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a b s t r a c t   

Background: Noninvasive ventilation (NIV) is beneficial in exacerbations of chronic obstructive pulmonary 
disease (COPD), but its effectiveness in pneumonia-associated respiratory failure is still controversial. In the 
current meta-analysis, we aimed to investigate whether the use of NIV before intubation in pneumonia 
improves the mortality and intubation rates of respiratory failure as compared to no use of NIV in adults. 
Methods: We searched three databases from inception to December 2019. We included studies, in which 
pneumonia patients were randomized initially into either NIV-treated or non-NIV-treated groups. Five full- 
text publications, including 121 patients, reported eligible data for statistical analysis. 
Results: With NIV the overall hospital mortality rate seemed lower in patients with pneumonia-associated 
respiratory failure, but this was not significant [odds ratio (OR) = 0.39; 95% confidence interval (CI): 
0.13–1.14; P = 0.085]. In the intensive care unit, the mortality was significantly lower when NIV was applied 
compared to no NIV treatment (OR = 0.22; 95% CI: 0.07–0.75; P = 0.015). NIV also decreased mortality 
compared to no NIV in patient groups, which did not exclude patients with COPD (OR = 0.25; 95% CI: 
0.08–0.74; P = 0.013). The need for intubation was significantly reduced in NIV-treated patients (OR = 0.22; 
95% CI: 0.09–0.53; P = 0.001), which effect was more prominent in pneumonia patient groups not excluding 
patients with pre-existing COPD (OR = 0.13; 95% CI: 0.03–0.46; P = 0.002). 
Conclusion: NIV markedly decreases the death rate in the intensive care unit and reduces the need for intubation 
in patients with pneumonia-associated respiratory failure. The beneficial effects of NIV seem more pronounced in 
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populations that include patients with COPD. Our findings suggest that NIV should be considered in the ther
apeutic guidelines of pneumonia, given that future clinical trials confirm the results of our meta-analysis. 
Availability of data and materials: All data and materials generated during the current study are available 
from the corresponding author on reasonable request. 
© 2022 The Author(s). Published by Elsevier Ltd on behalf of King Saud Bin Abdulaziz University for Health 
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Introduction 

Pneumonia often requires hospital admission among both adults 
and children in the United States [1]. According to a retrospective 
cohort study that analyzed representative healthcare claims of ap
prox. 4 million adults in 2015 in Germany, the overall incidence rate 
of community-acquired pneumonia was 1054 cases per 100,000 
person-years of observation [2]. The number was almost two times 
higher in the elderly (≥60 years), while it was half as small in the age 
group between 18 and 59 years (incidence rates of 2032 and 551, 
respectively). Adult patients hospitalized with community-acquired 
pneumonia had high mortality rates during their stay in the hospital 
(18.5%), as well as at 30 days (22.9%) and at one-year (44.5%) after 
the onset of the disease. The death rate was more than doubled in 
older adults as compared to younger patients [2]. The higher oc
currence rate of pneumonia in the elderly population (≥65 years) 
was also observed in another study conducted in the USA [3]. 

When patients with pneumonia are at risk for developing re
spiratory failure despite the antibiotic and regular supportive 
treatments, ventilatory support is often necessary. Different 
methods of ventilator support are available in clinical practice, 
ranging from invasive to noninvasive ventilation (NIV). According to 
a study in patients with acute exacerbation of chronic obstructive 
pulmonary disease (COPD) or hypercapnic cardiogenic pulmonary 
edema, the main objectives of NIV application include decreased risk 
for ventilator-associated pneumonia, less antibiotic use, shorter 
length of intensive care unit (ICU) stay, and decreased mortality [4]. 
Moreover, in patients with respiratory failure, the use of NIV de
creased the need for sedatives and intubation, consequently, reduced 
the number of subsequent upper airway-related complications [5]. A 
further important advantage is that NIV can be also used outside of 
the ICU, for example, in ambulance cars, emergency rooms, and 

pulmonology wards, though the option for prompt intubation 
should be always available. Alternatively, high-flow nasal oxygen 
cannula therapy is also suggested as an effective choice of early 
treatment in pneumonia [6]. It is well established that NIV decreases 
the mortality and intubation rates in acute exacerbations of COPD 
and in cardiogenic pulmonary edema [7–9]. In a recent meta-ana
lysis, the beneficial effects of NIV were also demonstrated in acute 
respiratory failure not associated with extubation, cardiogenic pul
monary edema, and exacerbation of COPD [10]. From 2001 to 2015, 
an increase in NIV use was observed in patients hospitalized with 
community-acquired pneumonia in Spain (from 0.91 to 12.84 per 
100,000 inhabitant) [11], however its effectiveness compared to 
different methods of oxygen supplementation and to invasive in
terventions has remained controversial. Certain confounding factors 
were identified that can influence the effect of NIV, such as pre- 
existing organ failure, the initial response to antimicrobial treat
ment, PaO2/FiO2 ratio, and the extent of the pulmonary damage at 
admission [12,13]. These findings suggest that the success of NIV also 
depends on the characteristics of the patient population. The most 
recent guideline of the European Respiratory Society makes re
commendations with moderate certainty of evidence about the use 
of NIV in several diseases, including cardiogenic pulmonary edema, 
immunocompromised patients, post-operative care, palliation, chest 
trauma, and weaning in hypercapnic patients [14], but it does not 
give clear indications about the use of NIV in pneumonia. Similarly, 
the Canadian clinical practice guideline makes no recommendations 
on NIV in pneumonia, because of insufficient evidence [15]. In con
trast, an Indian guideline recommends the use of NIV in patients 
with community-acquired pneumonia and acute respiratory failure 
with 2A level of evidence [16]. In the present study, we aimed at 
clarifying whether the use of NIV in adult patients with pneumonia 
and respiratory failure improves the major clinical outcomes (i.e., 
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mortality and intubation rates) by performing an extensive literature 
search and meta-analysis of randomized clinical trials (RCTs). 

Methods 

Search strategy 

The meta-analysis was registered in the PROSPERO database 
(CRD42018095250). The guidelines of the Preferred Reporting Items 
for Systematic Reviews and Meta-Analysis Protocols (PRISMA-P) were 
followed (Table S1) [17], and the Patients, Intervention, Comparison, 
Outcome (PICO) model was used: in adult patients with pneumonia 
and respiratory failure in any medical treatment unit, we wanted to 
compare patient groups randomized primarily to NIV therapy with 
patient groups randomized primarily to standard therapy including 
the option for invasive mechanical ventilation as obligatory inclusion 
criteria. We aimed to assess the effect of NIV on the mortality ratio as 
primary outcome and on intubation rate as secondary outcome. An 
extensive literature search was performed for RCTs in PubMed, EM
BASE, and Cochrane Controlled Trials Registry databases. 

