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Rationale: In a clinical trial by the Acute Respiratory Distress Syn-
drome Network (ARDSNet), mechanical ventilation with tidal
volumes of 6 ml/kg decreased mortality from acute lung injury.
However, interpretationsof these resultsgenerated controversyand
it was unclear if this trial would change usual-care practices.
Objectives: First, to determine if clinical practices at ARDSNet hospi-
tals changed after the tidal volume trial. Second, to determine if tidal
volume and plateau pressure (Pplat) within 48 hours before ran-
domization affected hospital mortality in patients subsequently
managed with 6 ml/kg predicted body weight (PBW).
Methods: We used preenrollment data from 2,451 patients enrolled
in six trials (1996–2005) to describe changes in tidal volume over
time. We used logistic regression to determine if preenrollment tidal
volume or Pplat affected mortality.
Measurements and Main Results: Median preenrollment tidal volume
decreased from 10.3 ml/kg PBW (range, 4.3–17.1) during the tidal
volume trial (1996–1999) to 7.3 ml/kg PBW (range, 3.9–16.2) after
its completion (P , 0.001). Preenrollment tidal volume was not
associated with mortality (P 5 0.566). The odds of death increased
multiplicatively witheach cm H2O of preenrollment Pplat (P , 0.001)
(e.g., the odds of death was 1.37 times greater when preenrollment
Pplat increased by 10 cm H2O).
Conclusions: Physicians used lower tidal volumes after publication of
the tidal volume trial. Preenrollment Pplat was strongly associated
with mortality, and may reflect disease severity independent of tidal
volume. Pplat measured early in the course of acute lung injury, after
accounting for tidal volume, is a respiratory system–specific value
with strong prognostic significance.
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In the United States, acute lung injury (ALI) and the acute res-
piratory distress syndrome (ARDS) affect approximately 190,000
patients each year and are associated with 75,000 deaths (1). In
May 2000, the National Institutes of Health Acute Respiratory
Distress Syndrome Network (ARDSNet) published results of
a randomized clinical trial that compared clinical outcomes of
patients who received mechanical ventilation with a traditional
or a lower tidal volume strategy. Hospital mortality was de-
creased and ventilator-free days were greater in patients who
received the lower tidal volume strategy (2). Interpretations of

these results, however, generated controversy regarding the
relationship between the tidal volumes used in the trial and
those used in usual-care practices (3). Moreover, early reports
documented either no change or a modest change in tidal vol-
ume shortly after publication of the tidal volume trial (4–7).
Therefore, it was unclear if the results of the tidal volume trial
would change usual-care clinical practice at ARDSNet hospi-
tals. To address this question, we used data from the preen-
rollment period in patients who were enrolled in ARDSNet
clinical trials. We assume that preenrollment tidal volume reflects
usual-care clinical practices at ARDSNet hospitals. Although
clinical practices at ARDSNet hospitals may not represent those
at other hospitals in the United States, we reasoned that changes
in clinical practices were unlikely to occur at other hospitals if
they did not change at ARDSNet hospitals.

In a previous analysis of ARDSNet data between March
1996 and March 1999, preenrollment tidal volumes were highly
variable (8). Therefore, our secondary objective was to deter-
mine if exposure of less than 48 hours to higher tidal volume
affected hospital mortality in patients who were subsequently
managed with lower tidal volume after enrollment in ARDSNet
clinical trials. Data were available in patients who were enrolled
within 36 (2, 9–11) to 48 hours (12, 13) after the onset of ALI/
ARDS, but not in patients who died in that time period or in
patients who were mechanically ventilated for longer than 36 to
48 hours after onset of ALI/ARDS. We reported preliminary
results in an abstract (14).

METHODS

Description of Studies

Since 1996, the ARDSNet has conducted seven multicenter clinical
trials (2, 9–13, 15). Patients were eligible for enrollment if they were in-
tubated, received mechanical ventilation, and met American–European
Consensus Conference criteria for ALI/ARDS (16). ARDSNet trials
required enrollment within 36 (2, 9–11) to 48 hours (12, 13) when

AT A GLANCE COMMENTARY

Scientific Knowledge on the Subject

In an ARDS Network clinical trial, mechanical ventilation
with low tidal volumes decreased mortality from acute lung
injury. Interpretations of these results generated controversy,
and it was unclear if this trial would change clinical practice.

