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LES GRANDS PRINCIPES DU SEVRAGE
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Sevrage 3 situations

1) Sevrage simple (premier essai)
65%

2) Sevrage prolongé (plus d'un essai)
25%

3) Sevrage (trés) difficile

10%

Sevrage 3 situations

Funk Penuelas Sellares Tonnelier
Simple | 59 % 55 % 44 % 30 %
Prolongé | 26 % 39 % 37 % 40 %
Difficile | 14 % 6 % 18 % 30 %
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Mécanismes du Sevrage non Mécanismes du Sevrage
difficile difficile
®* Sevrage possible d’emblée:

* Pathologie pulmonaire/cardiaque
sous jacente sévere

screening quotidien

* Sevrage possible mais non
identifié

, * Faiblesse musculaire
Sur assistance ) ,
respilratoire

* Surcharge volémique

Trop de sédation
Pas de screening
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Weaning from mechanical ventilation

J-M. Boles*, J. Bion”, A. Connors®, M. Herridge', B. Marsh', C. Melot’, R. Pearl**,
H. Silverman®”, M. Stanchina™, A. Vieillard-Baron™", T. Welte'
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Sevrage du ventilateur

1) Treatment
of ARF
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Discharge

Sevrage de la sonde

Classification of patients according to the weaning process

Group/category Definition

Simple weaning Pationts who proceed from initiation of weaning 10 successful extubation on the frst
attempt without difficuty

Difficult weaning Pationts who fai nifal weaning and require up to three SBT or as long as 7 days
from the frst SBT to achieve successful weaning

Prolonged weaning Pationts who fai at least three weaning atiempts or require >7 days of wearing
attor the first SBT

SBT: spontaneous breathing trial.

Commande centrale
i timing, distril
< -
rotocole de sedation
Transmission nerveuse périphérique
Propagation du potentiel d"action
Jonction neuro-musculaire
Excitation fibre musculaire

Voies aériennes
Supérieures.
(intubation)

JP. et al. I Engl J Med 2000; 342:1471-1477

Activation électrique musculaire
Propriétés contractiles
(relation longueur-tension, fatigue)

Afférences
nerveuses
phréniques,
intercostales
et muscles
accessoires

Contraction musculaire (force)
Configuration de la cage thoracique
Couplage neuro mécanique

Mécanique

: T articulations.
Pression pleurale diminue
Auto PEEP

Elastance thoraco pulmonaire (Ptot) Afiérances

voies aériennes
et pulmonaires

Rétrocontrdle neurale

Diminution Palvéolaire

Résistances voies aériennes (Ptoty)
Afférences

Pression ouverture voies cardio
aériennes, débit, volume L vasculaires

VDT FR

Ventilation

Ventilation alvéolaire

Patients Receiving Mechanical Ventilation (%)

Echanges gazeux, hématose Chémorécepteurs




Efficacy and safety of a paired sedation and ventilator
weaning protocol for mechanically ventilated patients in
intensive care (Awakening and Breathing Controlled trial):
arandomised controlled trial
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*, Restart sedatives
at half dose

Lancet 2008; 371: 126-34

Every 24h

A protocol of no sedation for critically ill patients receiving
mechanical ventilation: a randomised trial

Thomas Strem, Torben Martinussen, Palle Toft
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Weaning failure of cardiac origin: recent advances

o Lous Tebout,XaverMornet.an Chrston Rchord

Christian Richard
Jean Louis Teboul

Weaning failure from cardiovascular origin
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2 Weaning success (n=39) ‘Weaning failure (n=48) All patients (n=87) 13
§ Duration of ventilation (days) 2(1108) 3(1t014) 3(11014) 0.03
N AT APACHE 11 (day of BT) 2 16 (3 to 30) 2
Z Fluid balance 24 h (ml) -91 (4380 10 +4272) 001
- Cumulative fluid balance (ml) —65 (=1,1760 10 +2,0483) 0.06
Diuretics on day of trial 33 56% 02
Prealbumin (mg/dl) 14 (2 10 35) 12 (210 30) 13 (2 10 35) 08
£V, (breaths min™" ™) 50 (13 to 260) 80 (17 t0 300) 67 (13 10 300) 0.005
- Pa0,/FI0, 240 (88 to 477) 244 (100 10 503) 240 (88 to 503) 09
Success Failure o Compliance (mUcmH,0) 44 (22 10 76) 39 (13 to 80) 43 (13 10 80) 02
Left ventricular dysfunction (%) 69 68 69 06
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Faiblesse musculaire: Dysfonction
diaphragmatique
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J Appl Physiol 92: 2585-2595, 2002.
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Fiber Size

