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	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org
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	please see attached, regards, Sandra

	



		

	

	Tasha Wells 
Clinical Nurse Educator
Medicine and Rehabilitation Services
Liason Educator for Hemodialysis,  Women and Children’s Health and Inpatient Mental Health Unit
[image: cid:image003.png@01D446D6.A52BBE00]  Telephone:  613-938-4240 ext. 4520
[image: cid:image004.png@01D446D6.A52BBE00]  Email:Tasha.Wells@cornwallhospital.ca




	I’m sending you our policy and medical directive for oxygen therapy.  Please keep in mind that these were created pre-covid and some of our practices have changed during the pandemic.  The amount of oxygen delivery allowed without physician involvement and the type of delivery device used are examples of this.  We have a short term SOP guiding current practice.

	





	D. Marika Bishop 
Manager, Policy Development and Special Projects
Professional Practice Office | Centre for Addiction and Mental Health
T: 416.535.8501 ext. 30597 | E: marika.bishop@camh.ca 
[image: cid:image001.png@01D3E3D3.C62144B0]

	Attached please find CAMH’s Medical Directive entitled Initiation and Titration of Oxygen Therapy in Emergency Situations.

	


	Selina Fleming MN, BScN, RN 
HPHA Educator
Huron Perth Healthcare Alliance
Phone: 519.272.8210 x2325
Clinton Public Hospital - St. Marys Memorial Hospital - Seaforth Community Hospital - Stratford General Hospital



	I’ve located our oxygen Therapy policy. However, it is outdated and needs to be reviewed by Cardio Resp. I’ve attached it above in the event you might find it helpful. 


	


	Roger Correia, RRT, HBSc, MHS
Clinical Resource Leader, Respiratory Care & Resuscitation 
Michael Garron Hospital | Toronto East Health Network 
825 Coxwell Ave | Toronto, ON | M4C 3E7 
Tel: 416-469-6580 ext 2196 |
roger.correia@tehn.ca

[image: cid:image001.png@01D26FE7.769AA320]  

	Find attached O2 therapy policy from Michael Garron Hospital.


	


	Tyler Graveline
Clinical Administration
Patient Services Office
Pembroke Regional Hospital
A122-705 MacKay Street, Pembroke, ON K8A 1G8
T: 613-732-2811 x 6141
TF: 1-877-877-6583 X 6141
F: 613-732-9986

	
	



	Charlie Sloan RN, BScN
Coordinator, Clinical Practice and Learning
St. Joseph's Care Group
807-346-2318
Cell: 807-252-1817
sloanc@tbh.net



	I can attach our newest oxygen policy and medical directive which we just implemented this year.

	

[bookmark: _MON_1661247907]

	Daphne Flatt, MEd., BSc. (OT), OT Reg. (Ont.)
Collaborative Practice Leader – Rehabilitation Sciences
North York General Hospital
Status Only Lecturer, Dept. of Occupational Science & Occupational Therapy, University of Toronto
(416)756-6667
Daphne.Flatt@nygh.on.ca
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Home  >  Policies & Procedures  >  Clinical Documents  >  Interdisciplinary Clinical Manual  >  Oxygen Therapy (Application and Titration for 
Adults) and Use of Cylinders


Disclaimer: the information contained in this document is for educational purposes only. Any PRINTED version of this 
document is only accurate up to the date of printing. Always refer to the Policies and Procedures Intranet site for the 
most current versions of documents in effect.


PROCEDURE Manual: Clinical Section: Interdisciplinary Clinical Code No.: I
O019


Old Code No.: PROO19,
I O19


Title: Oxygen Therapy (Application and Titration for Adults) and Use of 
Cylinders


Original Effective Date: Nov 01, 1985


Review/Revised Effective Date: May
02, 2018


Next Review Date: May 01, 2021


Cross Index: #O1-PP Authoring Committee/Program/Dept:
Respiratory Therapy Approved By: SLT


Purpose:


To describe the procedure for assessing the need for supplemental oxygen therapy as part of vital signs check, 
and the application of supplemental oxygen when necessary 
To describe how to use oxygen cylinders


Definition:


Oxygen Therapy - the administration of oxygen at concentrations greater than that in ambient air


Indications of Oxygen Therapy:


Documented hypoxemia as evidenced by PaO2 less than 60 or SpO2 less than 90% on room air 
Acute situations in which hypoxemia may be suspected (i.e. post anesthesia) 
Decrease the workload hypoxemia imposes on the cardiorespiratory system (i.e. acute, myocardial infarction,
severe trauma)


Complications of Oxygen Therapy:


Oxygen therapy can have complications and the goal is to provide the lowest possible O2 to achieve desired SpO2 and
wean off as quickly as possible.