What This Study Adds to the Field

Substantial reduction in usual-care tidal volumes occurred
at ARDS Network hospitals after the trial. Plateau pres-
sure early in the course of acute lung injury, accounting for
tidal volume, is a respiratory system–specific value that
predicts mortality.
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ALI/ARDS criteria were first met. Patients who were mechanically
ventilated for longer than 36 to 48 hours after the onset of ALI/ARDS
were excluded. The ARDSNet recorded physician-prescribed ventila-
tor settings before randomization in six trials. After enrollment, tidal
volume was controlled according to protocol rules; therefore, pre-
enrollment tidal volumes were in use for less than 36 (2, 9–11) to 48
hours (12, 13) according to the eligibility criteria of each clinical trial.

Definitions

We defined volume-targeted ventilation when assist-control, synchro-
nized-intermittent mechanical ventilation, with or without pressure
support, or pressure-regulated volume control was used. We defined
pressure-targeted ventilation when pressure control, pressure assist-
control, inverse ratio ventilation, or pressure support was used.

Between March 1996 and March 1999, patients received either a
traditional tidal volume strategy (goal VT of 12 ml/kg predicted body
weight [PBW], with plateau pressure [Pplat] limited to 50 cm H2O) or
a lower tidal volume strategy (goal VT of 6 ml/kg PBW with Pplat
limited to 30 cm H2O) (2). After the results of the tidal volume trial
were publicly announced in March 1999, all patients were subsequently
managed with the 6-ml/kg PBW tidal volume protocol. We defined the
period during the tidal volume trial as March 1996 to March 1999. We
defined the period after completion of the tidal volume trial as April
1999 to October 2005. We stratified preenrollment tidal volumes into
6.5 ml/kg PBW or less, 6.51–12 ml/kg PBW, and greater than 12 ml/kg
PBW. We used 6.5 ml/kg PBW as the lower cutoff because this cutoff
was chosen by the ARDSNet when evaluating compliance with the
6-ml/kg PBW tidal volume protocol.

We calculated static respiratory system compliance as VT/(Pplat 2

positive end-expiratory pressure).

Biostatistical Methods

Our first objective was to determine if mechanical ventilation practices
at ARDSNet hospitals changed after the tidal volume trial. Our second
objective was to determine if a higher tidal volume and Pplat during
the 48 hours preceding randomization (i.e., preenrollment) affected hos-
pital mortality in patients subsequently managed with 6 ml/kg PBW.

The primary outcome for our first objective was preenrollment tidal
volume. Secondary outcomes at preenrollment included modes of
ventilation, Pplat, and positive end-expiratory pressure (PEEP). We
used the Cochran-Armitage statistic (17) to assess for trends in pro-
portions over time. We used a x2 test to compare medians (18). We
used a x2 test to compare multiple correlation coefficients (18). We
used a t test to compare means and linear regression to compare slopes.

The outcome of our second objective was hospital mortality. We
used a subset of patients managed with the 6-ml/kg PBW tidal volume
protocol after enrollment. We excluded patients managed with the 12-
ml/kg PBW tidal volume protocol after enrollment because these
patients had greater hospital mortality than those managed with the
6-ml/kg PBW tidal volume protocol (2).

We approached our analysis in steps. First, we conducted an explor-
atory analysis to investigate the shape of the relationship between each
predictor and the log odds of death. Second, we used logistic regression
to model the effects of preenrollment tidal volume and Pplat on
hospital mortality after controlling for age, APACHE (Acute Physiol-
ogy and Chronic Health Evaluation) III score, partial pressure of
carbon dioxide (PaCO2

), length of hospital stay before onset of ALI/
ARDS, calendar year, sex (males were the reference category), eth-
nicity (whites were the reference category), PaO2

/FIO2
, and PEEP. With

the exception of preenrollment tidal volume, the relationship between
continuous predictors and the log odds of death was closely linear. We
used a natural cubic regression spline (19) to model the nonlinear
shape of the relationship between preenrollment tidal volume and the
log odds of death. Third, we used the Hosmer-Lemeshow test to deter-
mine goodness-of-fit (20), and evaluated residuals to identify outliers (20).

