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Consapevoli del proprio passato



ARF in pandemics

poliomielite (‘50), TBC, SARS, influenza A H,N,

contaminazione negli operatori (?!) nel raggio di circa 1 m (isolamento, interfacce -
maschere, perdite, pressioni, dispositivi di protezione, misure di controllo delle
infezoni, circuito mono o doppia linea, procedure di disconnessione, ...)
non effetti avversi
tasso di successo estremamente variabile

non alternativa a Tl nella probabilita di evoluzione ad ARDS

per prevenire un ulteriore peggioramento e la necessita di Tl in ARF lieve moderata
ipercapnica o ipossiemica in assenza di polmonite, MOF ed ipossiemia refrattaria
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DYSPNEA
Definition: The American Thoracic Society
consensus statement defines dyspnea as a
“subjective experience of breathing discomfort
that consists of qualitatively distinct sensations that
vary in intensity. The experience derives from
interactions among multiple physiological,
psychological, social, and environmental factors
and may induce secondary physiological and
behavioral responses.” Dyspnea, a symptom, can
be perceived only by the person experiencing it
and, therefore, must be self-reported. In contrast,
signs of increased work of breathing, such as
tachypnea, accessory muscle use, and intercostal
retraction, can be measured and reported by
clinicians.
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Expect the
Unexpected




NT-proBNP, PCT, IL-6



eco, EGA, scores



Medicina d’Emergenza - Urgenza
trattamento e terapia prima delle indagini
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Dispnea

Drefinizione: Sensazions & regpiradone difgfcoliosa associaa o meeno @ queaisinquie rpo dF diffcold
oggerriva della wrdlazions

Farametri da rilevare*: P, FC, Spidy, FR (| possibilmente ECG)

Segni di shock**
FR <1 o = 34 atti'min

Statn saporose | o OS50 [,
Comipr omissione vie e ress sI -
Spz= 0% o cianesi in A 1

SpOZ<M associata a FC <M o= 130

VYV YYY

FR =25 & = 34 attifmin

Lieve alterarions delln stats di

ooscienza | GOS tra ke 13) "
Sp; tra 86 & 92% SI -
Sospette di TEP*** -
Humori respd ratori

Dhelere toracico

¥y

YYYVY

* Mon appena viens rilevabos un parsmeino
che consanta di anribuire un codice rosao i
omEthono ke altre valutazioni

#& (PA S 00, FC = 100Vmin, sudorazione
algida = pallome)

Percors condivisspra ¢ Profeasiosing & Triage dell" A7 O

20T

Lidfvarsuari Aalo AUSL Rev O Dawa A .'.,I:F.- e e . .
,q#;f:m _r:‘.;.u 2‘-_.5;“# " FEr oo #==% Bapni di TVP o pregresse TVE o TEP

Immobilizzazione o inervento chirurgico
Dow. Amsichiarica AUSL nelle ultime 4 settimans

Do, Covazna A OFF Emottisi




Jean seberg - Jean paul belmondo

—

—

-ﬂ
P
;‘f

fino air’ ultlmo res

( a bout de soufile 3

Henri-Jacques Noef - Liliase David - Casde Mansard - Vea Doude - Daniel hil.l"’ haga JE“ I.L“: Bﬂnllﬂ SewempgE FRANCOIS TRUFFAUT © un ressorsmes mlu N m










la diagnosi differenziale






@
KEEP
CALM

AND

GO BACK
TO BASICS



lavoro respiratorio e sensorio



cause «non respiratorie» di dispnea



FR + GCS



pattern ventilatorio versus FR
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Kelly - Matthay versus GCS



Tabella 1. Scala di valutazione del sensorio secondo Matthay-Kelly (22)

Grado 1= paziente sveglio e esegue 3 ordini complessi

Grado 2= paziente sveglio ma esegue solo ordini
semplici{mostrare le dita)

