APRV – Airway Pressure Release Ventilation
Before you start, discuss the case with the registrar or consultant on call. Consider fluid optimisation. Have emergency drugs available

Step 1: Select APRV and go
to the control panel:

Step 3: Set p High
•
•

If unsure what value to use, start at 25 cmH20
If the user is experienced with APRV, consider the following
• When moving from volume control mode, set p High to
plateau pressure
• When moving from pressure control mode, set p High to
peak pressure

Step 4: Set p Low
•

Step 2: Deselect Backup

Always set to 0 cmH20

Step 5: Set T high
•
•
•

Start at 5 seconds
Range should be 4 to 6 seconds
Use troubleshooting section to adjust this

Step 6: Set T low
•
•
•

Start at 0.5 seconds
Review the flow volume curve and set T low to terminate at
75% of Peak Expiratory Flow Rate
(see “troubleshooting” on reverse for guidance on how to do
this)

TROUBLESHOOTING
• DROP IN BLOOD PRESSURE ON COMMENCING APRV
•
•
•

This may reflect “underfilling”
Before starting APRV consider fluid optimising the patient
If the patient is still haemodynamically unstable, stop APRV, fluid optimise and consider restarting APRV again

• DESATURATION ON COMMENCING APRV
•
•

This may a reflection of decreased flow due to a drop in cardiac output (see above)
There may be a transient drop in saturation as the patient re-recruits and ventilation:perfusion mismatch increases. As hypoxic vasoconstriction
reduces and the newly re-recruited lung receives a blood supply again, the saturations should improve. Clinical judgement will be required as to
whether the patient can tolerate a brief drop in saturations (several minutes) during this phase.

• RISE IN CO2
•
•

If the pH remains above 7.20, a rise in the carbon dioxide content of blood can be tolerated.
If the patient is compromised by a high CO2, consider decreasing the T high by 0.5 seconds or discuss with the intensive care consultant

• PATIENT LOOKS UNCOMFORTABLE AND THE FLOW TRACE LOOKS FLATTENED
•
•
•

Check for a blocked endotracheal tube
Check for a water-logged HME filter
Look for any signs of obstruction and correct them

• TRANSFERS AND DISCONNECTION
•

Use APRV mode for transfer and clamp tube if needing to disconnect

SETTING THE T LOW AND WEANING ON APRV
•

•
•

T low should be re-checked
every 1 hour for the first 4
hours, every 4 hours for the
next 24 hours, then 12 hourly
until the patient is extubated.
T low should be set to
terminate at 75% PEFR (see
diagram).
Experienced clinician should
adjust

WEANING
• Simultaneously reduce P high and
increase T high as the paO2
improves (usually aiming for pa02
>8 kPa. If patient is stable, this can
be repeated 2 to 4 hourly.
• Move to CPAP when P high is 16
and T high is 12 – 15 seconds.
• Consider extubation when the
patient is stable on CPAP less than
8-12 cmH20. You may choose to do
a spontaneous breathing trial prior
to extubation

Example Weaning Plan
(4 hrly ABG, wean if gas exchange good and CVS
stable). For this example, assume initial settings:
Phigh 26, FiO2 0.55, Thigh 4.5)
Step 1: FiO2 to 0.5kPa
Step 2: Phigh to 24cmH2O
Step 3: Thigh to 5 secs
Step 4: FiO2 to 0.45 kPa
Step 5: Phigh to 22cmH2O
Step 6: Thigh to 5.5secs
Continue in similar pattern. If deterioration,
reverse previous steps