RESULTS

Study Sample

The ARDSNet recorded preenrollment ventilator management
data on 2,451 subjects with ALI/ARDS in six clinical trials

between 1996 and 2005. In the 48-hour period before enroll-
ment, 2,112 subjects (86%) were managed with volume-targeted
ventilation, 315 (13%) with pressure-targeted ventilation, and
10 (,1%) with other modes of ventilation. We could not ade-
quately determine the preenrollment mode of ventilation in 14
subjects (,1%). Of the 2,112 subjects who received volume-
targeted ventilation before enrollment, 353 (17%) received the
12-ml/kg PBW tidal volume protocol after enrollment; 164 (8%)
did not have a recorded tidal volume or PBW; 364 (17%) did
not have a recorded Pplat; 146 (7%) did not have a recorded
FIO2

, PaO2
, PaCO2

, PEEP, or APACHE III score; 58 (3%) did
not meet the hypoxemic criterion for ALI/ARDS in the arterial
blood gas that immediately preceded enrollment; and one
subject did not have a hospital admission date. We excluded
data for one subject who had a preenrollment tidal volume of
1.5 ml/kg PBW. Fifty-nine percent (1,249/2,112) of patients with
ALI/ARDS who received volume-targeted ventilation before
enrollment were managed with the ARDS low–tidal volume
protocol after enrollment and had complete data for regression
analysis.

Modes of Ventilation

Of 2,437 subjects with a recorded mode of ventilation before
enrollment between 1996 and 2005, 1,720 (71%) were managed
with the assist-control mode (Figure 1A). The proportion of
subjects managed with assist-control increased from 61% in
1996 to 82% in 2005. During the tidal volume trial, there was no
change in the proportion of patients managed with assist-control
over time (Cochran-Armitage statistic 5 1.9; P 5 0.168). After
completion of the trial, assist-control was used with increasing
frequency over time (Cochran-Armitage statistic 5 16.7; P ,

0.001). The proportion of patients managed with the synchro-
nized-intermittent mandatory ventilation mode decreased over
time, from 22% in 1996 to 3% in 2005 (Figure 1A). The pro-
portion of patients managed with pressure control ventilation
also decreased, from 14% in 1996 to 6% in 2005. After com-
pletion of the tidal volume trial, both synchronized-intermittent
mandatory ventilation (Cochran-Armitage statistic 5 28.0; P ,

0.001) and pressure control ventilation (Cochran-Armitage
statistic 5 8.5; P 5 0.004) were used less frequently over time.

Trends in Volume-targeted Ventilation

Of the 2,112 patients who received volume-targeted ventilation
before enrollment, 1,948 had a recorded preenrollment tidal
volume in milliliters per kilogram of PBW. Of these, 578 had
a preenrollment tidal volume before completion of the trial
(March 1996 to March 1999) and 1,370 had a preenrollment tidal
volume after completion of the trial (April 1999 to October
2005). Patients with ALI/ARDS received lower preenrollment
tidal volumes over time at ARDSNet hospitals. When stratified
by categories of preenrollment tidal volume, 17% (100/578) of
patients received preenrollment tidal volume greater than 12 ml/
kg PBW and 2% (12/578) received preenrollment tidal volume of
6.5 ml/kg PBW or less during the tidal volume trial (Figure 1B).
In contrast, after completion of the trial, 3% (37/1,370) of
patients received a preenrollment tidal volume greater than
12 ml/kg PBW (x2 statistic 5 130.3; P , 0.001) and 32% (432/
1,370) received a preenrollment tidal volume of 6.5 ml/kg PBW
or less (x2 statistic 5 198.7; P , 0.001). In 2005, only two patients
(1%) received preenrollment tidal volumes greater than 12 ml/kg
PBW, whereas 40% (70/177) received tidal volumes of 6.5 ml/kg
PBW or less. The decrease in preenrollment tidal volume over
time was consistent across all participating hospitals (Figure 1C).

