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FiO2 values are higher and more stable

-the delivered flow is higher than the spontaneous inspiratory demand and the difference between the delivered flow rate and the patient’s
inspiratory flow rate is smaller
-The flow must be set to match the patient’s inspiratory demand and/or the severity of the respiratory distress

The anatomical dead space is decreased via washout of the nasopharyngeal space

-Consequently, a larger fraction of the minute ventilation participates in gas exchange
-Respiratory efforts become more efficient
-Thoracoabdominal synchrony improves

The work of breathing is decreased

-Because nHFO mechanically stents the airway
-Provides flow rates that match the patient’s inspiratory flow, and markedly attenuates the inspiratory resistance associated with the
nasopharynx, thereby reducing the work of breathing

The gas delivered is heated and humidified

-Warm humid gas reduces the work of breathing and improves mucociliary function, thereby facilitating secretion clearance, decreasing the
risk of atelectasis, and improving the ventilation/perfusion ratio and oxygenation

-The body is spared the energy cost of warming and humidifying the inspired gas (neonates +++)

-Warm humid gas is associated with better conductance and pulmonary compliance compared to dry, cooler gas

Positive airway pressures are increased

-The nasal cannula generates continuous positive pressures in the pharynx of up to 8 cmH,0, depending or flow and mouth opening
-The positive pressure distends the lungs, ensuring lung recruitment and decreasing the ventilation—perfusion mismatch in the lungs
-End-expiratory lung volume is greater with nHFO than with low-flow oxygen therapy

-Minimizing leaks around the cannula prongs is of the utmost importance
€
Papazian et al, Intensive Care Med. 2016 Sep;42(9):1336-49
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Humidified High Flow Nasal Oxygen During Respiratory Failure
in the Emergency Department: Feasibility and Efficacy

Hugo Lenglet MD, Benjamin Sztrymf MD, Christophe Leroy MD. Patrick Brun MD,
Didier Dreyfuss MD, and Jean-Damien Ricard MD PhD Respir Care 2012;57(11):1873-1878

AoOBeveig TEIN pe AA (Kupiwg TTVvEUHOVIQ): OUYKPION NACKOG MN-€TTaveIioTTVoRG e NHFO

Table.  Changes in Dyspnea and Respiratory Parameters Comparing Conventional Oxygen Therapy to High Flow Nasal Cannula

HO m H + 30 min H + 60 min

Borg scale (n = 9) 6 (3-7) 4 (3-4)* 4 (2-4yt 3(24)T
Visual analog scale (n = 9) 7(5-8) 5(2-6)* 4 (2-6)7 3(1-5)%
Respiratory rate, breaths/min (n = 17) 28 (25-32) 25 (23-30)* 25 (21-30)z 25 (21-28)7
Spop 0 (0= 17) 90 (88.5-94) 96 (90-99)% 95 (90-100)F 97 (92.5-100)%

Values are median ( 1QR).

P < (5.
PP 0,
P (.

HO = time just before switching from conventional oxygen therapy to high flow nasal cannula;

Conclusion: Our results show rapid and sustained alleviation of dyspnea and improvement in

oxygenation with NHFO in subjects with respiratory distress presenting to the ED. NHFO was
well tolerated, more comfortable, and not more difficult to use than conventional oxygen




Jean Damien Ricard?®®*

Impact of high-flow nasal cannula oxygen therapy on
intensive care unit patients with acute resp1ratory failure:
A prospective observational study " "

Benjamin Sztryrmfa b Jonathan Messika®-®-!, Thomas Mayot® !, Hugo Lenglet?,
Didier Dreyfuss®®

Journal of Critical Care 2012; 27: 324.e9-e13
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Conclusion: our results
Indicate that NHFO
Improves respiratory
parameters and
oxygenation in patients
with ARF. This technique
was well tolerated for
several days




High-Flow Oxygen through Nasal Cannula
in Acute Hypoxemic Respiratory Failure

Jean-Pierre Frat, M.D., Arnaud W. Thille, M.D., Ph.D., Alain Mercat, M.D., Ph.D.,