Oxygen Toxicity - Two factors determine harmful effects of oxygen: The concentration of oxygen and the 
exposure time - the higher the concentration and longer the exposure the greater the damage. FiO2 greater 
than 0.5 may cause atelectasis, increased shunting, lung parenchyma damage, decreased ventilation/perfusion 
ratio and at later stages pulmonary fibrosis. 
Too much oxygen may depress ventilation in patients with chronic hypercapnia leading to increased CO2 
retention or CO2 narcosis leading to respiratory arrest. If patient presents with decreased LOC, contact
physician. 
Development of pressure ulcers due to type of delivery device. Check patients for pressure sores behind the 
ears, nares, and on the face depending on delivery device.
Epistaxis due to drying of the nasal mucosa from unhumidified oxygen flowrates.
Bacterial contamination can occur when nebulizers or humidifiers are used. Nebulizer or humidifier bottles are 
to be dated when opened and changed every 3 days or when visibly soiled to prevent bacterial contamination. 
Fire Hazard.


Responsibility:


Note - order required from authorized prescriber or refer to Oxygen Therapy (Initiation of) for Respiratory Distress
medical directive in emergency situations.


Nurse 
Respiratory Therapist
Medical Radiation Technologist: MRT(R), MRT(T), MRT(N), MRT(MR) 
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Physiotherapists who are rostered with the College of Physiotherapy


Equipment:


Low Flow Systems: 


Nasal Cannula:  O2 via cannula can be delivered at flow rate 1-8 L/min. Delivers an FiO2 of approximately 24-
40% 
Non rebreather Mask: For patients with severe hypoxia and delivers an Fi02 of 60-100% (6-15 L/min) 
Venti Mask: Delivers oxygen concentration 24-50%   
Simple face mask:  Delivered at flow rates of 5-10L/min. Delivers an FiO2 of approximately 35-50% 
Nebulizer delivered via face mask or trach mask: Provides high humidity with FiO2 of 24-50% - the nebulizer is 
an aerosol generating device and should follow standard of care for High Risk Respiratory Procedures


High Flow Systems:


High output nebulizer (Mistyox) delivered via face mask or trach mask: Provides high humidity with FiO2 of 60-
98%.  Delivers output flow of greater than 60L/min. The mistyox is an aerosol generating device and should 
follow standard of care for High Risk Respiratory Procedures
Optiflow: Delivered via special nasal prongs or trach mask: Provides heated humidity with FiO2 of 34-100% 
and flows between 35 to greater than 60L/min 
Airvo: delivered via special nasal prong or trach mask: Provides heated humidity with FiO2 of 21 to 95% 
Note: The Airvo and Optiflow units are not aerosol generating devices and produces water vapour, therefore
minimizing the risk of the spread of airborne infections. PPE should be used as determined by patient 
condition.  


Oxygen Cylinders:


EZ Ox Oxygen Cylinder 
Oxygen delivery device/patient interface


Method:


Patients are assessed upon admission, with acute changes to patient condition for hypoxemia and with vital signs 
check. 


1. Wash hands and don PPE as needed. 
2. Explain procedure to patient and family. 
3. Assess SpO2 using pulse oximeter. 
4. If SpO2 is less than 90% or range ordered by MRP, select and assemble appropriate oxygen delivery system 


(refer to Oxygen Therapy (Initiation of) for Respiratory Distress medical directive).
5. Humidification is not used for oxygen flow rates less than 4L/min unless patient has dryness of nasal 


membranes. Flow rates greater than 4L/min should be humidified. If using humidification, label the
humidification container with date and time.  


6. Apply oxygen delivery device and adjust to fit snugly and comfortably.
7. Monitor SpO2 and adjust oxygen flow rate according to SpO2 findings to keep SpO2 in prescribed ranges. 
8. Once SpO2 has stabilized document in patient record the oxygen delivery device, oxygen rate and/or flow rate 


and SpO2 level. 
9. For patients requiring O2 60% or greater or if oxygen demands increase by more than 10% from baseline, 


consult RT and notify MRP. 
10. Observe for proper function of oxygen delivery device hourly.
11. Nebulizer or humidifier bottles are to be dated when opened. Replace nebulizer or humidified water when 


empty, every 3 days, or when visibly soiled.


Use of Oxygen Cylinders:


When patients need to be placed on oxygen cylinders for transport or other purposes, ensure they have sufficient 
oxygen delivery via the cylinder as follows: 


1. Obtain a cylinder from the primary cylinder storage area on the unit.
2. Look at content gauge to see how much oxygen is left (estimate the length of time that the patient will need 


the oxygen by using the guidelines below). 
3. Attach the oxygen supply tubing to the regulator valves barbed outlet connection located inside the housing 


access hole on the right side. Humidity should not be used on a cylinder. 
4. Turn the graduated knob clockwise to the flow rate prescribed by the physician. 
5. When finished using oxygen, turn the flow of oxygen “OFF” by turning the knob counter-clockwise to the off 


position. 
6. When the cylinder reads empty, obtain a replacement tank from unit stock. Note that 500psi (red zone) is still 


¼ of a tank.
7. For areas that have LogID system, when the primary oxygen tank supply is all empty, pull the LogID tag and 


place on LogID board to have cylinders replaced. 


