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ABSTRACT 

Background: Ventilator-associated pneumonia (VAP) is a very common nosocomial 
infection in intensive care units (ICU) with subsequent increase in morbidity, mortality and 
cost. Objective: To estimate the effect of strict compliance of VAP bundle on decreasing 
VAP rate per 1,000 ventilator days. Methodology: A prospective study was done in adult 
ICU at Al–Hayat Hospital, Jeddah, KSA; between January 2013 and April 2015. During 
the period of January to March 2013, ICU staff nurses were educated and made aware 
about the use of ventilator bundle in helping to prevent this infection. One hundred sixty 
four patients with age ranged between 33-60 years old were intubated and ventilated for 
more than two days were suspected to have VAP. Cases were divided into two groups; the 
first group (84 patients) included all patients admitted to ICU, intubated and ventilated for 
more than two days with incomplete compliance with VAP bundle (missed one or more 
components of VAP bundle), the second group included 80 patients with strict compliance 
of VAP prevention bundle. Patient (s) who are expired within 48 hrs of admission, 
transferred to tertiary care unit within 48hrs, diagnosed with pulmonary embolism or had 
gastrointestinal bleeding prior to admission were excluded from this study. Results: There 
was no significant difference between cases with incomplete application or strict 
application of VAP bundle as regard age, sex distribution or cause (s) of ICU. On the other 
hand, there was a significant decreased VAP% in cases with strict application of VAP 
bundle (1.3%) when compared to patients with incomplete VAP bundle application (9.5%). 
In addition, the rate of VAP cases /1000 ventilator days significantly decreased from 
13.6/1000 (in cases with incomplete VAP bundle application) to 3.1/1000 (in cases with 
strict application of VAP bundle). Also, there was significant decrease as regard the mean 
duration of ventilation; from 7±091dayes in cases with incomplete VAP bundle application 
to 4±0.75 days in cases with strict application of VAP bundle. In addition, the mean length 
of ICU stay was significantly shortened from 10.42±1.71 days in cases with incomplete 
application of VAP bundle to 7.25±1.08 days in cases with strict application of VAP 
bundle. Finally ICU mortality was significantly reduced from 23.8% in cases with 
incomplete VAP bundle application to 7.5% in cases with strict application of VAP 
bundle. 
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Conclusion: The results of the study revealed efficacy of strict implementation of VAP 
prevention bundle in reducing incidence of VAP/1000 ventilator days, decreasing duration 
of ventilation, shortening length of stay and decreasing ICU mortality rate related to VAP. 
Thus, it is advocated to continue strict adherence to these bundle. 

Keywords: Ventilator associated pneumonia, bundle, prevention.  
 

INTRODUCTION 
     VAP is nosocomial lung infections that 
occur in patients receiving mechanical 
ventilation. VAP is defined as pneumonia 
in a patient intubated and ventilated at the 
time of or within 48 hours before the onset 
of the event. There is no minimum period 
of time that the ventilator must be in place 
in order for the pneumonia to be 
considered ventilator-associated (Kollef et 
al., 2012). The incidence of VAP ranges 
from 10% to 25%. VAP is associated with 
increased mortality (ranging between 20 
and 55%), morbidity, and economical 
burden (Agrafiotis et al., 2011). 

    VAP is a major contributor to morbidity 
and mortality in the intensive care unit 
(ICU). Many guidelines have been 
developed to try to deal with this serious 
condition.  There are many centers offers 
an extensive list of resources for VAP 
prevention implementation (Nancy and 
Margaret, 2014).VAP prevention 
intervention bundles vary widely on the 
interventions included and in the 
approaches used to develop these bundles 
(Kathleen Speck et al., 2016). Prevention 
of VAP is considered a priority, and 
clinical practice guidelines aimed at 
reducing VAP have been developed 
(Muscedere et al., 2008). VAP rate is 
defined as the number of ventilator-
associated pneumonias per 1,000 
ventilator days. The Institute for 
Healthcare Improvement (IHI) developed 
a bundle for VAP prevention bundle, 
consisted of four components are head of 
bed elevation, peptic ulcer disease 