A Overall Population
1.0+

0.9+
0.81
0.7+

0.6

Noninvasive ventilation
Standard oxygen

0.5

0.4+ High-flow oxygen

0.3

0.21

Cumulative Incdidence of Intubation

01 P=0.17 by log-rank test

0.0% T T T T T T 1
5 B 8 12 16 20 24 28

N Engl J Med 2015;372(23):2185-96

AcOeveic MEO pe AA (Kupiwg TTvEUPOVIa KOIVOTNTAG) : CUYKPION

COT, NIV, NHFO yia miavéTnTta diaocwARvwong Kai OvntoTnta

B Patients with a Pao,:Fio, <200 mmD
\ 1.0+

Moninvasive ventilation

Standard oxygen

High-flow oxygen

P=0.009 by log-rank test .l

T T T T 1
12 16 20 24 28

Cumulative Incidence of Intubation

Days since Enrollment

P Valuej

Outcome Study Group
High-Flow  Standard  Noninvasive
Oxygen Oxygen Ventilation
(N=106)  (N=94)  (N=110)
Death
InICU
Unadjusted analysis — 0.047
No. of patients 12 18 27
% of patients (95% Cl) 11(6-19) 19(12-28) 25 (17-33)
At day 90

Overall population
Unadjusted analysis
No. of patients 13 22 31
% of patients (95% Cl) 12(7-20) 23 (16-33) 28 (21-37)

0.02
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Can High-flow Nasal Cannula Reduce
the Rate of Endotracheal Intubation in
A dult Patients With Acute Respiratory
Failure Compared With Conventional
Oxygen Therapy and Noninvasive

Positive Pressure Ventilation?
A Systematic Review and Meta-analysis

Yue-Narr NV,

M Tiarn Luwo, MDD He Y, MOy Dan i, MOy Zhorg N

Bin-Miao Liang, MD: and Zong-An Liang, MDD

D Tangli Cheng, MMibD;:

CHEST 2017; 151(4):764-775

OR

M-H, Random, 95% ClI

AvaoKkotrnon & HETA-avaAuon HEAETWY OTTOU
ouykpiveral To NHFO pe COT kai NIV

Conclusion: Compared with COT, NHFO could
reduce the rate of endotracheal intubation in
patients with ARF but could not reduce either

ICU mortality or

ICU LOS. With similar

A

respiratory mechanics and equivalent clinical
outcomes but better compliance and fewer
complications, NHFO may serve as a reliable
substitute for NIV

I
0.01

1
0.1 1
Favors

(experimental)

INTUBATION

T
10 100
Favors

(control)

OR
M-H, Random, 95% CI

NHF vs COT

NHF vs NIV

TOTAL

1

0.1 1 10

Favors

(experimental)

ICU MORTALITY

Favors
(control)

100
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Nasal High-Flow versus Venturi Mask Oxygen Therapy
after Extubation
Effects on Oxygenation, Comfort, and Clinical Outcome

Salvatore Maurizio Maggiore‘, Francesco Antonio Idone’, Rosanna Vaschetto?, Rossano Festa', Andrea Cataldo’, Am J Respir Crit Care Med 2014;190(3):282—-288
Federica Antonicelli’, Luca Montini', Andrea De Gaetano®, Paolo Navalesi*®®, and Massimo Antonelli’
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High-Flow Nasal Oxygen vs Noninvasive Positive Airway

Pressure in Hypoxemic Patients After Cardiothoracic Surgery

A Randomized Clinical Trial

Frangois Stéphan, MD, PhD; Benoit Barrucand, MD; Pascal Petit, MD; Saida Rézaiguia-Delclaux, MD; Anne Médard, MD; Bertrand Delannoy,
Bernard Cosserant, MD; Guillaume Flicoteaux, MD; Audrey Imbert, MD; Catherine Pilorge, MD; Laurence Bérard, MD; for the BiPOP Study Group

MD: JAMA 2015:313(23):2331-2339

Non-inferiority study NHFO vs biPAP og KPX aocBgveig pe TrTapdayovTteg Kivduvou yia AA

META TNV ATTOCWARVWON: EKTIiNNON ATTOTUXIOG TNG EQPAPHOONEVNG HEBODOU

Figure 2. Postoperative Patients Without Treatment Failure
After Extubation
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Conclusion: Among patients undergoing

cardiothoracic surgery with or at risk for
respiratory failure, the use of NHFO
compared with intermittent BiPAP did not
result in a worse rate of treatment failure.
The findings support the use of high flow
nasal oxygen therapy in this patient

population. It provides some advantages,
such as ease of application and lower
nursing workload




Effect of Postextubation High-Flow Nasal Cannula
vs Noninvasive Ventilation on Reintubation
and Postextubation Respiratory Failure in High-Risk Patients