The database search for RCTs was performed without language 
limitations from inception to December 2019 with the query: “(“non
invasive ventilation” OR “non-invasive ventilation” OR NIV OR NPPV OR 
CPAP OR “airway pressure” OR BiPAP) AND (conventional OR “invasive 
ventilation” OR “mechanical ventilation” OR intubation OR “standard 
therapy”) AND (pneumonia OR pulmonary OR respiratory OR lung) AND 
mortality”. We used the same search key in all three databases, and 
then in PubMed and EMBASE, we enabled the filters „human” and 
„randomized controlled trial”, while in the Cochrane Controlled Trials 
Registry database we selected the “trials” option. The use of subject 
headings for PubMed (MeSH) and Embase (Emtree) instead of the ori
ginal search key did not identify any additional papers eligible for the 
quantitative analysis. The references of the identified papers were also 
checked and searched for relevant studies for the analysis but no ad
ditional studies were identified. Two of the authors (IR and ZRu) in
dependently conducted the literature search, and eligibility assessment. 
A third author (AG) was involved to reach an agreement, if necessary. 

Study selection and data extraction 

After screening on titles and abstracts of the search results, full 
texts of relevant papers were accessed. We included RCTs in which 
NIV-treated patients with pneumonia-associated respiratory failure 
were compared with patients without the use of NIV, and the 
mortality ratios or intubation rates were also described. Two of the 
authors (IR and ZRu) independently conducted the data extraction. 
The extracted data included the number of patients, the type of 
ventilation, as well as, the intubation rate and the mortality ratio. 
The influence of NIV on intubation rate and mortality ratio in 
pneumonia-associated respiratory failure was assessed based on 
data collected from the two ventilation groups (i.e., NIV or no NIV at 
initiation of therapy) in each study. 

Quality assessment 

To evaluate the quality of the trials, two independent reviewers 
(IR and ZRu) assessed the bias of the included studies according to 
the Cochrane Handbook 2019 (Table S2) [18]. We aimed to assess the 
methodology described for random sequence generation, allocation 
concealment, blinding of participants and personnel, blinding of 
outcome assessment, completeness of outcome data, and selective 
outcome reporting during the analysis. The overall risk of each study 
was determined as low if the risk of bias was low for all key do
mains; unclear if the risk of bias was low or unclear for all key do
mains; and high if the risk of bias was high for at least one key 
domain. Since blinding was not feasible in these type of studies 

because of the noticeable nature of the intervention, according to the 
Cochrane Handbook 2019 [18], we did not consider the trial as low 
quality because of the absence of blinding. 

Quality of evidence 

The quality of the evidence was evaluated using the Grading of 
Recommendations, Assessment, Development and Evaluation 
(GRADE) approach for each outcome according to the GRADE 
Handbook [19]. The outcomes of interest were tested against the 
following main criteria: study design, risk of bias, indirectness, in
consistency, imprecision, and publication bias. The baseline grade 
was downgraded by 1 level for serious concerns or by 2 levels for 
very serious concerns and finally, the quality of the evidence for each 
outcome was graded as “high,” “moderate,” “low,” or “very low”. 

Statistical analysis 

Studies were grouped based on the presence or absence of NIV. 
Odds ratio (OR) with 95% confidence intervals (CI) for mortality and 
intubation in the adult patients with pneumonia-associated re
spiratory failure were calculated in a random-effects model of meta- 
analysis. OR was calculated by dividing the ratio of events to no 
events in the NIV group with the same ratio in the no NIV group, and 
then the data were analyzed with classical meta-analysis methods 
(i.e., forest plots). Statistical heterogeneity among the studies was 
assessed with the I2 test, as in the past [20]. Results of the meta- 
analyses are depicted as forest plots. 

Since the included studies reported comparison of NIV with oxygen 
therapy or NIV with intubation, moreover, different ventilator strategies 
were used (e.g., nasal prongs, Venturi mask, other interfaces) in the no 
NIV group, we performed a subgroup analysis to separately compare 
NIV with oxygen supplementation and NIV with invasive ventilation, as 
well as to compare the different types of ventilator strategies. We also 
performed subgroup analysis of the hospital and ICU mortality sepa
rately. Since the benefits of NIV were confirmed earlier in COPD patients  
[14], as part of our analysis, we divided the patients into subgroups 
based on the exclusion of underlying COPD. One of these subgroups 
consisted of studies in patients definitely without COPD (COPD ex
cluded), while the other subgroup (COPD not excluded) involved studies 
in patients with reported COPD, as well as, studies in which COPD was 
not mentioned as exclusion criteria. 

Funnel plots were used to assess publication bias. Sensitivity 
analysis (i.e., iteratively omitting one study from the analyses and 
recalculating OR to investigate the impact of the individual study on 
the summary estimate) was performed to test the impact of the 
individual studies. The Stata software (version 14SE; StataCorp LLC, 
College Station, TX, USA) was used for all statistical analyses. 

Results 

Study selection 

Until December 1, 2019 the electronic literature search identified 
altogether 10,188 studies from the three databases. The PRISMA flow 
chart is presented in Fig. 1. By using filters for humans and RCTs and 
also removing duplicates, 1,643 articles remained. The selection 
based on titles and abstracts resulted in the exclusion of 1,617 arti
cles (Fig. 1), which were not suitable for quantitative analysis be
cause of reasons, mostly including the study type (e.g., not RCT), 
study design (e.g., improper arms in RCT), patient population (e.g., 
children), and the studied disease (e.g., not pneumonia). After 
checking titles and abstracts, the full text of 26 articles were ob
tained and reviewed. Twenty-one studies were excluded because of 
insufficient data or outcome measure reporting. Five full-text pub
lications were included in the statistical analysis, which contained 
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data from a total of 121 patients [21–25]. In these studies, 61 pa
tients were randomly assigned to NIV, which was applied with face 
or nasal mask. Sixty patients were randomly assigned to the no NIV 
group, in which the patients received standard oxygen therapy in 
three studies [21–23], invasive ventilation in one study [24], and 
oxygen by face mask or bag-valve mask ventilation in one study [25]. 
The characteristics of these studies are summarized in Table 1. 

