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[Abstract] Ventilator-induced lung injury (VILI) is a form of lung injury caused by inappropriate ventilator
parameter settings or pre-existing lung pathologies during mechanical ventilation. The pathogenesis of VILI is
complex, primarily involving barotrauma, volutrauma, atelectrauma, and biotrauma. To prevent VILI, clinical practice
advocates protective lung ventilation strategies and personalized positive end-expiratory pressure (PEEP) settings. Early
identification and precise assessment are critical for improving patient outcomes. The rapid advancement of imaging
technologies has provided multidimensional perspectives for dynamic monitoring of VILI. This review summarizes
the imaging principles, clinical applications in the context of VILI management, and limitations of various imaging
modalities, including lung ultrasound (LUS), computed tomography (CT), electrical impedance tomography (EIT), and
magnetic resonance imaging (MRI). By offering comprehensive diagnostic information, this review aims to provide a

theoretical foundation for the precise assessment of VILI and the optimization of ventilatory support strategies.
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tomography; Magnetic resonance imaging
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