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Advances in respiratory assessment and treatment in children undergoing invasive
mechanical ventilation

XUE Yang, XU Pei-Feng, SHAN Ling, LANG Li-Gang, DU Lin, JIA Fei-Yong. Department of Developmental and
Behavioral Pediatrics, First Hospital of Jilin University, Changchun 130021, China (Jia F-Y, Email: erkekangfujia@]163.
com)

Abstract: The widespread use of mechanical ventilation technology has contributed to the successful treatment of
many children with respiratory failure. At the same time, forced ventilation and changes in normal respiratory physiology
and mechanics may lead to respiratory dysfunction and decreased airway clearance ability. Therefore, how to perform
a comprehensive and accurate respiratory function assessment, conduct appropriate respiratory function rehabilitation,
perform extubation as soon as possible, and shorten the duration of mechanical ventilation based on the children's own
physiological characteristics, is a focus of the research on effective weaning from mechanical ventilation in children with
severe conditions. This article reviews the advances in the respiratory function assessment and treatment methods in
children undergoing invasive mechanical ventilation. [Chin J Contemp Pediatr, 2019, 21(1): 94-99]
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