Median preenrollment tidal volume decreased from 10.3 ml/
kg PBW (interquartile range [IQR], 9.2–11.5) during the tidal
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volume trial to 7.3 ml/kg PBW (IQR, 6.3–8.6) after completion
of the trial (Figure 2A; median test; P , 0.001). By 2005,
median preenrollment tidal volume had decreased to 6.8 ml/kg
PBW (IQR, 6.1–7.7). The rate of decrease in preenrollment
tidal volume was also different over time. During the tidal
volume trial, mean preenrollment tidal volume did not change

significantly between March 1996 and March 1999 (t-statistic 5

0.45; P 5 0.627). After completion of the tidal volume trial,
however, patients were managed with a consistently lower mean
preenrollment tidal volume over time (t-statistic 5 29.7; P ,

0.001).
Of 2,112 patients who were managed with volume-targeted

ventilation before enrollment, 1,748 had a recorded preenroll-
ment Pplat. Of these, 624 had a recorded preenrollment Pplat
before completion of the tidal volume trial (March 1996 to
March 1999) and 1,124 had a recorded preenrollment Pplat
after completion of the trial (April 1999 to October 2005). Mean
preenrollment Pplat was 27.7 cm H2O (SD, 7.5), and decreased

Figure 2. Serial trends in preenrollment tidal volumes and plateau

pressure, and hospital mortality at ARDS Network hospitals, 1996–
2005. Multipanel graph shows the effects of the tidal volume trial on

preenrollment tidal volumes, preenrollment inspiratory plateau pres-

sures, and hospital mortality. (A) The time series of preenrollment tidal
volumes represented by box plots for each year. The notches represent

approximate 95% confidence intervals for the median tidal volume. (B)

The proportion of patients who had preenrollment plateau pressure

(Pplat) greater than 30 cm H2O. (C) The proportion of patients who
died in the hospital in the subset of patients who received the lower

tidal volume protocol (VT goal of 6 ml/kg of predicted weight with

Pplat limited to 30 cm H2O).

Figure 1. Serial trends in preenrollment modes of ventilation and in

preenrollment tidal volumes at ARDS (Acute Respiratory Distress

Syndrome) Network hospitals, 1996–2005. (A) Preenrollment ventila-
tor modes used over time. Each shade of gray represents a different

ventilator mode (A/C 5 assist-control, SIMV 5 synchronized-intermittent

mandatory ventilation, PCV 5 pressure support ventilation, and PSV 5

pressure support ventilation. Other modes of ventilation are not
included in this panel). The x axis represents calendar year from 1996

to 2005, and the y axis represents the proportion for each ventilator

mode. (B) Categories of preenrollment tidal volumes of greater than
12 ml/kg of predicted body weight (PBW) and 6.5 ml/kg PBW or less.

This panel shows the proportion of patients with preenrollment tidal

volumes of greater than 12 ml/kg of PBW and less than or equal to

6.5 ml/kg PBW. Data for patients with preenrollment tidal volumes of
6.51–12 ml/kg PBW are not shown, but the sum of proportions for

each year adds up to 100%. (C) Mean preenrollment tidal volume over

time by hospital where each line represents data from one hospital. The

circles represent tidal volume of hospitals that only contributed one
patient in a particular year.
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from 29.2 cm H2O in 1996 to 26.3 cm H2O in 2005. The
proportion of patients with preenrollment Pplat greater than
30 cm H2O decreased from 43% (267/624) before completion
of the tidal volume trial to 24% (271/1,124) after completion of
the trial (Figure 2B; x2 statistic 5 64.8; P , 0.001). Of note,
the average APACHE III score increased from 82.8 before
completion of the tidal volume trial (March 1996 to March
1999) to 94.1 after completion of the trial (April 1999 to
October 2005). There was low correlation between preenroll-
ment Pplat and APACHE III score (Pearson correlation
coefficient of 0.08).