prophylaxis, deep venous thrombosis 
prophylaxis, and daily sedation-vacation. 
This bundle had been showed to be 
effective (Marra et al., 2009). An 
additional interventions likely comple-
mentary to the ventilator bundle were a 
hand hygiene campaign and an oral care 
protocol, VAP rate decreased from 2.66 to 
0 per 1000 ventilator days (Hawe et al., 
2009). The concept of the care ‘‘bundle’’ 
works to facilitate the application of best 
practices and evidence-based care. A 
bundle is ‘‘a structured way of improving 
the processes of care and patient outcomes 
that, when performed collectively and 
reliably, are proven to improve patient 
outcomes’ (Al –Tawfiq and Abed, 2010). 
Therefore, we designed this study to 
decrease the rate of VAP per 1,000 
ventilator days, aiming to eliminate that 
problem by strict application of VAP 
bundle. Because VAP is usually 
associated with increased duration of 
ventilation and length of ICU staying. 
These are responsible for increased 
economic burden (Chawla, 2008 and 
Rello et al., 2011).  

    The aim of the present study was to 
estimate the effect of strict compliance of 
VAP bundle on decreasing the VAP rate 
per 1,000 ventilator days. 

PATIENTS AND METHODS 

    A prospective study was done in adult 
ICU at Al–Hayat Hospital, Jeddah, 
KSA; between January 2013 and April 
2015. During the period of January to 
March 2013 ICU nurses and staff were 
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educated and made aware about the 
problem of VAP and the use of ventilator 
bundle in helping to prevent this 
nosocomial infection. One hundred sixty 
four patients with age ranged between 33-
60 years old, and were intubated and 
ventilated for more than two days were 
suspected to have VAP and singed 
informed consents by agreement for this 
study were obtained from all guardians. 
All cases were defined as two groups; the 
first group included 84 patients with 
incomplete compliance VAP bundle 
(missed one or two components of VAP 
bundle). The second group included 80 
patients with strict compliance of bundle 
of VAP prevention. Patient (s) who 
expired within 24 hrs of admission, who 
were transferred to tertiary care unit 
within 48hrs, and those who were 
diagnosed with pulmonary embolism or 
had gastrointestinal bleeding prior to 
admission were excluded from this study. 

Strict Implementation of the VAP 
Bundle Components: The bundle 
includes the following components: 1) 
Elevation of the head of the bed (HOB), 
2) Daily sedation vacations and 
assessment of readiness to extubate, 3) 
Peptic ulcer disease prophylaxis, 4) Deep 
vein thrombosis (DVT) prophylaxis, and 
5) Daily oral care with chlorhexidine. 

● HOB Elevation: Elevation of the HOB 
to prevent aspiration has been a nursing 
standard for many years. Although 
intuitively of this intervention seems 
logical, the evidence to support its 
efficacy in patients being treated with 
mechanical ventilation is not clear. In 
the original IHI proposal, the suggested 
elevation for HOB was a range of 30 ° 
to 45 °. 

● Daily sedation vacations and assess-
ment of readiness to extubate: All 
patients received daily interruption of 
sedative drug infusions for early 
extubation and fewer ventilator days as 
well as decreased ICU and hospital 
days. Appropriate timing of sedation 
interruptions depended on a patient’s 
stability including evaluation of 
hemodynamic and the ability of the 
patient to protect the airway.  

● Peptic ulcer disease prophylaxis 
occurred by proton pump inhibitor 
(omeprazole 40 mg loading dose then 
20-40 mg daily po, NG or IV). 

● Deep vein thrombosis (DVT) prophy-
laxis was by subcutaneous clexane (0.5- 
1 unit / kg/day in two divided doses). 

● Daily oral care with chlorhexidine 
was done every 8 h by swabbing the 
oral cavity and the teeth by 
chlorhexidine2%, and applying mouth 
moisturizer to the lips and mucous 
membranes. (El Azab et al., 2013).  

VAP was diagnosed when it met the 
clinical non invasive diagnostic criteria:  

     Presence of any two of the following 
was considered as diagnostic of VAP:  

1) Significant heavy growth reported in 
the culture from tracheal aspirates.  