Rapidly Progressive Diaphragmatic Weakness and Injury
during Mechanical Ventilation in Humans

Samir Jaber'2, Basil J. Petrof3, Boris Jung2, Gérald Chanques'? Jean-Philippe Berthet?, Christophe Rabuels,
Hassan Bouyabrine®, Patricia Courouble'?, Christelle Koechlin-Ramonatxo?, Mustapha Sebbane'2, Thomas Similowski®,
Valérie 2 ’, Xavier Capdevila'2, Mornet?, Jacques Mercier2'0,

Alain Lacampagne®, Alexandre Philips?, and Stefan Matecki?'®

P=0.13 P=021

1

Fiber Proportion (%)
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Fast

Slow

1
rel Short — term MV group (n=10) ©
Long ~ term MV group (n=15) @

Fast
(Type I

% 100 180 00 280 300
Duration of MV (Hours)

Respiratory weakness is associated with limb weakness and delayed
weaning in critical illness*
Bernard De Jonghe, MD; Sylvie Bastuji-Garin, MD, PhD; Marie-Christine Durand, MD;

Isabelle Malissin, MD; Pablo Rodrigues, MD; Charles Cerf, MD; Hervé Outin, MD; Tarek Sharshar, MD, PhD;
for Groupe de Réflexion et d'Etude des Neuromyopathies En Réanimation

MiP MEP ve
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Crit Care Med 2007; 35:2007-2015

Table 6. Analysis of risk factors for low maximal inspiratory pressure (MIP) or maximal expiratory
pressure (MEP)

MIP or MEP =30 cm MIP and MEP >30 P

Univariate Analysis H,0 (n = 53) cm H,0 (n = 26) Value
At ICU admission
Age in years, median (IQR) 67 (53-78) 70 (54-76) 9
Female sex, n (%) 22 (41.5) 7(26.9) 3
Admission SAPS II, median (IQR} 46 (36-58) 44 (38-50) A
COPD, n (%) 20 (37.7) 13 (50) 3
Before awakening
Days of MV, median (IQR) 10 (8-14) 10 (8-13) 9
Days with =2 failed organs, median 6 (4-10) 5 (0-9) 2
(IQR)
Use of corticosteroids, n (%) 33 (62.3) 16 (61.5) 9
Use of neuromuscular blockers, n (%)” 13 (24.5) 11 (42.3) Al
Average daily morning BGL (mmol/L), 8.1(7.0-9.3) 7.5 (6.8-8.6) 5|
median (IQR)
Septic shock, n (%) 31 (58.5) 8 (30.8) 02
Multivariate Logistic Regression Analysis P
of Low MIP or MEP =30 cm H,0 OR 95% CI Value
Septic shock 317 1.17-8.58 02

Crit Care Med 2007; 35:2007-2015

Table 5. Independent determinants of the risk of successful extubation delayed for =7 days after awakening

Model with MIP Model with MEP Model with VC Model with MRC
13 P 13 3
OR  95%Cl  Value OR  95%Cl  Value OR  95%Cl Value OR  95% Cl Value
MIP<30cm 802 2123036 002 MEP=30cm 415 116-1452 03 VC=ILl 275 082918 .1 MRC =4l 303 123-743 02
H, H, mUkg
coPD 443 1201641 03 COPD 456 124-1675 02 COPD 443 131479 02 COPD 274 110-685 03
Cardiac 496 125-1971 02 Cardiac 379 107-1339 04 Cardiac 324 0921138 .07 Cardiac 214 082-561 .1
insufficiency insufficiency insufficiency insufficiency

