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CIntroduction &

INTRODUCTION

Acute respiratory failure (ARF) is a sudden failure of
ioxygenation, carbon dioxide clearance or both. Hypoxic
ARF is most commonly caused by pneumonia, cardiogenic or
non-cardiogenic pulmonary edema, or pulmonary haemorrhage,
while the underlying causes of hypercapnic ARF include drug
overdose, neuromuscular disease, chest wall abnormalities and
severe obstructive airway disorders (Warrell et al., 2011). The
most severe type of ARF is acute respiratory distress syndrome
(ARDS) (Rubenfeld et al., 2012).

Many advances have been seen over the past few years
regarding supportive treatment (i.e., mechanical ventilation) of
patients suffering ARF and needing clinical management in an
intensive care unit (ICU) (Mancebo et al., 2002). Endotracheal
suctioning (ET suctioning) is an important activity in reducing
the risk of consolidation and atelectasis that may lead to
inadequate ventilation (Day et al., 2002). ET suctioning is a
component of bronchial hygiene therapy and mechanical
ventilation that involves the mechanical aspiration of
pulmonary secretions from a patient’s artificial airway to
prevent its obstruction (Guglielminotti et al., 1998).

It is common to perform diagnostic and therapeutic
bronchoscopies simultaneously. In one study of 198 fiberoptic
bronchoscopies performed in critical care units, 47% were
performed for therapeutic reasons, 44% for diagnostic reasons,

1
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and 9% for both potential benefits of therapeutic bronchoscopy
include increased oxygenation and reduced respiratory work of
breathing (Tai, 1998). While the potential harms include
hypoxemia, Dbleeding, laryngo and bronchospasm, and
cardiovascular complications. Therapeutic bronchoscopy with
endobronchial washing and/or suctioning is used in critically ill
patients with ARF to remove secretion, reinflate atelectasis and
increase oxygenation (Raoof et al., 2001).

Broncho-Alveolar Lavage (BAL), bronchial wash, and
protected specimen brush are bronchoscopic procedures used to
provide microbiological samples from lower respiratory
airways. However, because of the risk of viral transmission,
bronchoscopy is not routinely indicated for the diagnosis of
COVID-19 (Wahidi et al., 2020). Bronchoscopy in critically ill
patients with COVID-19 has been required to manage
complications (atelectasis, hemoptysis, etc.) as well as to obtain
samples for microbiological cultures and to assist in the
management of artificial airways (guide intubation and
percutaneous tracheostomy) (Liang et al., 2020).




