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1 Introduction  

This guideline provides information for staff caring for patients requiring 
HFNC on a ward, with support from critical care outreach.  
 
Humidified high flow nasal cannula can improve oxygenation in patients with mild to 
moderate hypoxaemic respiratory failure, reduce the work of breathing, improve 

mucociliary clearance and is well tolerated
3,5,6

. 
 

HFNC can generate low levels of positive airway pressure (figure 1)
7,8

. The degree 
of airway pressure is dependent on the flow rate and the patient’s mouth being 

closed
9,10

. It is not the same as continuous positive airway pressure (CPAP) as it is 
not continuous and pressures vary substantially due to the open nature of the 

system
8
.  

 

Figure 1
8
 

 

 

2 Guideline Scope  

2.1 Indications for Ward HFNC therapy  

THIS SHOULD BE CONSIDERED AS A GUIDE ONLY AS REFERRAL 
REQUIRES A MULTIDISCIPLINARY ASSESSMENT OF THE PATIENT 

 
1. Type 1 respiratory failure (Unless CPAP/escalation of care indicated) 
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2. Increased work of breathing (increased respiratory rate, dyspnoea at rest, 
unable to speak in sentences or eat and drink) - (Unless CPAP/escalation 
of care indicated) 

3. Difficulty with mask compliance or CPAP mask induced skin integrity 

4. problems (nasal bridge ulceration, sweat rash, etc) (Unless escalation of 
care indicated) 

5. Unable to clear viscous secretions
3
. 

6. Role in palliation and patients with limits not for intubation for relief of 

symptoms
4
. These patients should be discussed with the home team 

regarding plans for weaning from high flow when necessary according to 
palliation plan. 

2.2 Contraindications/ cautions to HFNC  

1. Patient is on a defined end of life pathway 

2. High risk of impending type 2 respiratory failure PH< 7.35 and PaC02 > 
6.5. 

3. When non-invasive ventilation (NIV/ facemask BIPAP) is more appropriate 
(e.g. COPD, obesity, chest wall disease, cystic fibrosis)2 

4.  When CPAP is more appropriate 

5.  Nasal abnormalities/recent ENT surgery, epistaxis. 

6. Recent ophthalmic surgery 

7. Platelets < 80 (relative contraindication, can still be used with caution: 
discuss with ICU consultant team) 

8. Known or suspected basal skull fracture or CSF leaks 

9. Recent neck dissection or upper GI surgery (relative contraindication, must 
discuss with the responsible surgeon prior to commencement) 

10. Deteriorating patient who is for escalation and is likely to require CPAP or 
invasive ventilation. 

2.3 Suggested areas for use (RVI and Freeman) 

 All acute wards under outreach supervision and after discussion with ward 
staff and critical care team 

3 Main Body of the guideline  

3.1 How to use HFNC  

Oxygen delivery via HFNC is not to be commenced without prior consultation 
with the Critical Care Outreach Team. A decision regarding whether the 
patient is for escalation of care should be in place prior to commencing the 
therapy. 
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An arterial blood gas performed by the home team before the use of HFNC 
should be done to assess the extent of hypoxaemia and retention of carbon 
dioxide. This should be repeated within 30-60 minutes of commencing HFNC 

to assess improvement in condition and expedited if the patient deteriorates
2
.  

 
The initial flow rate is titrated to patient comfort and should exceed patient 

inspiratory flow rate to reduce the work of breathing
2
.  

 
An appropriate initial strategy to help improve oxygenation would start the flow 
rate as high as tolerated with a relatively high-inspired oxygen concentration, 
close to 90-100% (FiO2 0.9-1).  
 
Encouragement to breathe nasally and close the mouth will help to increase 
the level of airway pressure in an attempt to provide a distending pressure to 

the lungs. This can improve lung compliance and gas exchange
10, 11

.  
 
The inspired oxygen concentration and flow rate should then be weaned and 
titrated as per the oxygen prescription guidelines to maintain oxygen 
saturations 94-98% (or as per variance as documented on NEWS chart).  
 
