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Weaning

Mekanik ventilasyon desteginin asamalt

olarak azaltilmasi ve sonlandirilmasi




Weaning

Weaning, MV siiresinin %40-50'si
7%20-35 zor veya uzamis weaning

SSD basarili olanlarin %20'si
ekstibasyon basarisizlig

Ekstiibasyon basarisizligi %30-40
mortalite

S metabali, todc, infections)

Tnadequate reversal
of narcoles
[ Ihepressed central drive ({raum, J

Increased resistive load of the
et girways (ronchispasm,
seeretions, intrinsic PEEP)

..................... -
. Comnury heart disease, el |

ot venlricular dysfunciion |
(systalie and diastolic)

_." td (3 |_, A i “'."'iu.__
4 i : # ’
_' - '|,‘_-. ', y. |
i
Inarledpuate reversal Y e [
ol paralsis .[ rilical illness myopathy,
diapheagmatic disuse al rophy
! I

Lancet Respir Med 2023; 11:465-76



Weaning siniflamas:

Smmiflama ICC WIND
Grupl Basit weanig Kisa weaning
[k spontan sonunum 24 saat icinde mekanik ventilatdrden basarlh ayrilma veya
denemesinden sonra basanl | 6lam
ekstiibasyon
Grup 2 Zor weaning Zor weaning
< 7 gn Bir-yedi giin i¢inde mekanik ventilatérden basarili ayrilma
< 3 Spontan solunum veya olim
denemesi ile basaril
ekstitbasyon
Grup 3 Uzamis weaning Uzamis weaning
> 7 gln ik denemeden yedi gun sonra ventilatorden ayrnlamamis
53 olmak
> 3 spontan solunum
denemesi sonrasi basarih Alt grup A: Sonunda MV'den ayrilma
o eai Alt grup B: MV'den ayrilamama
Grup “no weaning” MV'den ayrilma girisimi yok

ICC: International Consensus Conference, MV: Mechanical ventilation, WIND: Weaning outcome according to a new definition.

Clin Med 2024, 13: 1909.



Weaning

Uygun hastalari tespit ederek * Uygun olmayan hastalari tespit ederek
Geg ayirmayi Snlemek Erken ayirmayi onlemek

» Nazokomiyal pnémoni (Giinliik %2-3 * Gaz degigiminde bozulma

artis)
+ Hipoksemi

« Trakeal hasar * Hiperkapni

+ Ventilatér iliskili AC/diyafragma hasari eentiibasyon ve komplikasyonlari

* Nazokomiyal pnémoni
* Mortalite (2 kat) « Mortalite (5 kat)

« Hastane ve yogun bakimda kalis siresi
(5.7 kat) _ Y o9Hn bax s




1. ASY tedavisi
Akut solunum yetmezligine neden

olan ve mekanik ventilasyon destegi

gerektiren altta yatan hastaligin
tedavi sireci

1) Treatment | | 3) Assessing || 5) Extubation | |6) Re-intubation
of ARF readiness
o wean
2) Suspicion 4) SBT
Y l Y l Y Y
Admit Discharge

Eur Respir J 2007;29:1033-56



2. Duginme
Klinisyenin, hastanin ventilatorden

ayirma sirecine baslamaya hazir olup

olmadigini digiinmesi

1) Treatment
of ARF

3)Assessing | | 5) Extubation
readiness

6) Re-intubation

to wean

2) Suspicion 4) SBT

1

Admit

Discharge




Weaning olasiligini disinme

* Hastanin MV 'den ayrilma olasiligi var mi?

* Solunum yetmezligine neden olan sebepler ortadan kalkmis mi?
* Diizelme egiliminde mi ?

* Hemodinami stabil mi?

- Inspirasyon eforu iyi mi?




3. Degerlendirme

- Hasta klinik olarak hazir mi?

