
Check NAVA catheter position as 
per local NG/OG practice.

NAVA Technology Clinical Flowcharts
To support practice and troubleshooting
Page 1: NAVA technology in practice

   If EDi is low and it is clinically appropriate,
increase respiratory drive by:

Reducing sedation
Reducing ventilatory support
Switching to spontaneous mode
Asking the patient to take a deep breath
or perform an expiratory breath hold

Patient has a NAVA catheter? 

Start

   Titrate NAVA level to patient comfort with: 
Tidal volume appropriate for patient
EDipeak 5 – 20 µV*
Respiratory rate 15 – 35

(for most patients)

Assessment
acceptable?

Continue current
NAVA level

Increase
ventilatory
support?

Increase NAVA level
by 0.1-0.2 

Decrease
ventilatory
support?

Reduce NAVA level
by 0.1-0.2 

Set NAVA level = 1.0 
(or target PEdi/est in preview)

Optimise EDi waveform

Overlay pEDi waveform

NAVA catheter connected to ventilator?If disconnected, reconnect 

Clinical discussion:
Start NAVA mode?

 Or NAVA monitoring only?
(Discus at least once every 24 hours)

Confirm stable EDi waveform

Use EDi values and trends
to guide practice and adjust

clinical support

Question/ issue?
See reverse page

Question/ issue?
See reverse page

NAVA monitoring NAVA mode

Question/ issue?
See reverse page

If these actions do not increase EDi or there
is a question/issue, see the reverse page.

Weaning ventilatory support in NAVA?
Follow local unit weaning practices. This may include:

Gradual reduction

Reduce NAVA level
by 0.1-0.2 

Sprints

Can sprint for short periods,
e.g., reduce support to:
NAVA level of < 0.5
CPAP

PMV
Tracheostomy mask
SBT
Sedation holds

Co-interventions

Repeat as required

   NAVA catheter in practice 
How to confirm gastric location? Use local policy
Use for feed, meds & GRV? - Yes 
Radiopaque? Yes 
X-ray compatible? Yes
CT compatible? Yes
MRI compatible? No 
Discharge insitu? No
Transfer to other hospital insitu? No
For theatre, remain in? Yes, but handover to team

Daily documentation
EDi peak hourly
P0.1 once a day at 8am
Assessment & discussions
around NAVA

Additional information
NAVA technology reference

NAVA level x EDi peak = Equivalent PS breath

“Normal” EDi peak = 5-20μV*

*EDi peak values in patients with COPD or other
chronic or acute pulmonary diseases may be higher
than 15 – 20 µV. 

These flowcharts are simplified guides. 
Please use clinical discretion.
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                    Absent or low EDi signal?

NAVA Technology Clinical Flowcharts
To support practice and troubleshooting
Page 2: Troubleshooting NAVA technology

Optimise sedation

Start

Increase
ventilation
support
and/or FiO2
Optimise
PEEP

Airway
obstruction, 

e.g. secretion

Suction
Check circuit 
Check filters
Review ventilator
flow curves 

Abnormal/ pathologic
breathing drive,

worsened disease
condition/ low pH +/- high

PaCO₂

Review for other
potential causes in this
section, and consider
mandatory ventilation 

Ventilator 
under-assist

Ventilator
over-assist

NAVA catheter 
out of position

High sedation

Review alarm settings, 
optimise as clinically appropriate

Anxiety or
discomfort

 Optimise;
comfort 
pain relief
sedation 
ventilator
synchrony

Phrenic nerve damage
or myopathy

NAVA catheter 
out of position

Flow trigger
setting too
sensitive

Consider
pressure trigger

Optimise NAVA catheter position 
Optimise trigger 
Remove unneeded electrical
equipment from bed-space 
Reperform module check
Change module and cable
Give time
Consider catheter replacement

Electrical interference

Decrease ventilation
support and/or FiO2

Patient may not be
suitable for 
NAVA mode 

Signal noise or ‘spikes’
may also falsely inflate

the respiratory rate

If due to signal noise,
refer to “Disordered/
‘spiky’ EDi curve”

Respiratory rate may be
higher as NAVA is more

aligned with patient effort and
all breaths are supported. 

1.Check if visibly coiled or
kinked in mouth

2.Remeasure NEX, and
check insertion
calculation on Servo-u 

3.Optimise in EDi
positioning window

Patient using
accessory muscles

Flow trigger setting 
too sensitive 

(seen if the majority of
breaths are triggered from

flow waveform)

Consider pressure
trigger

Early
activation of
accessory
respiratory
muscles 

Review support
level

Patient apnoea
EDi signal invalid
NAVA catheter disconnection or removal
ECG or other electrical interference with the EDi signal
Major discrepancy between flow/ pressure and EDi trigger

1.Switch patient into appropriate ventilation mode.
2.Open trends view to review alarms and help 

       troubleshoot cause.

High Respiratory Rate?

Volume Delivery Restricted/
pressure limited alarm?

               High or increased EDi signal?

             Disordered/ ‘spiky’ EDi curve?

Flow triggering?
Important: Whatever the cause, flow triggered breaths will

remain proportional to the EDi waveform if detected
Why is the ventilator switching to backup 

Pressure Control Ventilation? 

The upper pressure limit alarm 
may be set too low. 

As with all modes, the maximal
pressure will be limited to 10% below

the set limit alarm

1.Check if visibly coiled
or kinked in mouth

2.Remeasure NEX, and
check insertion
calculation on Servo-u 

3.Optimise in EDi
positioning window

Question or issue?

Each section on this page shows; 
Question or issue (brown)

Potential cause (blue)
Guidance to consider (yellow)

If in NAVA mode and have concerns,
switch to appropriate ventilation mode

and continue NAVA monitoring
(see reverse page for monitoring guidance)

Open Trends on the Servo-u
(left-side quick menu) 

to help identify the cause
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Contact UK NAVA Team for Support
 📧 NAVA@warwick.ac.uk 🌐 www.uknava.com
Online training: https://corecct.learnprouk.com

http://www.uknava.com/