Crit Care Med 2007; 35:2007-2015
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Is Weaning Failure Caused by Low-Frequency Fatigue of
the Diaphragm?/oi r de 1la fatigque 2

Franco Laghi, Steven E. Cattapan, Amal Jubran, Sairam Parthasarathy, Paul Warshawsky, Yoon-Sub A. Choi,

and Martin

J. Tobin

Am ] Respir Crit Care Med Vol 167. pp 120-127, 2003

Before After
15,
emHo ov
-184
40.
Pga
mHO 20
e
[
40:
Pdi
R AN
0
10,
RCMAP |
. W
-10
10
L-
au of b —
0.0 02 04
Time, s

igm Fatigue under

—’\/ Assist

hard M.D,, , Alain Mercat M.D,,, and

&8 %8

Inspiratory Muscle Rehabilitation in Critically 1l Adults
A Systematic Review and Meta-Analysis
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Outcome

Change in maximal inspiratory pressure
from baseline after IMT

in maximal inspir

e el st AT ooy
andlyss exchuing studes 3 high ik

Maximal inspiratory pressure after IMT

Change in maximal expiratory pressure
from baseline after IMT

Cranga in maximl exgiratory prassure
e after IMT (sensifvity
nnn‘yss aciing sucis af high risk
o2t
Duration of ventiation

Impact Effect (85% Cl) No. of Participants  Guaity of the Evidence
(RCTs) (GRADE)

Mean difference in change 6 (5 to 8) cm 847 (15 RCTs) OO0 Very low*+
H0 higher in IMT group than in control

group
Pooled ratio of means for change in MIP
ek i bmadivia M, 121 €116 10

Mean difference (710 12 cmH;Ohigher 175 @RCTS)  @oma High
in IMT group than in contol group

Mean difference 7 (6 to 8) cm H:Ohigher 575 (i5ACTs) @00 Low™*
inIMT group than n conirol grou

Mean difference in change 8 (510 14)cm 153 @ RCTs)  @@a0 Moderats”
H,o hg\wn IMT group than in control

Pnotaﬂ!nonfnumsb(nhmg in MEP
relative to basefine MEP, 1.38 (127 to
54)

Moo diferocs in changed(Stotd)cm 106 @ACTs)  ©aad High
'H,0 higher in IMT group than in control
group

Pooled duration of ventiiationwas 41(08 325 @ACTs)  ©0OO Very bow*'+5
10 74) d sharter in IMT group than in

ilation was 4.6 220 ¢4 ACTs) @300 Low'™S

Duration of verti analysis
excuding studies at high risk of bias)

Duratin of weaning rom mechanical
ven

Duration of weaning (sensitivity analysis
excluding studies at high risk of bias)

1CU lengh of stay

Mortality in ICU

of ventil
(—1.01010. 1)dgmam IMT group
than in corirol group
Pooled duration ul 257 @ RCTs) OO0 Very low™S
bl vestioton i 33 0710
3.9)d shorter in IMT group than in
control group
Pooled duration of weaning from 2096 ACTs) 3300 Low'S
mechanical ventiation was 3.2 (0.6 to
58 d shorter i IMT group han in

group.

ngl\ofshyln\ctlwnssl( 10071)  2BEACTY  @OOO Very low s
i IMT group than in control
Pobadrelative risk of death n ICUwas 167 @ ACTs) 500 Low'S

0.67 (02010 2.20) in IMT group.
compared with cantrol group

The impact of inspiratory muscle training (IMT) on the duration of weaning from mechanical ventilation

Experimental Control
Study Total Mean SD Total Mean SD MD

Condessa 2013 45 22 18 47 25 25 -030

Caruso 2005 12 10 05 13 13 09 -030

Molo 2017 6 49 12 4 64 18 -1.50

Shimizu 2014 8 34 13 5 49 20 -1.50

Cador 2010 14 36 15 14 53 19 -1.70

Dixit 2014 15 43 15 15 63 17 -2.00

Tonella 2017 11 35 16 8 94 65 -5.90 ¥
Mohamed 2014 20 33 16 20 104 25 ~740  [-8.40;-5.80] 134%
Random effects model 131 126 -230  [-3.94;-0.67] 100.0%

