEEP titrated to Fi02



• Patients BP not responding to fluid boluses so 
inotropes commenced



INOTROPES



• Noradrenaline – Sick

• Adrenaline - Sicker

• Vasopressin – Really Really Sick

• Dobutamine – Heart Sick

• Levosimendan – Heart really sick and I want to 
spend some $$$$



• Over next 24 hours resp function deteriorated 
further (95% Oxygen / 18 PEEP)

• Consideration was given to the use of 
neuromuscular blockers and prone ventilation

• Patient was also discussed with ECMO center.



ECMO/PRONING



The effect of prone posture on alveolar size at functional residual capacity (FRC) and FRC 
plus tidal volume (VT). 

Nicholas J Johnson et al. Respir Care 2017;62:1097-1110

(c) 2012 by Daedalus Enterprises, Inc.







PRONE CPAP



ECMO



• Once Proned Fi02 fell and compliance 
improved

• However over the next 48 hours renal 
function deteriorated and a decision was 
made to commence CRRT



CRRT



Slow fluid and 
electrolyte removal



CRRT



RRT 12 hours vs 48 hours

No significant difference mortality



In practice

• Metabolic Acidosis   7.2

• Raised Potassium 7

• Raised Creatinine 600

• Fluid overload litres/oedema



• Over next week the patients inotropes were 
weaned and his renal function and respiratory 
function improved

• He underwent daily spontaneous breathing 
trials and respiratory weaning



WEANING



Physician vs protocolized weaning

VS



SEDATION 
OFF AND 
WAKES UP

BREATHING OK

EXTUBATE



• Weaning was slow and the patient received a 
Tracheostomy on day 14



TRACHEOSTOMY



tracheostomy

• Stop sedation

• Co-operation with physio

• Communication

• Secretion management



Early vs late Tracheostomy

• 450 patients

• Trachy with in 4 days ventilation vs after 10 days

• No difference in mortality or secondary outcomes



• Patient weaned after a further 5 days and was 
discharged from hospital 2 weeks later