Oxygen Cylinder Guidelines:
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Note: a full E size cylinder = 2200 psi 


Precautions/Safety Measures:


Always store cylinders in a cylinder holder, never leave a cylinder free standing 
Do not drop a cylinder or strike two cylinders against one another, or strike other surfaces. 
Always use a small cart when transporting a cylinder and not lift it with its valve end. Some tanks have handles 
attached. 
Keep full and empty cylinders separate. Placing the full cylinders at a convenient spot minimizes handling it.
Keep storage areas dry, cool, and well ventilated. Storage rooms should be fire resistant. Remember O2 
supports combustion.


Special Considerations:


Patients may request extra long tubing to permit movement within a room. Educate patient to reduce falls risk. 
With nasal cannula, an oral breather achieves the same O2 delivery as a nasal breather. 
Refer to Maternal Child manual for application and monitoring of oxygen for paediatric patients.


References:


Kacmarek, R., Stoller, J., Wilkins, R. (2017) Egan's Fundamentals of Respiratory Care, 11th Ed.
Perry, A. & Potter, P. (2014). Clinical Nursing Skills & Techniques, 8th Ed. 
Wilkins, R.  (2014) Clinical Assessment in Respiratory Care, 7th Edition


Copyright ©1997 - 2020 Southlake Regional Health Centre
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O1-PP Oxygen Therapy (Initiation of) for Respiratory Distress.pdf


Home  >  Policies & Procedures  >  Clinical Documents  >  Medical Directives and Delegated Controlled Acts  >  O1-
PP Oxygen Therapy (Initiation of) for Respiratory Distress


Disclaimer: the information contained in this document is for educational purposes only. Any 
PRINTED version of this document is only accurate up to the date of printing. Always refer to the 
Policies and Procedures Intranet site for the most current versions of documents in effect.


Medical Directive #: O1-PP


Program/Department: Professional Practice


Subject: O1-PP Oxygen Therapy (Initiation of) for Respiratory Distress


Authorizing Physicians: Chief of Staff Approved By: MAC Date: Sep 18, 2017


Original Effective Date: Dec 22, 2009


Signature:


CNO/CPP: Annette Jones


Revised/Reviewed Effective Date: Oct 05, 2017


Signature:


Physician’s Order:


Initiate oxygen therapy to maintain SpO2 between 88% to 92%. 
Notify Physician or responsible physician delegate ASAP


Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):


Physiotherapist
Nurse 
Registered Respiratory Therapist
Medical Radiation Technologist: MRT(R), MRT(T), MRT(N), MRT(MR) 


Specific client conditions that must be met before the order can be initiated:


Patient exhibiting signs of respiratory distress e.g. SOB, cyanosis and/or
Hypoxia-defined as SpO2 less than 90% on room air or less than prescribed range in
clinical situations


Situational Circumstances which must exist before the order can be initiated:


Physician not immediately available


Contraindications for initiating the order:


Resuscitation Plan of Care which excludes the use of oxygen therapy 
An infant/child with a known congenital heart defect. For these patients, the order for 
initiation of oxygen must come directly from the physician.


Associated Procedural Documents/Guidelines (note document codes and locations):


Oxygen Therapy (Application and Titration for Adults) and Use of Cylinders procedure


References:


Perry, A. G. & Potter, P.A Clinical Nursing Skills & Techniques. 2014, 8th edition, Mosby 
Inc: Philadelphia.   
AARC Clinical Practice Guideline O2 Therapy for Adults in Acute Care Facility, June 2002


Copyright ©1997 - 2018 Southlake Regional Health Centre
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Medical Directive template adapted from Federation of Health Regulatory Colleges of Ontario (2007) An Interprofessional Guide on the Use of Orders, Directives and 
Delegation for Regulated Health Professionals in Ontario.  This material has been prepared solely for internal use at CAMH.  CAMH accepts no responsibility for use of 
this material by any person or organization not associated with CAMH.  No part of this document may be reproduced in any form for publication without the permission of 
CAMH.  This is a controlled document.  Any documents appearing in paper form are not controlled and should always be checked against the electronic version prior to 
use.  The electronic version should always be considered the most current and accurate version.  T The most current version of this policy is in electronic format, found 
at http://insite.camh.net/files/PC_3155_Oxygen_Therapy_Medical_Directive_114076.pdf. 


 


1.0 Order 
Registered Nurses (RN) and Registered Practical Nurses (RPN) may initiate and 
administer oxygen therapy during emergency situations, without prior consultation 
with a prescriber. 


2.0 Recipient Patients 
Any person who requires therapeutic levels of oxygen during emergency events to 
avoid episodes of hypoxemia. 


3.0 Authorized Implementers 
RNs and RPNs working on a CAMH inpatient unit or outpatient areas, or in the 
Emergency Department who are employed by CAMH. 


RNs and RPNs employed by external agency to provide nursing care at CAMH are 
also authorized implementers of this Medical Directive. 


Implementers employed by CAMH will sign off on the Medical Directive in the 
CAMPUS system on an annual basis. 


Implementers employed by an external agency will sign off on the Medical Directive 
in documentation kept by the agency, on an annual basis. 