2) Temp->38°C or <35°C. 3) Develop-
ment of progressive new infiltrate on 
X-ray. 4) Leucopenia or leukocytosis, 
and 5) Ten leucocytes per HPF in 
gram stain of tracheal aspirates. 

     All VAP suspected patient admitted to 
were assessed twice daily by the infection 
control practitioner and by ICU physician 
who entered data into an electronic 
database. Marking on VAP bundle chart 
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was recorded as yes or no for each item. 
VAP bundle was considered complete 
only if all 5 items were done strictly (all 5 
items marked by yes). Also, VAP bundle 
was considered incomplete if any item 
was not performed (any of 5 items marked 
by no), even if that item was contra-
indicated. Also, demographic and other 
data (age, sex, cause of admission, 
number of ventilator days, and LOS and 
rate of mortality) were collected and 
analyzed.  

    When VAP was suspected, 
endotracheal aspirate secretions were 
collected in sterile containers and 
immediately sent to the microbiology 
laboratory for culture and sensitivity tests 
to confirm the diagnosis of VAP. 

VAP rate was calculated (for each 
group) by the following equation:  

(Total number of VAPs in ICU)               
(Total number of ventilator days in 
ICU) x 1,000 

Statistical analysis of data: All data of 
all suspected patients were collected and 
analyzed by statistical package for social 
science (SPSS) Version 16.0 (SPSS Inc, 
Chicago, USA) The Paired-Samples t test 
was used for numerical and Pearson Chi-
Square test for categorical data. In all 
cases, statistical significant was adopted if 
p value was less than 0.05. 

RESULTS 

    Characteristics of cases with VAP in 
both groups were presented in table (1). 
There was no significant difference 
between cases with incomplete or 
complete VAP bundle application as 
regard to age (49.57±6.39 years vs. 
49.42±5.35 years respectively); sex 

distribution (male represented 71.4% in 
cases with incomplete VAP bundle 
application and 65.0%  in cases with strict 
application of VAP bundle). Causes of 
ICU admission (medical, postoperative, 
and traumatic) represented respectively; 
42.9%, 14.3% and 42.9% in cases with 
incomplete VAP bundle application; 
compared to 50.0%, 15.0% and 35.0% in 
cases with strict application of VAP 
bundle). 

     On the other hand, there was a 
significant decrease VAP% in cases with 
complete VAP bundle application (1.3%) 
when compared to patients developed 
VAP% in cases with incomplete VAP 
bundle application (9.5%). In addition, the 
rate of VAP/1000 ventilation days was 
significantly decreased from 13.6/1000 
ventilation days (in cases with incomplete 
VAP bundle application) to 3.1/1000 
ventilation days (in cases with strict 
application of VAP bundle). also, there 
was significant decrease as regard to the 
mean duration of ventilation; from 7±0.91 
dayes (in cases with incomplete VAP 
bundle application) to 4±0.75 days (in 
cases with strict application of VAP 
bundle), and also the mean length of ICU 
stay was significantly shortened from 
10.42±1.71 days (in cases with incomplete 
application of VAP bundle) to 7.25±1.08 
days (in cases with incomplete VAP 
bundle application). Finally ICU mortality 
was significantly reduced from 23.8% (in 
cases with incomplete VAP bundle 
application) to 7.5% (in cases with strict 
application of VAP bundle - Table 2).  
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Table (1): Comparison of demographic data and causes of ICU admissions between the 
two groups. 

Compliance 
 
Data 

Incomplete compliance 
of VAP bundle 

strict compliance of 
VAP bundle P value 

Age (years) 
Mean±SD; range 

49.57±6.39; 33-70 49.42±5.35; 41-58 > 0.05 

Gender (no., %) 

Male 60(71.4%) 52(65.0%) > 0.05 
 Female 24(28.6%) 28(35.0%) 

Cause of ICU admission (no., %) 

Medical 36(42.9%) 40(50.0%)  
> 0.05 Postoperative 12(14.3%) 12(15.0%) 

Traumatic 36(42.9%) 28(35.0%) 
 
Table (2): Comparison of VAP/non VAP, duration of ventilation (days) Mean LOS & 

mortality between the two groups. 

