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Background: Acute respiratory failure in both pediatric and
adult patient populations has been extensively studied with
recent emphasis on ventilation strategies that can effect mor-
tality outcome. This research in adults has focused on defini-
tive trials of lung protective strategies that have been propo-
sed following preliminary reports of their potential benefits.
High frequency oscillatory ventilation has also been descri-
bed as a lung protective strategy. For many institutions
HFOQV is today considered a routine therapy as a “rescue”
method in acute pediatric respiratory failure.

Because HFOV is considered to be a “rescue” therapy, inter-
vention with HFOV is usually in the later stages of acute res-
piratory failure and consideration of the time to intervention
has not been previously examined.

Objective: To evaluate the effect of time to intervention with
high-frequency oscillatory ventilation (HFOV) on the survi-
val of children with severe acute hypoxemic respiratory fai-
lure who were managed with lung protective strategies on
conventional mechanical ventilation (CMYV).

Methods: Twenty-six consecutive patients older 1 month of
age with severe hypoxemic respiratory failure and ARDS
who at some point in their management were treated with
HFOV were evaluated. The mean age was 3.7 years and in-
cluded three patients treated in the Pediatric Intensive Care
Unit (17, 19 and 24 years). Mean weight was 13.8 kg and
there were 17 males and 9 females. Nine patients met Extra-
corporeal Membrane Oxygenation (ECMO) criteria, altho-
ugh only two patients were cannulated.

Abstrakt

Fedora M., Klimovi¢ M., Seda M., Dominik P.,, Nekvasil R.:
Vliv ¢asné aplikace vysokofrekvencni scilacni ventilace na pie-
ziti pediatrickych pacientt se syndromem akutni respira¢ni tisné
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Uvod: Akutni respiraéni selhani u pediatrickych i dospélych pa-
cientil je dukladné studovano s dirazem na strategii ventilace,
kterd maze ovlivnit mortalitu. Tento vyzkum se u dospélych pa-
cientll zam¢fil na studie zabyvajici se protektivni ventilaci plic,
které probihaji poté, co piedbézné vysledky ukazaly jejich moz-
ny benefit. Vysokofrekvenéni oscila¢ni ventilace (HFOV) je de-
finovana jako protektivni plicni ventilace. Na mnoha pracovis-
tich je dnes rutinné pouzivana jako !rescue,, metoda v akutnim
respiraénim selhani.

Protoze HFOV se povazuje za “rescue” terapii, pouziva se ob-
vykle pozdéji v pribéhu akutniho respira¢niho selhani a nebyl
tedy studovan vliv doby pouziti HFOV.

Cil prdce: Zjistit vliv doby, kdy byla HFOV pouzita, na pieziti
déti se zavaznym akutnim hypoxemickym respiracnim selhanim,
které byly ventilovany konvenéni mechanickou ventilaci (CMV)
s protektivni plicni strategii.