Grado 3= paziente sonnolento ma facilmente
risvegliabile a comandi sempleci

Grado 4= paziente soporoso e esegue ordini semplici
solo a ordini vigorosi

Grado 5= paziente comartoso senza alterazioni del
tronco encefalico

Grado 6= paziente comatosos con alterazioni del
tronco encefalico




iperventilazione versus ipoventilazione



TIPO 1 (polmonare, parenchimale, non-ventilatoria o parziale)
associata ipo o normocapnia.
In genere dovuta a

patologia del parenchima polmonare

* TIPO 2 (ventilatoria o globale)
* associata ad ipercapnia.
* In genere dovuta ad

* alterazioni della capacita ventilatoria polmonare



Adult Cardiac Arrest Algorithm (VF/pVT/Asystole/PEA)

20204

= Amiodarong or lidocaing

Start CPR
* Give oxygen

SRznn Sportinsous anaraipessurs
- Ly
= Treat reversible causes Waves with intsa-acterial
sl
No Rhythm Yos 5 -
shockable? * Hypoxia
= Hydrogen ien [acidosis)
12 b SR i X | = Hypo-iyperkalemia
\ F 1 fiheLis
* ifnosigns of return of | GotoSor? ||, mﬂm“
spontaneous circulation = > [ =
(ROSC).goto100r 11 2, T°"i"9m
* ROSC. goto % Tuomiooss, pulmonaey
Post-Cardiac Arrest Care = Thooeirtiosh. Conanry
+ Consider appropriateness
| ofcontinued resuscitation i

CPR 2 min

* VA0 access

» Epinephrine every 3-5 min

* Consider advanced airway,
capnography

Epinephrine
ASAP

CPR Quality

= Push hard (ot beast 2 inches
[5 cmiland fast (100-120/min)
and allow complite chist fecail
* Minimize interreptions in
COMEHEsSns.
= Avold excessive wentilation,
* Change compressor tvery
2minutes, of sconer if fatigued.
= If no advanced airway, 300
comgeessian-ventiation ratic.
= Quantitative wavefonm
CApROGN:
- HPETCO, is low of decreasing,
reassess CPR quality.

Shack Energy for D tion

= Biphasic: Manufacturer
recommendation feg. initial

Second and subsequentdoses
should be equivalent, and highar
dasis may be considersd,

* Monophasie: 360.)

« Epineghrine IV/I0 dose:
1 mg every 3-5 minutes.

Firstdose: 1415 mgfiog.
Second dose 0.5-075mgfkg,

Advanced Alrway

= Endatracheal inubation or su-
praglottic advaneed airway

* Wavelocem capnography of cap-
nomtny to confirm and monitor
ET tube placement

= Onceadvanced airway inplace,
give 1 breath avery 6 seconds
(10 breaths/men) with continu-
ous Chist compressions

R nof Spontantcous
Cireulation (ROSC)

= Puise and blood pressure
* Abruptsustained increase in
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Approccio sistematico
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“...anche se non vi sono dati specifici a
riguardo, é ipotizzabile che una
riacutizzazione di BPCO, in cui la PaO,
migliora di poco con la somministrazione
di aria arricchita di O,, riconosca una quota

di shunt vero e quindi anche una componente
cardiaca dovuta alla presenza di aree
con edema alveolare...”

A.Rossi et al in Gattinoni L. Rossi A. Olivieri D. (eds): Il punto su
L’ Insufficienza Respiratoria: terapia intensiva e semintensiva
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BTS guideline

Table 1 Critical illness requiring high levels of supplemental oxygen
Section 8.10

The initial oxygen therapy is a [feservoir mask at 15 L/min pending the availability of reliable oximetry readings.

For patients with spontaneous circulation and a reliable oximetry reading, it may quickly become possible to reduce the oxygen dose while maintaining a target saturation
range of 94—98%.

If oximetry is unavailable, continue to use a reservoir mask until definitive treatment is available.

Patients with COPD and other risk factors for hypercapnia who develop critical iliness should have the same initial target saturations as other critically ill patients pending
the results of blood gas results after which these patients may need controlled oxygen therapy with target range 88—92% or supported ventilation if there is severe
hypoxaemia and/or hypercapnia with respiratory acidosis.