Compliance  
 
Parameters 

Incomplete 
compliance 

of VAP bundle 

Strict compliance 
of VAP bundle 

P value 

VAP/non VAP 8/76 1/79 
< 0.020 

VAP (%) 9.5% 1.3% 

VAP patient /1000 
ventilation day 

8/588 (13.6) 1/320 (3.1) < 0.001 

Mean duration of 
ventilation (day) 

7.0±0.91 4.0 ±0.75 < 0.001 

Mean and range of LOS 
in ICU (day) 

10.42±1.71; (7-14) 7.25±1.08;( 5-9) < 0.001 

ICU mortality 10/74 (23.8%) 3/77 (7.5%) < 0.041 
 

DISCUSSION 
     As VAP is a serious finding in ICU, 
evidence-based guidelines for preventing 
VAP have been available for many years. 
All these different bundles aimed at 
facilitating guideline implementation have 

been proposed to reduce VAP incidence in 
ICUs (Muscedere et al., 2008 and Rello 
et al.,  2010). 

    The fundamental results of this two-
year study were decrease of VAP 
incidence from 13.6 to 3.1 cases /1000 
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ventilator days, decrease duration of 
ventilation, decrease LOS and decreased 
mortality rate with strict application VAP 
prevention bundle when compared to their 
corresponding values with incomplete 
application of VAP prevention bundle. 
These results indicated a positive impact 
on patient outcome with strict application 
of VAP bundle.  

     In the present study, we added oral 
hygiene to standard VAP prevention 
bundle. This attitude was supported by 
Tantipong et al., (2008) and Michael et 
al. (2014) who reported that oral hygiene 
with adequate strength antiseptics has 
been found to reduce the risk of VAP, as 
poor oral hygiene is associated with 
colonization by potential pathogens and 
lead to secondary pulmonary infection. 

     The results of the present study were 
comparable to those reported by El Azab 
et al. (2013) who conducted a project of 
VAP prevention bundle application and 
reported significant reduction in mortality 
from 23.4% to 19.1%, and the length of 
stay in ICU from 9.7 to 6.5 days. Also, 
Righi et al. (2014) designed a 7-year 
study, and found a significant reduction in 
VAP risk associated with the introduction 
and implementation of different key VAP 
prevention items, which were clustered in 
bundles. VAP incidence decreased from 
15.9% to 6.7%, and a significant decrease 
was observed over time early onset VAP 
was decreased from 6.6% to 1.9%, and 
late onset VAP was decreased from 9.3% 
to 4.7%. In addition, our results were in 
agreement with previous studies 
suggesting that, using a bundle approach 
is highly effective in reducing VAP 
(Hawe et al., 2009 and Marra et al., 
2009). 

   Furthermore, Eom et al. (2014) reported 
that their study demonstrated a reduction 
in VAP incidence after implementation of 
a VAP bundle. Also, Chen et al. (2015) 
reported that the incidence of VAP was 
1.5% before bundle care intervention. 
After initiating bundle care, the incidence 
of VAP was 0 %. In addition, they also 
showed that multidisciplinary bundle care 
decreased the cases of ventilator days and 
the incidence of VAP, and improved the 
quality of care. 

    On the other hand, in a population-
based cohort study, VAP incidence was 
not affected by the implementation of a 
bundle (Ding et al., 2013). Moreover, the 
real efficacy of bundles in preventing 
VAP has been criticized by other authors 
because of many methodological 
inconsistencies, including differences in 
application and staff compliance to bundle 
elements and in VAP diagnostic strategies 
(Zilberberg et al., 2009 and Halpern et 
al., 2012). However, these methodological 
inconsistencies make it difficult to 
compare studies, but it do not affect the 
fact that bundles are clinically and cost-
effective from our point of view.  

CONCLUSION 

     Efficacy of strict implementation of 
VAP prevention bundle in reducing 
incidence of VAP, decreasing of duration 
of ventilation, decreasing LOS in ICU and 
decreasing mortality rate related to VAP 
in ICU. Thus, it is advocated to continue 
with strict adherence to this bundle. In 
addition, it is recommended to extend 
bundle implementation in other ICUs in 
other parts of the world where there is no 
such bundle adherence. 