Quality assessment, quality of evidence, sensitivity analysis, and 
publication bias 

Risk of bias within studies was assessed according to the 
Cochrane Handbook (Table S2) [26]. All five trials were randomized 
and clearly described the treatment protocols, thus all studies had 
low risk of bias for “random sequence generation”. However, the 
randomization was not concealed in one study resulting high risk 
of bias in “the allocation concealment” [23], while none of the 
studies used blinding (because of the noticeable nature of the in
tervention) therefore “blinding of participants and personnel” and 
“blinding of outcome assessment” were high risk of bias. The “in
complete outcome data” and “selective reporting” domains were 
low risk of bias for all studies. In one of the studies, patients with 
solid organ transplants were enrolled [22], which we assessed as 
high risk of other bias (Table S2), because opportunistic pneumonia 
occurs more often in patients receiving immunosuppressive 
therapy (e.g., because of solid organ transplantation) and its clinical 
course, outcome, and severity are different from community- 

acquired pneumonia [27]. In addition, hydrocortisone treatment 
(which is often used in organ transplantation) was associated with 
a significant reduction in length of hospital stay and mortality of 
severe community-acquired pneumonia [28]. A recent systematic 
review also highlighted that immunosuppressed patients with 
acute pulmonary edema and pneumonia may benefit most from 
NIV [29]. These confounding factors may change the outcomes of 
pneumonia, and thereby the effect of NIV, resulting in high risk 
of bias. 

According to the Cochrane Handbook 2019 [18], 3 studies were 
considered overall as fair quality [21, 24, 25], because 2 or 3 points were 
determined as “potentially unclear risk of bias”, while 2 studies were 
considered overall as poor quality [22,23], because 2 or 3 points were 
determined as “potentially high risk of bias”. Quality of the evidence for 
each outcome is shown in Table 2, with the details of rating each study 
by the GRADE approach presented in Tables S3 and S4. 

Sensitivity analysis was performed for overall OR of mortality and 
intubation rates, as well as for ORs of subgroups consisting of at least 
3 studies by omitting each study (one by one). The pooled (overall 
and subgroup) ORs did not vary substantially after excluding any 
individual study, indicating that the results were not driven by one 
of the analyzed individual studies (Tables S5-S8). 

Based on visual inspection of the funnel plots (Figs. S1-S4), some 
asymmetry may be present, indicating the possible existence of 
publication bias, but statistical tests could not be performed, be
cause for those at least 10 studies are required according to the 
Cochrane Handbook. 

Fig. 1. Flow chart of study selection and inclusion. RCT, randomized clinical trial.  
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Effects of NIV on mortality 

The analysis of the association between the use of NIV and mor
tality revealed an OR of 0.39 (95% CI: 0.13–1.14; P = 0.085) with the use 
of NIV for overall hospital mortality (Fig. 2), which included death 
rates reported both at the ICU [22–24] and outside the ICU [21,25]. The 
heterogeneity was moderate (I2 = 28.3%, P = 0.233). In four of the 
analyzed studies, NIV was compared with standard oxygen therapy  
[21–23, 25] while in one study NIV and tracheal intubation were 
compared [24]. Moreover, the type of ventilator strategy was different 
among the studies, including Venturi mask [21–23], face mask, bag- 
valve mask [25], and intubation [24]. Therefore, we analyzed the effect 
of NIV on mortality rate by comparing NIV with oxygen supple
mentation and NIV with invasive ventilation as two separate sub
groups (Fig. S5A) and by comparing the effect of NIV in subgroups of 
different ventilator strategies (viz., non-Venturi face mask and Venturi 
mask) (Fig. S5B). We did not find a significant difference in the OR for 
mortality rate in any of the analyzed subgroups. Then, we narrowed 
our interest to the effect of NIV on death rate in the ICU. This resulted 
in substantial reduction of heterogeneity (I2 = 0.0%, P = 0.699). On the 
contrary, the heterogeneity was high (I2 = 58.8%, P = 0.119) for the 
studies reporting mortality outside the ICU. We found that the use of 
NIV significantly decreased the risk of death in pneumonia-associated 
respiratory failure during the ICU stay (OR = 0.22; 95% CI: 0.07–0.75; 
P = 0.015) (Fig. 3). Outside the ICU, NIV had no significant effect on 
mortality (OR = 0.48; 95% CI: 0.04–5.92; P = 0.565). 

Effect of NIV on the risk of death in subgroups excluding and not 
excluding patients with COPD 

We also analyzed whether the effect of NIV on mortality is influ
enced by the presence of pre-existing COPD, at least to some extent, in 
the patient population. Due to data availability, we could divide the 
patients groups into subgroups that strictly excluded COPD patients  
[21, 22, 25] and that did not exclude COPD patients [21, 23–25] (Fig. 4). 
We found that NIV significantly decreased the risk of death in the 
subgroup that did not exclude COPD patients (OR 0.25; 95% CI: 
0.08–0.74; P = 0.013). Though NIV had no significant effect in patient 
groups without COPD, this group included only 2 studies, which is not 
sufficient for proper meta-analysis. Statistical heterogeneity was 
negligible in both of the subgroups. The sensitivity analysis of the 
“COPD not excluded” subgroup showed that the overall mortality rate 
was not driven by any of the individual studies (Table S6). 

Effect of NIV on intubation rate 

As secondary outcome, we examined whether NIV has an effect on 
the need for intubation in pneumonia-associated respiratory failure. 
Among the identified articles, 4 studies reported the rate of intubation  
[21, 23–25]. In three of these studies NIV was compared with standard 
oxygen therapy [21, 23, 25], while in one study NIV and tracheal in
tubation were compared [24]. We found that NIV was associated with a 
significantly decreased OR for intubation (0.22; 95% CI: 0.09–0.53; 
P = 0.001). There was no statistical heterogeneity (I2 = 0.0%, P = 0.772) 
(Fig. 5). Sensitivity analysis showed no difference in the final pooled 
results, as indicated by the similar coefficients and overlapping CIs 
(Table S7), however these results should be interpreted with caution 
due to the very low number (n = 3) of included studies. We also wanted 
to know whether the use of NIV affects the intubation rate when 
compared with oxygen supplementation or with intubation in separate 
subgroups (Fig. S6A) and when compared to different ventilator stra
tegies (Fig. S6B). Our meta-analysis revealed that the intubation rate 
was significantly decreased when NIV was used at the initiation of the 
therapy instead of standard oxygen therapy (0.21; 95% CI: 0.09–0.51; 
P = 0.001) (Fig. S6A). There was no meaningful difference in the in
tubation rate when NIV was compared with invasive ventilation, but Ta
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this result must be considered with scrutiny, since there was only one 
study in the subgroup (Fig. S6A). The intubation rate-decreasing effect 
of NIV seemed to be the most pronounced in patients with Venturi 
mask (0.21; 95% CI: 0.08–0.53; P = 0.001), but this result was based on 
only 2 studies, while in the other subgroups of ventilation strategies 
(i.e., face mask and invasive ventilation) just one study could be in
cluded (Fig. S6B). It has to be stated that the number of patients in some 
of these groups was very small to make solid conclusion. It should be 
noted that Honrubia et al. [24] compared groups with NIV and invasive 
ventilation, but it is not likely that standard oxygen therapy was not 
applied prior to intubation in the invasive ventilation group. It is also 

interesting that in the end all patients were intubated in the NIV group 
too, which resulted in 100% intubation rate in both groups. This was not 
only unexpected for the authors of that study [24], but also raised the 
possibility of inclusion bias as suggested by other authors [30]. 