Haterogenaity: /2 = 93%, 2 = 4.724, p < 0.01
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) Recherche quotidienne du pré-requis

* Absence d'inotrope et de vasopresseur
* Absence de sédation

* Réponse cohérente aux ordres simples
*Fi0, <50 %

* PEP < 5 cmH;0 l PEEP<1

2) Epreuve de ventilation spontanée (VS) :
piéce en T au Aide Inspiratoire (Al) sans PEP (6 < Al < 8 cmH,0)

de signes de

* FR > 35/min

*Sp0O, <90 %

* Variation de plus de 20 % de FC ou PAS
« Sueurs, agitation, troubles de la vigilance

Présents (3) Absents
Gaz du sang Recherche des
et reprise de la VM critéres d'extubation

@

difficile

(6) Echec
du sevrage

Sevrage

e Extubation

(5) Sevrage
réussi

per le passage
CENTRE HOSPITALIER en VSAI
De a cite Basaue

Décroissance des amines

ssvrags sédation, RASS -2-0.
102<60%

PEEP <10 cmH20

Passage en VSAI

« Adapter I'aide inspiratoire /
NAD < 0,3 ug/kg/min effort: PO, 1t et Pocc.
Diminution des sédations Score Dyspnée EVA ou
RASS -2+2 RDOS
Fi02<50% Adapter la PEEP/FIO2
PEEP < 8 cmH20

Sédatifs adaptés a VS

« Tirage, sueurs, agitation
« HTA et/ouTachvcardie +20%

DTRG0  ousanon?

buccale/sus glottique
@ Passage en VAC 6 mlkg PP
@ Dégonfler le ballonnet 4 cycles

Test + si
@ Fuites audibles ou
@ Différence VTi - VTe > 100 ml

SiTest -
@ Methylprednisolone 80 mg
@ Extubation H+6 si MDG OK

FDR d'cedéme laryngé:
Femm

>7.5
Intubation difficile ou traumatique
Auto extubation

LA VENTILATION ASSISTEE LORS DU SEVRAGE

® Niveaud’
® Synchron

aide
isation

Problématiques du mode
lors du sevrage

* Synchroniser le patient au

respirateur/limiter les asynchronies

* Adapter 1’aide inspiratoire aux besoins du

patient

* VSAI: aide fixe a adapter manuellement

* Intelligence artificielle en VSAI:

Smartcare

* Neurally Adjusted Ventilatory
NAVA

Assist:

* Proportionnal Assist Ventilation: PAV+




Ventilation  haut volume
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Fraquency (ve)
N Engl) Med 2013,369:2126-36 AP 2002,92:2585-2595

Dysfonctions

Index d'asynchronies

Intensive Care Med 200632:1515-1522

Niveau d'assistance

IntensiveCared 2000 62514.2326
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NARRATIVE REVIEW

i ; 2 . ®
Clinical strategies for implementing lung ==
and diaphragm-protective ventilation: avoiding

insufficient and excessive effort

MINIMIZING (BABY) LUNG STRESS & STRAIN OPTIMIZING DIAPHRAGM EFFORT & SYNCHRONY

breath-stacking dyssynchrony VL “P-SILI”

X insufficient assist, high effort/drive
excessive inspiratory assist —» high Vr, AP

; s o - injurious efforts

excessive PEEP — overdistention

insufficient PEEP —» derecruitment

- eccentric injury « expiratory dyssynchrony
longitudinal atrophy «— excessive PEEP

«— disuse atrophy + excessive assist, low effort/drive

| Pmus + Pvent = Volume x E + Débit xR

PAV+ of NAVA (Paw)

The New England
Journal of Medicine

CCopyright, 1995, by the Massachusts Medical Socety

FEBRUARY 9, 1995 Number 6

ANDRES ESTEBAN, M.D., PILD., FERNANDO FRUTOS, M.D., MARTIN J. TOBIN, M.D., INMACULADA ALiA, M.D.,
ADA VALVERDU, M.D., RAFAEL FERNANDEZ,
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Le Niveau d’Aide

® En fonction du VTE 6 a 8 ml.kg PBW

e Enfonction de I'effort: Pocc, P 0,4t, Pmo, EAdi
Index Pdi, PTP oeso, Pmus




Le bon niveau d’aide
dans le sevrage ?