A Randomized Clinical Trial
JAMA 2016;316(15):1565-1574

Gonzalo Hemandez, MD, PhD; Concepddn Vaquero, MD; Laura Celinas, MD; Rafael Cuena, MD; Paloma Gonzalez, MD;
Alfonso Canabal, MD, PhD; Susana Sanchez, MD; Maria Luisa Rodriguez, MD; Ana Villasclaras, MD; Rafael Fernandez, MD, PhD

Non-inferiority study NHFO vs NIV JeTa TnVv atroocwAnvworn og aocleveic MEO pe upnAd

KivOuvo £1TavadiacwARvVwWong

No. (% Conclusion: Among
Noninvasive High-Flow Conditioned Difference h i g h -I’iS k ad u |tS wW h o)

Mechanical Ventilation Oxygen Therapy Between Groups

‘ (n =314) {(n = 290) (95% ClI)? have undergone
::mary[}m'mtms tion® 60 (19.1) 66 (22.8) 3.7 (-9.1to=)" eXtUbation’ NHFO was

. | ' L not inferior to NIV for
Postextubation respiratory failure 125 (39.8) 78 (26.9) 12.9 (6.6 to =)" . . .
Secondary Outcomes preventing re-intubation
Adverse events' 135 (42.9) 0 (0) P <.001 and _pOSt'eXtU_bauon
ICU length of stay, median (IQR), d 4Q2t09) 3(2t07) 0Tt LI~ respiratory failure. NHFO
Hospital length of stay, median (IQR), d 26 (16 to 37) 23 (14 to 46) IRl May offer advantages for
Mortality these patients.

IcU 18 (5.7) 19 (6.6) -0.8 (-4.9 0 3.1)

Hospital 56 (17.8) 59 (20.3) -2.5(-8.8t0 3.8)




Effect of Postextubation High-Flow Nasal Cannula

vs Conventional Oxygen Therapy on Reintubation NHFO vs COT peTd ThV aTTocwARVWGN

in Low-Risk Patients o€ aoBeveic MEO pe xaunAé
A Randomized Clinical Trial Kivduvo etravadiaocwAnvwong

Gonzalo Hernandez, MD, PhD; Concepcion Vaguero, MD; Paloma Gonzalez, MD; Carles Subira, MD; Fernando Frutos-Vivar, MD; JAMA 2016 Apr 5;315(13):1354-1361

Gemma Rialp, MD; Cesar Laborda, MD; Laura Colinas, MD; Rafael Cuena, MD; Rafael Fernandez, MD, PhD

Figure 2. Kaplan-Meier Analysis of Time From Extubation
to Reintubation
15- Conclusion: Among extubated
patients at low risk for reintubation,
the use of high-flow nasal cannula
X 101 oxygen compared with conventional
2 Conventional therapy oxygen therapy reduced the risk of
3 re-intubation within 72 hours.
=
g 5 —
‘_'-‘_,_I_,_I_J_‘ High-flow therapy
D_I T T 1
0 24 48 72
Hours After Extubation
No. at risk
Conventional therapy 263 244 236 231 {
High-flow therapy 264 256 252 251




Can high-flow nasal cannula reduce the
rate of reintubation in adult patients after] I AR TRty L LAl (Rl
extubation? A meta-analysis NEIFOIHECOTIKAIINIY

BMC Pulmonary Medicine (2017) 17:142

Avaokotrnon & HeTa-avaAuon

Yue-Nan Ni'!, Jian Luo'", He Yu?, Dan Liu®, Bin-Miao Liang', Rong Yao® and Zong-An Liang"

Odds Ratio Odds Ratio
M-H, Fixed, 9% CI M-H, Fixed, 95% CI
5 ) Conclusion: Compared with
— T . COT, NHFO could reduce rate
— L of reintubation in patients
\ < PN after extubation, in spite of no
s benefit in ICU mortality or ICU
LOS. It can be considered as
> areliable substitute of NIPPV
=z . . .
0 b due to s!mllar resplratory
u— L . mechanics and equivalent
> = *> clinical outcomes but better
compliance and fewer
complications
—
. 2 @
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High-flow nasal cannula oxygen
therapy versus noninvasive ventilation NIV vs NHFO wg mTpwrn

in immunocompromised patients YPOMMN AVTIMETWITIONG O€
with acute respiratory failure: an observational KeelefelCigoa( tNIAIIIFTEF.V.N

cohort study

Remi Coudroy'~", Angéline Jamet', Philippe Petua’', René Robert'?, Jean-Pierre Frat'-* and Arnaud W. Thille"-?