If the patient is unable to maintain saturations on settings of 50% oxygen 
(FiO2 0.5) and 40 l/min flow and is for escalation to critical care, patient will 
require review by the critical care team. It is important not to delay critical care 
admission if this is deemed the most appropriate course of action. If patient is 
not for escalation, plan of care is to be made by the home team.  
 
Inspired oxygen concentration and flow rate can be further titrated according 
to response, to patient comfort, bedside pulse oximetry and the results of 
repeat arterial blood gas samples.  

Note that blood gas sampling can be very uncomfortable and once initial 
stabilisation is achieved titration should be initially predicated on 
oxygen saturations and clinical picture. 

If the patient’s condition fails to improve on high flow nasal cannulae, and 
escalation is appropriate then the home team should review the patient prior 
to considering escalation to NIV and/or critical care referral.  
 
Weaning from HFNC can start once hypoxaemia has corrected at a low  
inspired oxygen concentration and flow rate setting (i.e. 30% oxygen 
concentration (FiO2 0.3), 20-30 litres/min flow). The critical care outreach 
team and respiratory physiotherapists are suitably placed to guide this and 
available for advice.  
 
See flow chart for weaning guidance. 
 
If the AirVO system is being used primarily for the heated humidification to 
assist in secretion clearance rather than hypoxaemia, it is suggested that the 
flow rate is set at 10-20 litres/min only and inspired oxygen concentration is 
set to maintain target oxygen saturations. 
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All patients who require the use of HFNC on the wards for hypoxaemia and/or 
dyspnoea who are not being palliated will need to be reviewed daily by the 
Critical Care Outreach Team. 

3.2 Documentation  

Documentation of initial flow setting, inspired oxygen concentration and 

arterial blood gas samples will help to assess response to therapy
2
. These are 

useful parameters in order to wean the patient to traditional methods of 
oxygen therapy.  

4 Training, Implementation & Resource Implications 

 
Training will be provided by senior medical, nursing and physiotherapy staff 

5 Monitoring Section 

 
Practice will be routinely audited by clinical staff within critical care 

6 Evidence Review and Evaluation 

 
See references below. 
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Guideline 
Use of High Flow Nasal Cannulae (HFNC) on a ward 

Home team and Critical Care 
Medical Team to be contacted for 

patient review 

Unable to maintain SpO2 94-98% (or variance) 

on FiO2 ≤ 0.5 (50% O2)  and flow rate ≤40 
litres/min and patient FOR escalation to critical 

care. 

Able to wean to FiO2 ≤0.5 (50% O2) 

and ≤40 litres/min flow and maintain 
SpO2 94-98% (or variance) 
 

Commence HFNC FiO2 0.9-1.0 (insp. O2 90- 100%), high flow rate 
(50-60l/min) to facilitate immediate correction. 

 
Titrate FiO2 and flow rate down to maintain SpO2 94-98% (or variance) 

as able – aim for FiO2 ≤ 0.5 (50% O2) and ≤40l/min flow. 
 

Repeat ABG 30-60mins after commencement if possible. 

Call Critical Care Outreach 
Team to discuss initiating 

HFNC 

If improving, continue HFNC with 
daily review CCOT 

Wean FiO2 by 0.1 (10% O2) 
followed by flow rate by 10l/min as 

per SpO2. 

Once maintaining SpO2 94-98% (or 
variance) on FiO2 0.3 (30% O2) and 20-
30l/min, consider trial of low flow oxygen 
(unless heated humidification beneficial 

for secretion clearance) 

Appropriate 

escalation 

Unable to maintain SpO2 94-98% (or variance) 

on FiO2 ≤ 0.5 (50% O2) and flow rate ≤40 
litres/min and patient NOT for escalation to 

critical care. 

Plan to be made by home 
team re: further ward based 

escalation/palliation 

Indications: 

 Mild – moderate hypoxaemia (pO2 8-10kPa) 

 Dyspnoea 

 Viscous secretions with difficulty clearing 
 

Decision made about escalation of care 
New arterial blood gas as appropriate 

 

(If patient is for escalation to critical care and 
is rapidly deteriorating, Critical Care Medical 

team to review) 