Effect of NIV on intubation rate in subgroups excluding and not 
excluding patients with COPD 

Last, we analyzed the effect of NIV on intubation rate in the 
subgroups that excluded and did not exclude patients with COPD. 
We found that the intubation rate decreased markedly with use of 

Table 2 
Summary of findings using GRADE approach.      

Measured outcomes Specified outcomes Articles investigating the specified outcomes Quality of the evidencea  

Mortality Mortality overall Thompson (2008), Ferrer (2003), Honrubia (2005), Antonelli (2000), 
Confalonieri (1999) 

moderate 

Mortality Non-ICU Thompson (2008), Confalonieri (1999) low 
Mortality ICU Ferrer (2003), Honrubia (2005), Antonelli (2000) moderate 
Mortality NIV vs. oxygen Thompson (2008), Ferrer (2003), Antonelli (2000), Confalonieri (1999) moderate 
Mortality NIV vs. intubation Honrubia (2005) low 
Mortality COPD not excluded Ferrer (2003), Honrubia (2005), Confalonieri (1999), Antonelli (2000) moderate 
Mortality COPD excluded Thompson (2008), Confalonieri (1999) low 
Mortality Face mask, bag-valve-mask Thompson (2008) low 
Mortality Venturi mask Ferrer (2003), Antonelli (2000), Confalonieri (1999) low 
Mortality Intubation Honrubia (2005) low 

Intubation Intubation rate overall Ferrer (2003), Thompson (2008), Confalonieri (1999), Honrubia (2005) moderate 
Intubation rate NIV vs. oxygen Ferrer (2003), Thompson (2008), Confalonieri (1999) moderate 
Intubation rate NIV vs. intubation Honrubia (2005) low 
Intubation rate COPD not excluded Confalonieri (1999), Ferrer (2003), Honrubia (2005) moderate 
Intubation rate COPD excluded Thompson (2008), Confalonieri (1999) low 
Intubation rate Venturi mask Ferrer (2003), Confalonieri (1999) moderate 
Intubation rate Face mask, bag- 
valve-mask 

Thompson (2008) low 

Intubation rate Intubation Honrubia (2005) low 

COPD, chronic obstructive pulmonary disease; ICU, intensive care unit; NIV, noninvasive ventilation  
a : based on the GRADE approach the quality of evidence was determined based on the final number of points as high (4 and above), moderate [3], low [2], or very low (1 or 

less), for details see also Tables S3 and S4;  

Fig. 2. Forest plot of the ORs for overall hospital mortality rate between NIV and no NIV groups of patients using random-effects model. Here, and in Figs. 3–6, an OR lower than 1 
indicates that the use of NIV is beneficial, whereas an OR higher than 1 indicates a harmful effect of NIV. NIV, noninvasive ventilation; OR, odds ratio. 
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Fig. 3. Forest plot of the ORs for ICU and non-ICU mortality rate between NIV and no NIV groups of patients using random-effects model. ICU, intensive care unit; NIV, noninvasive 
ventilation; OR, odds ratio. 

Fig. 4. Forest plot of the ORs for mortality rates between NIV and no NIV groups of patients divided into subgroups that excluded or did not exclude patients with COPD. Note that 
Confalonieri et al. [21] and Thompson et al. [25] appear in both subgroups as these studies reported data separately from patients with and without COPD, which distinct patient 
populations could be included in the corresponding subgroups. COPD, chronic obstructive pulmonary disease; NIV, noninvasive ventilation; OR, odds ratio. 
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NIV if patients with COPD were not excluded (0.13; 95% CI: 
0.03–0.36; P = 0.002) (Fig. 6). The use of NIV was without an effect in 
either of 2 studies in the subgroup excluding COPD patients (Fig. 6), 
but caution is needed regarding their averaged OR due to the low 

number of studies in this subgroup. Statistical heterogeneity was 
negligible in all subgroups. The sensitivity analysis of the “COPD not 
excluded” subgroup showed that the overall intubation rate was not 
driven by any of the individual studies (Table S8). 

Fig. 5. Forest plot of the ORs for intubation rate NIV and no NIV groups of patients using random-effects model. NIV, noninvasive ventilation; OR, odds ratio.  

Fig. 6. Forest plot of the ORs for intubation rate of subgroups between NIV and no NIV groups of patients divided into subgroups that excluded or did not exclude patients with 
COPD. Note that Confalonieri et al. [21] and Thompson et al.[25] appear in both subgroups as these studies reported data separately from patients with and without COPD, which 
distinct patient populations could be included in the corresponding subgroups. COPD, chronic obstructive pulmonary disease; NIV, noninvasive ventilation; OR, odds ratio. 
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Discussion 

We showed that NIV does not have a significant effect on the 
overall hospital mortality, however, with subgroup analysis we de
monstrate that the use of NIV strongly decreases ICU mortality and the 
need for intubation in patients with pneumonia-associated respiratory 
failure. NIV reduced the risk of death and the need of intubation in 
patient groups, which did not exclude subjects with pre-existing 
COPD, while in those groups which strictly excluded patients with 
COPD, NIV was without an effect on mortality and intubation rates. 

In earlier studies, the benefit of NIV in pneumonia has not been 
clearly defined, but there is an increasing trend of using NIV in pneu
monia in the United States [31]. Previous randomized and observational 
studies demonstrated that NIV treatment decreased the need for en
dotracheal intubation and the length of ICU stay in pneumonia [21, 23, 
32–34], but the effectiveness of NIV on mortality has remained con
troversial, as NIV was shown to decrease death rate in some studies  
[23,34], but it had no or even adverse effect on the mortality in other 
studies [21, 22, 24, 32, 33]. Unfortunately, some of these studies did not 
have randomized design [32–34], thus could not be included in the 
present analysis. Here, we aimed to clarify whether NIV is beneficial for 
patients with pneumonia associated with respiratory failure by per
forming a meta-analysis of the available RCTs. By identifying 5 eligible 
studies [21–25], we included 121 patients with pneumonia in our 
analysis. In all eligible trials, the patients received either NIV or con
ventional/standard therapy, but there were geographical and metho
dological differences in the characteristics of the studies (Table 1), even 
though all of the articles included similar exclusion criteria (e.g., life- 
threatening conditions, contraindication of NIV use). 