Title:  Initiation and Titration of Oxygen 
Therapy in Emergency Situations 


Medical Directive No.:  PC 3.15.5 


Pages:  5 


Program or Specialty:  Professional 
Practice Office 


Initial Issue Date:  November 5, 2019 


Effective Date: November 5, 2019 


Key Words:  Oxygen, Emergency, Medical 
Directive 


Next Review Date: November 4, 2020 


Next Renewal Date: November 4, 2022 


Reviewed By:  Clinical Care Committee 
(CCC), Collaborative Practice Advisory 
Committee (CPAC)  


Approved By:  Medical Advisory Committee 
(MAC) 


Sponsoring Health Care Professionals/ Contact Person(s):  Dr. Renee Logan – Medical 
Lead, Infection Prevention and Control; Sarah Branton – Manager of Interprofessional 
Practice and Education; and Kamini Kalia – Manager of Interprofessional Practice and 
Education 



http://insite.camh.net/files/PC_3155_Oxygen_Therapy_Medical_Directive_114076.pdf
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Medical Directive template adapted from Federation of Health Regulatory Colleges of Ontario (2007) An Interprofessional Guide on the Use of Orders, Directives and 
Delegation for Regulated Health Professionals in Ontario.  This material has been prepared solely for internal use at CAMH.  CAMH accepts no responsibility for use of 
this material by any person or organization not associated with CAMH.  No part of this document may be reproduced in any form for publication without the permission of 
CAMH.  This is a controlled document.  Any documents appearing in paper form are not controlled and should always be checked against the electronic version prior to 
use.  The electronic version should always be considered the most current and accurate version.  T The most current version of this policy is in electronic format, found 
at  http://insite.camh.net/files/PC_3155_Oxygen_Therapy_Medical_Directive_114076.pdf. 


4.0 Indications 
Supplemental oxygen may be considered during medical emergencies as defined in 
policy E 3.1 Code Blue – Medical Emergency if the person is suffering from, or at 
risk of experiencing, a hypoxic event, as described below: 


 Code Blue Medical Emergency situations: medical emergency, “when a 
person is experiencing a real or suspected imminent loss of life” (OHA, 
2008).  Examples of life threatening medical emergencies include but are 
not limited to: airway compromise, circulation compromise including 
absent pulse, cardiac and/or respiratory arrest, laryngospasm, seizure, 
choking, drowning, multiple injuries (spinal cord or cranial injuries), 
poisoning, shock, unconsciousness, hemorrhage, excessive bleeding, 
extensive burns, anaphylaxis, overdose, and suspected suicide. 


 Hypoxia is defined as SpO2 less than 90% OR less than prescribed SpO2 
parameters. 


5.0 Contraindications 
No specific contraindications to oxygen therapy exist in the context of the clinical 
conditions described above unless the client/patient has a known medical diagnosis 
such as Chronic Obstructive Pulmonary Disease (CPOD) where high 
concentrations of oxygen may suppress their respiratory drive.  Oxygen should still 
be administered when clinically indicated, if the client/patient’s oxygen levels fall 
below the ordered range.  Providers should monitor for respiratory depression and 
assist ventilations when indicated. 


6.0 Consent 
Unless consent is refused in the moment or there has been a documented request 
by the client/patient or substitute decision maker (SDM) regarding no intervention 
during cardiorespiratory event, oxygen therapy can be administered during 
emergency situations. Refer to policy PC 2.4.2 Resuscitation Status for Inpatients. 


7.0 Guidelines for Implementing the Order 
Oxygen saturation (SpO2) is measured via pulse oximetry. 


Oxygen (O2) will be initiated if the client/patient’s SpO2 is less than 90% OR less 
than minimum acceptable SpO2 ordered by a physician/nurse practitioner and/or if 
the client/patient meets any of the clinical inclusion criteria. 



http://insite.camh.net/files/PC_3155_Oxygen_Therapy_Medical_Directive_114076.pdf

http://insite.camh.net/policies/e_3_1_code_blue_medical_emergency-9322.pdf

http://insite.camh.net/policies/pc_2_4_2_resuscitation_status-44187.pdf
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 For Adults (for the purposes of this policy, adult is defined as a person 
over the age of 12 years): Initiate and titrate O2 up to 6L/min via nasal 
prong if the client/patient is awake and spontaneously breathing.  Advise 
the client/patient to breathe through their nose.  Starting at 2L/min and 
titrating by 1L/min until a maximum of 6L/min, if client/patient’s oxygen 
saturation does not improve after 1 minute. 


 For Children (for the purposes of this policy, child is defined as a person 
under the age of 5 years) where CAMH personnel are responding to a 
medical emergency at the Queen Street Childcare Centre (daycare) at 
CAMH: a maximum of 4L/min, via nasal prong. 


 Initiate non-rebreather mask at 15 L/min if the client/patient is 
spontaneously breathing, unconscious and not responding to painful 
stimuli. 


 Initiate Bag Valve Mask (BVM) if the client/patient has respirations less 
than 8 breaths per minute. 


8.0 Documentation and Communications 
When implementing this Medical Directive, a Code Blue Medical Emergency must 
be called. 