Metody: Prace popisuje 26 pacientl starSich nez 1 mésic se
zavaznym hypoxemickym selhanim a ARDS, ktefi byli napoje-
ni na HFOV. Primérny vék byl 3,7 roku, soubor zahrnuje i 3
star$i pacienty, ktefi byli 1é¢eni na naSem pracovisti (17, 19
a 24 let). Primérna vaha byla 13,8 kg, 17 chlapct a 9 divek.
Devét pacientl spliovalo kriteria extrakorporalni membranové
oxygenace (ECMO), pouze 2 pacienty bylo nutno kanylovat.
Po pfijmu byli pacienti ventilovani protektivni plicni strategii
tlakové fizenou ventilaci (PCV) nebo tlakové fizenou objemo-
vé kontrolovanou ventilaci (PRVC) s limitovanym maximalnim
tlakem v dychacich cestach (PIP), vysokym tlakem na konci
expiria (PEEP) a permisivni hyperkapnii. Pokud doséahlo
PaCO,>75 torr (10,0 kPa) a/nebo pH kleslo pod 7.20, zavedli
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Upon admission to the PICU, patients were initially managed
with lung protective strategies using Pressure Controlled Venti-
lation (PCV) or Pressure Regulated Volume Control (PRVC)
modes with limited peak inspiratory pressure, high positive
end-expiratory pressure, and permissive hypercapnia. If a Pa-
CO, reached >75 torr (10.0 kPa) and/or pH<7.20, tracheal gas
insufflation (TGI) was instituted. If FiO, remained above 0.6
and mean airway pressure (Paw) exceeded 15 cmH,O in order
to maintain arterial saturation above 89 % or if hypercapnia
and/or acidosis on CMYV with TGI persisted, the patients were
switched to HFOV. An “Optimal Volume Strategy” with HFOV
was utilized to recruit alveoli and optimize lung volume. Pa-
tients were returned to CMV when their mean airway pressure
were between 15 and 20 cmH, 0, FiO,<0.6, had no evidence of
air-leak and/or improved chest X-rays, and did not desaturated
during airway suctioning. Patients were offered ECMO if the
hypoxemia persisted on HFOV and there were no contraindica-
tions to its use.

The patients were stratified for analysis by the time to interven-
tion with HFOV. Early intervention was defined as within the
first 24 hours of mechanical ventilation (17 patients) and late
intervention defined patients beyond 24 hours (9 patients). De-
mographic data (gender, age, weight, admission PRISM score),
time of each mode of ventilation, oxygenation indices and out-
comes were recorded for both groups of patients.

Main results: The severity of respiratory failure at the time of
HFOV intervention was comparable in both early and late
groups (PaCO,/FiO, 83 vs. 79 torr, oxygenation index 27 vs.
33,AaDO, 421 torr (56 kPa) vs. 413 torr (55 kPa)). There were
no differences in mean age, weight, admission PRISM score
lenght of HFOV, lenght of CMYV after HFOV (CMYV post-
HFOV) and the total duration of mechanical ventilation bet-
ween the groups. We found a statistically significant difference
in mortality with 58.8 % of the early intervention patients
surviving while only 12.5 % of the late intervention patients
survived. The overall survival rate was 42 % (11/26 patients).
Conclusion: Early use of HFOV within the first 24 hours of
acute hypoxic respiratory failure in pediatric patients is as-
sociated with better survival. Use of this therapy should be
considered early in the course of treatment of any pediatric
patient meeting this definition. (7ab. 2, Fig. 1, Ref. 28.)

Key words: high frequency oscillatory ventilation, early in-
tervention, late intervention, respiratory failure, acute respi-
ratory distress syndrome, children, mortality.

Acute respiratory failure in both pediatric and adult patient
populations have been extensively studied with recent emphasis
on ventilation strategies that can effect mortality outcome. This
research in adults has focused on definitive trials of lung protecti-
ve strategies that have been proposed following preliminary re-
ports of their potential benefits. These strategies have included
permissive hypercapnia, limited peak inspiratory pressures (PIP),
high positive end-expiratory pressure (PEEP), limited tidal volu-
mes and tracheal gas insufflation (TGI). During the past two ye-
ars, reports of five randomized controlled trials in adult ARDS
have been published or presented which have used one or more of
these lung protective strategies (1—4, Brower et al., in press). The
results of most of these studies have been either negative. single
center or inconclusive with the exception of the recently reported,
but not yet peer reviewed, National Institute of Health’s high
stretch-low stretch study. This study reported a statistically signi-

jsme trachedlni insuflaci plynu (TGI). Pokud bylo nutné pouzit
Fi0,>0,6 a stiedni tlak v dychacich cestach (Paw) ptesahl 15
cmH,O a saturace periferni krve kyslikem byla pod 90 % nebo
pokud hyperkapnie a/nebo acidoza ptetrvavaly na CMV s TGI,
byli pacienti pfepojeni na HFOV. Pfi HFOV byla pouzita ,,Op-
timal Volume Strategy“ ke znovuotevieni (recruitmentu) alveo-
It a optimalizaci plicniho objemu. Pacienti byli pfepojeni zpét
na CMYV, pokud dosahovali Paw 15—20 ¢cmH,0, FiO,<0.6, ne-
byl pfitomen air-leak a/nebo bylo patrné zlepseni na rtg snim-
ku plic a nedesaturovali pfi odsdvani. Pacienti byli napojeni na
ECMO v ptipadé, kdy hypoxemie ptetrvavala na HFOV a EC-
MO nebylo kontraindikovano.