Additional comments Recommendations

Cardiac arrest or resuscitation Refer to resuscitation guidelines for choice of delivery device during active resuscitation. Recommendation E1
Give highest possible inspired oxygen concentration during CPR until spontaneous
circulation has been restored.

drowning, anaphylaxis, Also give specific treatment for the underlying condition Recommendations
major pulmonary haemorrhage, status epilepticus E2—-E4
‘Major head injury Early tracheal intubation and ventilation if comatose Recommendation E5
Carbon monoxide poisoning Give as much oxygen as possible using a bag-valve mask or reservoir mask. Check Recommendation E6

carboxyhaemoglobin levels.
A normal or high oximetry reading should be disregarded because saturation monitors
cannot differentiate between carboxyhaemoglobin and oxyhaemoglobin, owing to their
similar absorbances.
The blood gas PO2 will also be normal in these cases (despite the presence of tissue
hypoxia).

COPD, chronic obstructive pulmonary disease; CPR, cardiopulmonary resuscitation; PO,, oxygen tension arterial or arterialised blood gases.

Evidence statement
» The use of oxygen in major medical emergencies is guided
by observational data and expert opinion (evidence level 4).
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Noninvasive Ventilation and Dyspnea
in Palliative Medicine

To the Editor

We read with great interest the position paper of the American
College of Chest Plysicians about palliative and end-of-life care
for patients with cardiopulmonary disease.? We agree that it was
about time for the “respiratory world” to write an official
document on this hot topic. Having said that, we are concern that
little emphasis was paid to the important problem of dyspnea and
particularky on its treatment. Pain is one of the major fears of
human beings. and every effort should be made to relieve this
symptom. In the position paper,! it is stated for example that “the
factors most commeonly associated with a request for plysician-
assisted suicide are patients’ fear of lesing control of mental
faculties and experiencing severe pain™. Pain is a classic symptom
for example of patients with end-stage cancer. We are, however,
pulmonalegists dealing not cnly with cancer patients but also
with the patients with end-stage COPD), in whom the “pain of the
respiratory system” (ie. dyspnea) is the predeminant sympton.

In the posiion paper? it was mentioned that the therapeutic
options for dyspnea are covgen. opicids, anxiobtics, and not-better-
specified nonphannaceutical intervention, basing this statement on a
article? published 4 years ago. In these last years, several studies
were, however, published on the use of nonimasive ventilation
(NIV) in patients with do-not-intubate order, with end-stage disease
and severe dyspnea andfor respiratory distress. In the two more
recent studies, 34 it was demonstrated that about half of the patients
survived the episode of respiratory distress and were discharged
from the hospital. Indeed. in a pilot investipation® itwas showed that
in a large portion of patients with end-stage solid cancer acdmitted to
a palliative care umit for acute respiratory distress, NIV was able to
significantly reduce dyspnea after only 1 h of ventilation. A randean-
imer] intemational tial is in progress in 10 palliative care units in
order to evaluate the effect of cxymen therapy alone or in combina-
ticn with NIV, the main cutcomes being the reduction in dyspnea
and in the use of opicids. Again we congratulate the authors of the
position statemnent for their effonts, but we also wish that the chest
plysicians will consider in future the possibility of using NIV in the
palliative treatment of dyspnea as a peculiar and unique tool of the
respiratory world.

Stefanc Naca, MD

Annamaria Coeomo, MDY
Respiratory Intensive Care Unit
Fondazione 8. Maugeri

Parda, Italy

Reprochiction of this article is prohibited without written permission
fromm the American Caollege of Chest Physicians (waw. chestioumal.
Drg\"lnisc-"ne{}:irinls,s.hhnl]

Correspondence_to: Stefano Naca, MD. Respiratory Intensive
Care Unit, Fondazione S. Maugeri, Via Ferrata 5. 27100 Favia,
Ttaly: e-mail: snava@fzm.it
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We read with great interest the position paper of the American
College of Chest Plysicians about palliative and end-of-lite care
for patients with cardiopulmonary disease.? We agree that it was
about time for the “respiratory world”™ to write an official
document on this hot topic. Having said that, we are concern that
little emiphasis was paid to the important problem of dyspnea and
particularky on its treatment. Pain is one of the major fears of

with the patients with end-stage COPD), in whom the “pain of the
respiratory system” (ie, dyspnea) is the predominant symptom.