* Ventilatérden ayirma basari olasiligini belirlemek icin

bazi fizyolojik parametrelerin giinliik test edilmesi

1) Treatment ||| 3) Assessing ||| 5) Extubation | |6) Re-intubation
of ARF readiness
o wean
2) Suspicion 4) SBT
Ly , ,
Admit Discharge

Eur Respir J 2007;29:1033-56



Klinik kriterler

- Biling agikligi(Sedasyon almadan veya sedasyon altinda kognitif

fonksiyonlarin yeterli olmasi)
» Yeterli oksiirik&azalmis sekresyon
« Hemodinamik stabilite (N<140/dk, SKB:90-160mmHg, diisiik doz vazopressor)
« Hemoglobin > 7g/dl
« Sivi balansi, elektrolit dengesi

e Beslenme durumu




Ventilasyon kriterleri

 Solunum sayisi >6/dk <35/dk
« pH>7.25

* paCO, < 50 mmHg

« VK> 10 ml/kg

« Spontan TV > 5 ml/kg

« MV <10 I+/dk




Oksijenizasyon kriterleri

* FiO, <% 50 & Pa0,260 mmHg Sa0,>7%90

« PEEP < 5-8cmH.0O

+ pa0,, FiO, > 150

 A-a gradiyent < 350




Akciger mekanikleri

* Diafragma

» Inspiratuar kas disfonksiyonu
° PO.I < "6 cm Hzo

« MIP 6lgiimi >25 cm H,0

* Diyafragma USG

Yogun bakimdan kazanilmis zayiflik

¢

Kritik hastalik myopatisi

Kritik hastalik polinéropatisi




Ventilator

Hasta

" Yetersiz destek/
Asenkroni

| Asiri destek

| Yiiksek diafragma [ Myotravma

| aktivitesi

. | Dustik diafragma [ Atrofi
aktivitesi



Ventilator iligkili diyafragma disfonksiyonu

* MV uygulanan olgularin %60-80'de

* Ekstremite kaslarina gore 2 kat

(%

Diaphragm Thickness
Baseline) .
e

» MV'deki her gin 7%6 incelme

1 2 3 4 &85 & 7 48
Mechanical Ventilation (Day)

Demoule A. Ann Intensive Care 2016;6(1):75.
Dres M. Am J Respir Crit Care Med. 2017,;195(3):57-66



Diyafragma Ultrasonografisi

« Weaning basarisinin iki diyafram sonografik belirleyicisi vardir.

» Diyaframin solunum donglsi sirasinda hareket edebildigi mesafeyi
6lgcen diyafram ekskiirsiyonu (DE)

* Diyaframin kalinhigindaki degisimi yansitan diyafram kalinlasma
fraksiyonu (DTF)




Diyafragma Ultrasonografisi
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Nor'mal dlafr‘aqma’rik o
ekskursiyon(salunum siklisiinde
hareketi) sinirlari 10-20 mm

 Erkeklerde 1
 DE igin >10-15 mm weaning bagarisi

* Solunum des’regmma/oklu gunda (T
pargfasu veya disuk PS) en dogru
yonte

Chest 2018; 153(4):1040-1051



Diyafragma Ultrasonografisi

Sub-cutaneous tissue
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* MV'nun ilk giinlerinde diyafragma
kalinliginda azalma (atrofi) daha disiik
weaning olasiligi <2 mm

* Kalinlasma fraksiyonu daha eftkili

* DTF igin >%30-36

* MV destegindeki hastalarda diyafram
fonksiyonunu tahmin etmek igin tercih
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Chest 2018; 153(4):1040-1051



Akciger Ultrasonografisi

of Aeration

tissue aeration

« Akciger parankiminin
degerlendirilmesinde kritik
orfamlarda en ¢ok kullanilan
skorlama sistemi Akciger
Ultrason Skoru (LUS) dur.

* Bu skorlama sistemi, 12 bélgede
(her bir hemitoraks igin 6 bolge)
akciger parankiminin
havalanmasina iliskin bir skor
verilmesinden olusur; genel skor,
her parankimal bolgenin
degerlerinin toplami ile verilir.