Pacienti byli rozdé¢leni do skupin podle doby napojeni na HFOV.
Casné aplikace byla definovana jako napojeni na HFOV do 24
hodin CMV (17 piipadl) a pozdni aplikace nad 24 hodin CMV
(9 pacientl). Pro obé skupiny pacientll jsme zaznamendvali de-
mografickd data (pohlavi, vék, vahu, pifijmové PRISM skore),
dobu jednotlivych typt ventilace, oxygenacni index a vysledky
1écby.

Vysledky: Zavaznost respiracniho selhani v dobé napojeni na
HFOV byla srovnatelnd u obou skupin pacienti (PaO,/FiO, 83
vs. 79 torr, oxygenacni index 27 vs. 33, AaDO, 421 torr (56 kPa)
vs. 413 torr (55 kPa)). Bez rozdili mezi obéma skupinami byly
pramérny veék, vaha, ptijmové PRISM skore, délka HFOV, délka
CMV po HFOV (CMV post-HFOV) a celkova doba ventilace.
Statisticky vyznamné rozdily byly v mortalité: ve skupiné ¢asné
aplikace prezilo 58,8 % pacientll, zatimco ve skupiné pozdni ap-
likace jen 12,5 % pacientl. Pfeziti v celém souboru pacientl
bylo 42 % (11/26 pacientit).

Zaver: Casné pouziti HFOV v prvnich 24 hodinach akutniho
hypoxemického respira¢niho selhani je spojeno s lep§Sim piezi-
tim. Pouziti HFOV by mélo byt zvazeno v Gvodu terapie kazdé-
ho pediatrického pacienta, ktery spliiuje definice respira¢niho
selhani. (Tab. 2, obr. 1, lit. 28).

Klicova slova: vysokofrekvenéni oscila¢ni ventilace, ¢asné apli-
kace, pozdni aplikace, respira¢ni selhani, acute respiratory dis-
tress syndrome, déti, mortalita.

ficant reduction in mortality with the use of tidal volumes less
than 6 ml/kg as compared to 12 ml/kg in the control group.

High frequency oscillatory ventilation has also been described
as a lung protective strategy with several positive randomized con-
trolled trials in infants and pediatrics (5—10). The Arnold randomi-
zed controlled trial in pediatric ARDS, although not showing a sta-
tistically significant effect on mortality, demontrated a statistically
significant reduction in chronic lung disease in patients managed
with HFOV, suggesting a lung sparing benefit. For many institu-
tions HFOV is today considered a routine therapy as a “rescue”
method in acute pediatric respiratory failure (11, 12). Fort et al. in
a pilot rescue trial of HFOV in adult ARDS, demonstrated its abili-
ty to improve oxygenation in patients with very severe hypoxic in-
jury (Lung Injury Score 3.8, PaO,/FiO, ratio 77 torr) (13).

Because HFOV is considered to be a “rescue” therapy, inter-
vention with HFOV is usually in the later stages of acute respira-
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tory failure and consideration of the time to intervention has not
been previously examined.

Materials and methods

The aim of the study: To evaluate the effect of time to inter-
vention with high-frequency oscillatory ventilation (HFOV) on
the survival of children with severe acute hypoxemic respiratory
failure who were being managed with lung protective strategies
on conventional mechanical ventilation (CMV). Early interven-
tion was defined as the application of HFOV within the first 24
hours of patients meeting entry criteria.

