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NIV protocol
In all three groups, NIV is initiated as follows, according to standards of care, and in line with each participating ICU’s practices. Patients have continuous electrocardiographic and percutaneous oxygen saturation monitoring. NIV is performed using the NIV function of ICU ventilators. Size and type of masks (nasal, oral, or full-face) are chosen according to the patient's morphology, thus optimizing patient-interface and promoting patient comfort. The physician in charge, along with the nurse and the nurse-assistant initiate the first session. The mask is correctly and carefully adjusted, with the help of head straps, and an hydrocolloid sheet is applied over the nasal bridge to limit pressure ulcers. Initial ventilator settings are chosen to maximize patient's tolerance and minimize air-leaks. Pressure support is progressively increased in order to obtain a respiratory rate between 15 and 25 cycles per minute, an exhaled tidal volume between 6-10 ml/kg of predicted body weight, and the disappearance of signs of respiratory distress. Positive end expiratory pressure is set 2-6 cmH2O above pressure support, and adjusted according to patient’s tolerance. FiO2 is set to obtain a minimal pulse oximetry of 92%. Duration of NIV sessions is left at the physician in charge discretion, based on patients’ needs. Between NIV sessions, low or high flow oxygen therapy is administered according to patients’ needs to obtain a minimal pulse oximetry of 92%.
The nurse and nurse assistant can conduct the ensuing NIV session, according to the medical prescription.
All patients undergo careful monitoring to detect and treat any complications related to ARF or NIV. Criteria for intubation are those in use in the participating ICUs such as inability to correct dyspnea, to tolerate the NIV or to maintain a PaO2 above 65mmHg with a FiO2 of 0.6 or greater; inability to manage tracheal secretions; neurological failure or seizures; hemodynamic instability [1]
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