Physicians used lower preenrollment tidal volumes after
completion of the tidal volume trial, but there was no relationship
between preenrollment Pplat and preenrollment tidal volume
(Figure 3). Furthermore, there was no difference in mean pre-
enrollment tidal volume between patients who did not have
a recorded preenrollment Pplat and those with a recorded Pplat
(t test; P 5 0.502). Correlations between preenrollment Pplat and
preenrollment tidal volume during and after the completion of
the tidal volume trial were 0.16 and 0.13, respectively. At Day 3
after enrollment, the correlation between Pplat and tidal volume
was 20.19, opposite in direction when compared with the pre-
enrollment correlations (x2 statistic with 2 degrees of freedom 5

66.2; P , 0.001).
There was a strong reciprocal relationship between pre-

enrollment Pplat and preenrollment respiratory system static
compliance (Figure 4A). On the other hand, there was a less
obvious relationship between preenrollment Pplat and preen-
rollment tidal volume (Figure 4B), and between preenrollment
static respiratory system compliance and preenrollment tidal
volume (Figure 4C).

PEEP

The use of PEEP changed only modestly during the 10-year
(1996–2005) period. Preenrollment PEEP was available in 2,422
subjects (99%) who were managed with either volume-targeted
ventilation or with pressure-targeted ventilation. Preenrollment
PEEP had a bimodal distribution (Figure 5): physicians pre-
scribed either 5 or 10 cm H2O in 56% (1,366/2,422) of patients.
Median preenrollment PEEP increased from 8 cm H2O (IQR,
5–10) during the tidal volume trial to 10 cm H2O (IQR, 5–12)
after completion of the trial (x2 statistic 5 62.5; P , 0.001).
The proportion of patients with zero PEEP decreased from 2%

(18/857) during the tidal volume trial to less than 1% (8/1,565)
after completion of the tidal volume trial (x2 statistic 5 11.7;
P , 0.001).

Hospital Mortality

Hospital mortality was 30% (729/2,427) in patients managed
with either volume-targeted ventilation or pressure-targeted ven-
tilation before enrollment. In the subset of patients who were
managed with either volume-targeted ventilation or pressure-
targeted ventilation before enrollment and who received the
lower tidal volume protocol after enrollment in ARDSNet trials,
hospital mortality was 28% (559/2,002) (Figure 2C). In this sub-
set of patients, hospital mortality did not vary over time (Cochran-
Armitage statistic 5 2.1; P 5 0.279).

In single variable analysis, the unadjusted log odds of death
was constant between preenrollment tidal volume of 3 and
10 ml/kg PBW and increased for preenrollment tidal volume
greater than 10 ml/kg PBW (Figure 6A). In multivariable anal-
ysis, however, preenrollment tidal volume was not significantly
associated with hospital mortality (Figure 6B; likelihood ratio
test P value 5 0.566). On the other hand, preenrollment Pplat
was linearly related with the log odds of death in single variable
(Figure 6C) and multivariable analysis (Figure 6D). The ad-
justed odds of death increased multiplicatively by a factor of
1.03 (odds ratio [OR], 1.03; 95% confidence interval [CI], 1.01–
1.06; P 5 0.011) for each cm H2O increase in preenrollment
Pplat. That is, the adjusted odds of death was 1.17 times greater
when preenrollment Pplat increased from 15 to 20 cm H2O, 1.37
times greater when preenrollment Pplat increased from 20 to
30 cm H2O and 1.87 times greater when preenrollment Pplat
increased from 30 to 50 cm H2O.

APACHE III score, age, and hospital stay before enrollment
were significantly associated with hospital mortality, whereas sex,
calendar year, PaCO2

, preenrollment PEEP, and PaO2
/FIO2

were
not. Hispanics had a significantly higher chance of death than did
whites, but other ethnic groups did not. Thus, we subsequently
categorized ethnicity into Hispanics versus non-Hispanics. The
Hosmer-Lemeshow goodness-of-fit test indicated that our re-
gression model fit the data well (x2 statistic with 8 degrees of
freedom 5 9.37; P 5 0.312). Regression diagnostics did not reveal
outliers. The most parsimonious regression model that explained
hospital mortality included only five predictors: preenrollment
Pplat (OR, 1.03 per each cm H2O increase; 95% CI, 1.01–1.05),
APACHE III score, age, hospital days before enrollment, and

