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What is the 

ventilators/yo

ur job?

Get Oxygen in

Get Carbon dioxide out (ventilation)

Create Harmony

•GCS <8 /agitation/protecting the airway

•Severe acidosis

Other situations ….



Types of ventilating

 Controlled: Breath size and minimum RR set  ( pCMV (A/C PC), 

APVcmv (PRVC), APRV, A/C VC )

 Spontaneous: Breath size and rate set by patient (PS, SIMV)

 Ventilation variable: 

 Oxygenation variables: 

• RR and Tidal volume

FiO2 and PEEP



Scenerio: Post-intubation

56 yo male with HTN presented with SOB found to have 
new onset CHF and CHF exaccerbation that is not 
improving with BiPAP and diuresis. RR is 35 and he is using 
accessory muscles to breath.

Decision is made to intubate

Post –intubation what mode and vent settings do you 
ask for?



What do 
you set on a 

ventilator

 Mode

 Volume (RR and tidal volume)

 Pressure (RR and inspiratory pressure)

 PEEP

 FiO2



What other 
information 
do you want 

first?

 Height  170 cm

 IBW male= 50+ 0.91(height in cm-152.4); 

female=45.5 + 0.91(height in cm-152.4)

 RR before intubation 35

 SpO2 88%

 Blood gas 7.50/30/55/24

 Any other lung/cardiac pathology



Tidal volume 
for ideal body 
weight



Initial vent settings

CMV, APVCMV, APRV TIDAL VOLUME : 6-

8ML/KG OF IBW (IF YOU 
CHOOSE A VOLUME 

CONTROLLED MODE)*

RR (CAN START WITH RR 

PRIOR TO INTUBATION 
BUT OFTEN WANT TO 

ADJUST BASED ON 
BLOOD GAS)

PEEP: CAN START AT 5 

AND TITRATE UP
SET INSPIRATORY 

PRESSURE 15-20 ABOVE 
PEEP IF USING PCMV

FIO2: 100% AND 

RAPIDLY TITRATE DOWN 
TO <60% TO AVOID 

OXYGEN TOXICITY



pCMV (A/C 
PC)

Every breath delivered or triggered 

by patient is at a set pressure for a 
set time

Good for limiting pressures

Monitor volumes (volutrauma or 
hypoventilation)

Montior Volumes



APVcmv 
(PRVC)

Hybrid PC mode with dynamic changes 

to inspiratory pressure to deliver 
desired volume

Vt guaranteed and pressure 
controlled breath

Monitor presure and volumes



APRV

Inverse ratio ventilation allows pt to breath 

spontanepously

Great  fro ARDS ( may improve comfort and 

oxygenation)

Risk of ventilator induced injury if setting sare 
incorrect

Monitor Volume, gas exchange 
pCO2/etCO2



A/C VC

 Every breath delivered or 

triggered by patient is at a set 

volume for a set time

 Good for limiting volutrauma

 Monitor pressures (barorauma)

 Montior pressures



Spontaneous 
mode

ALL breaths triggered by patient

Great weaning mode

Monitor volumes



Adjusting 

vents



What do you change if a patient is 
hypoxemic

Increase 
FiO2

Increase 
PEEP



What do you change if you need 
to adjust CO2?

RR
Tidal 

volume



Feedback 
from the vent

 The actual RR and tidal 

volume of a patient

 Pressure

 Peak Pressure

 Plateau pressure (you'll 
need to obtain this from 

the vent- ask RT for help)



Scene
You are on phone rounds and the RT comes 
by and says "the vent in room 5 has been 
alarming- for high peak pressures, just thought 
I would let you know"

 What is Peak pressure?

 What is normal?

 What is your next question?



Plateau pressure

 Inspiratory pause

 Pressure felt by the lungs 
determined by tidal volume and 

lung compliance

 Best representation of the 

pressure in the aveloli

 Goal <30



This is what 

you see on 

the vent....
THE DIFERENCE BETWEEN THE PEAK 
AND PLATEAU IS 20



Oh man-now room 6 has 
high peak pressure but this 
time RT brings you this 
picture....now what

 The diference between 
the peak and plateau is 3



Peak and Pplat

Secretions/mucous 

plugging

Biting on tube

Kink in tube

Bronchospasm

Pleural effusion

Abdominal distension

ARDS/pulmonary edema

Pneumothorax



Auto peep

 Hyperinflation as a result of incomplete 
emptying before next breath

 Check when ventilatory flow not at 
zero at end of expiration and h/o 
COPD/asthma or work up for low BP

 decrease I:E ratio, decrease RR, 
increase inspiratory flow

 Decrease tidal volume

 Increase sedation

 Disconnect the ETT from the vent to 
allow for exhalation 

 Paralyze



ARDS

 Definition

 Acute onset within 1 week of known insult or new or worsening 

respiratory symptoms

 Bilateral opacities on chest radiography or computed tomography not 

fully explained by effusions, lobar/lung collapse, or nodules

 Three severity categories defined by PaO2:FiO2

 Requirement for invasive or noninvasive mechanical ventilation such that PEEP ⩾ 5 cm H2O is required for all 
categories of oxygenation severity except mild, which can also be met with CPAP ⩾ 5 cm H2O

 Lung protective mode of ventilation



Vent equivalent table




	Slide 1: Ventilators
	Slide 2: What is the ventilators/your job?
	Slide 3: Types of ventilating
	Slide 4: Scenerio: Post-intubation
	Slide 5: What do you set on a ventilator
	Slide 6: What other information do you want first?
	Slide 7: Tidal volume for ideal body weight
	Slide 8: Initial vent settings
	Slide 9: pCMV (A/C PC)
	Slide 10: APVcmv (PRVC)
	Slide 11: APRV
	Slide 12: A/C VC
	Slide 13: Spontaneous mode
	Slide 14: Adjusting vents 
	Slide 15: What do you change if a patient is hypoxemic
	Slide 16: What do you change if you need to adjust CO2?
	Slide 17: Feedback from the vent
	Slide 18: Scene
	Slide 19: Plateau pressure
	Slide 20: This is what you see on the vent....
	Slide 21: Oh man-now room 6 has high peak pressure but this time RT brings you this picture....now what 
	Slide 22: Peak and Pplat
	Slide 23: Auto peep
	Slide 24: ARDS
	Slide 25: Vent equivalent table
	Slide 26

