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la SFAR. la SPLF et la SRLF

V N | en m®deci ne d

Avec la participation ge la SFmu

ourgence
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Yy Deux indications maintenant " historiquement "val i d®es en m®deci
u OAPc
A Détresse respiratoire avant tout hypoxémique, +/ - hypercapnique

A CPAP, en SMUR et aux Urgences (G1+)
A Voire VSAI-PEP BiPAP) aux Urgences (G2+)

U Décompensation aigué de BPCO, surtout aux Urgences

AD®tresse respiratoire hypercapnique avec
broncho -pulmonaire

A VSAIPEP BiPAP)

A Aux Urgences pour les décompensations avec acidose respiratoire (G1+)

A Sous r®serve dd®quipes form®es, de mat ®r
de temps disponible

/IE,alﬁum

ne d M%Im/»s

attel

G1+ : intérét certain :

il faut faire

LES BovbiEs

N3
ETENT

© casterman - geluck

G2+ : intérét non établi de facon certaine :

il faut probablement faire
Gl1-: absence d'intérét certain :

il ne faut pas faire

G2-: absence d'intérét probable :

il ne faut probablement pas
faire

Situations sans cotation possible
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CPAP et OAPc : stop ?

é Cochrane i Multicentrigue, aux urgences
i Library i plus de 1000 patients
e i TMC/CPAP /VSAI-PEP
i Pas de | Il ntubatign mort al
Non-inv.asive.positive pressureventilati?n (CPAP or bilevel NPPV) i VNI : amélior ) C”nique plus rapide
for cardiogenic pulmonary oedema (Review)
Berbenetz N, Wang Y, Brown J, Godfrey C, Ahmad M, Vital FMR, Lambiase P, Banerjee A, Bakhai A, u % IntUbatlon quaS| nul (3 groupeS)
Chong M
i 18% groupe TMC a recu VNI
There was evidence in Gray 2008 that SMC cross-overs had A
more severe illness, and their cross-over to NPPV could have 1o0-
attenuated the benefit with NPPV compared to SMC.
Nevertheless, as the largest single trial to date, Gray 2008 is an T o
important trial in the meta-analysis and its results contrast with E
those of smaller included studies, which tend to show greater 5o _
effect estimates favouring NPPV over SMC. The negative 2 e i "
results of Gray 2008 make it imperative that we are cautious in 5
interpreting the overall findings of our meta-analysis, which £ andard mygen tharapy
demonstrated that NPPV may reduce hospital mortality and and
probably reducesETI when compared to SMC. d — o & & %
Diays
Mo, at Risk
Berb?netz‘N, Waqu, BmwnJ,Godfrey‘C,Ahmad M,\{italFMR, Lambiase F", Banf—zrjeeA, Bakhai A, Chong M. CPR P or NIPRY  &E7 £ £3] w13 7 L] L) = ’ e
Mon-invasive positive pressure?entlls_:tlcn (CPAP or bilevel NPPV) for cardiogenic pulmonary oedema. 5%“:_';‘; b 12 e 0l % 282 291 C H U
e o St Reens 2010 e Ar. o O35 > 'Y
Gray A et al. NEJM 2008 gquﬁg
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CPAP et OAPc : Ou encore ?

@ European Meart Journal (1007) 28, 2895 2901 Clinical research

G0l %0, 1093 feurheart ) /eSO
: e Heart failure/cardiomyopathy

EUROPEAN
IOCETY OF
CAmSRC OO

A randomized study of out-of-hospital continuous -
positive airway pressure for acute cardiogenic

pulmonary oedema: physiological and clinical effects

P. Plaisance'’, R. Pirracchio'’, Christine Berton', Eric Vicaut?, and D. Payen'*

124 patients

Early CPAP group
To T15' T30 T4s’ —<+— Early CPAP — #— Late CPAP
n=063 n=062 n=062
| | } > o ®)
) 55 " 130 -
CPAP 7.5 cmH-0 CPAP 7.5 emH.0 Medical TT _ 120
+ Medical treatment treatment alone 50 - 110 -
] 100 -
Late CPAP group Eas{ - P T 90
0 TI5' T30 T45° & - e
2 40 4 = 70+
n=61 n=>53 n=53 = 1 = 604
| | | | N 35 | 1 50
| [ | | - | 40
. 0 . Y Y ] 30 . : -
Medical ':.P;‘"LP?S cmHg() Medical 0 TS T30 T45 0 I15 130 T45
treatment alone + Medical treatment treatment alone