Figure 3. Relationship between

plateau pressure and tidal vol-
ume, 1996–2005. Box plots of

tidal volume stratified by time

period (during and after pub-

lication of the tidal volume tri-
al, and Day 3 after enrollment)

and by a range of plateau

pressures. Baseline tidal vol-

umes decreased after comple-
tion of the tidal volume trial in

1999. However, there was no

relationship of preenrollment
tidal volumes to plateau pres-

sure either during or after

completion of the trial. On

Day 3 after enrollment in
ARDS Network trials, there

was an inverse relationship be-
tween plateau pressure and tidal volume. The reason for this inverse relationship on Day 3 is that tidal volumes were decreased to 4 to 6 ml/kg of

predicted body weight (PBW) according to the tidal volume protocol when plateau pressures exceeded 30 cm H2O.

1218 AMERICAN JOURNAL OF RESPIRATORY AND CRITICAL CARE MEDICINE VOL 177 2008



Hispanic ethnicity. These five predictors were statistically signif-
icant at the 0.05 level.

DISCUSSION

This study demonstrates that physicians at ARDSNet hospitals
changed how they managed patients with ALI after completion
of the tidal volume trial. These changes were most apparent in
preenrollment tidal volumes and modes of ventilation. Although
median preenrollment (usual care) tidal volumes decreased from

10.3 ml/kg PBW in 1996 to 6.8 ml/kg PBW in 2005, there was still
substantial variation in this aspect of clinical practice. Nonethe-
less, exposures of less than 48 hours to moderate or high tidal
volumes did not increase the chance of death in patients who
were subsequently managed with low tidal volumes. On the
other hand, plateau pressures in the first 48 hours of ALI were
strongly associated with hospital mortality.

Mechanical ventilation with lower tidal volumes has been
associated with decreased hospital mortality in the ARDSNet
clinical trial (2), in two smaller randomized trials (21, 22), and in

Figure 4. Scatterplots between preenrollment

static respiratory system compliance, preenroll-

ment plateau pressures, and preenrollment tidal
volume. (A) Scatterplot between preenrollment

plateau pressure (cm H2O) and static respiratory

system compliance (ml/cm H2O by kg predicted

body weight [PBW]) shows a reciprocal [compli-
ance f (1/plateau pressure)] relationship between

preenrollment static respiratory system compliance

and preenrollment plateau pressure. (B) Scatterplot

between preenrollment tidal volume (ml/ kg PBW)
and preenrollment plateau pressure. No obvious

relationship is apparent. (C) Scatterplot between

preenrollment tidal volume and static respiratory
system compliance. Again, no obvious relationship

is apparent.

Figure 5. Distribution of preen-

rollment positive end-expiratory
pressure (PEEP) during and after

completion of the ARDS Network

tidal volume trial, 1996–2005.

Numbers over bars indicate counts
of patients within each level of

PEEP.
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uncontrolled, observational studies (23–25). In experimental
models, ventilator-induced lung injury occurred within minutes
to hours of exposure to mechanical ventilation with high tidal
volumes and high airway pressures (26–29). Moreover, in hu-
mans with ALI, concentrations of inflammatory mediators in
the bloodstream and bronchoalveolar fluid were significantly
higher 1 hour after tidal volumes were raised from 5 to 12 ml/kg
of PBW (30). We therefore hypothesized that exposures of less
than 48 hours to higher preenrollment tidal volumes among
patients who were enrolled into clinical trials increased the
chance of death. Instead, we found that exposures to preenroll-
ment higher tidal volumes for as many as 48 hours after onset of
ALI did not increase the chance of death when these exposures
were followed by mechanical ventilation with lower tidal vol-
umes after enrollment. Although an explanation for this finding
is not evident, we offer some potential explanations. First, sub-
sequent ventilation with lower tidal volumes may have allowed
sufficient recovery from early ventilator-induced lung injury
such that mortality was not affected. Second, our analysis may
have been underpowered to establish a statistically significant
relationship between preenrollment tidal volume and hospital
mortality. Third, some patients with high preenrollment tidal
volumes may have died before enrollment or were moribund
and not enrolled in clinical trials. We did not have information
on patients with ALI who died within 48 hours, but in an
unpublished analysis of data from academic hospitals in a recent
study (1), 9% of deaths from ALI occurred within 48 hours of
onset (Dr. Gordon Rubenfeld, University of Toronto, personal
communication). Finally, traditional tidal volumes of 15 to 20
ml/kg of PBW or tolerance of very high plateau pressures,
which by today’s standards would be considered injurious, were
no longer reflected in usual-care practices for enrolled patients
during these trials. Of greater importance, however, is that
patients at participating hospitals who are not enrolled in