 
 

 DECREASING THE INCIDENCE OF VENTILATOR ASSOCIATED... 

 

431 

REFERENCES 
1. Agrafiotis M, Siempos II, Ntaidou TK and 

Falagas ME (2011): Attributable mortality of 
ventilator-associated pneumonia: a meta-
analysis. Int J Tuberc Lung Dis., 15(9): 1154-
1163. 

2. Al-Tawfiq JA and Abed MS (2010): 
Decreasing ventilator-associated pneumonia in 
adult intensive care units using the Institute for 
Healthcare Improvement bundle. Am J Infect 
Control, 38:552-6. 

3. Chawla R (2008): Epidemiology, etiology, and 
diagnosis of hospital-acquired pneumonia and 
ventilator-associated pneumonia in Asian 
countries. Am J Infection Control, 36(4 suppl): 
S93-S100.  

4. Chen YR, Chang MP and Chen JJ (2015): 
The effect of central line insertion bundle on the 
rate of central line-associated bloodstream 
infection. Abstracts of the 7th International 
Congress of the Asia Pacific Society of 
Infection Control, Taipei, Taiwan, 26-29; S91 

5. Ding S, Kilickaya O, Senkal S, Gajic O, 
Hubmayr RD and Li G (2013): Temporal 
trends of ventilator-associated pneumonia 
incidence and the effect of implementing 
health-care bundles in a suburban community. 
Chest, 144:1461-8. 

6. El Azab SR, El Sayed AE and Abdelkarim M 
(2013): Combination of ventilator care bundle 
and regular oral care with chlorhexidine was 
associated with reduction in ventilator 
associated pneumonia. Egyptian Journal of 
Anesthesia, 29: 273–277 

7. Eom JS, Lee MS, Chun HK, Choi HJ and 
Jung SU (2014): The impact of a ventilator 
bundle on preventing ventilator-associated 
pneumonia: A multicenter study. American 
Journal of Infection Control, 42: 34-7. 

8. Halpern NA, Hale KE, Sepkowitz KA and 
Pastores SM (2012): A world without 
ventilator associated pneumonia: time to 
abandon surveillance and deconstruct the 
bundle. Crit Care Med., 40:267-70. 

9. Hawe CS, Ellis KS, Cairns CJ and Longmate 
A (2009): Reduction of ventilator-associated 
pneumonia: active versus passive guideline 
implementation. Intensive Care Med., 
35(7):1180-6.  

10. Kathleen S , Nishi R, Noah C W, Haddis G 
T,  Donna F. and Sean B (2016): A systematic 
approach for developing a ventilator-associated 

pneumonia prevention bundle - American 
Journal of Infection Control,44(6): 652-656. 

11. Kollef MH, Hamilton CW and Ernst FR 
(2012): Economic impact of ventilator-
associated pneumonia in alarge matched cohort. 
Infect Control  Hosp Epidemiol., 33(3):250-
256. 

12. Marra AR, Cal RG, Silva CV, Caserta RA, 
Paes AT and Moura DF Jr (2009): Successful 
prevention of ventilator-associated pneumonia 
in an intensive care setting. AmJ Infect Control, 
37:619-25. 

13. Michael K, Richard B, Eric C E,Linda R G, 
Michael D H, Grace L, Shelley S, Lisa L M, 
Gregory P and Sean M B (2014): Strategies to 
Prevent Ventilator-Associated Pneumonia in 
Acute Care Hospitals Update - Infection 
Control and Hospital Epidemiology, 35 ( 8): 
915-936. 

14. Muscedere J, Dodek P, Keenan S, Fowler R, 
Cook D and Heyland D (2008): 
Comprehensive evidence-based clinical practice 
guidelines for ventilator-associated pneumonia: 
prevention. J Crit Care, 23:126-37. 

15. Nancy M and Margaret R (2014): Ventilator-
Associated Pneumonia Bundle AACN 
Advanced Critical Care, 25 (2):163 – 175. 

16. Rello J, Lode H, Cornaglia G and Masterton 
R (2010): European care bundle for prevention 
of ventilator-associated pneumonia. Intensive 
Care Med., 36:773-80. 