Determination of the optimal pressure support
level evaluated by measuring transdiaphragmatic
pressure.

T Kimura, J Takezawa, K Nishiwaki and Y Shimada

Chest 1991;100;112-117
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Critical Care

PERSPECTIVE

. ) ®
Pressure support, patient effort and tidal =0
volume: a conceptual model for a non linear
interaction

Mattia Docci'?, Giuseppe Foti', Laurent Brochard®® and Giacomo Bellani®5*
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End-Inspiratory Airway Occlusion
A Method To Assess the Pressure Developed by Inspiratory Muscles in
Patients with Acute Lung Injury Undergoing Pressure Support

GIUSEPPE FOTI, MAURIZIO CEREDA, GIULIANA BANFI, PAOLO PELOSI, ROBERTO FUMAGALLI,
and ANTONIO PESENTI
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LA SYNCHRONIE PATIENT VENTILATEUR

La synchronie

Impact of Expiratory Trigger Setting on
Delayed Cycling and Inspiratory Muscle Workload

Didier Tassaux, Marc Gainnier, Anne Battist, and Phillppe Jollet

Am | Respir Crit Care Med Vol 172. pp 1283-1289, 2005

Neurally adjusted ventilatory assist improves

patient-ventilator interaction
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Problématiques des
asvnchronies?

)
DO 10.1007/500134-006.0301-§

Arnaud W. Thille
Pablo Rodriguez
Belen Cabello
F ellouche
Laurent Brochard

Patient-ventilator asynchrony during assisted
mechanical ventilation

5

2

Duration of mechanical ventilation (days)

<10% >10%
Asynchrony Index
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Cycle prématuré
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|
- | Auto déclenchement

Retard au déclenchement
puis insufflation prolongée

Effort inefficace

Impact of Expiratory Trigger Setting on
Delayed Cycling and Inspiratory Muscle Workload

Didier Tassaux, Marc Gainnier, Anne Battisti, and Philippe Jolliet

Am J Respir Crit Care Med Vol 172. pp 1283-1289, 2005
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A Multicenter Randomized Trial of Computer-driven
Protocolized Weaning from Mechanical Ventilation
Frangois Lellouche, Jordi Mancebo, Philippe Jolliet, Jean Roeseler, Fréderique Schortgen, Michel Dojat,
Belen Cabello, Lila Bouadma, Pablo Rodriguez, Salvatore Maggiore, Marc Reynaert, Stefan Mersmann,

and Laurent Brochard

Am ] Respir Crit Care Med Vol 174. pp 894-900, 2006

Variations journalieéres du niveau

D15 d’aide g
o
Q
fe + VNI
E de
E10 lation
=
3
£
B 5
o
=
@
o
0 - ! : :
Ordinateur Réanimateur
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SEPARATION DU VENTILATEUR

® INDEX PREDICTIFS
® TEST

The New England
Journal of Medicine

CCopyright, 1991, by the Masachuses Medical Sociey

Volume 324 MAY 23, 1991 Number 21

A PROSPECTIVE STUDY OF INDEXES PREDICTING THE OUTCOME OF TRIALS OF
WEANING FROM MECHANICAL VENTILATION

Kant L. YANG, M.D., axp Martix J. Tosix, M.D.

Premier Index FR/VT

Table 3. Effect of Duration of Mechanical Ventilation (<8 Days or =8 Days) on the
Accuracy of Indexes in Predicting Weaning Outcome.*

Posimive NEGATIVE
PREDICTIVE PREDICTIVE
INDEX SENSITIVITY SeecIFICITY VaLve VALUE

<8 DAYS 8 DAYS <8 DAYS B DAYS <BDAYS 8 DAYS <8 DAYS >8 DAYS

Minute ventilation 079 075 075 008 065 035 040 033
Respiratory frequency 089 100 031 042 069 053 063 1.00
Tidal volume 100 08 050 058 078 058 100 0.88
Tidal patient’s weight 0.96  0.88 038 042 073 050 _ 0.86  0.83

