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INTRODUCTION
Non-invasive Ventilation (NIV) has become an essential 
tool in the management of acute respiratory failure. Unlike 
invasive mechanical ventilation, which requires endotracheal 
intubation, NIV provides ventilatory support through a mask, 
reducing the risks associated with invasive techniques. Over 
the past two decades, the use of NIV has expanded, especially 
in Intensive Care Units (ICU) and emergency settings, offering 
significant benefits to patients with a variety of respiratory 
conditions. NIV works by delivering positive pressure to 
the airways without the need for intubation. It is typically 
provided through a full-face mask or nasal mask connected to 
a ventilator, which helps improve oxygenation and ventilation 
in patients struggling with acute respiratory distress. The two 
primary modes of NIV are Continuous Positive Airway Pressure 
(CPAP) and Bi-level Positive Airway Pressure (BiPAP). CPAP 
delivers a constant, steady pressure to keep the airways open, 
commonly used in conditions like obstructive sleep apnea and 
certain cases of hypoxemic respiratory failure.

DESCRIPTION
BiPAP Provides two levels of pressure higher pressure 
during inhalation and lower pressure during exhalation-
making it particularly effective in conditions where patients 
have difficulty both inhaling and exhaling, such as Chronic 
Obstructive Pulmonary Disease (COPD) exacerbations. COPD 
exacerbations is particularly effective in managing patients 
with acute hypercapnic respiratory failure due to COPD. It 
helps decrease the work of breathing, improve gas exchange, 
and lower the rates of intubation and mortality. Cardiogenic 
pulmonary edema, NIV, CPAP is beneficial in managing acute 
heart failure and pulmonary edema by reducing the pressure 
on the heart and improving oxygenation. In patients with 
hypoxemia (low oxygen levels) due to pneumonia or acute lung 

injury, NIV can help avoid intubation, though it is less successful 
in more severe cases like Acute Respiratory Distress Syndrome 
(ARDS). Avoiding intubation decreases the risk of VAP, which 
is a significant cause of morbidity and mortality in ventilated 
patients. Preserved airway defense mechanisms NIV allows 
patients to maintain their natural airway functions, including 
coughing and swallowing, which helps reduce the risk of 
aspiration and promotes more efficient clearance of secretions. 

Patients often tolerate NIV better than intubation, and it can 
be administered outside the ICU, such as in emergency rooms 
and general wards. In conditions like COPD exacerbations and 
cardiogenic pulmonary edema, NIV has been shown to reduce 
the need for intubation, length of hospital stay, and mortality 
rates. NIV requires an alert and cooperative patient, as it can 
be uncomfortable and may cause anxiety. Patients who are 
agitated, confused, or uncooperative may not tolerate the 
mask. In patients who are unable to protect their airway, 
NIV may not be appropriate, as it does not fully secure the 
airway like an endotracheal tube would. Facial trauma or 
surgery patients with facial trauma or those who have recently 
undergone surgery around the face or upper airways are not 
good candidates for NIV due to the difficulty in achieving a 
proper seal with the mask. 

CONCLUSION
Non-invasive ventilation is a valuable intervention in the 
management of acute respiratory failure. It has proven effective 
in various conditions, particularly in COPD exacerbations 
and cardiogenic pulmonary edema, reducing the need for 
invasive ventilation and its associated complications. However, 
its success depends on appropriate patient selection, close 
monitoring, and timely adjustments in care. As clinical 
experience with NIV continues to grow, it is likely to remain a 
cornerstone of respiratory care for critically ill patients.


