
parenchyma and vasculature include atelectasis, pneumonia, aspi-
ration of oropharyngeal or gastric contents, pulmonary edema,
and pulmonary emboli; these conditions can all cause respiratory
distress in patients undergoing mechanical ventilation. With the
exception of acute pulmonary embolism, these conditions can

usually be differentiated by physical examination and plain chest
radiography. Pulmonary embolism is difficult to diagnose.
Although CT scans and angiograms are diagnostic, they require
transportation that may be difficult in severely ill patients.  

If a ventilator system continues to alarm and the patient does
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Figure 4. Troubleshooting When a Mechanically Ventilated Patient Experiences Respiratory
Distress

Acute respiratory distress while
receiving mechanical ventilation

• Disconnect ETT from ventilator and manually
ventilate with 100% oxygen
• Assess vital signs including pulse oximetry
• Assess ABCs; rule out pneumothorax or ETT
displacement

- Are breath sounds equal bilaterally?
- Is there symmetric chest movement?
- Is there tracheal deviation?

YES
Look for a problem
with the ventilator
and/or its settings.

NO
Look for a problem
with the patient or

the ETT.

Does respiratory distress improve with manual ventilation?

Evaluate peak inspiratory pressure
while patient is on the ventilator

Is the patient difficult to
manually ventilate?

Yes No

Attempt to pass 
suction catheter

If difficult, consider
reversible causes:
patient biting on
ETT, ETT kinked

or obstructed

If not difficult to pass, and
no PTX present, consider

underlying causes of
increased respiratory

effort (including inade-
quate sedation)

If peak inspiratory
pressure is
decreased:

If peak inspiratory
pressure is increased:

evaluate plateau 
pressure

If there is no change in
peak airway pressure: con-
sider the possibility of pul-

monary emboli or an 
extrathoracic processConsider the possi-

bility of an air leak:
check ETT cuff,
check ventilator 

circuit

IF NO CHANGE in plateau pressure:

Consider causes of airway
obstruction: aspiration, bron-

chospasm, secretions blocking
airways and/or ETT

IF plateau pressure is INCREASED: 

Consider causes of decreased lung
compliance: abdominal distention,
asynchronous breathing, atelecta-

sis, auto-PEEP, pneumothorax, pul-
monary edema