17. Rello J, Ulldemolins M and Lisboa T (2011): 
Determinants of prescription and choice of 
empirical therapy for hospital-acquired and 
ventilator-associated pneumonia. Eur Respir J., 
37(6):1332-1339. 

18. Righi E, Aggazzotti G, Ferrari E, 
Giovanardi C and Busani S (2014):Trends in 
ventilator-associated pneumonia: Impact of a 
ventilator care bundle in an Italian tertiary care 
hospital intensive care unit. American Journal 
of Infection Control, 42: 1312-6. 

19. Tantipong H, Morkchareonpong C, 
Jaiyindee S and Thamlikitkul V (2008): 
Randomized controlled trial and meta-analysis 
of oral decontamination with 2% chlorhexidine 
solution for the prevention of ventilator-
associated pneumonia. Infect Control Hospital 
Epidemiol., 29:131-6. 

20. Zilberberg MD, Shorr AF and Kollef MH 
(2009): Implementing quality improvements in 
the intensive care unit: ventilator bundle as an 
example. Crit Care Med., 37:305-9. 



 
 

MAHMOUD G MONTASSER 

 

432 

 لإستعمال المصاحب الرئوى الإلتھاب حدوث نسبة تقلیل 
 لحزمة الصارم التطبیق مع الصناعى التنفس  أجھزة

  منعھ
  منتصر الله جاب محمود

   الأزھر جامعة -  الطب كلیة - المركزة والعنایة التخدیر قسم

عѧدوى  بمѧن أغلѧ أجھѧزة التѧنفس الصѧناعى لإسѧتعمال ةالرئوى المصѧاحب الإلتھاب عدوى تعتبر :البحث ةخلفی
  .. ةالمركز ةالمستشفیات فى قسم العنای

أجھѧزة التѧنفس الصѧناعى  لإسѧتعمال ةالرئѧوى المصѧاحب بالإلتھابتقلیل معدل العدوى  تقدیر: البحث من الھدف
  .التطبیق الصارم لحزمة المنع. عند  ةالمركز ةفى وحده العنای

 ٢٠١٣ ینѧایر مѧن الفتѧرة أثنѧاء وذلѧك للكبار المركزة العنایة قسم فى مقارنة دراسة تمت :البحث وطرق المرضى
 الرئѧوى الإلتھѧاب منѧع لحزمѧة الصѧحیح التطبیق على التمریض وھیئة الأطباء تدریب تم وقد. ٢٠١٥ إبریل الى

ع فى للمساعدة وذلك  الصناعى التنفس أجھزة لإستعمال المصاحب ْѧذه مَنѧدوى ھѧم.  العѧراء وتѧة إجѧى الدراسѧعل  
 إدخѧال وتѧم ، المركѧزة العنایѧة بقسم حجزھم تم سنھ ٦٠-٣٣ بین أعمارھم وتتراوح مریضا تیّنوس أربعة و مائة

 یصѧѧابوا أن المتوقѧѧع ومѧѧن  یѧѧومین لمѧѧدة الصѧѧناعى التѧѧنفس جھѧѧاز علѧѧى ووضѧѧعھم لھѧѧم مناسѧѧبة حنجریѧѧة أنبوبѧѧة
  .الصناعى التنفس  أجھزة لإستعمال المصاحب الرئوى بالإلتھاب

 لѧم الѧذین المرضѧى وھѧم(  مریضѧا ٨٤  علѧى وتحتѧوى الأولى المجموعة:   تینمجموع إلى المرضى تقسیم وتم
 التѧѧنفس أجھѧѧزة لإسѧѧتعمال المصѧѧاحب الرئѧѧوى الإلتھѧѧاب منѧѧع حزمѧѧة عناصѧѧر مѧѧن أكثѧѧر أو عنصѧѧر  علѧѧیھم یطبѧѧق

 الثانیѧة والمجموعѧة،  الصѧناعى التѧنفس جھѧاز طریѧق عѧن للتنفس المریض خضوع أثناء وقت أى فى الصناعى
 لإسѧتعمال المصѧاحب الرئѧوى الإلتھѧاب منѧع حزمѧة  علѧیھم طبѧق الѧذین المرضѧى وھم مریضا ٨٠ على تحتوى
  .الصناعى التنفس جھاز طریق عن للتنفس خضوعھم أوقات جمیع فى  بصرامة الصناعى التنفس أجھزة