Ann Intensive Care 2016;6:45

Table 4 Comparison of baseline characteristics and outcomes between propensity score-matched patients treated
by noninvasive positive pressure ventilation (NIV) or high-flow nasal cannula (HFNC) oxygen therapy alone

Primary outcome

28-day mortality 10 (42 %) 5015 %) 0.03

Secondary outcomes

Intubation 13 (54 %) 10 (30 %) 0.07
Mortality of intubated 10/13 (77 %) 4/10 (40 %) 0.07
Time from admission to intubation (h) 48 (20-78) 35 (22-59) >(.99
Length of invasive mechanical ventilation (days) 8 (5-18) 5(3-10) >0.99
Length of ICU stay (days) 7(5-16) 6 (4-9) 0.13
In-ICU mortality 10 (42 %) 4(12 %) 0.01

Conclusion: The use of NIV in immunocompromised patients admitted to intensive care unit for acute

respiratory failure remained independently associated with intubation and mortality. The use of NHFO
therapy through nasal cannula alone may be associated with better outcomes




Rémi Coudroy, René Robert, Alain Mercat, Laurent Brochard, Arnaud W Thille, for the REVA network

Effect of non-invasive oxygenation strategies in
immunocompromised patients with severe acute respiratory
failure: a post-hoc analysis of a randomised trial

Jean-Pierre Frat, Stéphanie Ragot, Christophe Girault, Sébastien Perbet, Gwénael Prat, Thierry Boulain, Alexandre Demoule, Jean-Damien Ricard,

NHF vs COT vs NIV o¢g

AVOOOKATEOTAOANEVOUG HE AA

Lancet Respir Med 2016; 4: 646-652
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Conclusion: NIV might be associated with an increased risk of intubation and mortality and should

be used cautiously in immunocompromised patients with acute hypoxaemic respiratory failure.




High-flow oxygen therapy in immunocompromised patients with acute
respiratory failure: A review and meta-analysis> >«

Journal of Critical Care
2018:;43:300-305

Hui-Bin Huang ®P, Jin-Min Peng 2, Li Weng 2, Guang-Yun Liu , Bin Du ®*

Meta-avaAuon peAeTwy 61ToU TO NHFO OUyKpiveTOl NE AAAEG HOPPES AVATTVEUOTIKAG UTTOOTHPIENG
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Conclusions: The results of current meta-analysis suggest that use of NHFO significantly

Improve outcomes of acute respiratory failure in immunocompromised patients.
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High-Flow Nasal Cannula Versus Conventional

Oxygen Therapy in Emergency Department COT vs NHEO oTo TEM o¢
Patients With Cardiogenic Pulmonary Edema: aoBeveic pe OMNO

A Randomized Controlled Trial OUUTTANPWHATIKA OTNV

POPMOKEUTIKN aywyn
Onlak Makdee, MD; Apichaya Monsomboon, MD; Usapan Surabenjawong, MD; Nattakarn Praphruetkit, MD;
Wansiri Chaisirin, MD; Tipa Chakorn, MD; Chairat Permpikul, MD; Phakphoom Thiravit, MD; Tanyaporn Nakornchai, MD*
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Conclusion: treatment with NHFO helps
to improve oxygenation and respiratory

rate in emergency department patients
with cardiogenic pulmonary edema
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Nasal high flow therapy: a novel

treatment rather than a more expensive

oxygen device

Eleni Ischaki, loannis Pantazopoulos and Spyros Zakynthinos

Eur Respir Rev. 2017 Aug 9;26(145)

Acute hypoxaemic respiratory failure#

Criteria for immediate or imminent intubation are present
li.e. impaired consciousness and/or persistent shockl)

No i l s

NHF initiation Intubation and invasive MV
Fio, 100%, flow rate 40 L-min-! NHF for improving pre-oxygenation
Temperature 37°C and peri-laryngoscopy oxygenation

Fio; 100%, flow rate 60 L-min-1

Within
1-2h

Monitoring

Presence of one of the following: respiratory rate »35 breaths-min-1, 5po, <88-90%,
thoraco-abdominal asynchrony and/or persistent auxiliary muscle use, respiratory acidosis
[Paco, >45 mmHg with pH <7.35)