The type of the study: Retrospective analysis.

Patients: Twenty-six consecutive patients (Table 1) between 5
weeks and 24 years of age (mean 3.7 years) were admitted to our
PICU with severe hypoxemic respiratory failure meeting the defi-
nition of ARDS and failing conventional ventilation (14). The pa-
tient population included three older patients, ages 17, 19 and 24
years, who were admitted to the PICU for consideration of ECMO.
The mean weight was 13.8 kg (range 2.5 to 70 kg) and there were
17 males and 9 females. Fifty-nine percent of the early interven-
tion group (group 1) had admitting diagnoses of pneumonia, 12 %
were admitted for sepsis, 12 % for trauma, and 12 % for congeni-
tal diaphragmatic hernia. In the late intervention group (group 2),
44 % of the patients had pneumonia and 33 % were septic. Mean
admission PRISM scores were 22. Six of the seventeen group 1
patients had air leaks while two of the nine group 2 had air leaks.
The design of the study was approved by the Institutional Review
Board and written parental informed consent was obtained from
all patients.

Methods: The conventional mechanical ventilation (Siemens
Servo 300, Sweden) strategy utilized in our PICU is based upon
the lung protective approaches described in the introduction. The
approach to improve oxygenation is with increases in PEEP to
recruit lung volume. If more than 15 cmH,O PEEP was indicated,
then the I:E ratio was increased to 1:1. If hypoxemia persisted
(PaCO,<75 torr (10 kPa)), prone positioning was applied.

Protective ventilation strategies limited PIP to 30 cmH,O and
permitted hypercapnia according to recommendation of Ameri-
can College of Chest Physicians (15). Tidal volumes were kept
below 7 ml/kg and ranged as low as 3 ml/kg in severe ARDS. If
PaCO,>75 torr (10 kPa) and/or pH were below 7.20, tracheal gas
insufflation (TGI) was used to reduce dead space and improve
alveolar ventilation. Indication for transition to HFOV was the use
of Fi0,>0.6 and Paw>15 ¢cmH,O to maintain an oxygen satura-
tion greater than 89 % or hypercapnia (PaCO,>75 torr (10 kPa))
and/or acidosis (pH<7.20) with the use of the strategies described.

HFOV was instituted with an electronically driven, active ex-
halation oscillator (SensorMecics 3100A, USA) using a "Optimal
Lung Volume” approach as previously described to recruit the al-
veoli and maintain above the alveolar closing volume (10). Initia-
tion of HFOV was with the mean airway pressure (Paw) set 2 to 5
cmH,O above the last Paw on CMV and then gradually increased
in 1 to 2 cmH,O increments to improve oxygenation until there
was no further improvement in saturation by pulse oximetry, or
signs of lung hyperinflation as indicated by the diaphragm beyond
the 9th rib on the chest film. FiO, was decreased in response to
improving oxygenation to 0.6 or below. In the presence of air-

Tab. 1. Patient demographics, ventilation hours and outcomes.
Tab. 1. Demografie paciena, hodiny ventilace a vysledek 1é¢by.

Patient ~ WeightAge FP/F O  Air  pre-HFOV HFQOV

(kg) (mo) (torr) Leak CMV(h) (h) Qutcome
Early intervention

7 1 90 27 N Q9 99 Survived
2 70 213 66 3 Y 1 14 Died
3 60 228 86 40 Y 1 60 Survived
4 10 11 64 39 N 12 40 Survived
5 5 2 98 13 N 5 48 Survived
6 45 5 78 14 N 10 92 Survived
7 45 15 136 11 N 11 74 Survived
8 6 5 101 1 N 12 24 Survived
9 47 3 71 14 Y 12 83 Survived
10 4 4 52 57 N 20 202 Died
11 50 156 48 52 N 17 5 Died
12 7 5 96 18 Y 3 192 Died
13 28 288 92 23 N 22 121 Died
14 7 10 47 45 Y 0 147 Died
15 4 3 94 16 N 10 85 Survived
16 3 1.2 05 20 Y 0 13 Died
17 38 12 95 17 N 5 82 Survived
Late Intervention
1 7 11 55 440 Y 66 39 Died
2 27 109 45 58 N 46 18 Died
3 25 12 95 7 N 592 144 Died
4 26 2 49 41 N 141 192 Died
5 18 48 120 15 N 125 12 Died
6 55 6 1M1 27 N 76 172 Died
7 12 30 53 59 N 34 42 Died
8 4 12 79 41 N 37 120 Survived
9 27 2 101 9 Y 83 84 Died