Documentation of the Medical Directive will include, at minimum, that the oxygen 
therapy is “as per Medical Directive” and the name, signature and designation of 
the implementer.  


 This information is to be capture on the Code Blue Response Record and 
should be entered as an order into I-CARE as soon as appropriate. 


9.0 Review and Quality Monitoring Guidelines 
Addressing Questions or Concerns: 


 If a RN/RPN requires clarification of this Medical Directive, they should 
consult the attending prescriber within the program. 



http://insite.camh.net/files/PC_3155_Oxygen_Therapy_Medical_Directive_114076.pdf
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Medical Directive template adapted from Federation of Health Regulatory Colleges of Ontario (2007) An Interprofessional Guide on the Use of Orders, Directives and 
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Additional resources include: 


 Staff psychiatrists, hospitalists, nurse practitioners, Advanced Practice 
Clinical Leader, RN, RPN, Nurse Educators, after-hours managers, 
clinical informatics nurses. 


10.0 Administrative Approvals 
Medical Advisory Committee November 5, 2019. 
Clinical Care Committee October 16, 2019. 
Collaborative Practice Advisory Committee December 17, 2018. 


11.0 Approving Physician(s)/Authorizer(s) 
All physicians and NPs acting in a clinical role who have inpatient duties at 
CAMH.  Signatures of physicians will be obtained annually by September 30th 
and are stored in the office of the Manager of Medical Services. 


12.0 References 
AARC Clinical Practice Guideline (2002). Oxygen therapy for adults in the acute 


care facility – 2002 Revision & Update. Respiratory Care, 47(6). 


Pierson, David, MD FAARC. Clinical Practice Guidelines for Chronic Obstructive 
Pulmonary Disease: A Review and Comparison of Current Resources. Respir 
Care, March 2006 Vol 51 No 3. 


Eastwood GM, O’Connell B, Gardner A, Considine J. Patients’ and Nurses’ 
Perspectives on Oxygen Therapy: A Qualitative Study. J.Adv. Nurs. 2009 
Mar; 65(3): 634-641. 


Royal United Hospital Bath (2009). Oxygen Therapy Administration Policy and 
Guidelines: the administration of short burst, sustained (medium term), and 
emergency oxygen to adults in hospital. 


13.0 Linked/Related Documents 
13.1 Related Policies 


E 3.1 Code Blue – Medical Emergency  
PC 2.4.2 Resuscitation Status for Inpatients 


13.2 Other Resources 
Medical Directive for Oxygen Therapy (Order in I-CARE) 



http://insite.camh.net/files/PC_3155_Oxygen_Therapy_Medical_Directive_114076.pdf

http://insite.camh.net/policies/e_3_1_code_blue_medical_emergency-9322.pdf

http://insite.camh.net/policies/pc_2_4_2_resuscitation_status-44187.pdf
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14.0 Review/Revision History 
 


Date Revision No. Revision Type 
(minor edit, moderate  


revision, complete revision) 


Reference Section(s) 


November 
2019 


1.0 New Medical Directive  N/A. 


 



http://insite.camh.net/files/PC_3155_Oxygen_Therapy_Medical_Directive_114076.pdf
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				Huron Perth Healthcare Alliance



		1. Clinical Policies and Procedures

		Original Issue Date:

		August 10, 2010



		Oxygen Therapy/Pulse Oximetry

		Review/Effective Date:

		June 14, 2011



		Approved By: VP, Clinical Programs

		Next Review Date:

		August 10, 2013
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		This is a CONTROLLED document for internal use only.
Any documents appearing in paper form are not controlled and should be checked against the document (titled as above) on the file server prior to use.



		

1. POLICY :

Medical or supplemental oxygen is a drug. Administration of oxygen requires the order of a physician.

Administration of oxygen in an emergency situation is a first aid measure which does not require medical authorization. In cases such as this, a physicians order must be obtained as soon as possible after the initiation of oxygen. The staff member who has initiated the oxygen therapy should be responsible for obtaining or communicating a request for an order. Oximetry will be performed as soon as possible on all patients who have been given oxygen without an order and oxygen will be titrated to a SpO2 of greater than 90%.

STRATFORD SITE:

Oxygen Therapy = < 4 lpm nasal prongs :

· Registered Nurses (RN/RPN) and/or Registered Respiratory Therapists (RRT) will be responsible for overseeing Oxygen Therapy for patients with oxygen requirements of 4 lpm or less by nasal prongs.

· RN’s or RPN’s will have primary responsibility for these patients with RRT’s involved as needed. Routine titration and weaning of these patients will be completed by nursing as per the following orders: 

a) specific MRP oxygen order
b) wean O2 to Spo2 >90%
c) Titrate O2 >90%
d) Post-op Protocol. (#Appendix A)
 

· Following oximetry, if it is discovered that the patient requires more than 4 lpm nasal prongs, the nurse will take corrective action and will then notify the Respiratory Therapy staff via Meditech . The Respiratory Therapy staff will then assume responsibility for Oxygen Therapy for that patient.