a pallistive care vnit for acute respiratory distress, NIV was able to
significanth reduece dyspnea after only 1 h of ventilation. A randeoan-



palliazione



SIAART] — GRAUPPO CH STUDID BIDETICA — Coerdinatorms D, Alber o Gisnirinsd

1 - ; I M I I SOCIETA ITALIAMA DI ANESTESIA ANALSESLA
g RIANIMATIONE E TERAPLA INTENS WA

GRANDI INSUFFICIENZE D'ORGANO “END STAGE":
CURE INTENSIVE O CURE PALLIATIVE?
“DOCUMENTO CONDIVISO®
PER UMNA PIANIFICAZIOMNE DELLE SCELTE DI CURA

Documento approvato e condiviso dac

SOCIETA ITALIANA AMESTESLUA ANALGESIA RIAMIMAZIONE TERAPLA INITENSIFA [SLAARTI)
ITALIAN RESUSCITATION COUMNCIL {IRC)

ASSOCIAZIONE NAZIOMNALE MEDIC! CARDIOLONG! OSPFEDALIER (ARMRM O]

SOCIETA ITALLANA BAEDICING EMERGENZA URGENZA [SIBMEU)

SOCIETA ITALLANA CURE PALLIATIVE (SICP)

SOCIETA ITALLANA NEFROLOGIA (SIM}

ASSOCIATIOME NAZIOMALE INFERMIER] DI AREA CRITICA (AMLARTI)

SOCIETA ITALLANA MEDRICING GEMERALE [SIMG)

ASSOCIATIOME ITALIANA PHMEUMOLOGI OSPEDALIERI [AIPO)

LI B I I I )

Timse Ressumoi batien C ool

SIAARTI
! IRC

f é- q‘i . (.13‘) 31(5’*“-'5!&-.-;71.-1:.;4%-;%

3 : |
L el &

uw‘ rr‘ ALl PrO
ASSCRCMDOME
ITALIANA
hzsodaziane Mazionak FREURNOILOHS]
\nlarmieri di Avea Coliza OEFECALIER]




SIAART] — GRAUPPO CH STUDID BIDETICA — Coerdinatorms D, Alber o Gisnirinsd

—
:m somsta ialuna medicing
O SN NI WSS

«-a. Prod. Massitao Andonell
Pressdene defla S1AARTL

pe. Domt. Jinseppe Gristua
Sepretario & Tessdiee SLAARTI

Towine, T phegnoe 2013

gt dpcnmranto cowdhise “Grawd] nogeivese Sorgens Tl iage cure Dnfeachee
@ cure paliieive ™™

Informiamo che il doounemto condiviso “Grasdi msufficienre d'organo 'ond stage’- ase

dell'emergenza. E' emersa tuttavia da parte della maggmoranza dei presenfi la necessita di
sottolineare che 1 percorsi di questi pazienti, una volta intrapresi, non subiscano mtenmuziom

nicadendo inappropriatamente nel percorso dell'emergenza.

oAb S Ak

IL Presidente Nasivnale SIMEL R Segretaric Nazionaie STMEL
D AxFargio Carens v Arclres Fobdvi

41



Noninvasive Ventilation in Patients With
Do-Not-Intubate and Comfort-Measures-
Only Orders: A Systematic Review and
Meta-Analysis

Michael E. Wilson, MD:-:; Abdul M. Majzoub. MD.; Claudia C. Dobler, MD, PhDs;
J. Randall Curtis, MD, MPH.s; Tarek Nayfeh, MDs; Bjorg Thorsteinsdottir, MDzrs;
Amelia K. Barwise, MB, BCh, BAO.s; Jon C. Tilburt, MD, MPH-s; Ognjen Gaijic,
MD, MSc:; Victor M. Montori, MD., MSc:s; M. Hassan Murad, MD, MPH:s