Our result, that NIV reduced the mortality, is in accordance with 
the findings of Ferrer et al. [23] showing lower ICU mortality in NIV- 
treated patients and with the data of Honrubia et al. [24] showing a 
tendency for reduced ICU and overall mortality by using NIV. On the 
contrary, some other studies found no difference between the mor
tality rates of NIV-treated and control (no NIV) groups [21, 32, 33]. 
Differences in study design, inclusion criteria, and methodology could 
account for these contradictions. For example, two of the latter studies 
are not RCTs, but retrospective studies [32,33], which have lower level 
of evidence [35]. The use of NIV in pneumonia with underlying COPD 
has not been clarified yet. A retrospective cohort study including 3,791 
patients demonstrated better survival with the use of NIV in hospi
talized patients with pneumonia who had pre-existing COPD or heart 
failure [34]. Patients who failed to respond to NIV in this cohort had 
high in-hospital mortality, emphasizing the importance of careful 
patient selection and monitoring when managing severe pneumonia 
with NIV [34]. In an RCT, which included 56 patients, the mortality of 
NIV-treated patients with pneumonia and pre-existing COPD tended 
to decrease, though the difference did not reach the level of sig
nificance [21]. In our meta-analysis, we could include data from three 
studies in the subgroup that did not exclude COPD patients [21, 23, 24], 
whereas in three studies patient groups solely without COPD were 
enrolled [21, 22, 25]. Interestingly, the risk of death was lower in the 
subgroup which did not exclude patients with COPD despite the fact 
that this group was characterized by the highest severity scores (as 
assessed by the Acute Physiology and Chronic Health Evaluation II and 
the Simplified Acute Physiology Score II scoring systems). 

The present meta-analysis suggests that NIV reduces the overall 
need for invasive mechanical ventilation, viz., endotracheal intuba
tion. The beneficial effect of NIV was most pronounced in popula
tions also including patients with pre-existing COPD, whereas it was 
negligible in the subgroup without COPD. These results were mainly 
driven by Confalonieri et al. [21] and Ferrer et al. [23], both showing 
decreased need for intubation in the whole group, and in the sub
group not excluding COPD. It is notable that NIV is considered as the 
gold standard therapy in acute exacerbations of COPD [14]. A pos
sible explanation for the advantageous effect of NIV in pneumonia- 

associated respiratory failure of patients with COPD is that the signs 
and symptoms of acute respiratory failure can be recognized earlier 
when pneumonia develops in patients with pre-existing COPD. In 
contrast, in patients without COPD the occurrence of acute re
spiratory failure may represent a more severe case of pneumonia or 
indicate the development of severe sepsis. 

Multiple mechanisms might be implicated as reasons for the 
better outcomes of pneumonia-associated respiratory failure by 
using NIV. First, by reducing the workload of respiration and by 
improving the breathing pattern, NIV leads to better gas exchange, 
particularly in the patients with underlying COPD [36]. Second, NIV 
facilitates the opening of small airways, consequently it improves 
the ventilation of peripheral airways and helps to prevent atelectasis  
[37]. Third, by avoiding the need for intubation, NIV reduces the 
incidence of ventilator-associated airway inflammation and edema 
formation. 

In harmony with our findings, a recent systematic review and 
meta-analysis also showed that NIV/BiPAP is advantageous in pa
tients with acute hypoxemic respiratory failure of various etiologies  
[29]. Similarly to our study, the authors analyzed RCTs comparing 
NIV with standard oxygen therapy, but they did not focus only on 
pneumonia-associated acute respiratory failure and excluded studies 
using CPAP only and involving hypercapnic and COPD patients. As 
result, only 2 studies were included in the pneumonia subgroup, 
which were not sufficient for appropriate meta-analysis. The authors 
circumvented this issue by merging the pneumonia and acute pul
monary edema subgroups, but this resulted in a mixed population of 
patients with acute respiratory failure. Our study was designed to 
analyze the effect of NIV in pneumonia-associated acute respiratory 
failure without any predefined exclusion criteria, which resulted in 
the inclusion of more eligible studies, hence our results can serve as 
important extensions of the preliminary data reported in the 
pneumonia group by David-Joao et al. [29] and, for the first time to 
our knowledge, quantitatively confirm the benefits of NIV in this 
patient group. The quality of the evidence for each outcome ranged 
from low to moderate. Based on our grading at baseline, high quality 
was given for RCTs. Each outcome was downgraded by 2 level be
cause of the small sample size, but in some cases the “large mag
nitude of effect” provided a reason to upgrade some outcomes 
resulting in moderate quality of evidence. According to these results, 
the need for RCTs with high-quality of evidence is warranted, which 
is also in accordance with the previous systematic review [29]. 

Some limitations of our analysis should be also mentioned. First, 
due to the unavailability of more eligible studies, the overall sample 
size (n = 121) can be considered relatively small, which further de
creased when we divided the studies into subgroups (e.g., ICU vs 
non-ICU, COPD not excluded vs COPD excluded). Therefore, the re
sults of our analysis should be interpreted with great care and 
generalization of our findings to the overall population requires fu
ture clinical trials. Based on visual inspection of the funnel plots 
(Figs. S1-S4), some asymmetry may be present, indicating the pos
sible existence of publication bias, but statistical tests could not be 
performed, because for those at least 10 studies are required ac
cording to the Cochrane Handbook. Second, we wanted to create two 
subgroups: only COPD patients and patients without COPD. How
ever, the number of studies, which included only or absolutely no 
COPD patients was not sufficient for subgroup analysis. Collecting all 
available information about COPD patients allowed us to divide the 
studies into two subgroups: COPD explicitly excluded and COPD not 
excluded. While this solution might not be ideal, only in this way 
could we have enough studies in at least one of the subgroups to 
perform a meta-analysis and obtain some quantitative results about 
the influence of COPD (or the lack of thereof) on the outcome. 

Among the analyzed studies, nasal mask as an interface during 
NIV was used only in the study by Ferrer et al. [23]. In that study, a 
face mask was used as the first choice, while nasal mask was a 
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secondary option if the patients did not tolerate the face mask. Out 
of 51 patients with severe hypoxemic respiratory failure (not only 
due to pneumonia), in the NIV group 14 patients were ventilated 
with a nasal mask. Nineteen patients were diagnosed with pneu
monia in the NIV group, but for them it was not reported whether 
they received nasal mask or not. Since nasal mask was used in only 
one study, we could not perform a formal subgroup analysis to in
vestigate the difference between the effect of nasal versus face mask 
on mortality and intubation rate. We took an alternative approach to 
determine the impact of the use of nasal versus face mask. We 
performed sensitivity analysis (i.e., iteratively omitting one study 
from the analyses and recalculating OR to investigate the impact of 
the individual study on the summary estimate) for all groups in 
which at least 3 studies were included (Tables S5-S8). The pooled 
ORs of the outcomes (mortality and intubation rate) did not vary 
substantially after excluding the study by Ferrer et al. [23], indicating 
that the overall results were not driven by this study and the nasal 
mask as an option during NIV did not influence the results in the 
present analysis. 

