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Suzanne M. Durning,
Placement on APRV enabled an 18-year-old patient with a history of RRT
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made. Patients’ ability to breathe sponta-  After receiving a bilateral sequential lung  days, preparation for weaning from ECMO
neously seemed to be an added benefit transplant, she required a course of extra-  included administering isoflurane through

corporeal membrane oxygenation the ventilator circuit as well. Maintaining
CASE REPORT ECMO). During this time, she received adequate sedation posed a particular chal
The patient was an 18-year-old female isoflurane via ECMO circuit and fentanyl lenge once the

patient was removed from
with a history of pulmonary hypertension.  at 6 pg/kg per hour for sedation. After 11 ECMO

Isoflurane at 1.5% (delivered
through the ventilator) and a fentanyl infu
sion at 5 ug/kg per hour did not prevent
her from thrashing or from pulling on her
endotracheal tube. After she had receive

five rescue doses of midazolam, a midazo
lam infusion was added to the sedation reg
imen at 0.2 mg/kg per hour; the dosagt
was increased to 0.7 mg/kg per hour ir
less than 24 hours. Isoflurane was discon
tinued at this time. The patient required a
fraction of inspired oxygen (F10,) of 0.6,
expired tidal volume of 11 mL/kg

ratory rate of 26 breaths per min
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mean airway pressure of 17.7 em H,0, an
inspiratory time of 1 second, an inspirato
ry-to-expiratory ratio of 1:1.3, a peak infla

tion pressure of 39 cm H,0, and a positive
end-expiratory pressure (PEEP) of 10 cm
H,O. Her vital signs and laboratory test

Suzmme M. Durning, RRT (front) and Theresa Ryan Schultz, RRT, CPFT, perform ,ﬁat:rrr assess-
ment and ventilator management on a patient
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ing results included a pH of 7.34, a Paco, |
level of 55 mm Hg, a P20, of 77 mm Hg, a |
bicarbonate level of 29 mEq, a base excess of
2.9, an oxygen saturation of 94%, a Pao,/Flo,
of 107, a heart rate of 118 beats per minute,
and blood pressure as high as 156/94 (116
mm Hg). The patient continued to have peri-
ods of agitation and related episodes of
cyanosis, during which she required
increased levels of oxygen. Two days after
being liberated from ECMO, with a fentanyl
dosage of 7 ug/kg per hour and a midazo- |
lam dosage of 0.7 mg/kg per hour, her venti-
lation was changed from SIMV to APRV.
While using APRV, the patient appeared
to be more comfortable. Her ability to
breathe spontaneously at both pressure lev- |
els (with minimal work of breathing |
imposed by the ventilator) enabled this |
patient to maintain her alveolar ventilation
at lower maximal airway pressures without
fighting the ventilator, |
Her clinical course echoed our observa- |
tions. Within hours of the institution of APRV, |
this patient’s fentanyl infusion rate was |
decreased to 5 ug/kg per hour. By the next |
morning, it was decreased to 4 pg/kg per |
hour. There was no need for rescue medica-
tions or increased oxygen due to cyanosis or
agitation. The patient’s Fio, was 0.45, and her
Pao,/Fio, increased to 191. Peak inflation
pressure in APRV was 30 cm H,0 with 10 cm
H,O of PEEP, mean airway pressure was 20
cm H,0, exhaled tidal volume was 10 mL/kg,
the respiratory rate was 26 breaths per
minute, inspiratory time was 1.3 seconds, and
expiratory time was 1.3 seconds. The
patient’s blood pressure was 135/79 (96 mm
Hg) and her heart rate was 118 beats per
minute. This patient was successfully weaned
from mechanical ventilation after 45 days.

CONCLUSION

The next area of study at this institution
will be the comparison of APRV with SIMV
(with automatic flow) using an age-appro-
priate assessment of comfort. Data to be
collected will include the level of sedation
required to maintain patient comfort using
SIMV with and without automatic flow.
Evaluating the sedation levels needed to
maintain patient comfort and monitoring
whether these levels change based on the
mode of ventilation used will provide fur-
ther insight. The proposal has been
approved for the sedation study to begin. o

Theresa Ryan Schultz, RRT, CPFT, is a clinical
specialist/research and Suzanne M. Durning,
RRT, is a clinical specialist/cardiac intensive care,
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PT STAT™ is a proficiency test program with
48-hour turnaround time for labs that measure
blood gases and critical care analytes.

In addition to eliminating months of anxious waiting, PT STAT
enables labs to:

* diagnose and correct analytical problems more effectively

* validate daily QC programs and the accuracy of critical
care tests

* take prompt corrective actions to avoid regulatory sanctions

Most importantly, with 48 hour TAT, PT can now have a positive
impact on patient outcomes.

Analyte tests include: pH, blood gases, electrolytes, BUN,
glucose, lactate, hematocrit, total hemoglobin, and
hemoglobin fractions.

PT STAT will fulfill the proficiency test
requirements of the CAP Laboratory

Accreditation Program, and has been &8
approved by HCFA, JCAHO, COLA
and state regulatory agencies.

To learn more about how your lab -
and your patients — can benefit
from- PT STAT call:

800-356-6788, or visit:
www.accutest.or g

@ccuTEST
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