 مѧن سѧاعة ٤٨ مѧرور قبѧل المركزة العنایة وحدة من نقلھم تم الذین المرضى جمیع  الدراسةِ  ھذه مِنْ  إستثنى وقد
انَ  أوَ الرئویѧةِ  بالجلطѧةِ  بالإصѧابة تشخیصѧھم تم قد الذین أو  بھا حجزھم َѧدَھمُْ  ك ْѧزف عِنѧويُ  نѧل معѧول قبѧم دخѧقس 
  . المركزة العنایة

 المجموعѧѧة( كامѧѧل الغیѧѧر  للتطبیѧѧقِ   خضѧѧعوا الѧѧذین سѧѧواء المرضѧѧى جمیѧѧع بѧѧین ھѧѧامَّ  إخѧѧتلافَ  یوجѧѧد لا :النتѧѧائج
 أجھѧѧزة لإسѧѧتعمال المصѧѧاحب الرئѧѧوى الإلتھѧѧاب منѧѧع لحزمѧѧة) الثانیѧѧة المجموعѧѧة( الصѧѧارمِ  التطبیѧѧق أوَ) الأولѧѧى
  . المركزة العنایھ بقسم الحجز أسباب أو الأعمار بمتوسط یتعلق  فیما الصناعى التنفس
 أجھѧѧزة لإسѧѧتعمال المصѧѧاحب الرئѧѧوى بالإلتھѧѧاب الإصѧѧابة نسѧѧبة فѧѧى تناقصѧѧا ھنѧѧاك كѧѧان الأخѧѧرى، الناحیѧѧة ومѧѧن

 فѧى المرضѧى بѧین حدوثѧھ بنسѧبة ذلѧك قѧورن عنѧدما%)   ١٫٣( الثانیة المجموعة فى للمرضى الصناعى التنفس
 التѧنفس  أجھѧزة لإستعمال المصاحب الرئوى الإلتھاب حالاتِ  معدل أیضا وتناقص%).  ٩٫٥( الثانیة المجموعة
 التѧѧنفس أجھѧѧزة علѧѧى المرضѧѧى إعتمѧѧاد مѧѧدة متوسѧѧط  وتنѧѧاقص.  الثانیѧѧة المجموعѧѧة فѧѧي ملحѧѧوظ بشѧѧكل الصѧѧناعى
 ملحѧوظ بشѧكل  َبالمستشѧفى المرضѧى  إقامѧةِ  أیѧام  متوسѧط قل  وأیضاً  .الثانیة المجموعة فى للمرضى الصناعى

 المصѧѧاحب الرئѧѧوى الإلتھѧѧاب بسѧѧبب المركѧѧزة العنایѧѧة بقسѧѧم ةالوفѧѧا نسѧѧبة تناقصѧѧت وأخیراً .الثانیѧѧة المجموعѧѧة فѧѧى
 المجموعѧة فѧى الوفѧاة بنسѧبة بالمقارنѧة الثانیѧة المجموعѧة فѧي ملحѧوظ بشѧكل الصѧناعى التѧنفس  أجھزة لإستعمال

  .الأولى
 یقلѧل الصѧناعى التѧنفس  أجھѧزة لإسѧتعمال المصѧاحب الرئѧوى الإلتھѧاب منع لحزمة الصارم التطبیق :الإستنتاج

 الصѧناعى، التѧنفس بجھاز  مساعدتھم وتتم المركزة العنایة بقسم علاجھم یتم الذین المرضى بین حدوثھ ةبنس من
 العنایѧة بقسѧم مكѧوثھم أیѧام عدد من ویقلل الصناعى، التنفس جھاز على المریض عتمادإ أیام عدد من لیقل وكذلك

 الصѧناعى التѧنفس  أجھزة لإستعمال المصاحب الرئوى الإلتھاب منع بسبب الوفیات نسبة من یقلل كما المركزة،
      .بالمستشفى


