
Editorials

Not to Invade: A Better Strategy?

Tracheostomy ventilation has been the traditional means
of respiratory support for patients who need long-term respi-
ratory support or when mask noninvasive ventilation (NIV) is
no longer effective. However, in recent years diurnal mouth-
piece NIV has been used to avoid tracheostomy.1,2 In this
issue or RESPIRATORY CARE, Bach and Martinez3 present a
retrospective study of Duchenne muscular dystrophy patients
with developing chronic respiratory failure who were sup-
ported with an NIV regimen that included nocturnal mask
NIV, daytime mouthpiece NIV, cough-augmentation ther-
apy, and an oximetry monitoring protocol to support early
intervention for respiratory infection, to decrease the risk of
hospitalization from respiratory infection.

SEE THE ORIGINAL STUDY ON PAGE 744

Bach and Martinez report excellent long-term results, in
survival, avoidance of intubation and tracheostomy, and
even changing from tracheostomy to NIV. They report
survival as long as 25 years on full-time NIV,3 which is
certainly a greater lifespan for individuals with Duchenne
muscular dystrophy than one would expect without venti-
latory support.4 However, we do not know whether pa-
tients on full-time NIV live longer than those with trache-
ostomy, as Bach and Martinez had no control group.3

It seems unlikely that a randomized controlled trial of full-
time NIV versus tracheostomy ventilation will be performed,
because there may not be sufficient equipoise, at least at
centers where full-time NIV is available. The sustained ben-
efit of NIV in Duchenne muscular dystrophy partly depends
on the maintenance of bulbar function. With prolonged sur-
vival, aspiration risk with developing dysphagia5 or decreased
oromotor function in a portion of this population may also
require the clinician to reevaluate the safest and most effec-
tive means of respiratory management.6

An important question is whether the results from Bach and
Martinez3 can be generalized. There is some evidence in the
study that the answer to that question is no. They report that

Six out-of-state patients placed on NIV by us were
intubated for respiratory-infection-associated acute
respiratory failure and underwent tracheotomy lo-
cally after 12, 7, 5, and � 1 year of full-time NIV,
or, in 2 patients, part-time NIV. Three of the 6 died
from tube-related causes after 12 years, 11 years,
and 2 months of tracheostomy ventilation. . . .

Supporting full-time NIV in the manner that Bach and
Martinez did clearly involves a commitment to the support of
NIV respiratory management that may not be available at
other medical centers. Their success with NIV in Duchenne
muscular dystrophy patients, as compared to other centers
mentioned in the study, reflects their long experience and
NIV program development. Therefore, the challenge for the
respiratory care community at large is how to establish on a
wider basis the ability to use full-time NIV effectively and
avoid failure. Programs to implement these techniques for
centers with a range of experience will need to be established
to duplicate the success of Bach and Martinez in NIV man-
agement of neuromuscular patients. How or whether that will
be accomplished remains a question.
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