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Troubleshooting the Ventilator 
 

 
These are problems that you’ll be called about. As always, the first thing you should do is 
examine the patient. Remember your ABCs and use this guide to help you figure out what’s 
wrong.  
 
Problem: High Peak Airway (PAW) Pressures 
 
Your first step should be to perform an inspiratory pause and measure the plateau 
pressure (PPLAT). The plateau pressure represents the alveolar pressure, while the peak 
pressure is a combination of the alveolar pressure and airway resistance. 
 
High PAW, Low PPLAT—this means the problem is high airway resistance. 
 
 Kinked endotracheal tube—unkink the tube 
 Mucus plugging—pass a suction catheter 
 Bronchospasm—inhaled bronchodilators 
 Too narrow of an endotracheal tube—change the tube, or accept higher PAW 

 
High PAW, High PPLAT—this means the problem is in the lungs. 
 
 Mainstem intubation—pull the endotracheal tube back into the trachea 
 Atelectasis of a lobe or lung—chest percussion, or bronchoscopy to open up the 

airway 
 Pulmonary edema—diuretics or inotropes 
 ARDS—use a lower tidal volume, higher PEEP strategy 
 Pneumothorax—chest tube 

 
Problem: Dynamic Hyperinflation (Auto-PEEP) 
 
This is usually due to inadequate time for exhalation. High airway resistance 
(bronchospasm, COPD, mucus plugging) makes it worse. On exam, the patient’s abdominal 
muscles will contract forcefully during exhalation. Neck veins may be distended and you 
may hear loud wheezing. The ventilator’s expiratory flow waveform will not return to the 
baseline of zero flow. 
 
 Lower the ventilator rate, usually between 10-14 breaths per minute 
 Shorten the inspiratory time to keep the I:E ratio in the 1:3 – 1:5 range 
 Keep the tidal volume in the 6-8 mL/kg range—a higher tidal volume will often slow 

the patient’s spontaneous respirations 
 Increase the inspiratory flow to 60-80 liters per minute if the patient seems to be 

“air hungry” 
 Adequate sedation with narcotics will help blunt a tachypneic response 
 Treat bronchospasm with inhaled bronchodilators and systemic steroids 
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Problem: Sudden drop in SpO2 
 
New or worsening hypoxemia is always cause for alarm. The first step is to exclude 
mechanical problems or tube displacement.  
 
 Disconnect the patient from the ventilator and bag him  
 Make sure the tube is in place and that breath sounds are present and equal 
 Obtain an arterial blood gas 
 Chest X-ray—this will show you worsening infiltrates, pneumothorax, pulmonary 

edema, atelectasis, or new effusions 
 Always consider pulmonary embolism as a cause for new hypoxemia in an ICU 

patient, and have a low threshold for diagnostic studies 
 Absent breath sounds on one side—pull the endotracheal tube back a few 

centimeters 
 Absent breath sounds on one side, even with the tube in the right place—think 

pneumothorax, or mucus plugging with complete atelectasis of the lung 
 Tension pneumothorax should be suspected if breath sounds are absent on one side 

and if the patient is hypotensive. Distended neck veins and tracheal shift away from 
the affected side are supportive but not always seen. The treatment is immediate 
needle decompression and placement of a chest tube. 

 
Problem: Fighting the ventilator 
 
Before sedating or paralyzing a patient for “fighting the ventilator,” you should always 
check TSS—Tube, Sounds, Sats. Make sure that the endotracheal tube is in place and not 
obstructed, that breath sounds are present and equal, and that the patient is not 
hypoxemic. Other things you should look for are: 
 
 Dynamic hyperinflation (see above for how to treat this) 
 Untreated pain, especially in trauma and surgical patients 
 Make sure the vent is providing an adequate rate and tidal volume 
 Switch to assist-control ventilation, if the patient is getting fatigued 
 Search for other causes of distress—cardiac ischemia, fever, abdominal distension, 

neurologic deterioration, etc. 
 


