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Table 1 Laboratory data on admission (on August 13)
Hematorogy Na 135 mEq/I CH50 29.5 U/ml
WBC 7.4 x103/mm? K 36 mEq/] Anti-Jo-1 Ab (—)
Stab 21% Cl 101 mEq/I1 Clq 1.3 ng/ml
Seg 60% Ca 7.9 mg/dl C3d 79 nug/ml
Lym 11% Glu 133 mg/dl PR3-ANCA <10 EU
Mo 3% MPO-ANCA < 10 EU
Eo 5% Urinalysis examination sIL-2 receptor 1,840 U/ml
Baso 0% pH 8.0 hANP 444 pg/ml
RBC 383 % 10*/mm? Occult blood 2 +) BNP 494 pg/ml
Hb 124 g/dl Protein 30 mg/dl
Ht 35.4% Glucose (—) Pulmonary function
MCV 92.3 fl Urobilinogen (N) VvC 350 L (104.8%)
MCH 323 pg FEV1.0 268 L (107.2%)
MCHC 35.0% Arterial Blood Gas FEV1.0% 81.2%
PLT 155 x 10%/mm3 (room air) RV 103 L (58.9%)
pH 7482 TLC 506 L (93.9%)
Coagulation PaCOq 30.6 Torr DLco 10.00 ml/min/mmHg
PT 109% Pa02 57.3 Torr (54.7%)
APTT 26.8 sec HCOs3 22.4 mmol/I
Fibrinogen 661 mg/dl Sa0:2 93.5% BALF
FDP 6.2 ng/dl Recovery rate 36.5/150 ml
D-dimer 142 ug/ml Serology Total cell count 1.83 % 105/mm?
CRP 14.0 mg/dl Neu 15.6%
Biochemistry KL-6 197 U/ml Lym 33.6%
TP 55 g/dl SP-D 64.6 ng/ml Eo 26.6%
Alb 3.1 g/dl Aldorase 7510/1/37C Mo 23.6%
T-bil 0.61 mg/dl ACE 10.8 1U/1 CD4/8 1.20
AST 16 1U/1 ASO < 10 TU/ml FDP 76.02 ug/ml
ALT 20 1U/1 RA 10 TU/ml D-dimer 7390 ug/ml
LDH 211 1U/1 RAHA (—) Alb 142 mg/dl
ALP 209 1U/1 ANA (—) Culture normal flora
y-GTP 58 1U/1 IgG 933 mg/dl
AMY 28 TU/I IgA 264 mg/dl
CPK 112 TU/1 IgM 83 mg/dl
BUN 10.8 mg/dl C3 104 mg/dl
Cr 0.8 mg/dl C4 42 mg/dl

Fig. 2 Chest CT scan on admission (on August 13) showing ground glass opacity in both upper lobes.
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Fig. 3 Chest X-ray on August 14 showing diffuse infil-
tration in both lung fields.
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Fig. 4 Clinical course
NPPV: noninvasive positive pressure ventilation, PCV: pressure control ventilation
HFOV: High frequency oscillatory ventilation, PAPM/BP: panipenem/betamipron
EM: erythromycin, mPSL: methylprednisolone, PSL: prednisolone
Table 2 Comparison of conventional ventilation (CV) and HFOV (R-100)
Cv HFOV (R-100)
Setting F102 F102
Tidal Volume Frequency
Respiratory Rate Stroke Volume
Peak Flow Mean Airway Pressure
Inspiratory Time
Inspiratory Pressure
End-Inspiratory Pause Sensitivity
Positive End-Expiratory Pressure
Pressure Support
Alarm High Pressure Limit High Mean Airway Pressure 1
Low Peak Pressure High Mean Airway Pressure 2
High Minute Volume Low Mean Airway Pressure
Low Minute Volume High Amplitude
High Respiratory Rate Low Amplitude
Low PEEP pressure
Apnea Interval
Characteristics High-pressure gas sources to dri- Small tidal volumes are delivered
ve inspiratory flow. Target or li- at high supraphysiologic freque-
mit variables are generally either ncies.
a set volume, a set inspiratory ti-
me, or a set flow rate.
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Abstract

A case of acute respiratory distress syndrome in which high-frequency oscillatory ventilation
(HFOV) was effective for the management of severe hypoxemia

Katsuhiro Kato, Ryuichi Hasegawa®*, Tomoya Katsuta™*, Hiroyuki Taniguchi, Yasuhiro Kondo,
Tomoki Kimura, Osamu Nishiyama, Keisuke Kato, Satoshi Noma,
Mai Iwaki, Koji Sakamoto, Hiromichi Aso and Toshiki Yokoyama
Department of Respiratory Medicine and Clinical Immunology,
*Department of Emergency and Intensive Care Medicine, Tosei General Hospital
**Department of Respiratory Medicine, Tsuyama Central Hospital

A 69-year-old man was admitted to our hospital because of acute prostatitis. After admission he produced
bloody sputum and chest radiograph showed bilateral infiltration of the upper lung fields. The fraction of neutro-
phils in the bronchoalveolar lavage fluid was 15.6%, lymphocytes were 33.6%, eosinophils were 26.6% and macro-
phages were 23.6%. No special findings were observed in the lung tissue obtained by transbronchial lung biopsy.
After admission, he displayed acute respiratory distress syndrome with severe hypoxemia as dyspnea gradually
progressed. We commenced treatment with high-dose pulse methylprednisolone and neutrophil elastase inhibitor
under mechanical ventilation. Because severe hypoxemia was unresolved, HFOV was initiated on the 8th hospital
day. His respiratory condition rapidly improved during HFOV. On the 17th hospital day, he was weaned from me-
chanical ventilation. HFOV seem to be safe and effective for patients with severe ARDS who failed conventional
ventilation support.



