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Patient monitoring data from ventilator in ELBW infant with NIV-NAVA

Fig.1l shows delivered pressure, respiratory rate, electrical activity of diaphragm and leak ratio in an extremely low birthweight infant
breathing with NIV-NAVA. During NIV-NAVA, the delivered pressure and electrical activity of diaphragm were reduced gradually

despite a large leak, whereas tachypnea was not observed.
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Fig.2 Changing in values of the peak and minimum electrical activity of dia-
phragm from just after tracheal extubation

Fig.2 shows the peak and minimum electrical activity of diaphragm (Edi) from just after

tracheal extubation as mean * standard deviation. While on Biphasic CPAP, both Edi peak

and minimum were increased. After switching to NIV-NAVA, Edi peak were decreased

little by little (left panel). We could observe the decrease of Edi minimum immediately

on NIV-NAVA.
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Abstract

It is sometimes referred to as “set a ventilatory assistance strength appropriate for respiratory effort”, as one
of the treatment policy of respiratory failure. In order to focus on this concept, we thought again about the respi-
ratory therapy from the standpoint of the patients.

A female Japanese baby was delivered at 26-week gestation with a birthweight of 915g. After birth, she re-
quired mechanical ventilation immediately due to respiratory distress syndrome. Since the improvement of her
respiratory condition was observed, she was removed from invasive ventilation and started using biphasic CPAP
non-invasively on day 35. After extubation, severe apnea and severe retraction were occurred, so NIV-NAVA was
performed. After starting NIV-NAVA, respiratory distress including apnea was improved, and her electrical ac-
tivity of diaphragm (Edi) was also decreased.

NIV-NAVA, a new possibility of respiratory support non-invasively, has the beneficial effects of NIV such as
upper airway patency and maintaining functional residual capacity. NIV-NAVA can also deliver assist in synchro-
ny and proportionally, irrespective of variations in muscle length or contractility and timing. In order to get back
to patient’s own breathing, we need to select the appropriate method of respiratory support for unloading mus-
cles and improving synchrony, from a patients’ point of view.

Received May 16, 2016
Accepted July 3, 2017

November 30, 2017 1 85