· d) A request for service is communicated via Meditech procedure “OXYGEN THERAPY >4LPM”. This will generate a requisition in the Respiratory Therapy department. If O2 needs are urgent the Respiratory Therapy staff may be reached by phone at ext. 2414.

· e) When the patient has been weaned down to 4 lpm or less, nursing staff will assume/reassume responsibility for oxygen therapy. The Respiratory Therapist will communicate this transfer of responsibility verbally and by a written note in the Patient Note section of Meditech.

Oxygen Therapy > 4 lpm nasal prongs:

· RRT’s will assess and follow all patients requiring Oxygen Therapy greater than 4 lpm nasal prongs.  

· Titration and weaning of these patients will occur as per the following:

a) specific MRP oxygen order
b) wean O2 to Spo2 >90%
c) Titrate O2 >90%
d) Post-op Protocol (#Appendix A)

· c) Following oximetry, patients requiring 4 lpm or less by nasal prongs will be subsequently followed by nursing. This transfer of responsibility will be communicated verbally and by a written note in the Patient Note section of Meditech by the Respiratory Therapist.

SEAFORTH, ST. MARYS, CLINTON SITES:

All Oxygen Therapy to be completed by Nursing staff as per protocol outlined below.

Following oximetry, if it is discovered that the patient requires more than 4 lpm   nasal prongs, the nurse will take corrective action and will then notify the Most Responsible Physician.

NOTES:

- Humidification of oxygen is not necessary for patients receiving 4 lpm or less by nasal prongs. Higher flowrates and patients with a Tracheostomy may be humidified at the discretion of the RN/RRT.

- Oxygen Therapy in some patients (COPD, OSA, Obesity Hypoventilation Syndrome) may result in respiratory depression. If this is suspected, the MRP must be notified and Oxygen is to be used cautiously aiming for a saturation of 88-90%. Signs and symptoms of respiratory depression may include: headache, drowsiness, lethargy.                                                                                                                    

- Discontinuation of Oxygen Therapy requires a specific discontinuation order or a “wean” or “wean as tolerated” order. Discontinuation of oxygen therapy without a physician’s order is a medication incident

- The administration of oxygen at a flowrate, concentration or mode of delivery, that is not consistent with the physician’s order, is a medication incident.

- The administration of oxygen without proper consideration for obtaining a physician’s order is a medication incident.

- The failure to administer oxygen that has been prescribed by a physician is a medication incident.

2.   OXYGEN THERAPY PROCEDURE

Purpose: Some disease conditions result in impairment of normal oxygenation of blood resulting in Hypoxemia. Hypoxemia is defined as a PaO2 of less than 60 mm Hg or a SpO2 of less than 90%. Oxygen Therapy is used to decrease work of breathing, decrease myocardial workload and return blood oxygen levels to >60 mmHg and SpO2 to >90%.

2.1        Verify the physician’s order.

2.2        Check the patient’s chart for possible contraindications to the therapy (e.g. CO2 retention).

2.3        Gather the appropriate equipment required to initiate the therapy.  

2.4        Identify yourself and verify the patient’s identity prior to initiating the therapy.

2.5        Familiarize the patient with the therapy and its objectives.   The patient and visitors should also be informed of the safety considerations associated with oxygen use (#Appendix B).

2.6        Perform pulse oximetry if the patient is not in immediate distress.

2.7        Initiate the therapy as specified in the physician's order or as appropriate (#Appendix C, #Appendix D, #Appendix E).           

2.8        Repeat pulse oximetry with patient on prescribed level of oxygen after 20-30 minutes to allow patient to achieve steady state.                                   

2.9        Document relevant information in Meditech.  

3.  PULSE OXIMETRY PROCEDURE

Staff performing pulse oximetry must be aware of the technical and clinical limitations of utilizing this test as an indirect indication of oxygenation status.

3.1        Verify physician's order.

3.2        Identify yourself and verify the patient's identification prior to performing the procedure.

3.3        Familiarize the patient with the procedure and its objectives.

3.4        Note the FiO2 or Litres per minute (LPM) being delivered to the patient and perform oximetry measurement.  (See Fingerpulse Oximeter Procedure)

3.5        Document relevant information in Meditech, including oxygen saturation and delivered FiO2 and any relevant changes in therapy.

[bookmark: Fingerpulse_Oximetry_Procedure]4.  FINGERPULSE OXIMETRY PROCEDURE

PURPOSE:

Fingertip pulse oximetry is a portable, non-invasive spot-check of oxygen saturation or arterial hemoglobin (Sp02) and pulse rate of adult and pediatric patients. It is not for continuous monitoring.

OPERATING INSTRUCTIONS:

1. Install two AAA batteries into battery compartment correctly.

2. Place clamp over finger nail as the following diagram.

[image: Fingerpluse Oximeter]

3. Insert one finger into rubber hole of the Oximeter fully. When the finger is inserted into the Oximeter, the nail surface must be upward (towards the screen panel).

4. Press the switch once on the front panel.

5. Finger and body should not tremble during measuring.

6. Read corresponding data from display screen.

a. After turning on the Oximeter, each time the power switch is pressed, the Oximeter will switch to another display mode. There are 6 display modes.

b. When pressing and holding the power switch for more than one second, the brightness of the oximeter will be changed by degrees, there are 10 levels on brightness; the default is level four.