 LUS > 12 weaning basarisizhgi
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Review Article

Diagnostic accuracy of rapid shallow breathing index based on diaphragm

ultrasound predicting successful weaning from mechanical ventilation: A
systematic review and meta-analysis

DE-RSBI:SS/DE
DTF-RSBI:SS/DTF

Dan Xie @, Hongchun Xu, Fangjun Wang, Wen Wen, Bigiang Dong
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Fig. 6. Forest plot of sensitivity and specificity of DTF-RSBL
Fig. 3. Forest plot of sensitivity and specificity of DE-RSBI DE-RSBI > 1.15

DE-RSBT Sen:0.89 Sp:0.85 DTF-RSBI Sen:0.85 Sp:0.81

Conclusion: Both DE-RSBI and DTF-RSBI demonstrate strong diagnostic accuracy in predicting successful weaning

Intensive and Critical Care Nursing Vol 90, 2025 104038
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Patrick Sepulveda™”

MECHANICAL VENTILATION

, Adrian Gallardo®>*

Nicold Patroniti®? and Denise Battaglini®“*

Weaning failure from mechanical ventilation: a scoping review of
the utility of ultrasonography in the weaning process

, Ricardo Arriagada”™®, Bruno Souza’,

Ultrasonography during weaning from mechanical ventilation

sensitivity; 91% sensitiviti; to ider'n"ify
failed SBT owing to WIPO

Ultrasonography use timeline

1 Diaphragmatic dysfunction Diaphragmatic dysfufiction
—_—_—

@ Pulmonary aeration
m Pleural effusion
Pulmonary aeration .&_.
Evaluation 2 Laryngeal stridor

Diaphragmatic dysfunction - Diaphragmatic excursion (DE) - DE:<1.1cm
- Diaphragm thickening fraction (DTF)
- Diaphragmatic-RSBI (D-RSBI)
- Ratio between ventilatory frequency (VF)
and diaphragmatic displacement (DD)

- DTF: <20%

- DE-RSBI >1.38 bpm mm !

- DTF-RSBI >78.1bpm % *

- VF/DD ratio: sensitivity 87.5%, specificity

9231
- VF/DTF <0.81: sensitivity 87.7%, specificity
75% (AUROC 0.762)

before and after SBT Extubation 24 hr 48 hr
extubation
Pleural effusion
~ WIPO I Laryngeal stridor
» J -

@@@@@

Diaphr: ti ry aeration Pleural effusion WIPO Laryngeal stridor
(before and after SBT) (before and affer SBT) (before and after SBT) (after SBT) (after SBT)
Patients with diaphragmatic LUS score £17 and B-iines <6 Ultrasonography has shown Heart-lung f it dlows predicting
dysfunction incuced by pbasskakiai i grester sensitiviy and spesificity during SBT can increase cardiac | the posslbmty of oedema based on the.
mechanical ventilation show e than Rxand CT scan to preload and afleioad, éavouring | - evalustion of the akr column. Afer
worse outcomes, fail differentiate and evaluate the appearance of WIPO xtubation, it allows visualisation of

extubation and require a
greater number of days of
mechanical ventilation

organised pleural effusions,
before and after extubation presence of oedema

Fig 2. Five key steps of ultrasonography in weaning from mechanical ventilation. This figure shows the main domains identified by lung
ultrasound to facilitate clinical decision-making in weaning process. LUS, lung ultrasound score; SBT, spontaneous breathing test; WIPO,

weaning-induced pulmonary oedema; X-Ray, radiography.

me mobility of the vocal cords and the

Diaphragmatic dyrsfuff'rt:thn
———
Pulmonary aeration
Pleural effusion
WIPO
_
Laryngeal stridor

I...

Ultrasonography use timeline

SBT Extubation

24 hr 48 hr

British Journal of Anaesthesia 2025,135 (5): 1441-1455



. . . ()]
Diagnostic accuracy of tests for assessing SR
readiness for liberation from mechanical
ventilation in adults: an overview of reviews