Conclusion When compared to usual medical care, immediate application of CPAP alone in out-of-

hospital treatment of ACPO is significantly better improving physiological variables and symptoms and R

. . S : : : eI

significantly reduces tracheal intubation incidence and in-hospital mortality. @) [H) U
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CPAP (et BIPAP) et OAPc : ENCORE !

@ Official ERS/ATS clinical practice
guidelines: noninvasive ventilation for

acute respiratory failure

Cite this article as: Rochwerg B, Brochard L, Elliott MW, et al. Official ERS/ATS clinical practice

guidelines: noninvasive ventilation for acute respiratory failure. Eur Respir ] 2017; 50: 1602426 [https://doi.
org/10.1183/13993003.02426-2016].

CrossMark

Recommendation
We recommend either bilevel NIV or CPAP for patients with ARF due to cardiogenic pulmonary oedema.

| Cochra ne (Strong recommendation, moderate certainty of evidence.)
(%‘ Library Recommendation

We suggest that CPAP or bilevel NIV be used for patients with ARF due to cardiogenic pulmonary
Cochrane Database of Systematic Reviews oedema in the pre-hospital setting. (Conditional recommendation, low certainty of evidence.)

Non-invasive positive pressure ventilation (CPAP or bilevel NPPV)

for cardiogenic pulmonary oedema (Review)

Berbenetz N, Wang Y, Brown J, Godfrey C, Ahmad M, Vital FMR, Lambiase P, Banerjee A, Bakhai A, Chong M.
Non-invasive positive pressure ventilation (CPAP or bilevel NPPV) for cardiogenic pulmonary oedema.
Cochrane Database of Systematic Reviews 2019, Issue 4. Art. No.: CD005351.

DOI: 10.1002/14651858.C0D005351.pub4.

Authors’ conclusions

Our review provides support for continued clinical application of NPPV for ACPE, to improve outcomes such as hospital mortality and

intubation rates. NPPV is a safe intervention with similar adverse event rates to SMC alone. Additional research is needed to determine - AP

if specific subgroups of people with ACPE have greater benefit of NPPV compared to SMC. Future research should explore the benefit of [ C) [H U
)/ .) - 4

MNPPV for ACPE patients with hypercapnia. -
ANGERS

CENTRE HOSPITALIER
6 UNIVERSITAIRE



VNI(VSAIPEP) au cos8PGO de | OEA

Un bénéfice qui n'est plus a démontrer, y compris aux Urgences
U 1 intubation évitée pour 4 patients traités
U 1 déces evité pour 10 patients traités
U Pas de surmortalité en cas d'échec par rapport aux patients intubés d'emblée

The New England
Journal of Medicine

©Copyright, 1995. by the Massachusetts Medical Society

Non-invasive positive pressure ventilation for treatment of
‘respiratory failure due to exacerbations of chronic obstructive
pulmonary disease (Review)

Volume 333 SEPTEMBER 28, 1995 Number 13 i R o R

Use of Noninvasive Positive-Pressure Ventilation on NONINVASIVE VENTILATION FOR ACUTE EXACERBATIONS OF CHRONIC OBSTRUCTIVE

the Regular Hospital Ward: Experience and Correlates of Success PULMONARY DISEASE
LAURENT BROCHARD, M.D., JORDI MANCEBO, M.D., MARC WYSOCKI, M.D., FREDERIC LOFASO, M.D.,
GIORGIO CONTI, M.D., ALAIN RAUSS, M.D., GERALD SIMONNEAU, M.D., SALVADOR BENITO, M.D.,

p.