ARDSNet clinical trials are likely receiving, on average, lower
tidal volumes than before completion of the trial, and conse-
quently have a better chance of survival.

Earlier reports found only a modest change in physician
practice in the 2-year period after publication of the tidal volume
trial (7, 8). Some authors speculated that this lack of change was
a consequence of the underlying controversies regarding the
interpretation of the tidal volume trial (31). Our findings, how-
ever, are quite different from those reported in previous studies.
There was a gradual and ultimately substantial effect on pre-
enrollment tidal volumes at ARDSNet hospitals after comple-
tion of the tidal volume trial. Thus, clinically relevant research
can affect clinical behavior. Because our results are based on
data from patients enrolled into ARDSNet trials, these findings
may not be generalizable to nonenrolled patients or to patients
from other academic or community hospitals.

Although our analysis shows that some aspects of clinical
practice have changed in response to the tidal volume trial, there
are other aspects that have either met resistance to change or
will take longer to change. For example, although physicians
used lower tidal volumes after the tidal volume trial, these tidal
volumes were the same regardless of plateau pressure. Other
investigators have suggested that physicians might have titrated
tidal volumes according to some marker of disease severity such
as plateau pressure (32, 33), but our results are not consistent
with this hypothesis. If a substantial proportion of physicians had
titrated preenrollment tidal volumes according to plateau pres-
sures, then we probably would have seen lower tidal volumes at
higher plateau pressures. However, we observed the opposite
relationship. That is, preenrollment physician-prescribed tidal
volumes were either the same or greater at higher levels of pla-
teau pressure. A positive slope between preenrollment Pplat and
tidal volume is expected physiologically, and suggests that the
majority of physicians had not adjusted tidal volumes according

Figure 6. Effects of preenrollment tidal volume

and preenrollment plateau pressure on hospital
mortality, 1996–2005. (A) Relationship between

preenrollment tidal volume and hospital mortality.

(B) Relationship between preenrollment plateau

pressure and hospital mortality. (A) and (B) repre-
sent the unadjusted relationships between each

predictor and hospital mortality. We calculated

the unadjusted log odds of death as log[(yi 1 0.5)/
(ni 2 yi 1 0.5)] across small intervals of each

predictor, where yi represents the number of deaths

in the ith interval and ni represents the number of

subjects in that same interval. The sizeof the circles is
proportional to the square root of the number of

subjects in each interval. The lines represent

smoothing splines for the unadjusted relationship

between each predictor and the log odds of death.
(C) and (D) show results of a generalized additive

logistic model of the effects of preenrollment tidal

volume and preenrollment plateau pressure on
hospital mortality after adjusting for age, APACHE

(AcutePhysiologyand ChronicHealth Evaluation) III

score, length of hospital stay, and Hispanic ethnic-

ity. The y axis represents the adjusted log odds of
death centered on the mean of each predictor. The

lines represent smoothing splines and the shaded

areas correspond to 95% (61.96 SE) confidence

bands. We added frequency plots at the bases. We
truncated results for plateau pressures greater than

60 cm H2O because the confidence bands were too

wide beyond these values (there were only two data

points with values greater than 60 cm H2O).
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to plateau pressure (34). On the other hand, once on the pro-
tocol, the slope between tidal volume and Pplat was negative
because tidal volumes were reduced according to the protocol
when plateau pressures were greater than 30 cm H2O.