Table 1 Accuracy of tests evaluating readiness for liberation from mechanical ventilation in the adult population
Index test Diagnostic estimates (95% CI) Quality of
the svidenca
Sensitivity Specificity (GRADE)
Cuff leak test [18] 066 (046-0.81) 088 (0.83-092) = ]
Weary low
Cough peak flow [24] 076 (072-080) 075 (069-081) Sa 0
Low
Samiguantitative cough strength score [24] 053 (0.41-064) 083 (0.74-0.89) =S
Very low
Airway occlusion pressure at 100 ms [17] 0.86 (0.72-004) 058 (037-076) @&
Weary low
Rapid shallow breathing index [8] 060 [0.55-061) 068 (0.66-070) =l ele]
Very low
Maximal Inspiratory Pressure [20] 060 (0.44-0.74) 0.78 {0.68-0.85) @
Very low
Lung ultrasound [21] 064 (0 55-053) 087 (062-097) =]
Wary low
Diaphragmatic excursion [20] 0.74 (0.68-0.80) 080 (0.75-0.84) @00
Very low
Diaphragmatic thickening fractian [20] 0.73 (0.65-0.80) 084 (0.77-0.89) @00
Vary low
Diaphragmatic rapid shallow breathing index [19] 0.84 [0.76-0.00) 07 (0.79-0932) saO0
Low
Diaphragmatic thickening fraction shallow breathing index [25] 0.85 (0.76-0.58) 0,65 {0.28-1.00) e
Laow
End-expiratory diaphragm thickness [20] 069 (0.50-083) 059 (032-087) @@
Lo
End-inspiratory diaphragm thickness [20] 0.8% [0.55-008) 0.40 (0.05-0.90) @00
Vary low
Diecrease in venous oxygen saturation [23] 0.83 (0.74-020 088 (0.83-092) a0
Liowe
Change in Brain Matriuretic Peptide [22] 0.88 (0.83-092) 0.82 (0.73-0.89) wE )
Laow

GRADE Working Group grades of evidence

High quality: Further ressarch is very unlikely to change cur confidence in the estimate of effect
Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate

Lowe quality: Further research is wery likely to have an important impact on our confidenice in the estimate of effect and i likely to change the estimate

Very low quality: We are very uncertain about the estimate

Grillo-Ardila et al. Journal of Intensive Care (2026) 14:14



Weaning igin kullanilan skorlamalar

Table 1 Summary of the various prediction scores to predict weaning failure

Scoring method

Interpretation

Uses

Limitations

1 Morganroth scale

Score of < 55 predicts successtul
weaning

Applied to patients requiring short-term and
long-term mechanical ventilation

Limited data

2 RSBI Score of < 105 predicts successful Easy to calculate Can be confounded by
weaning multiple patient factors

3 CROP index Score of > 13 mL/breath/min predicts Includes respiratory and ventilator parameters Cannot be used in neuro
successtul weaning patients

4 Gluck and Corgian score Score of < 3 predicts successful Simple bedside measurement Not validated in large studies
weaning

5 BWAP Score of > 50 predicts successful Comprehensive weaning checklist Limited data
weaning

6 Modified Burns Wean Score of > 60 predicts successful Useful for long-term mechanical ventilation Limited data

Assessment Program

7 Persian weaning tool

weaning

Score of > 50 suggests readiness to
wean

Similar to BWAP

Limited data

8 HACOR scoring

9 WEANS NOW

10 ExPreS

Score of > 5 predicts weaning failure

Score of 1 or more predicts weaning
failure

Score of > 59 has a high probability of
extubation success

Easy bedside tool

Multiple parameters included

Simple tool, shown to reduce extubation tailure
rates

Limited data

Complex

Not validated in large studies

World J Crit Care Med 2025 September 9; 14(3): 108272



Hizli ylizeyel solunum indeksi

« Solunum hizi / TV (tidal voliim) (f/TV)
* En gok galisilan ve en yaygin kullanilan

- RSBI<105
* Sensitivite %97 Spesifite %64
* Pozitif prediktif deger %78 Negatif prediktif deger %95

« f/VT>105 %95 ihtimalle weaning basarisiz olur
« f/VT<105 %78 ihtimalle basarili

« Weaning bagarisindan ziyade basarisizligin tahmininde kullanilir
« PSV/CPAP ile SSD yapilan hastada daha distk tutulmasi oneriliyor(<75)




1) Treatment | | 3) Assessing || 5) Extubation | |6) Re-intubation
of ARF readiness
o wean
2) Suspicion 4) SBT
Y Li Li Y
Admit Discharge

4. Spontan solunum denemesi (SSD)

Spontan solunum denemeleri ile hastanin

solunumunu idame ettirebilme yetenegi test edilir




Spontan solunum denemesi nasil test edilecek?