Legend: mo — months; Ol — oxygenation index at time of transition to HFOV; P/F —
Pa0/FiO ratio at time of transition to HFOV; pre-HFOV CMV — conventional
mechanical ventilation before high frequency oscillatory ventilation; h — hours,

leak, Paw was decreased approximately 1 to 2 cmH,O below opti-
mal lung volume and an FiO,>0.6 was tolerated to maintain satu-
ration > 85 % for 12 to 24 hours or until the resolution of the air-
leak. Patients who failed to respond to HFOV following attempts
to optimize lung recruiment and demonstrated persistent hypoxe-
mia, were offered ECMO unless contraindicated.

Ventilator frequency was set at 10 Hz in infants, 5 to 10 Hz in
older children and <5 Hz was used in patients weighing more than
30 kg. Pressure amplitude (Delta-P) was initially increased until
adequate chest wall movement was detected and then adjusted to
maintain PaCO, within acceptable limits (<53 torr (7 kPa)). Re-
duction in PaCO, was controlled by increasing Delta-P by steps of
2to 5 cmH, 0. Failure to adequately respond to increases in Delta-
P were treated by decreasing ventilator frequency by 1 to 2 Hz.

Weaning from HFOV was uniform in all patients with decrea-
sing Paw gradually in 1 to 2 cmH,O increments as allowed by the
oxygen saturation, and Delta-P in 2 to 5 cmH,O increments ac-
cording to PaCO,. Transition back to CMV was considered when
the patient was on HFOV settings of Paw 15 to 20 cmH,0,
Fi0,<0.6, and did not desaturate during airway suctioning as well
as having resolved air-leak and/or improved chest X-rays. Patients
were switched back to CMV in Volume Support mode and at the
Paw and FiO, as during HFOV.

Patients were stratified for analysis by the hours of conventio-
nal mechanical ventilation prior to HFOV intervention. Group 1
(17 patients), the early intervention group, included patients who
were treated with mechanical ventilation for <24 hours. Group 2
(9 patients), the late intervention group, included patients transi-
tioned to HFOV after the first 24 hours of CMV.
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Oxygenation Index

O Hrs 12 Hrs 24 Hrs 48 Hrs
HFOV Hours

Fig. 1. First 48 hours Oxygenation Index.
Obr. 1. Oxygena¢ni index béhem prvnich 48 hodin.

The statistical analysis examined entering demographics, du-
ration of all modes of ventilation, ventilation and oxygenation in-
dices as well as outcomes for both groups of patients. The means
of'the studied parameters were evaluated using unpaired Student’s
t-test with statistical significance defined at p<0.05.

Results

Table 2 summarizes the mean data of the stratified groups at
time of intervention with HFOV. There were no statistical diffe-
rences in weight, age or admitting PRISM score although the ear-
ly intervention group tended to be older and heavier. There were
also no differences in the AaDO,, PaO,/FiO, ratio or Oxygenation
Index (OI) between the groups at time of HFOV intervention. The
early intervention group was by definition in more of the acute
first 24 hour stabilization period transitioning to HFOV and had
statistically significantly more hypercapnia with associated aci-
dosis and had slightly better oxygenation.