Third, there can be individual differences in the success rate of 
the NIV treatment, which is determined by less organ failure and 
good initial response to the antimicrobial treatment. A good re
sponse is strongly associated with better survival [13], but the re
sponse rate was not reported in proper details in the studies, thus we 
could not include it in our analysis. Fourth, the blinding of the 
hospital staff and the patients was not possible in the analyzed RCTs 
because NIV is a noticeable intervention, which can constitute a high 
risk of bias in all studies. Fifth, the clinical heterogeneity between 
the studies should be also taken into account, which includes dif
ferences in the techniques of ventilation (see Table 1), as well as, in 
the severity scores of the patients among the analyzed trials. For 
example, severity scores (Acute Physiology and Chronic Health 
Evaluation II and the Simplified Acute Physiology Score II scoring 
systems) were higher in two studies [23,24] than in the other studies  
[21,22]. Last, the management of community- and hospital-acquired 
pneumonia differ from each other, but we could not analyze patient 
groups solely with community-acquired pneumonia due to data 
unavailability. 

Conclusion 

In conclusion, with meta-analysis of published RCTs, we show that 
the use of NIV is associated with a significant reduction of intubation 
rate in patients with pneumonia-associated respiratory failure, and 
this effect seems to be prominent in patients with pre-existing COPD. 
Our meta-analysis also demonstrates lower ICU mortality and see
mingly, but not significantly reduced (P = 0.085) overall mortality with 
the use of NIV. Considering the relatively small number of the included 
studies, firm conclusions should not be drawn from this meta-analysis. 
Our findings clearly indicate the need for further RCTs to determine 
the exact patient population and clinical preconditions that can ben
efit the most from the use of NIV treatment. 

Ethics approval and consent to participate 

Not required. 

Funding 

This research has been supported by the National Research, 
Development and Innovation Office (FK 124483 to AG), the Medical 
School, University of Pecs (KA-2019- 27 to AG), the Higher Education 
Institutional Excellence Program of the Ministry of Human 
Capacities in Hungary (20765-3/2018/FEKUTSTRAT to PH and AG), 
the European Union (European Regional Development Fund) within 
the framework of Programme Széchenyi 2020 (GINOP 2.3.2-15- 

2016-00048 “STAY ALIVE” to PH and EFOP 3.6.2-16-2017-00006 
“LIVE LONGER” to PH), the New National Excellence Program of the 
Hungarian Ministry for Innovation and Technology UNKP-21-3-II- 
PTE- 1317 to ZRu). AG acknowledges the Janos Bolyai Scholarship of 
the Hungarian Academy of Sciences. 

CRediT authorship contribution statement 

IR and ZRu: conception and design of the study; AC: adminis
trative support; PH and AG: provision of study materials; IR, AG, and 
ZRu: acquisition of data; IR, PM, DN, AC, PH, AG, and ZRu: data 
analysis and interpretation; IR, AG, and ZRu: drafting the manu
script; JT, BE, GVa, MB, EP, GVe, RS, ZRa, and AV: critical revision of 
the study and editing of the manuscript; All authors: final review 
and approval of the manuscript. 

Conflict of interest statement 

The authors declare that the research was conducted in the ab
sence of any commercial or financial relationships that could be 
construed as a potential conflict of interest. 

Appendix A. Supporting information 

Supplementary data associated with this article can be found in 
the online version at doi:10.1016/j.jiph.2022.02.004. 

References 

[1] Grief SN, Loza JK. Guidelines for the evaluation and treatment of pneumonia. 
Prim Care 2018;45(3):485–503. https://doi.org/10.1016/j.pop.2018.04.001 

[2] Theilacker C, Sprenger R, Leverkus F, Walker J, Hackl D, von Eiff C, et al. 
Population-based incidence and mortality of community-acquired pneumonia in 
Germany. PLOS One 2021;16(6):e0253118https://doi.org/10.1371/journal.pone. 
0253118 

[3] Ramirez JA, Wiemken TL, Peyrani P, Arnold FW, Kelley R, Mattingly WA, et al. 
Adults hospitalized with pneumonia in the united states: incidence, epide
miology, and mortality. Clin Infect Dis 2017;65(11):1806–12. https://doi.org/10. 
1093/cid/cix647 

[4] Girou E, Schortgen F, Delclaux C, Brun-Buisson C, Blot F, Lefort Y, et al. 
Association of noninvasive ventilation with nosocomial infections and survival in 
critically ill patients. JAMA 2000;284(18):2361–7. https://doi.org/10.1001/jama. 
284.18.2361 

[5] Antonelli M, Conti G, Rocco M, Bufi M, De Blasi RA, Vivino G, et al. A comparison 
of noninvasive positive-pressure ventilation and conventional mechanical ven
tilation in patients with acute respiratory failure. N Engl J Med 
1998;339(7):429–35. https://doi.org/10.1056/NEJM199808133390703 

[6] Curley GF, Laffy JG, Zhang H, Slutsky AS. Noninvasive respiratory support for 
acute respiratory failure-high flow nasal cannula oxygen or non-invasive ven
tilation? J Thorac Dis 2015;7(7):1092–7. https://doi.org/10.3978/j.issn.2072- 
1439.2015.07.18 

[7] Brochard L. Mechanical ventilation: invasive versus noninvasive. Eur Respir J 
Suppl 2003;47:31s–37ss. https://doi.org/10.1183/09031936.03.00050403 

[8] Garpestad E, Brennan J, Hill NS. Noninvasive ventilation for critical care. Chest 
2007;132(2):711–20. https://doi.org/10.1378/chest.06-2643 

[9] Austin MA, Wills KE, Kilpatrick D, Gibson M, Walters EH. Effect of continuous 
positive airway pressure (CPAP) on mortality in the treatment of acute cardio
genic pulmonary oedema (ACPO) in the pre-hospital setting: randomised con
trolled trial. Emerg Med Austral 2013;25:5. https://doi.org/10.1111/1742-6723. 
12070 

[10] Kondo Y, Kumasawa J, Kawaguchi A, Seo R, Nango E, Hashimoto S. Effects of non- 
invasive ventilation in patients with acute respiratory failure excluding post- 
extubation respiratory failure, cardiogenic pulmonary edema and exacerbation 
of COPD: a systematic review and meta-analysis. J Anesth 2017;31(5):714–25. 
https://doi.org/10.1007/s00540-017-2389-0 

[11] de Miguel-Diez J, Jimenez-Garcia R, Hernandez-Barrera V, Puente-Maestu L, Ji Z, 
de Miguel-Yanes JM, et al. Ventilatory support use in hospitalized patients with 
community-acquired pneumonia. Fifteen-year trends in Spain (2001-2015). Arch 
Bronconeumol 2020;56(12):792–800. https://doi.org/10.1016/j.arbres.2019.12. 
008 

[12] Nicolini A, Piroddi IM, Barlascini C, Senarega R. Predictors of non-invasive ven
tilation failure in severe respiratory failure due to community acquired pneu
monia. Tanaffos 2014;13(4):20–8. 

