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NIV

Perché?

Dove?

Chi?

Quando?
Equipaggiamento
Monitoraggio
Protocoll



Razionale dell’'uso della NIV
nell'insufficienza respiratoria

Ipossiemico

Reclutare volume polmonare
Ridurre lo sforzo inspiratorio
Migliorare il pattern respiratorio
Aumentare PaO,/FiO,

Ridurre dispnea

Prevenire l'intubazione

Ipercapnico

Offset PEEPI

Ridurre lo sforzo inspiratorio
Migliorare il pattern respiratorio
Ridurre PaCO2 e normalizzare PH
Ridurre dispnea

Prevenire l'intubazione
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Necessita d'intubazione e mortalita ospedaliera
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PK Plant et al: The Lancet vol 355 June 3, 2000



Media del carico di lavoro infermieristico
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Cost effectiveness of ward based non-invasive ventilation
for acute exacerbations of chronic obstructive pulmonary

disease: economic analysis of randomised controlled trial
P K Plant, ] L. Owen, S Parrott, M W Elliott bmj.com 2003;326:956

Table 3 Cost effectiveness of ward based non-invasive ventilation in reducing mortality
in hospital in two groups of patients (n=236)

Standard treatment Non-invasive ventilation
(n=118) (n=118)

Costs (£):
Ward 127 355 139 243
Non-invasive ventilation 3 390" 26 664
Additional non-invasive ventilation nursing 67" 525
Intensive care unit 142 576 52 981
| Total 337 435 288 073
Effectiveness of intervention:
No of deaths 24 12 |
No discharged 108
Saving with non-invasive ventilation (£) Wl—

Deaths avoided with non-invasive ventilation 12




Dove ?

v Terapie intensive respiratorie

v Terapie intensive

v Terapie subintensive respiratorie
v Riabilitazioni respiratorie

v Reparti medici

v Dipartimenti d'emergenza

v Sale di emergenza
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Dove

Il concetto del “Semaforo”
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Personale

Sicurezza

Monitoraggio

Equipaggiamento
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Chi?



The department of emerg personnel
were well trained and very skilled In noninva-
sive and invasive ventilation.

disorders. The_respiratory intensive care unit is statfed byl chest
physicians pnd nurses with expertise in NPPV NPV and invasive

two internal medicine residents. The RCU team consisted of a
>ulmonary physician and a dedicated nursing staft.JThe respira-
tory t 1@91‘a1pists are not part ol a specziﬂc: team at our hospitnl,
instead, there are two independent teams of respiratory thera-
pists, one of which is located in the ICU, jwith the other covering
the rest of the '

was 1/3 during daytime shifts, and 1/6 during the night shift. Like-
wise, the size of the medical team |(three physiciansjin rotation
during the daytime, one physician on duty at night) remained con-

stant dLlI‘ll’l':F the period of the study as did that u::mt the|Respiratory

l.' /5 from 8 a.m. to 4 p.m.). A face mask was always




BTS GUIDELINE

Non-invasive ventilation in acute respiratory failure

British Thoracic Society Standards of Care Committee

* A named consultant with appropriate training should have overall responsibility for the NIV service. This will usually be a
consultant respiratory physician. [D]

Decisioni: specialista medico

Trained ICU staff, doctors, physiotherapists, lung function technicians, and nurses can successfully set up and maintain NIV.
When setting up an acute NIV service, it is recommended that NIV be initiated and run by nursing staff. [C

Applicazione: infermieri

involved in an acute NIV service should receive fraining appropriate fo their baseline know ege and role in pro-
Id be included in all

viding the service. Training in NIV should be available for consultants in respiratory medicine and shou
specialist registrar training programmes.

Training I: tutto lo staff

* Atraining programme for the provision of an NIV service should provide a combination o based learning sup-

ported by clinical experience in the workplace. [D]

Training Il: teoria e pratica



Equipaggiamento



Equipaggiamento

1. Scelta del ventilatore
v Circuiti

v PEEP/PS

v Sorgente gas

v Compensazione delle perdite
v"Modalita

2. Monitoraggio



PROTOCOLLI



Guidelines

Garpestad, Brennan and Hill
CHEST 2007;132:711

Respiratory Distress

De novo Acute on Chronic
Post extubation Post-operative

COPD
CPE
Immunocompromised

Need ventilatory
assistance ? (see table 1)

Contraindications
to NIV (see table 1)

Start NIV
Face mask
Pressure support + PEEP
(or CPAP for CPE)

1-2 hour check point
Subjective tolerance
{ Work of breathing
Improved gas exchange

Continue NIV
Monitor closely

Respiratory failure improving

03 sat >90% on 6l/min Oy
or FIO; <40%

Begin weaning

Temporarily discontinue NIV

ALI/ ARDS
Asthma
Pneumonia

Good YES
candidate Not a good
for NIV candidate

for NIV

Standard
medical therapy

Do not
intubate status

Consider
Palliative NIV

.
-

" Chronic
o
respiratory
failure

Stable YES i
off NIV

Consider
NIV to facilitate
extubation

Consider
nocturnal NIV

Discontinue
NIV




Guidelines

Caples et al CCM 2005; 33:2651

NPPV for Acute Respiratory Failure

Review of
goals and

indications* \

Strong Support Guarded support
COPD Exacerbation Hypoxemia + Pneumonia

Cardiogenic Pulmonary Edema Failed extubation, Medical
Immunocompromised Host Severe acidosis (pH <7.2)
Failed extubation, Post-operative Glasgow coma scale <11

/

consider delay of within 1-4 hours initially or early if
intubation beyond no improvement
4 hours

If clinically stable, Clinical |mprovement Consider intubation]

Continue NPPV Intubation or
until resolution reassess goals

i 2

Assess for possible chronic If pt is DNI status,
hypoventilation or OSA consider short trial for
Discharge planning; acute heart failure/COPD;

possible palliative therapy*

*Discussion with patient must include
frank explanation that NPPV should be
considered aggressive respiratory support that
may not be consistent with patient prior directives.
Each patient situation requires addressing
individual specific wishes and needs as NPPV
is also reasonable as a palliative treatment.




Conclusioni

| Protocolli possono essere usati, ma non sono
fondamentali

Monitoraggio ed equipaggiamento adeguati alla gravita del
paziente, ma non necessariamente sofisticati e cari.

Training e buona acquisizione delle tecniche sono la
chiave del successo

Entusiasmo e motivazione del personale coinvolto sono
determinanti per organizzare una “NIV unit” di successo.




Grazie per l'attenzione