Figure 1 presents the time course of oxygenation response
during the first 48 hours of HFOV for all patients as represented
by the Oxygenation Index. Oxygenation Index decreased by 15
percent during the first 12 hours and then exhibited a continued
improvement during the next 36 hours. Ventilation response to
HFOV was also very rapid with clinically significant improve-
ment in pH and PaCO, within two hours after initiating HFOV.

Overall survival rate was 42 % (11/26 patients). There was
a statistically significant differences in 30 day mortality (p=0.010)
between the groups with a survival rate in the early intervention
group of 58.8 % versus 12.5 % in late intervention group (Tab. 2).
All deaths were the result of multi-organ system failure and irre-
versible profound hypoxemia.

There were no differences between the groups in lenght of
management with HFOV, duration of post HFOV mechanical ven-

Tab. 2. Demographic data, mean values at time of transitioning to
HFOYV, lenghts of ventilation and survival in both groups.

Tab. 2. Demograficka data, primérné hodnoty v dobé pfepojeni na
HFOV, délky ventilaci a pFeziti u obou skupin.

Parameter Early Intervention Late Intervention  Significance
(n=17) (n=9) p-value
Age (months) 55.7 234 0.351
Weight (kg) 16.4 9.0 0.345
pH 7.18+0.18 7.40+0.08 0.003
Pa0; (torr) 55410 50£7 0.038
PaCO- (torr) 86129 57114 0.012
AaDO; (torr) 4214122 4134177 0.443
PaO0,/FiO, (torr) 83423 79427 0.328
ol 27115 33118 0.190
PRISM 218 220 0.947
Duration of CMV
pre-HFOV (hours) 88 1333 0.007
Duration of HFOV
(hours) 81.2 914 0.693
Duration of CMV
post-HFOV (hours) 132.2 26.2 0.089
Duration of total MV
(hours) 2223 251.0 0.721
30 Day survival rate 10 (58.8%) 1(12.5%) 0.010

Legend: AaDO- — alveoloarterial oxygen difference; Ol — oxygenation index; PRISM
— Pediatric Risk of Mortality Score; HFOV — high frequency oscillatory ventilation;
CMV pre-HFOV — conventional mechanical ventilation before HFOV; CMV post-
HFOV - conventional mechanical ventilation after HFOV; MV — mechanical
ventilation.

tilation nor total time of mechanical ventilation. The last two fac-
tors were related to the high mortality in the late intervention gro-
up with two-thirds of them expiring within first 48 hours of HFOV.
Survival to discharge in the early intervention group was 47 %
with two of the deaths beyond 30 days following weaning from
mechanical ventilation. The sole survivor in the late intervention
group survived to hospital discharge. Air leak was associated with
a higher mortality with two-thirds of the early intervention pa-
tients with air leak expiring and 100 % of the late intervention
patients with air leak.

Of the 17 patients in the early intervention group, 8 patients
met ECMO criteria. ECMO was contraindicated in five patients
due to disseminating intravascular coagulopathy or AML and pan-
cytopenia and all of these patients died. One patient was cannula-
ted for ECMO but expired due to uncontrollable bleeding. The
remaining two patients were adequately managed with HFOV and
were not placed on ECMO. In the late intervention group only one
patient was treated with ECMO and expired during treatment.
ECMO was contraindicated in the balance of this group due to the
duration of conventional mechanical ventilation prior to transition
to HFOV.

Discussion

This retrospective study of pediatric patients with acute hypoxic
respiratory failure represents the first look at the effect of the duration
of conventional mechanical ventilation prior to initiation of HFOV in
this patient population. This report of statistically significant diffe-
rences in mortality based on the duration of lung protective conven-
tional mechanical ventilation prior to HFOV may raise questions as to
the benefits of these protective approaches or support a discussion of
the benefits of HFOV in protecting lung architecture from time de-
pendent ventilator induced lung injury (VILI).
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ARDS is a multi-phase process and the sequence of changes
from the exudative to proliferation to fibrotic stages reflect a cas-
cade of events that build on each other. The markers associated
with VILI are also time dependent and include protein leak, sur-
factant deactivation, atelectasis, hyaline membrane formation,
mediator activity, interstitial fibrosis, hypoxic death, and multi
organ system failure (MOSF).