Spontan solunum denemesi

« T tup
« PSV

« CPAP
« SIMV

« Otomatize modlar: ATC, PAV, ASV, Smartcare vs (etkili ama her

cihazla uygulanabilirligi, personel tecribesi,sensor glvenilirligi??)




T-tip ile spontan solunum denemesi

* En eski yontemdir ve yakin takip gerektirir.

« T pargasi lzerinde bir tarafta nemlendirici

rezervuar diger tarafta oksijen girisi
- Oncesinde iglem hastaya anlatilmali
- Siire 30 dk/2 saat arasinda fark yok.

« ETT yarattigi direng 6nemli sorun.




PSV ile spontan solunum denemesi

Basing destekli ventilasyon (PSV).

Solunum hizinin derinligi ve zamani hasta tarafindan kontrol edilir.

Ekstibasyondan once belirlenebilecek standart bir basing yoktur

Entubasyon tipi ve ventilator devresinin direncini karsilayacak basing .

» Siklikla Pressure support kademeli disiiliip 5-8 cmH,O olarak ayarlanir.




Hangi SSD metodu

* Kiigtik ¢capli ETT olanlarda ATC veya PSV ile SSD segilebilir

« T-tip dlgqndakiler‘frer‘cih edildiginde ventilatérin monitor sistemi ve alarmlari
kullanilabilmektedir

« Kolay ve zor weaningli hastalarda PSV,
Uzamis weaningli hastalarda T-tip denemesi basarisizligi fahmin etmede daha
tstin bulunmus

« SSD'yi basariyla gegen hastalar igin , eks’r,(jbas%ondan once gnceki ventilasyon
ayarlarina devam edilerek hastayi "dinlendirmek" gerekli degildir.

. 'I'Ipéxjigasu uzerinde SSD yapiliyorsa ekstiibasyon dncesinde "dinlenme"nin bir roli
olabilir

Am J Respir Crit Care Med Vol 195, Iss 1, pp 1156119, Jan 1, 2017 Respir Care 2016,;61(12):1693-1703



SSD denemesinde basarisizlik

Objektif kriterler
- Takipne(55>35/dk, 2%501)

* Tasikardi (N>140/dk, »%201)

* Hipertansiyon(SB>180mmHg)

* Hipotansiyon(SB<90mmHg)

* Hipoksemi(<50mmHg,Fi022%50)
* Asidoz (pH<7.32,20.07 azalma)

* Aritmi

Subjektif kriterler
- Ajitasyon

- Biling degisikligi

- Terleme

- Solunum eforunda artma
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Spontan solunum denemesinde basarisiz olan hastalar 24 saat
sonra tekrar spontan solunum denemesi yapilmak lzere

