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INTRODUCTION AND AIM OF WORK 

Prematurity accounts for the highest number of admission to 

NICU (Pilbeam,1992). Most of these neonates have respiratory 

problems which are the leading cause of neonatal morbidity and 

mortality in the ICU in EGYPT (EI-Beleidy ,1990) and all over the world 

(Greenough et al,1992) there are many forms of respiratory distress from 

which newborn infants suffer in their first days of life,the most common 

and the most important world-wide of which is HMO . This single entity 

is associated with 50%-70% of permature deaths (Avery et al ,1987) 

HMO is caused by surfactant deficiency,which results in a severe 

decrease in compliance(Stiff lung).This causes diffuse alveolar 

collapse with severe V/Q mismatching and increased work of 

breathing (Richardson,1991).Prematurity is the most important single 

factor in the development of HMO, however, selected perinatal factors 

may increase its incidence and severity . 

Patients with respiratory distress need to receive as early and as 

optimal a management as possible before serious complications 

develop (Bahaa ElDin ,1990). Mechanical ventilation is used when V/Q 

mismatching is severe enough that increased F102 and CPAP are 

inadequate or in infants who tire from the increased work of breathing 

(Richardson,1991).The ultimate goal to ~be achieved in assisting 

ventilation of the neonate is to provide optimal gas exchange while 

causing minimal damage to the lungs (Harris,1988} 

In the past decade · there have been a number of clinical trials 

designed to identify the optimum pattern of ventilation for idiopathic 

HMO. There is general agreement that certain alterations in ventilatory 

settings for newborn infants result in specific changes in gas exchange 

however, no consensus exists with regard to optimum management of 
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ventilator settings to achieve survival with a minimum of complications 

(Heicher et al, 1981) . 

Techniques of artifical ventilation vary among NICU . Two basic 

conventional approaches used are slow and rapid rates.Theslow rate 

technique achieves a high MAP with a long TI but requires a higher PI 

P which is initally estimated by good chest excursion while rates are 

generally 20-40 bpm (Reynolds, 1971).The rapid rate technique, relies 

on high rates to maintain MAP while reducing PIP to minimize 

barotrauma. Rates of 60-80 bpm are used with short TI (Heicher, 

1981) . Controversy exists over the preferred method (Ramsden, 1987) 

Aim Of the work 

Is to compare between two basic ventilatory strategies in 

treatment of patients with HMO which are slow rates versus fast rates 

to detect the best method which may be applied to shorten the 

duration of ventilation, achieve rapid start of weaning and minimize the 

complications which may occur during the course of the disease . 
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