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Mechanical Ventilation in Neurointensive Care Unit

Jin-Heon Jeong, MD

Department of Intensive Care Medicine & Neurology, Stroke Center, Dong—A University Hospital

Endotracheal intubation and mechanical ventilation are essential in the management of neurocritically ill patients. The general goals
of mechanical ventilation can be defined as oxygenation, ventilation, limitation of ventilator-induced lung injury, and prevention of
secondary brain injury. Hypoxemia, hypoventilation, and hyperventilation are all powerful mediator of cerebral blood flow, so main-
tenance of respiratory homeostasis is critical to preventing secondary brain injury. The purpose of this review is to describe the basic

principles of mechanical ventilation in neurointensive care unit.
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Table 1. Indications for Mechanical Ventilation

Values suggesting need for mechanical

Clinical assessment Normal value -
ventilation

Hypoxemia Pa0,/FiO; ratio 350-400 <300

Sa0, > 95% <90%
Hypercarbia PaC0, 35-45 mmHg pH < 7.15, mental status decline
Oxygen delivery & oxygen Lactate 2.2 mg/dL > 4 mg/dL
consumption imbalance Mixed venous oxygen saturation > 70% <70%
Increased work of breathing Minute ventilation 5-10 L/min > 15L/min
Inspiratory muscle weakness Negative inspiratory pressure 80-100 cmH,0 < 20 cmH,0

Vital capacity 60-75 mL/kg <15 ml/kg
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