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The pandemic of coronavirus disease-2019 (COVID-19) has brought
the field of critical care medicine into limelight as never before. In
alarge database from the United states (US), the need of intensive
care unit (ICU) admission was in 2% of the confirmed patients with
case fatality rate of 5%.' The ICU mortality however, is 39% and
50-100% in patients requiring invasive mechanical ventilation.>3
The pandemic of this nature obviously caused medical world
frenzied with multitude of expert opinions, consensus statements,
and guidelines on the management of critically ill COVID-19 patients
in the last few months. Lungs are the primary target organ for
severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2),
and the acute respiratory distress syndrome (ARDS) due to severe
pneumonia is the most common cause of ICU admission.

In this issue of the journal, Maddani et al. conducted a
multicentric survey among critical care physicians in India on
ventilatory management of COVID-19-related ARDS (CARDS).*
The survey was conducted over 6 weeks in May—June 2020. The
results showed few critical observations. The 32% of responders
said that they would be using noninvasive respiratory support
[high-fow nasal oxygen (HFNO), 19%; noninvasive ventilation
(NIV), 13%] for the management of acute hypoxemic respiratory
failure (AHRF) in case of failure to maintain oxygen saturation with
face mask. The initial experiences on CARDS from China or the US
showed higher mortality with invasive mechanical ventilation
(IMV).>7 There was also prolonged stay on ventilator (ranging
from 10 to 17 days) and longer time to wean (causing shortage
of ventilators during surge of patients).>” If IMV is associated
with higher mortality, can we avoid intubation by using NIV, is a
debate long ongoing. Conventionally, NIV is not recommended
for moderate-to-severe ARDS.® In case of AHRF due to HIN1 viral
pneumonia, it was however tried in controlled ICU settings.? In
a recently published meta-analysis, NIV with helmet or HFNO
were associated with reduced risk of intubation and mortality
as compared to face mask alone in the management of AHRF.’
The preliminary reports of use of NIV or HFNC in COVID-19
are conflicting with high failure rate in moderate-to-severe
ARDS.'°2 However, major regulatory bodies allowed the use of
NIV or HENC with limited evidence."* The use of NIV may improve
oxygenation in AHRF and temporarily reduce work of breathing
but has no effect on natural disease progression, and may even
delay inintubation and IMV in nonexpert hands.”>'® Thereis also a
risk of further worsening of the lung injury, especially with higher
tidal volumes generated spontaneously in case of inappropriate
settings of NIV.'5" In the LUNG-SAFE study, NIV use was associated
with higher ICU mortality in patients with moderate-to-severe
ARDS (PaO,/FiO, < 150 mm Hg)."®
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NIV and HFNC can be used at this time under controlled
monitoring conditions for mild-to-moderate CARDS (PaO,/FiO, >
150 mm Hg) only." The positive response is usually evident soon
after starting NIV or HFNC, and if there is no improvement in gas
exchange, clinical condition, and/or worsening, patient should be
intubated early."”1?

The aerosolization of the virus and the risk of nosocomial
transmission to healthcare workers (HCWs) is other major concern
associated with NIV and HFNC. The patient should thus be in the
negative pressure isolation room which is not easily available, and
the HCW:s caring for the patients should be in complete personal
protective equipment (PPE) appropriate for aerosol-generating
procedures (AGPs).'>14

The CARDS has generated its own controversy with experts like
Luciano Gattinoni opined that COVID-19 pulmonary pathology is
not ARDS and proposed two phenotypes: L and H depending on
thelung compliance (or elastance) and different ventilator strategies
for each phenotype.?’ The dichotomy of L and H phenotype is,
however, not seenin large registries where median lung compliance
reported was 26-28 mL/cm H,0, typically close to compliance
seen with other causes of ARDS.?"?2 This does not, however,
refute the possibility of different phenotypes in CARDS. The ARDS
is an heterogeneous syndrome, and the subphenotypes based
on clinical, biological, and physiological criteria are wellknown.?
These phenotypes can also respond differently to the conventional
management of ARDS.?3

Lung-protective ventilation for ARDS and its core strategy of
tidal volume less than 6 mL/kg/predicted body weight, plateau
of pressure less than 30 cm of H,0, and/or driving pressure less
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than 15 cm of H,0 was shown to have mortality benefit for
heterogeneous population of ARDS. The lung-protective ventilation
should be observed in all patients of CARDS on IMV in the absence
of any survival advantage with any other strategy.?*

There was another significant observation seen in the study
by Maddani et al., about the use of negative pressure isolation
room for patients on IMV.* 55% of responders from the medical
college and 37% from corporate hospitals have opted for the
practice of IMV without negative pressure isolation room. This
difference in response was likely because of the availability of
the resources, however, at the risk of compromising the safety of
HCWs. The IMV is usually associated with AGP procedures such
as intubation, extubation, tracheal secretions open sampling of
tracheal secretions, inadvertent endotracheal tube pilot balloon
leak, tracheostomy, cardiopulmonary resuscitation, and emergency
bag-mask ventilation.?” Itis not practical to move intubated patient
every time for an AGP to negative isolation room, especially in
emergency.

In conclusion, the evidence about COVID-19 is evolving, and
at present, the focus should be on the best supportive standard of
care with compliance of infection control principles for the safety
of patients and HCWs.
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