Beginning with large swings in alveolar volume and pressure,
the pressure on the alveolar capillary changes significantly on each
breath. This constant flexing of the capillary may be primarily
responsible for stress fractures of the capillary bed, leading to pro-
tein leak. Hotchkiss et al. have suggested that it is not only the
amplitude of the pressure swing, but the frequency of swings that
may be responsible for the increase in capillary fractures (16).
This is also supported by the work by Jackson in ringtail monkeys
where he significant reductions in alveolar protein volume when
HFOV (12 per cent) was compared to CMV (27 per cent) (17).

The impact of proteinacious material in the alveolar space is
the effects it has on surfactant function. Proteinacous materials
deactivate surfactant, rapidly converting large aggregate, functio-
nal surfactant into small aggregate, non-functional sufractant. Le-
wis et al. (in press) has demonstrated in several studies that use of
large tidal volumes is associated with rapid conversion of large
aggregate to small aggregate non-functional surfactant. His group
has also reported significant protection of aggregater size with the
use of HFOV (18). Froese et al. (19) has also demonstrated enhan-
ced surfactant function and preservation with HFOV.

Loss of surfactant function is directly related to alveolar in-
stability, alveolar derecruitment, atelectasis and is associated with
increased levels of mediator release. Statistically significant dif-
ferences in TNF-alpha, thromboxane and neutrophil activation
have been reported by Takata, Imai and Sigiura (20—22) when
compared with HFOV and more recently by Rotta (23). Several
mediators (IL-1 and IL-8) are responsible for the attraction of
collagen forming cells to the lung and results in fibrotic lesions.
In the baboon model of prematurity Coalson et al. have demon-
strated a 40 per cent reduction in lung tissue volume of conven-
tionally ventilated premature baboons as compared to HFOV tre-
ated animals (24). In the premature human trials (5, 6) statisti-
cally significant reductions in chronic lung were reported as well
as in the pediatric randomized controlled trial of HFOV in pe-
diatric ARDS (10).

Elevated oxygen to treat atelectasis has also been associated
with increased mediator release that may exacerbate the bioche-
mical injury. The release of these mediators into the blood stream
from the lung provides for a distribution pathway to other organ
system and may contribute to multi organ system failure (25), the
cause of all deaths in this study. Lung protective strategies may be
other organ system protective strategies as well.

Use of HFOV as the theoretically optimal lung protective stra-
tegy, providing the ability to recruit more alveoli with a constant
high distending pressure that minimizes capillary pressure swings
and enables control of carbon dioxide with minimal alveolar volu-
me swings, may interrupt the timed VILI sequence of events.

Conventional ventilation based lung protective strategies may
not be as protective as is HFOV. As long as bulk flow tidal volu-
mes are required to remove carbon dioxide, the pressure and volu-
me swings with conventional ventilation will be higher than on
HFOV. Additionally, at the same mean airway pressure, the lowest
pressure that holds the alveoli open will be higher with HFOV so
that there is likely less derecriutment than that reported with low
stretch techniques with conventional ventilators (26—28). Naka-
gawa has reported that as long as PIP is less than the upper inflec-
tion point, the lung will derecruit, even at higher PEEP levels (28).
The sum of these effects may account for the differences in morta-
lity we have found by early use of HFOV.

Summary

The lenght of conventional mechanical ventilation before HFOV
has substantial influence on HFOV efficacy and patient survival in
children with severe acute hypoxemic respiratory failure. This re-
port is one more argument to suggest that salvage use of HFOV is of
less benefit to pediatric patients with hypoxic respiratory failure.
Use of this therapy should be considered early in the course of tre-
atment of any pediatric patient meeting this definition. A randomi-
zed controlled trial of early use of HFOV versus conventional ven-
tilation may answer this question more definitively.”
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