mekanik ventilatore baglanir

Laghi F.J Appl Physiol. 1995;79(2):539-46



Protokolli weaning

Weaning protocol Usual care
. Study Mean (SD) Total Mean (SD) Total Mean difference Weight Mean difference
Weaning protocol  Usual care log hours log hours (95% CI) [-xﬁ (95% C1)
Type of intensive care unit Mean (SD) Total Mean (5D) Total Mean difference Weight Mean difference
log hours log hours (95% CI) (‘f) (95% CI) Ely 1996 0.3(3.8) 149 3.6(2.6) 151 —=—=— 16 -3.35 (-4.09 to -2.61))
Mixed Marelich 2000'% 3.6(1.4) 166  4.6(1.4) 169 - 17 -0.93 (-1.24 to -0.62)
Kollef 1997 33(.2) 179 3.6(09) 178 —c 12 -0.23 (-0.46 to -0.00) Piotto 2008 0.7 (0.2) 18 3.9(0.8) 18 —.— 17  -3.20 (-3.58 to -2.82)
Marelich 2000'% 4.2(1.2) 166 4.8 (1.4) 169 = 11 -0.60 (-0.87 t0 -0.33) Rose 2008% 3.4 (1.5) 51 3.4(1.9) 51 17 0.00 (-0.65 to 0.65)
Piotta 2008 43(1.4) 18 3.8(1.4) 18 ——f————— 4 0.46(-0.46101.38) Stahl 2009 27(23) 26 40019 26 — 15 -1.29 (-2.42 t0 -0.16)
Rose 2008 4.8 (0.8) 51 4.8 (0.9) 51 — 11 -0.04 (-0.35 t0 0.28) Strickland 1993 2.9(0.3) 7 3.2(0.2) 2 17  -0.34 (-0.72 to 0.04)
Subtotal (95% CI) 414 416 - 38 -0.23 (-0.54 t0 0.09) Total (95% CI) 417 417 i 100 -1.52(-2.66 to -0.37)
Test for heterogeneity: x*=10.20, df=3, P=0.02, I’=71% Test for heterogeneity: y°=169.00, df=5, P«0.001, I*=97% 5 5 o 5 4
Test for overall effect: z=1.42, P=0.16 Test for overall effect: z=2.59, P=0.009
Favours Favours
weaning protocol usual care
Neurosurgical . " T - - - " -
Fig 6| Duration of weaning with and without weaning protocol. Mean difference calculated with fixed effects model
Namen 2001 5.0 (0.8) 49 5.0 (1.4) 51 . 9 0.00 (-0.44 to 0.44)
Navalesi 2008™! 43(0.9) 165 4.3 (1.0 153 —— 12 -0.01(-0.22 t0 0.20)
Subtotal (95% Cl) 214 204 ‘ 21  -0.01 (-0.20 to 0.18)
Test for heterogeneity: ¥*=0.00, df=1, P=0.97, I’=0% Weaning protocol Usual care
Test for overall effect: z=0.09, P=0.93 Study Mean (SD) Total Mean (SD) Total Mean difference Weight Mean difference
log hours log hours (95% CI) 0 (95% CI)
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SSD basarisiz hastaya yaklasim

Assessment

Intervention

Advanced
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Advanced
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Rescue
assessment

Rescue
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Airway / lung

Resistance

Complance

Gas exchange

Flow-time loops, inspiratory fexpiratary (A-a)D,0:
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Plewral fluid
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inspiratory occlusion I
PEEPi:Madify EIC in PSV Diuretics
bronchodilators Physiotherapy
Diagnostic bronchoscopy
during SBT
Thoracosentes!s
Contrast echocardiography:
intracardial shunt

Brain

Delirium Other cognitive dysfunction

CAM-ICY

Reorientation
Mobili zation
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Dexmedetomidine
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Behavioral therapy
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12 lead ECG befare at end
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Echocardiography before
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Diaphragm Endocrine
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Pi, max Senial physical examination Elecirolytes
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: Plasma cortisol before /|
Diaphragm fluorcscopy / Examination by neurologist
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' hormone
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balloon
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Inspiratory muscla training

Figure 1. Framework for the evaluation of difficult-to-wean patients. For each patient, diagnostics as described in the white box should be performed to assess the reasons(s) for difficult

Critical Care 2010, 14:245
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Transitioning from Mechanical Ventilation to SBT

t Central blood

Negative Increase in JO
intrathoracic work of 6\\‘0 %
pressure breathing \(*0( \6\
! A xo®
t Venous return N\ \L?,$
t RV preload \ @?-

{ LV compliance
t Pulmonary
edema

-

Weaning-Induced Cardiac Dysfunction

Figure 2.
Hemodynamic and cardiopulmonary interactions during SBT.

!