Conclusions: A large proportion of patients with do-not-intubate orders who
received noninvasive ventilation survived to hospital discharge and at 1 year,
with limited data showing no decrease in quality of life in survivors. Provision of
noninvasive ventilation in a well-equipped hospital ward may be a viable
alternative to the ICU for selected patients. Crucial questions regarding quality
of life in survivors, quality of death in nonsurvivors, and the impact of
noninvasive ventilation in patients with comfort-measures-only orders remain
largely unanswered. (Crit Care Med 2018; XX:00-00)
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BTS guideline

BTS guideline for oxygen use in adults in healthcare
and emergency settings

B R O'Driscoll,™? L S Howard,? J Earis,* V Mak,> on behalf of the British Thoracic
Society Emergency Oxygen Guideline Group

EXECUTIVE SUMMARY OF THE GUIDELINE
Phllas-nph'g.r of the guideline

appropriate oxygen therapy can be started in the
event of unexpected clinical deterioranon with

BM)

Oxygen i a treatment for hypoxaemia, not
breathlessness. Oxygen has not been proven to
have any consistent effect on the sensation of
breathlessness in non-hypoxaemic patients,

The essence of this guidelineg can be summarsed
simply as a requirement for oxygen o be prescribed
according to a target saturation range and for those
who adminster oxygen therapy o momitor the
patient and keep within the target saturation range.

hypoxaemia and also to ensure that the oxim-
etry section of the early warning score (EWS)
can be scored appropriately.

The target saturation should be written (or
ringad) on the drug chart or entered in an elec-
tronic prescribing system (guidance on figure 1
{chart 1)).

3 Oxygen administration

The guideline recommends aiming to achieve » Oxygen should be administered by staff who are
normal or near-normal oxygen saturation for all trained in oxygen admimsoation.
acutely ill patients apart from those at risk of » These staff should use appropriate devices and

hypercapnic respiratory failure or those receiv-
ing terminal palliative care.

flow rates in order to achieve the target saturation
ramge (figure 2 (char 2)).

Reakl chomnld o cesimad e sbha vwa of o eaemos of

O'Driscoll BR, ar of. Thovax 20177241490, doi:10.113&homxjnl-2016-2087 29
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Breathe, breathe in the air.
Don't be afraid to care. .
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“ ORIGINAL ARTICLE ”

Active Albuterol or Placebo, Sham
Acupuncture, or No Intervention in Asthma

Michael E. Wechsler, M.D., Jehn M. Kelley, Ph.D., Ingrid ©.E. Boyd, M.P.H.,
Stefanie Dutile, B.S., Gautham Marigowda, M.B_, Irving Kirsch, Ph.D.,
Elliot Israel, M.D., and Ted ). Kaptchuk

METHODS

In a double-blind, crossover pilot study, we randomly assigned 46 patients with asth-
ma to active treatment with an albutero! inhaler, a placebo inhaler, sham acupunc-
ture, or no intervention. Using a block design, we administered one each of these
four interventions in random order during four sequential visits (3 to 7 days apart);
this procedure was repeated in two more blocks of visits (for a total of 12 visits by each
patient). At each visit, spirometry was performed repeatedly over a period of 2 hours.
Maximum forced expiratory volume in 1 second (FEV ) was measuraed, and patients’
self-reported improvement ratings were recorded.
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Figure 3. Percent Change in Maximum Forced Expiratory Volume in 1 Second
{FEV,) with Each of the Four Interventions.

The relative improvement in FEV, achieved with albuteral was significantly
greatar than that achieved with each of the ather three interventions
{P=0.001). Mo other differences among the four experimental conditions
wera significant. T bars indicate standard errors.

Figure 4. Parcent Change in Subjective Improvement with Each of the Four
Interventions.

The relative improvement in subjective cutcomes, assessed with the use
of avisual-analogue scale fwith O indicating no improvement and 10 indicat-
ing complete improvement), was significantly greater with the albutercl
inhaler, placebo inhaler, and sham acupuncture interventions than with the
no-intervention control (P=0.001). Mo other differences among the four ex-
perimental conditions were significant. T bars indicate standard errars.




IN UN CERTO SENSO,
NON CAPISCO MAI BENE
COSA SUCCEDE ...
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