Ne i l s

Titration™ Noninvasive MV
Fio, based on target 5p0; [>88-90%) Short trial [1-2 h)
Flow rate based on <25-30 breaths-min-!

and patient comfort

Temperature based on patient comfort

I

Monitoring

Presence of one of the following within hours [maximum 48 h], besides optimum NHF
titration: respiratory rate >35 breaths-min-!, Spo, <88-90%, thoraco-abdominal asynchrony
and/or persistent auxiliary muscle use, respiratory acidosis [Paco, >45 mmHg with pH <7.35),
haemodynamic instabilitys

Ne l l -

Weaning from NHF Intubation and invasive MV
Firstly decrease Fio, NHF for improving pre-oxygenation
When Fio, <0.4% decrease flow rate by 5 L-min-! and peri-laryngoscopy oxygenation

When flow rate <15 L-min-1stop NHF and initiate SOT Fio; 100%, flow rate 60 L-min-!




Acute hypoxaemic respiratory failure#

Criteria for immediate or imminent intubation are present

i.e. impaired consciousness and/or persistent shock])
l Yes

Intubation and invasive MV
NHF for improving pre-oxygenation

and peri-laryngoscopy oxygenation
Fio, 100%, flow rate 60 L-min-]

©



NHFO vs MME w¢ pé@odog trpo-

oluyévwong oe acBeveic MEO

Miguel-Montanes et al, Crit Care Med 2015;43:574-583

Rate of rise of carbon dioxide during apnoea (kPa.min™)
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Stock, Schisler &  Frumin, Epstein &  Fraioli, Sheffer &  Eger & Severing-  Rudolf & Hohen-
McSweeney (a) [38] Cohen (b) [13]  Steffenson (b) [16] haus (b) [15] horst (c) [44]

Patel & Nouraei
(THRIVE)

Watson et al.
(d) [45]

i I

2 3
Time (min)

Phase
- Phase 1 (NRM)
- = Phase 2 (HFNC)

Kartaypa@r 6edopévwy TTPo-o{uyovwong
pe NHFO og SUoKoAO agpaywyo

THRIVE study: Patel et al, Anaesthesia 2015;70:323—-329
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Acute hypoxaemic respiratory failure#

Criteria for immediate or imminent intubation are present
i.e. impaired consciousness and/or persistent shock])

No l Yes
v

NHF initiation Intubation and invasive MV

Fio, 100%, flow rate 60 L-min-"! NHF for improving pre-oxygenation
and peri-laryngoscopy oxygenation

Fio, 100%, flow rate 60 L-min-]

Temperature 37°C

©



Ritchie JE et al, Anaesth Intensive Care 2011; 39: 1103-1110 |
frehie S et al, Anaesth infensive L.are Moller W et al, J Appl Physiol 2015 Jun 15; 118(12): 1525-1532
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NHF initiation
Fio, 100%, flow rate 60 L-min-!
Temperature 37°C

Within
1-2h

Monitoring
Presence of one of the following: respiratory rate >35 breaths-min-1, Spo, <88-90%,

thoraco-abdominal asynchrony and/or persistent auxiliary muscle use, respiratory acidosis
(Paco, >45 mmHg with pH <7.35)




Impact of high-flow nasal cannula oxygen therapy on
intensive care unit patients with acute respiratory failure: |Szwymf Betal intCare Med2011;37:1780
A prospective observational study """

i
Benjamin Sztrymf®-®, Jonathan Messika®®-!, Thomas Mayot® !, Hugo Lenglet?,
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Predictors of high flow nasal cannula failure in immunocompromised
patients with acute respiratory failure due to non-HIV pneumocystis

pneumonia

Won-Young Kim'’, Heungsup Sung’, Sang-Bum Hong®, Chae-Man Lim*, Younsuck Koh?*, Jin Won Huh*

J Thorac Dis 2017;9(9):3013-3022
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NHF initiation
Fio, 100%, flow rate 60 L-min-!
Temperature 37°C

Within
-2 h

Monitoring
Presence of one of the following: respiratory rate >35 breaths-min-1, Spo, <88-90%,
thoraco-abdominal asynchrony and/or persistent auxiliary muscle use, respiratory acidosis

(Paco, >45 mmHg with pH <7.35)