Systolic LV dysfunction | — |
Diastolic LV dysfunction —_—

Coronary disease Em—
COPD with hypariension -

during the SBTs

Hypertrophic cardiomyopathy ——

J Intensive Care Med. 2022 37(11): 1417-1425.

ilure of cardiovascular origin

Determine eticlogy and start appropriate treatment

clinical scenarios

+ Fluid removal guided by BNP

= Treatment tor LV systolic
dysfunction [Ref No. 35)

= Consider calcivm sensitizer

= Fluid removal guided by BNP
= Treat hypertension

= Treat myocardial ischemia

= Treat tachycardia

= Vasodilators, antiplatelets.
o If Mo improvement, comsider
coronary reperfusion

= Consider Mitrates

= Beta-blockers
+ Caleium channel blockers



1) Treatment | | 3) Assessing
of ARF readiness

lo wean

5) Extubation )

6) Re-intubation

2) Suspicion 4) SBT
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Y

Admit

5.Ekstiibasyon

Endotrakeal tipin gikarilarak

hastanin spontan solunuma alinmasi

Discharge




Hava yolunu koruyabilme

* Mental Durum
-Sedasyon yok veya
-Sedasyon ile yeterli mental durum veya
-Stabil durumda noroloji hastasi

* Yeterli oksiirik giicii

-Oksiirik zirve akimi: ETT ucuna bir peak flowmetre adapte edilerek
hasta oksirtilir. 3 kez tekrarlanir. En iyi deger < 60L/dak ise
ekstiibasyon basarisizligi riski 4 kat fazladir




Ekstiibasyon

« Glindiiz ekip sayisi yeterliyken yap

« Kaf kagak testi(Uzamig,travmatik entiibasyon, yiiksek kaf basinci, ETT'lin koti fiksasyonu,asiri
hareketli ETT)

* Hastayi dik pozisyona al

« ETT igini ve agiz igini aspire et

 Kafi indirip ETT U tek hamlede yavas bir sekilde gikar .
« Agiz igini tekrar aspire et.

* Yiz maskesi ile oksijen ver.




Ekstibasyon sonrasi ventilator destegi

* Kolaylastirici
» Onleyici

* Tedavi edici

Presssaaning Start of Extubation Ex tubation after ARF | | Reintubation
Waaning decpite SBT successful SET
failure
SET
3 —p
Facilitative Prevenitive Tharapautic
(NI (NN, HFNT) (M, HEMNT)

Maggiore SM, et al. Lancet Respir Med 2018;6:948-62



Weaning'de NIMV vs HFNC

Indication Risk Class NIV HFNC
To facilitate extubation — _ / , X
if hypercapnic
To prevent PERF high-risk / X. ¢
non-high-risk X /
To treat PERF - ) —
To prevent/treat ARF in post-operative high-risk of PPCs / /
low-risk of PPCs X /
RISKLI HASTA
. 565y Yiiksek riskli hastalarda ekstiibasyon sonrasi SY
gelisimini onlemek igcin HFO+NIV'un kombine
- KOAH S )
5 kullanimi onerilmektedir
 KKY varligi

. . . Respiration 2022,;101:959-969
« SSD denemesinde hiperkapni Eur. Respir. J. 2017, 50, 1602426,

Eur. Respir. J. 2022, 59, 2101574



AI ve Weaning

Development o WMMZ",’E . - «*  for the Optimal
Timing Predict g etne ‘rom Mechanical
. . ]h... .
Ventllat]_' Tutarsiz veri girigi S
oo Yanlis sonugl
T Eksik degerler } il SIS
) eﬁeh“““i Dizenli olarak giincellenme gerekliligi
" acx\.\o
W N oae Veri gizliligin ihlal olasilig:
tip

aly, . |

n

Al Model Ba Tahminin nasil yapildigina dair 22? \e dy,
Predictive n 8

Weaning: Prospective Cohort Study

Feier Song'", MD; Huazhang Liu**, MS; Huan Ma*, MD; Xuanhui Chen?, MS; Shouhong Wang*, MD; Tiehe Qin*,
MD:; Huiying Liang?, PhD; Daozheng Huang*>, MD



Eve mesajlar

 Ventilatérden ayirma siireci entiibasyonla birlikte baslamali

* Ginlik degerlendirilmeler yapilmali

« Weaning igin protokollerinin olmasi avantaj saglayabilir

 Diafragma ve AC USG giderek snem kazanmakta

« SSD'de PSV

« SSD 30 dk yeterli/24 saatten 6nce tekrarlama

* Weaning basarisizhigi riski olanlarda HFO ve NIV esliginde weaning tesvik edilmeli

 AI umut vaad etmekte
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