[13] Carrillo A, Gonzalez-Diaz G, Ferrer M, Martinez-Quintana ME, Lopez-Martinez A, 
Llamas N, et al. Non-invasive ventilation in community-acquired pneumonia and 
severe acute respiratory failure. Intensive Care Med 2012;38(3):458–66. https:// 
doi.org/10.1007/s00134-012-2475-6 

I. Ruzsics, P. Matrai, P. Hegyi et al. Journal of Infection and Public Health 15 (2022) 349–359 

358 

Downloaded for Anonymous User (n/a) at University of Szeged from ClinicalKey.com by Elsevier on April 20, 2022. 
For personal use only. No other uses without permission. Copyright ©2022. Elsevier Inc. All rights reserved.

https://doi.org/10.1016/j.jiph.2022.02.004
https://doi.org/10.1016/j.pop.2018.04.001
https://doi.org/10.1371/journal.pone.0253118
https://doi.org/10.1371/journal.pone.0253118
https://doi.org/10.1093/cid/cix647
https://doi.org/10.1093/cid/cix647
https://doi.org/10.1001/jama.284.18.2361
https://doi.org/10.1001/jama.284.18.2361
https://doi.org/10.1056/NEJM199808133390703
https://doi.org/10.3978/j.issn.2072-1439.2015.07.18
https://doi.org/10.3978/j.issn.2072-1439.2015.07.18
https://doi.org/10.1183/09031936.03.00050403
https://doi.org/10.1378/chest.06-2643
https://doi.org/10.1111/1742-6723.12070
https://doi.org/10.1111/1742-6723.12070
https://doi.org/10.1007/s00540-017-2389-0
https://doi.org/10.1016/j.arbres.2019.12.008
https://doi.org/10.1016/j.arbres.2019.12.008
http://refhub.elsevier.com/S1876-0341(22)00036-3/sbref12
http://refhub.elsevier.com/S1876-0341(22)00036-3/sbref12
http://refhub.elsevier.com/S1876-0341(22)00036-3/sbref12
https://doi.org/10.1007/s00134-012-2475-6
https://doi.org/10.1007/s00134-012-2475-6


[14] Rochwerg B, Brochard L, Elliott MW, Hess D, Hill NS, Nava S, et al. Official ERS/ 
ATS clinical practice guidelines: noninvasive ventilation for acute respiratory 
failure. Eur Respir J 2017;50(2). https://doi.org/10.1183/13993003.02426-2016 

[15] Keenan SP, Sinuff T, Burns KE, Muscedere J, Kutsogiannis J, Mehta S, et al. Clinical 
practice guidelines for the use of noninvasive positive-pressure ventilation and 
noninvasive continuous positive airway pressure in the acute care setting. CMAJ 
2011;183(3):E195–214. https://doi.org/10.1503/cmaj.100071 

[16] Gupta D, Agarwal R, Aggarwal AN, Singh N, Mishra N, Khilnani GC, et al. 
Guidelines for diagnosis and management of community- and hospital-acquired 
pneumonia in adults: Joint ICS/NCCP(I) recommendations. Lung India 
2012;29(Suppl 2):S27–62. https://doi.org/10.4103/0970-2113.99248 

[17] Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting items for 
systematic reviews and meta-analyses: the PRISMA statement. PLOS Med 
2009;6(7):e1000097https://doi.org/10.1371/journal.pmed.1000097 

[18] Higgins J.P.T., Savović J., Page M.J. et al. Assessing risk of bias in a randomized 
trial. In: Higgins J.P.T., Thomas J., Chandler J., Cumpston M., Li T., Page M.J., Welch 
V.A. (editors). Cochrane Handbook for Systematic Reviews of Interventions 
version 6.0 [updated July 2019]. Cochrane, 2019; Available from 〈https://training. 
cochrane.org/handbook〉. 

[19] Schünemann H, Guyatt G BJ, editors. Handbook for Grading the Quality of 
Evidence and the Strength of Recommendations Using the GRADE Approach. 
GRADE Working Group; 2013. 

[20] Rumbus Z, Matics R, Hegyi P, Zsiboras C, Szabo I, Illes A, et al. Fever is associated 
with reduced, hypothermia with increased mortality in septic patients: a meta- 
analysis of clinical trials. PLOS One 2017;12(1):e0170152https://doi.org/10.1371/ 
journal.pone.0170152 

[21] Confalonieri M, Potena A, Carbone G, Porta RD, Tolley EA, Umberto Meduri G. 
Acute respiratory failure in patients with severe community-acquired pneu
monia. A prospective randomized evaluation of noninvasive ventilation. Am J 
Respir Crit Care Med 1999;160(5 Pt 1):1585–91. https://doi.org/10.1164/ajrccm. 
160.5.9903015 

[22] Antonelli M, Conti G, Bufi M, Costa MG, Lappa A, Rocco M, et al. Noninvasive 
ventilation for treatment of acute respiratory failure in patients undergoing solid 
organ transplantation: a randomized trial. JAMA 2000;283(2):235–41. https:// 
doi.org/10.1001/jama.283.2.235 

[23] Ferrer M, Esquinas A, Leon M, Gonzalez G, Alarcon A, Torres A. Noninvasive 
ventilation in severe hypoxemic respiratory failure: a randomized clinical trial. 
Am J Respir Crit Care Med 2003;168(12):1438–44. https://doi.org/10.1164/rccm. 
200301-072OC 

[24] Honrubia T, Garcia Lopez FJ, Franco N, Mas M, Guevara M, Daguerre M, et al. 
Noninvasive vs conventional mechanical ventilation in acute respiratory failure: 
a multicenter, randomized controlled trial. Chest 2005;128(6):3916–24. https:// 
doi.org/10.1378/chest.128.6.3916 

[25.] Thompson J, Petrie DA, Ackroyd-Stolarz S, Bardua DJ. Out-of-hospital con
tinuous positive airway pressure ventilation versus usual care in acute re
spiratory failure: a randomized controlled trial. Ann Emerg Med 
2008;52(3):232–41. https://doi.org/10.1016/j.annemergmed.2008.01.006 