We did not use static respiratory system compliance in our
analysis because of the strong relationship between static res-
piratory system compliance, tidal volume, and inspiratory Pplat.
First, there is a strong reciprocal relationship between static
respiratory system compliance and Pplat. Therefore, in a regres-
sion analysis, it may be difficult to separate the contributions of
static respiratory system compliance from Pplat. Second, when
adjusted for tidal volume, compliance is likely to provide similar
information as Pplat. Third, compliance is a calculated value
that depends on physician-prescribed tidal volume and recorded
Pplat. Because pressure–volume curves are curvilinear, static
respiratory system compliance varies with tidal volume size (35).
Therefore, the use of calculated chord compliances may lead to
inappropriate associations between static respiratory system
compliance and tidal volume (34).

Although we documented that physician-prescribed tidal
volumes were on average lower after the tidal volume trial than
during the trial, tidal volumes remained highly variable. In
addition, changes in clinician behavior were gradual. Like most
advances in medicine, the use of lower tidal volumes dissemi-
nated slowly across ARDSNet hospitals (36). Some physicians
may have maintained different priorities of care including main-
tenance of acid-base homeostasis and breathing comfort (37).
Other explanations for the slow adoption of lower tidal volumes
are that there was a lack of early recognition of ALI (4), and that
there was uncertainty about the comparability of lower and
intermediate tidal volumes, which may be easier to use. On the
other hand, the proportion of physicians who prescribed tidal
volumes greater than 12 ml/kg of PBW was substantially lower
shortly after completion of the tidal volume trial.

Previous authors hypothesized that the effect of Pplat on
hospital mortality was J-shaped, with a nadir in hospital mor-
tality at plateau pressures between 28 and 32 cm H2O (3). Other
authors suggested that there was a safe upper limit for plateau
pressures of approximately 30 to 35 cm H2O (38, 39). Our
results show that the relationship between preenrollment Pplat
and hospital mortality (in the log odds scale) was linear, ex-
tended to plateau pressures that were below 30 cm H2O, and
was statistically significant even after adjusting for preenroll-
ment tidal volume and other baseline variables. Given that
Pplat is determined by respiratory system compliance and tidal
volume, and that exposures of less than 48 hours to a range of
preenrollment tidal volumes did not affect hospital mortality, it
follows that the relationship between preenrollment Pplat and
hospital mortality may reflect severity of disease independent of
the effect of tidal volume. Thus, Pplat measured early in the
course of ALI, when adjusted for tidal volume, is a respiratory
system–specific value that has strong prognostic significance.
Our finding differs from a previous study (32) that demonstrated
a linear but nonsignificant relationship between Pplat and hos-
pital mortality after adjusting for confounders. One possibility
for this difference is that the previous study, with 467 patients,
was underpowered to demonstrate a statistically significant
relationship. Another possibility is that the ARDSNet hospitals
used a similar ventilation strategy in the postenrollment period
for all patients, whereas there was substantial variability in
mechanical ventilation practices across the 361 intensive care
units included in the previous study. That is, interpretation of the
effect of Pplat on hospital mortality may be less comparable
between studies because of the lack of a uniform ventilation
strategy and the lack of adjustment for tidal volume in the pre-
vious study.

Another aspect of clinical care that changed very little after
completion of the tidal volume trial was the use of PEEP. Al-
though the tidal volume trial was not designed to compare
levels of PEEP, it used a systematic titration of PEEP and FIO2

according to PaO2
. Our data suggest that PEEP was not adjusted

precisely according to patient characteristics in the first 48 hours.
In our analysis, early levels of PEEP did not predict hospital
mortality. Furthermore, the proportion of patients managed with
zero PEEP (<2%) at ARDSNet hospitals was very small and
lower than the 7% reported in a previous multicenter, interna-
tional study (32).

In summary, clinical practice of mechanical ventilation at
ARDSNet hospitals changed after completion of the tidal
volume trial, resulting in a gradual but ultimately substantial
reduction in usual care tidal volumes. We were unable to detect
a difference in mortality with the use of higher tidal volumes for
up to 48 hours in patients who were enrolled in our clinical trials
and who were subsequently managed with lower tidal volumes.
Finally, we found that Pplat in the first 48 hours of ALI, after
accounting for tidal volume, is a respiratory system–specific
value that carries strong prognostic significance.
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