(Maximal inspiratory pressure 1.0 1.00 _ 0.00 025 0.64 047 _ 1.00 1.0 )
Dynamic compliance 0.75 0.63 0.69 0.25 0.81 0.36 0.61 0.50
Static compliance 082 050 056 008 077 027 064 0.20
Pa0,/PAO; ratio 079 088 038 017 069 041 050 0.67

Identifying patients capable of breathing spontaneously
and duration of mechanical ventilation

+ Intervention Group

1) A daily screening of
respiratory function
2by the respiratory
herapists of the unit)
Pa0,/FIO, > 200
PEEP< 5 cm H,0
Adequate cough
fIVT <105 c/min
No vasopressor
agents or sedatives
2) A 2-hour trial of
spontaneous
breathing
3) Notification of the
physician of the
successful results
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] Intervention (n=149)

0 5 10 15 20 25 30

Patients Receiving Mechanical

Ventilation (%)

(Frequencyltidal volume ratio_1.00 __0.88 __0.63 067 082 0.64 _ 1.00 089 )

CROP index 082 075 0.56  0.58 077  0.55 064 0.78

Days after Succesful Screening

FEUX VERT

Ely E.W. et coll. N Engl J Med 1996; 335: 1864-9.
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Neuro-ventilatory efficiency during weaning from mechanical
ventilation using neurally adjusted ventilatory assist

H. Rozé123*, B. Repusseau?, V. Perrier!, A. Germain?, R. Séramondi?, A. Dewitte!3, C. Fleureau! and
A. Ouattara®2
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Augmentation de 1’EAdi pour un méme niveau

de pression entre le début et la fin du
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Inspiratory Pressure Support Compensates for the Additional

Work of Breathing Caused by the Endotracheal Tube

Laurent Brochard, M.D.,* Fernando Rua, M.D.,t Hubert Lorino, Ph.D.,} Frangois Lemaire, M.D.,§
Alain Harf, M.D., Ph.D.{l

JAMA | OriginalInvestigation | CARING FOR THE CRITICALLY ILL PATIENT

Effect of Pressure Support vs T-Piece Ventilation Strategies
During Spontaneous Breathing Trials on Successful
Extubation Among Patients Receiving Mechanical Ventilation
A Randomized Clinical Trial
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Physiologic Effects of Reconnection to the
Ventilator for 1 Hour Following a
Successful Spontaneous Breathing Trial

Rémi Coudroy, PhD; Alice Lejars, MD; Maeva Rodriguez, MD; Jean-Pierre Frat, PhD; Christophe Rault, PhD;
Francois Arrivé, MD; Sylvain Le Pape, PhD; and Amaud W. Thille, PhD
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Physiologic Effects of Reconnection to the
Ventilator for 1 Hour Following a
Successful Spontaneous Breathing Trial

‘Rémi Coutioy, PAD; Alce Lejars, MD; Maea Rodriguez, MD; Jean-Pierre Fr, PRD; Christophe Raul, PhD;
Frangois ATivé, MD; Sylvain Le Pape, PhD; and Armaud W. Thill, PhD
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: Noninvasive Positive-Pressure Ventilation

r E The Lancet Respiratory Medicine ﬁ

25 Volume 1, ssue 4, Aprl 2023, oges 319:328

Continued enteral nutrition until extubation
compared with fasting before extubation in
patients in the intensive care unit: an open-
label, cluster-randomised, parallel-group,
non-inferiority trial

A jeun 6 heures = Poursuite Nutrition jusqu’a extubation

Résultats essentiels

= Autotal, 1130 patients ont été inclus en intention de traiter.

.U NE pré i téle

rapport au groupe « poursuite NE » (n=617). En effet, dans la population en
intention de traiter, 106 (17.2%) patients du groupe « poursuite NE » et 90 (17,5%) du groupe « arrét NE » avaient un échec dextubation dans les 7 jours suivant lextubation (-
04%;1C95% -52 - 45).

