
Helping to Clarify Mechanical Ventilation Protocols

Protocols in the ICU have become quite commonplace,
thanks to studies like the one we have in this issue of
RESPIRATORY CARE. It has been recommended by a collec-
tive task force that we utilize a mechanical ventilation
weaning protocol.1 Many papers have focused on this topic
since it was proved, in 1984, that such protocols can work
in extubating patients faster after cardiac surgery.2

SEE THE ORIGINAL STUDY ON PAGE 170

When to discontinue mechanical ventilation is a large
part of the work we do in the ICU every day. For patients,
a large part of the time spent on mechanical ventilation is
in the weaning process. Typically, the decision to start
weaning is primarily physician-dependent, and, much to
the chagrin of many physicians, studies have revealed that
a well designed protocol is better for our patients and
hospital systems. Early discontinuation of mechanical ven-
tilation decreases morbidity and costs. Many reviews have
been done, including Girard and Ely’s, in 2008, which
revealed many benefits, including decreases in ventilator
and weaning time, ICU costs, complications, ICU and hos-
pital stay, ventilator-associated pneumonia, and improved
survival.3 In a busy ICU, protocols can help free up time
to work on more critical patients. Patients who are in the
weaning process typically suffer in a busy ICU because
they are deemed stable. A protocol keeps this process
going and requires minimal physician input until the pa-
tient is ready for discontinuation from the ventilator. A
protocol also standardizes care by reducing practice vari-
ability; I am sure we have all worked in an ICU where
each physician has his or her own way of managing care.

Most protocols begin by assessing whether the patient’s
etiology of respiratory failure has improved and the patient
is stable for weaning. If so, the patient undergoes a spon-
taneous breathing trial. A spontaneous breathing trial was
identified as the superior method of weaning by Esteban
and colleagues, in 1995.4 The spontaneous breathing trial
is typically coupled with a daily wake-up from sedation,
and this combination has been shown to improve outcomes in
the ICU.5 This is usually followed by a pressure support or
CPAP trial with minimal pressure support or PEEP. The
patient is then extubated if he or she meets the criteria set
forth by the protocol, and only with a physician order.

In this issue of RESPIRATORY CARE, Gupta et al reinforce
the fact that protocols are our best option in weaning me-
chanical ventilation in most patients.6 This was a large
study, evaluating the outcomes of a respiratory-therapist-
driven protocol versus physician-driven orders in patients
with simple and difficult mechanical ventilation weaning.
The study revealed an improvement in ventilator-free days,
by 20% in the simple-weaning patients, and 68% in the
difficult-weaning patients, and both those differences were
statistically significant. The smaller improvement in the
patients with simple weaning was likely expected, as most
of these patients do not spend much time on the ventilator.
Though the decrease in time spent on mechanical ventila-
tion was statistically significant in the difficult-weaning
group, patients in this category are felt to represent only
about 16% of patients on mechanical ventilation.7 This
was the exact number seen in the Gupta et al study as well.
The control group subjects received usual care, provided
by physicians who opted out of the study. This is the exact
reason protocols have been implemented in many hospi-
tals, as usual care is not always the standard of care, and
not much is said of the care the control group received.
This is the first study to address a weaning protocol in pa-
tients broken up into simple versus difficult weaning groups.
It was first recommended to stratify these patients into 3
groups by a task force of the Sixth International Consensus
Conference on Intensive Care Medicine.7 This may help to
decide which patients may benefit from weaning protocols.

As with many topics in the healthcare system, there are
controversies concerning weaning protocols and all proto-
cols. The studies that have shown no benefit are mostly in
specific patient groups, such as neurosurgical, trauma, or pe-
diatric ICU patients, though there have also been studies in
these groups that have been successful. The study in this issue
of RESPIRATORY CARE included a mixed patient population and
corresponds to most of the literature on weaning protocols.
One study in a mixed ICU that did not find a significant
difference with a weaning protocol benefitted from very high
physician staffing to patient ratio. The level of staffing was
9.5 physician-hours per bed per day.8 If only we all worked
in hospitals that could afford that amount of staffing.

Protocols have been criticized that they replace clinical
judgment and are “cookie cutter” medicine. In the study by
Gupta et al,6 and in most other such studies, the order to
extubate is still done by a physician, and this is something
that needs to be done at the bedside. This is where clinical
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judgment comes into play. A weaning protocol is mostly
designed to get the weaning process started as soon as is
safely possible, instead of waiting for when the physician
feels it can be started. We also must remember that once
a protocol is in place we still need to police ourselves
when we are using it. Many studies have shown poor
adherence to protocols, which will negate the benefits.
Education of staff is also a key point in the implementa-
tion. If we want to continue to stay the course with evi-
dence-based medicine, we must continue to find ways to
implement and standardize our practice. Protocols serve
this purpose well and still require the input from the entire
ICU team, without compromising care or clinical judg-
ment.
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