MAINTENANCE:

1. Use 70% isopropyl alcohol to clean the rubber touching the finger inside of the Oximeter before and after each test.

2. Replace the batteries when low voltage lamp displays. Push the battery cover in the direction of the arrow to open the battery compartment.

3. Remove the batteries inside the battery cassette if the Oximeter will not be operated for a long time.

4. It is best to preserve the product in a place where ambient temperatures is at room temperature and relative humidity is ≤ 93%.

5. It is recommended that the product should be kept in a dry environment. A wet ambient environment may affect its lifetime and damage the product.

TROUBLESHOOTING

		Problems

		Possible Reason

		Solution



		Sp02 or PR cannot be shown normally

		· Finger is not inserted correctly

· Patient's Oxyhemoglobin value too low to be measured

		· Retry by re-inserting the finger.

· Contact Bio-Med.



		Sp02 or PR is shown unstably

		· Finger might not be inserted deeply enough

· Finger is trembling or patient's body is in motion.

		· Retry by re-inserting the finger

· Try not to move



		The Oximeter cannot be powered on

		· Battery power may be insufficient to power device

· Batteries might be installed incorrectly

· The oximeter might be dampened

		· Replace batteries

· Reinstall the batteries

· Contact Bio-Med



		Indication lamps are suddenly off

		· The product is automatically powered off when no signal is detected longer than 8 seconds

· Power of the batteries is low

		· Normal

· Replace batteries



		“Error3” or “Error4” is displayed on the screen

		· Low power

· Receiving tube being shielded or damaged together with broken connector

· Receive-emission tube may not be functioning

· Amp circuit malfunctions

		· Replace batteries

· Contact Bio-Med



		“Error7” is displayed on screen

		· Low power

· Emission tube damaged

· Current control circuit malfunctions

		· Replace batteries

· Contact Bio-Med





REFERENCES:

Operator's Manual, Fingertip Pulse Oximeter, Beijing Choice Electronic Technology Co., Ltd.

[bookmark: Appendix_A]APPENDIX A :

Oxygen Orders:

1. WEAN O2 – incrementally reduce oxygen until the patient has acceptable saturation on room air. Then discontinue O2.

2. TITRATE O2 – incrementally increase or decrease oxygen to maintain oxygen saturation above desired level. This is not an order to remove oxygen.

3. POST-OP PROTOCOL – 4 lpm for 24 hours then wean as tolerated to greater than 92%.

4. SPECIFIC PHYSICIAN O2 ORDER – as per written physician order

[bookmark: Appendix_B]APPENDIX B:

Oxygen Safety:

Nursing and Respiratory Therapy staff are responsible for informing patients and visitors of applicable oxygen safety rules.

1. Smoking is not allowed in a room while oxygen is being administered.

2. Television sets may be used by patients receiving oxygen therapy IF they are more than 1.5 meters away from the patient. Private sets, including battery-operated ones, are not allowed. Laptops, blackberries and such devices are allowed; appliances which may cause a spark, such as a hairdryer, should not be used within 5 feet of the device.

3. Electrical equipment shall not be used within 1.5 meters from the point of oxygen administration except hospital approved therapeutic electrical equipment may be used where necessary.

4. Flammable or combustible aerosols or vapours such as alcohol shall not be administered in oxygen-enriched atmosphere.   This includes various hair sprays, deodorants, acetone based cosmetics, etc.

5. Petroleum based materials (oil, grease, Vaseline, adhesive tape) must not be permitted to come in contact with cylinder valves, oxygen regulators or oxygen delivery devices.

6. Oxygen cylinders must be secured in an upright position at all times using appropriate base or stand. When in use or in transit, the cylinder must be secured to a cylinder stand of sufficient size to render the entire assembly safe.   When in storage they must be placed in specially designed boxes or secured with wall chains.

7. Oxygen cylinders must be kept out of reach of confused or agitated patients

8. Cylinder valves shall be opened and connected in accordance with the following procedure:

(a) Make certain that connections are free of foreign materials.

(b) Turn cylinder valve outlet away from personnel.   Stand at side, not in front.   Before connecting the regulator to the cylinder, momentarily open cylinder valve to eliminate dirt ("cracking the cylinder").

(c) Make connection of regulator to cylinder valve.   Tighten connection nut securely with an appropriate wrench (manufactured of steel or other suitable material of adequate strength).   So-called "non-sparking" wrenches and tools are not necessary.

(d) Ensure flowmeter on regulator is shut off.

(e) Slowly open cylinder valve to full open position.

(f)  Attach humidifier and/or delivery tubing, oxygen administration equipment, i.e., cannula, mask, etc.

(g) Set flow rate of gas as required.

