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SABA : short-acting B2 agonists; PEF : peak expiratory flow; OCS : Oral
corticosteroid ; ICS: inhaled corticosteroid ; FEV1: forced expiratory volume

in one second.
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1. To maintain adequate oxygenation, reduce the work of breathing,
and prevent barotrauma due to air trapping, while waiting for
bronchodilator and glucocorticoid medications to reverse the
bronchoconstriction.

2. Options to minimize hyperinflation: reducing minute ventilation
and lengthening expiratory time low tidal volume, low respiratory
rate and high inspiratory airflow rate with the objective of
targeting an inspiratory-to-expiratory time of 1:4 to 1:6).

ERERFE-CTEFRL

VC or PC-CMV , PC-CMVi& % :-+#1F ¢ & 4

Tidal volume: 4-6 ml/kg

Rate : 8-12=/min.

Ti - = 1§, mEERDLFERE > MHUIFFTHE
Fi02 -Keep Pa02 60~100 mmHg

PEEP --|- *+80%:hauto PEEP

Plateau pressure <28 cmH20

—
.

Driving pressure<15 cmH20
Permissive hypercapnia : PH=7.20% % » 3 ? - § PR 2 3
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Suggestion of Monitor
® Plateau airway pressure (Pplat): <30 cm H:0
® Auto-PEEP< 10 cm H:0
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Troubleshooting high peak pressure
1. Dynamic hyperinflation and/or airway resistance

a. An increase in both Ppeak and Pplat (with less than a 5 cm HO
difference between them), suggests a lung parenchymal, pleural, or
chest wall/diaphragmatic process (eg, asynchrony, hyperinflation,
pneumonia, pleural effusion, pneumothorax).

b. Large difference between Ppeak and Pplat indicates more airway
resistance (eg, bronchoconstriction, airway mucus, endotracheal tube
obstruction).

2. Dyssynchrony: common causes including ineffective triggering of
machine-assisted breaths (eg, due to insufficient trigger sensitivity
or auto-PEEP), intolerance of a slow inspiratory flow rate, and
cough.

Noninvasive ventilation (Optional)

In the absence of contraindications such as altered consciousness,
hemodynamic instability, excessive secretions, or uncooperativeness,
a trial of NIV is appropriate for patients with asthma who might
otherwise require intubation.

z Recovery of spontaneous BT
Intubation ovary P VR o it .
inspiratory activity extubation
A
P Spontaneous
Spoman.eous uro support or POl oou
 hsadinis, assist-control ventilation islalds
Acute respiratory failure Post-extubation
NIV to prevent intubation * Limit hyperinfiation: low tidal * Apply moderate PEEP level Consider prophylactic non-in-
€ Can be used as ceiling therapy volumes and prolonged expi- to reduce effort to trigger the vasive ventilation, high-flow
g ratory time ventilator nasal cannuia or both fo prevent
§ * Apply moderate PEEP level + Daily assessment of readiness  feintubation
g * Do not attempt to normalize to wean
£ blood gases = Tracheostomy requires muiti-
-
s disciplinary discussion
% = NIV may facilitate weaning In
R the case of weaning failure

Figure. Therapeutic options at the different stages of patient
management. NIV non-invasive ventilation, PEEP positive end-
expiratory pressure.

Nonventilator Management

Inhaled bronchodilators

1. Fenoterol or salbutamol pMDI 4puff 20min~60min as needed

2. Terbutalin bdmg/2ml/vial by nebulization 20min~60min as needed
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3. Ipratropium 0. Z2mgt+salbutamol Img Q8h and as needed
May shift to long-acting bronchodilators after stabilization

Corticosteroids

1. 2mg/kg/d of methylprednisolone or equivalent iv for 5 to 7 days
2. Daily doses of OCS equivalent to b0 mg prednisolone as a single
morning dose, or 200 mg hydrocortisone in divided doses

May shift to Inhaled corticosteroids after stabilization.

References

1. Leatherman J. Mechanical ventilation for severe asthma. Chest.
2015;147(6):1671-1680.

2. Demoule A, Brochard L, Dres M, et al. How to ventilate

obstructive and asthmatic patients. /ntensive Care Med.
2020;46(12):2436-2449.
3. Invasive mechanical ventilation in adults with acute
exacerbations of asthma. UpToDate 2023
Pilbeam’ s mechanical ventilation 4th edition, pl40
. Egan’ s Fundamentals of Respiratory Care, 12th edition, P1081
6. Global Initiative for Asthma, GINA 2023

MROEEE BiZNFl £ 2023/9/9 version 2