No Yes
Titration+ Noninvasive MV
Fio, based on target Spo, (>88-90%) Short trial (1-2 h)

Flow rate based on <25-30 breaths-min-!
and patient comfort
Temperature based on patient comfort




Titration*

Fio, based on target Spo, (>88-90%)]

Flow rate based on <25-30 breaths-min-
and patient comfort

Temperature based on patient comfort

Monitoring

Presence of one of the following within hours{[maximum 48 h]Jbesides optimum NHF
titration: respiratory rate >35 breaths-min-1, Spo, <88-90%, thoraco-abdominal asynchrony
and/or persistent auxiliary muscle use, respiratory acidosis (Paco, >45 mmHg with pH <7.35],
haemodynamic instability8
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Byung Ju Kang 1 1ioh.
Dyung Ju Xan Failure of high-flow nasal cannula therapy may

j;hu:{rﬂ-m?[L;m delay intubation and increase mortality

1mn wwon u

Seunghee Baek NMooooTd GvnTéTr]Tag aocOevwyv ME AA
Myongja Han z 7

Hyun-Suk Seo Intensive Care Med 2015 Apr;41(4):623-32 utro NHFO T1Tou diacwAnvwenkav ot
l(geeJqllr:;g Suh oxXéon ME TO XpOVOo d1aocwAnvwong

vl J1ID O

Eun Young Kim
Sang-Bum Hong

Primary outcome
Overall ICU mortalit
Secondary o

0.001

Exwb 7(15.6) 0.006
2 (55.4) 13 (28.9) 0.002
8.6 + 10.1 3.6 7.5 0.001

yintubation (i.e., within 48 h of starting NHFO) is associated with
gverall ICU mortality, better extubation success and more ventilator-free days
than late intubation (i.e., after 48 h of starting NHFO) when patients had received
NHFO therapy that failed
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Monitoring

Presence of one of the following within hours (maximum 48 h), besides optimum NHF
titration: respiratory rate >35 breaths-min-1, Spo, <88-90%, thoraco-abdominal asynchrony
and/or persistent auxiliary muscle use, respiratory acidosis (Paco, >45 mmHg with pH <7.35],
haemodynamic instability8

No Yes
v v
Weaning from NHF Intubation and invasive MV
Firstly decrease Fio, NHF for improving pre-oxygenation
When Fio, <0.4% decrease flow rate by 5 L-min-! and peri-laryngoscopy oxygenation

When flow rate <15 L-min-! stop NHF and initiate SOT Fio, 100%, flow rate 60 L-min-!




Nasal high flow therapy: a novel

treatment rather than a more expensive

oxygen device

Eleni Ischaki, loannis Pantazopoulos and Spyros Zakynthinos

Eur Respir Rev. 2017 Aug 9;26(145)

Acute hypoxaemic respiratory failure#

Criteria for immediate or imminent intubation are present
li.e. impaired consciousness and/or persistent shockl)

No i l s

NHF initiation Intubation and invasive MV
Fio, 100%, flow rate 40 L-min-! NHF for improving pre-oxygenation
Temperature 37°C and peri-laryngoscopy oxygenation

Fio; 100%, flow rate 60 L-min-1

Within
1-2h

Monitoring

Presence of one of the following: respiratory rate »35 breaths-min-1, 5po, <88-90%,
thoraco-abdominal asynchrony and/or persistent auxiliary muscle use, respiratory acidosis
[Paco, >45 mmHg with pH <7.35)

Ne i l s

Titration™ Noninvasive MV
Fio, based on target 5p0; [>88-90%) Short trial [1-2 h)
Flow rate based on <25-30 breaths-min-!

and patient comfort

Temperature based on patient comfort

I

Monitoring

Presence of one of the following within hours [maximum 48 h], besides optimum NHF
titration: respiratory rate >35 breaths-min-!, Spo, <88-90%, thoraco-abdominal asynchrony
and/or persistent auxiliary muscle use, respiratory acidosis [Paco, >45 mmHg with pH <7.35),
haemodynamic instabilitys

Ne l l -

Weaning from NHF Intubation and invasive MV
Firstly decrease Fio, NHF for improving pre-oxygenation
When Fio, <0.4% decrease flow rate by 5 L-min-! and peri-laryngoscopy oxygenation

When flow rate <15 L-min-1stop NHF and initiate SOT Fio; 100%, flow rate 60 L-min-!
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“Take my advice kid, just go with the tlow.”
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