Samar Farha MD, Ziad W Ghamra MD, Edward R Hoisinglon RRT,
Robert § Butler MSc, and James K Stoller MSc MD FA@RC )
[Respr Care 200651(11:1257-1243.1

THE COCHRANE

Annals of Internal Medicine | ARTICLE COLLABORATION®
Clinical concise review: Mechanical ventilation of patients Which Patients with Acute Exacerbation of Chronic Obstructive COPYTIght® 3006 The € ( : iehed by John Wiley & Sons, Ld
. . . . Pulmonary Disease Benefit from Noninvasive Positive-Pressure
with chronic obstructive pulmonary disease Ventilation?
Crit Care Med 2008 Vol. 36, No. 5 L??:::,f::::c:lc‘ﬂ;lﬁ::::m Sinuff, MD, FRCPC; Daborah J. Cook, MD, FRCPC, MSc (Epid); and Nicholas 5. Hill, MD

Nicholas S. Ward, MD; Kevin M. Dushay, MD

ANGERS

CENTRE HOSPITALIER
UNIVERSITAIRE




VNI (VSAIPEP) au cours de | 6 BBRCO

Yy Dans notre contexte francais

u

[t e I R I

Etude monocentrique observationnelle
publiée en 2008

SMUR

138 patients

IRA toutes étiologies
VSAI-PEP

hospitalieres (35 patients dont 11 en
préhosp)

A OAPc : 12%

A BPCO : 33%

A Autres IRA : 59%

indépendant

En pr®hospitalier, é tr s peu d'
An observational study of noninvasive p051t1ve pressure
ventilation in an out-of-hospital setting™ “™
Phillipe Bruge MD?, Patricia Jabre MD*®, Michel Dru MD?, Chadi Jbeili MD?,
Eric Lecarpentier MD?, Mohamed Khalid MD"‘, Alain Margenet MD?,
Jean Marty MD¢, Xavier Combes MD**
Table 2 Comparison of patients according to whether they The
were intubated By Modicioe
Nonintubated Intubated P i oot
Taux d'intubation superposable aux études patients patients
(n = 103) (n = 35)
Etiology (n) <.001
CHF 68 9
COPD 26 13
_ _ B ARF 9 13
Fuites du masque audibles = facteur d'échec Age (y, mean = SD) 76 = 11 P12 .15
Men/women (n) 61/42 21/14 94
Initial clinical characteristics
(mean £ 5D)
Respiratory rate (min ') 37+9 368 39
Spe, (%0} O+ 0 84 £ 12 008 C)HU
Heart rate (min ') 112 + 24 109 £ 22 55 ANGERS

Systolic blood pressure 175 + 39 147 £ 38 0004
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VNI(VSAIPEP) au cotBPGO de | 0 EA
En pr ®hospitalier, € tr s peu d'®@

y Depui s, pas do®tude de meill eur niveau ou apportan
niveau de preuve élevé

Yy Et DONC, probablement, OUI mais

u

c: c: c: c:

Patients sélectionnés sur des critéres cliniques de gravité
et d'hypercapnie a défaut de pouvoir disposer de GDS

Ventilateur adapté

Masques adaptés
A 1 modéle de naso -buccal en trois tailles
A 1 facial total en alternative

Equipe formée et entrainée
En n'oubliant pas le contexte spécifique et ses risques
En ne retardant pas une intubation nécessaire

En sachant arréter en cas de mauvaise tolérance, avant
d'épuiser le patient, afin de reprendre dans de meilleures

conditions en intraH . i ol G
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g ) .,
: VNI en dehors des sentiers balisés

Yy En dehors de 'OAPCc et de la décompensation aigué de BPCO
U Quelles indications ?
U Quel(s) mode(s) ?
0 Quel bénéfice attendu pour le patient ?

CHU

ANGERS

CENTRE HOSPITALIER
UNIVERSITAIRE