[26] Higgins JP, Altman DG, Gotzsche PC, Juni P, Moher D, Oxman AD, et al. The co
chrane collaboration’s tool for assessing risk of bias in randomised trials. BMJ 
2011;343:d5928. https://doi.org/10.1136/bmj.d5928 

[27] Peck KR, Kim TJ, Lee MA, Lee KS, Han J. Pneumonia in immunocompromised 
patients: updates in clinical and imaging features. Precis Future Med 
2018;2(3):95–108. https://doi.org/10.23838/pfm.2018.00121 

[28] Confalonieri M, Urbino R, Potena A, Piattella M, Parigi P, Puccio G, et al. 
Hydrocortisone infusion for severe community-acquired pneumonia: a pre
liminary randomized study. Am J Respir Crit Care Med 2005;171(3):242–8. 
https://doi.org/10.1164/rccm.200406-808OC 

[29] David-Joao PG, Guedes MH, Rea-Neto A, Chaiben VBO, Baena CP. Noninvasive 
ventilation in acute hypoxemic respiratory failure: a systematic review and meta- 
analysis. J Crit Care 2019;49:84–91. https://doi.org/10.1016/j.jcrc.2018.10.012 

[30] Garpestad E, Hill N. Noninvasive ventilation for acute respiratory failure: but 
how severe? Chest 2005;128(6):3790–1. https://doi.org/10.1378/chest.128.6. 
3790 

[31] Siddiqui F, Abbassi S, Siddiqui AH, Narula N, Saqib A, Chalhoub M. Trends and 
outcomes of noninvasive and invasive ventilation in acute respiratory failure due 
to pneumonia. Chest 2017;152(4). https://doi.org/10.1016/j.chest.2017.08.246 

[32] Murad A, Li PZ, Dial S, Shahin J. The role of noninvasive positive pressure ven
tilation in community-acquired pneumonia. J Crit Care 2015;30(1):49–54. 
https://doi.org/10.1016/j.jcrc.2014.09.021 

[33] Valley TS, Walkey AJ, Lindenauer PK, Wiener RS, Cooke CR. Association between 
noninvasive ventilation and mortality among older patients with pneumonia. 
Crit Care Med 2017;45(3):e246–54. https://doi.org/10.1097/CCM. 
0000000000002076 

[34] Stefan MS, Priya A, Pekow PS, Lagu T, Steingrub JS, Hill NS, et al. The comparative 
effectiveness of noninvasive and invasive ventilation in patients with pneu
monia. J Crit Care 2018;43:190–6. https://doi.org/10.1016/j.jcrc.2017.05.023 

[35] Guyatt G, Oxman AD, Akl EA, Kunz R, Vist G, Brozek J, et al. GRADE guidelines: 1. 
Introduction-GRADE evidence profiles and summary of findings tables. J Clin 
Epidemiol 2011;64(4):383–94. https://doi.org/10.1016/j.jclinepi.2010.04.026 

[36] Lukacsovits J, Carlucci A, Hill N, Ceriana P, Pisani L, Schreiber A, et al. 
Physiological changes during low- and high-intensity noninvasive ventilation. 
Eur Respir J 2012;39(4):869–75. https://doi.org/10.1183/09031936.00056111 

[37] Ferreyra GP, Baussano I, Squadrone V, Richiardi L, Marchiaro G, Del Sorbo L, et al. 
Continuous positive airway pressure for treatment of respiratory complications 
after abdominal surgery: a systematic review and meta-analysis. Ann Surg 
2008;247(4):617–26. https://doi.org/10.1097/SLA.0b013e3181675829  

I. Ruzsics, P. Matrai, P. Hegyi et al. Journal of Infection and Public Health 15 (2022) 349–359 

359 

Downloaded for Anonymous User (n/a) at University of Szeged from ClinicalKey.com by Elsevier on April 20, 2022. 
For personal use only. No other uses without permission. Copyright ©2022. Elsevier Inc. All rights reserved.

https://doi.org/10.1183/13993003.02426-2016
https://doi.org/10.1503/cmaj.100071
https://doi.org/10.4103/0970-2113.99248
https://doi.org/10.1371/journal.pmed.1000097
https://training.cochrane.org/handbook
https://training.cochrane.org/handbook
http://refhub.elsevier.com/S1876-0341(22)00036-3/sbref18
http://refhub.elsevier.com/S1876-0341(22)00036-3/sbref18
http://refhub.elsevier.com/S1876-0341(22)00036-3/sbref18
https://doi.org/10.1371/journal.pone.0170152
https://doi.org/10.1371/journal.pone.0170152
https://doi.org/10.1164/ajrccm.160.5.9903015
https://doi.org/10.1164/ajrccm.160.5.9903015
https://doi.org/10.1001/jama.283.2.235
https://doi.org/10.1001/jama.283.2.235
https://doi.org/10.1164/rccm.200301-072OC
https://doi.org/10.1164/rccm.200301-072OC
https://doi.org/10.1378/chest.128.6.3916
https://doi.org/10.1378/chest.128.6.3916
https://doi.org/10.1016/j.annemergmed.2008.01.006
https://doi.org/10.1136/bmj.d5928
https://doi.org/10.23838/pfm.2018.00121
https://doi.org/10.1164/rccm.200406-808OC
https://doi.org/10.1016/j.jcrc.2018.10.012
https://doi.org/10.1378/chest.128.6.3790
https://doi.org/10.1378/chest.128.6.3790
https://doi.org/10.1016/j.chest.2017.08.246
https://doi.org/10.1016/j.jcrc.2014.09.021
https://doi.org/10.1097/CCM.0000000000002076
https://doi.org/10.1097/CCM.0000000000002076
https://doi.org/10.1016/j.jcrc.2017.05.023
https://doi.org/10.1016/j.jclinepi.2010.04.026
https://doi.org/10.1183/09031936.00056111
https://doi.org/10.1097/SLA.0b013e3181675829

	Noninvasive ventilation improves the outcome in patients with pneumonia-associated respiratory failure: Systematic review an...
	Introduction
	Methods
	Search strategy
	Study selection and data extraction
	Quality assessment
	Quality of evidence
	Statistical analysis

	Results
	Study selection
	Quality assessment, quality of evidence, sensitivity analysis, and publication bias
	Effects of NIV on mortality
	Effect of NIV on the risk of death in subgroups excluding and not excluding patients with COPD
	Effect of NIV on intubation rate
	Effect of NIV on intubation rate in subgroups excluding and not excluding patients with COPD

	Discussion
	Conclusion
	Ethics approval and consent to participate
	Funding
	CRediT authorship contribution statement
	Conflict of interest statement
	Appendix A. Supporting information
	References




