Automated ventilation with a novel small device based upon expiratory ventilation
assistance improves hemodynamics in hemorrhagic shock
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Table 1. Ventilation and arterial blood gas data comparing positive pressure ventilation (PPV) to expiratory

INTRODUCTION RESU I_TS ventilation assistance (EVA) before, during, and after hemorrhage shock. At baseline and post-resuscitation,

both groups received PPV. MV= minute ventilation; TV = tidal volume; PIP = peak inspiratory pressure; EEP =
end expiratory pressure; BE = base excess. Values in red indicate EVA difference from PPV (p < 0.05).
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