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Case: 58yr-F lung transplant patient presents 

with worsening dyspnoea and cough. She is 

hypoxic and tachypnoeic and requires 

ventilation. What ventilator strategies should 

be used? Is it ARDS? 

 

Protective ventilator strategies are of proven 

benefit in ARDS. Any benefit for other groups 

of patients is not clear.  

In essence, repetitive collapse and over 

distension of alveoli lead to lung damage and 

worse outcomes.  

Protective ventilation strategies are outlined in 

the ARDSNET protocols. This involves PEEP to 

prevent alveolar collapse, and limiting TV to 6 

ml/kg (predicted body weight based on 

height) and adjusting down to 4 ml/kg to keep 

plateau pressure <30 cm H2O.  

 

 

 

 

There is no recommendation regarding the 

use of NIV in sepsis induced ARDS.  

In essence ARDS is non cardiogenic 

pulmonary oedema, i.e. bilateral opacities not 

explained by cardiac failure or fluid overload, 

nor effusions, lobar/lung collapse or nodules, 



as outlined in the Berlin definition. Severity is 

defined by the PaO2 at a given FIO2.  

Severe is a PaO2/FIO2 <100, i.e. FIO2 0.5 

(50% O2) would give a PaO2 of <50 mm Hg, 

or 100% O2 would give PaO2 <100 mm Hg. 

Moderate: PaO2/FIO2 100-200, i.e. FI O2 0.5 

(50% O2) needed to give PaO2 >100 mmHg 

Mild: PaO2/FIO2 200-300.  

All include PEEP of at least 5 cm H2O. 

Therefore criteria essentially require the 

patient being intubated and ventilated with 

PEEP and a known FIO2.  

However this patient is immunocompromised 

with severe pneumonia, and is not ARDS.  

 

OBJECTIVE to determine whether a low tidal 
volume ventilation strategy is more effective 
than an intermediate tidal volume strategy. 
 

TV of 6 ml/kg predicted body weight was 

compared to 10 ml /kg (reduced if plateau 

pressure >25 cm H2O).   

The study included patients ventilated for 

pneumonia or other lung pathology if they did 

not meet the definition of ARDS.  

Over half were intubated for pneumonia, 

aspiration or sepsis, and a further quarter 

post cardiac arrest.  

There was no benefit in any outcome measure 

– ventilator free days, survival, and length of 

ICU or hospital stay. 

 

Benefit in previous trials has been more 

apparent when greater TV differences were 

compared, specifically <6 and >10 ml/kg 

predicted body weight (height based).  

In this trial over 25% in the low TV group had 

TV >6.7 ml/kg, and <25% got down to 4 

ml/kg, meaning the separation between 

groups was not as marked.  

In practice most clinicians use a TV of around 

8 ml/kg and ensure plateau pressures <30 cm 

H2O, avoiding higher volumes and pressures.  

It is probably a reasonable approach.  

These updates are a review of current literature at the time of writing. They 

do not replace local treatment protocols and policy. Treating doctors are 

individually responsible for following standard of care.   