« Deplus, e délai entre test de ventilation spontanée / extubation et sortie de réanimation était raccourci dans le groupe « poursite NE » ; hazard ratio a 139 (IC95%113-171)

for Postextubation Respiratory Distress e
A Randomized Controlled Trial
Sean P. Keenan, MD, FRCPC, MSc

Caroline Powers, RRT
David G. McCormack, MD, FRCPC

Gary Block, MD, FRCPC
NPPV Standard Therapy
Outcomes (n=39) (n=42) P Value

Reintubation, No. (%) 28 (72) 29 (69) 79
Pr ia, No. (%) 16 (41) 17 (40) 61
Duration of ventilationt

Mean (SD) 84(74) 17.5(28.0) A1

Median (range) 6.7(0.5-28.6) 89 (2.0-146.7) 12
Icuhzgxm(sog))s‘w 151 (10.9) 194 (25.0) 32

Median (range) 11.9(3.6-41.7) 108 (2.3-152.7) 72
Hospital len%h of stay

Mean (SD) 322(25.4) 208 (28.4) 69

Median (range) 19 (6-111) 22 (4-162) 51
ICU survival, No. (%) 33(85) 32 (76) 34
Hospital survival, No. (%) 27 (69) 29(69) 99

JAMA. 2002;287:3238-3244
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Noninvasive Positive-Pressure Ventilation
for Respiratory Failure after Extubation

Andrés Esteban, M.D., Ph.D., Fernando Frutos-Vivar, M.D.,
Niall D. Ferguson, M.D., Yaseen Arabi, M.D.
Carlos Apezteguia, M.D., Marco Gonzlez, M.D., Scott K. Epstein, M.D.
Nicholas S. Hill, M.D., Stefano Nava, M.D., Marco-Antonio Soares, M.D.,
Gabriel D’Empaire, M.D., Inmaculada Alia, M.D., and Antonio Anzueto, M.D.

CONCLUSIONS
Noninvasive positive-pressure ventilation does not prevent the need for reintubation or
reduce mortality in unselected patients who have respiratory failure after extubation.

N Engl ) Med 2004;350:2452-60.

JAMA | | CARINGFOR' LY ILL PATIENT

Effect of Postextubation High-Flow Nasal Oxygen With
Noninvasive Ventilation vs High-Flow Nasal Oxygen Alone

on Reintubation Among Patients at High Risk of Extubation Failure

A Randomized Clinical Trial Sélection de patients a risque d’échec

Amaud W, Thlle MD, MD,PRD;
D, Mo
M. o, 'MD: Chistine Lebert, MD:
D, MO GaelPracel,
M, MD:
Nicolas Deye, MO, D, D, PramD, Pro;

Jean-Piere Fat, MD:

VNI 12H/J 48H

High-flow nasal oxygen alone

15
-

Patients Requiring Reintubation, %

10 —
""" High-flow nasal oxygen with
r'ﬁ_r noninvasive ventilation
5 micia
[
Log-rank P=.02
1 2 3 4 5 6 7
Time Since Extubation, d
No. atrisk
High-flow nasal oxygen
Alone 302 276 265 253 248 246 44 243
With 339 321 314 308 305 204 202 291
noninvasive
ventilation

JAMA | Original Investigation | CARING FOR THE CRITICALLY ILL PATIENT ®
Effect of Protocolized Weaning With Early Extubation JAMA
to Noninvasive Ventilation vs Invasive Weaning e o e i i s

on Time to Liberation From Mechanical Ventilation
Among Patients With Respiratory Failure
The Breathe Randomized Clinical Trial

Gavin . perks PhO: Fang Gao, MD: Catherine el P
LugiCamporota, PhD;
Daricl . McAuley. MD:Timothy 5. Wash, PD; Louise Rose, PHD; Sarah . Lam, P,
favios el DM Ranit L,

Pas de précipitation

Log-rank P=.35
0.8
0.6
0.4 Invasive group

Noninvasive group

Proportion Receiving
Mechanical Ventilation

0.2

JAMA. 2018:320(18):1881-1888.

Conclusion

* Protocole de sevrage

* Screening quotidien des patients

¢ Adapter le niveau d’aide

¢ Améliorer l'interaction patient ventilateur
* Synchronisation
* Proportionnalité

* Nouvel outil de monitorage au lit du
patient: 1’EAdi