[bookmark: Appendix_C]APPENDIX C:

METHODS OF ADMINSTERING OXYGEN THERAPY           

		OXYGEN DELIVERY SYSTEM

		FIO2 DELIVERED

		HUMIDIFICATION REQUIRED



		 

1. NASAL PRONGS

 

		 

  1-6 LPM

FIO2 IS VARIABLE

		 

BUBBLE BOTTLE IF FLOW GREATER THAN 4 LPM



		 

2. VENTURI MASK

		 

24% (BLUE) @ 2 LPM

28% (YELLOW) @ 4 LPM

31% (WHITE) @ 6 LPM

40% (PINK) @8 LPM

50% (ORANGE) @ 12 LPM

 

		 

NO HUMIDIFICATION REQUIRED



		 

3. 100%   NON- REBREATHER MASK

 

		 

80-95%

		 

NO HUMIDIFICATION REQUIRED



		 

4. TRACHEOSTOMY MASK

 

		 

.21 UP TO 1.0

		 

HIGH HUMIDITY SET UP





[bookmark: Appendix_D]APPENDIX D:

 

[bookmark: Appendix_E]APPENDIX E:
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		[bookmark: _Toc256000015][bookmark: _Toc256000000][bookmark: _Toc418253149]Purpose 

		To provide oxygen therapy for patient’s requiring low to high oxygen concentrations. 







		[bookmark: _Toc256000016][bookmark: _Toc256000001][bookmark: _Toc418253150]Policy Statement 

		On a physician’s order, oxygen therapy may be initiated by a Respiratory Therapist, Physiotherapist and a Registered Nurse. 

The Respiratory Therapy Department is available at all times to provide consultation and education in relation to oxygen therapy.
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		[bookmark: _Toc256000017][bookmark: _Toc256000002][bookmark: _Toc418253151]Responsibilities

		Registered Respiratory Therapist (RRT)

Graduated Respiratory Therapist (GRT)

Student Respiratory Therapist (SRT)

Registered Nurse (RN)
Registered Practical Nurse (RPN)

Physiotherapist (PT)







		[bookmark: _Toc256000018][bookmark: _Toc256000003][bookmark: _Toc418253152]Definitions 

		



		[bookmark: _Toc256000019][bookmark: _Toc256000004][bookmark: _Toc418253153]Oxygen Therapy

		Oxygen therapy is the administration of oxygen at concentrations greater than that in ambient air with the intent of treating or preventing the symptoms and manifestations of hypoxia. (see Appendix A)
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		[bookmark: _Toc256000021][bookmark: _Toc256000006][bookmark: _Toc418253155]Hospital Oxygen Pipeline

		NOTE: The pipeline contains O2 at 50 pounds per square inch (psi) pressure, which is supplied from the outside bulk system.



1. To make the oxygen available for patient use, attach a flow meter into the wall outlet.  This enables the flow from the outlet to be varied according to requirements.

2. Do not force the flow meter or other devices (e.g. suction regulators) into wall outlets.  They should be easily positioned.  Forcing equipment frequently damages the outlet and/or equipment.  In case of malfunctioning equipment or outlets notify your manager/supervisor.

3. Staff should familiarize themselves with the location of the pipeline zone (shut-off) valve in their areas.  Knowledge of their location could save valuable time in an emergency.
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		1. Obtain “EZ-OX” portable oxygen and ensure the pressure is greater than 1000 psi. Or in the “green zone” as marked on the pressure manometer on the front of the tank.



NOTE: Patients not eligible for the “EZ-OX” portable oxygen system are those who are receiving oxygen and high humidity via Tracheostomy Mask.

2. Turn on the flow of oxygen from the “EZ-OX” portable oxygen tank by rotating the green dial on top of the cylinder clockwise.  To turn the oxygen flow off, rotate the dial counter clockwise.



NOTE:  Flow rates available on the “EZ-OX” portable oxygen system are as follows:  0, 0.5, 1.0, 1.5, 2.0, 3, 4, 6, 10, 15 and 25 L/min.



3. Disconnect the oxygen equipment from the wall flow meter and attach to the metal nipple on the “EZ-OX” portable oxygen tank.  Check to ensure there is flow from the “EZ-OX” and place the oxygen equipment on the patient.

4. Place the “EZ-OX” portable oxygen tank in an appropriate oxygen tank carrier.

5. Do not use “EZ-OX” portable oxygen tank handle to attach to the patient’s bed.
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		Venturi Air Entrainment Device – This device is designated to deliver a precise concentration of O2 to the patient.  (Range 24-50%).

1. Check / obtain physician’s order. 

2. Check patient’s health record for:

a. Past medical history

b. Arterial blood gas results

c. Admission diagnoses and current state

3. Proceed to patient’s room, introduce yourself and explain equipment and procedure to the patient.

4. Attach O2 tubing from Venturi mask to flow meter.

5. Set flow as stated on Venturi.  These masks must be run on specific flows as indicated on the Venturi.

6. Place mask on patient’s face.

7. Be sure that coloured Venturi is free from obstructions (clothing or bed linen).



Nasal Cannula (Prongs) - The nasal prongs use the nasopharynx as a reservoir.  They are run at flow rates between 1-6 L/min and can provide O2 concentration from 23% to 45% depending on patient’s breathing pattern.

1. Check / obtain physician’s order. 

2. Check patient’s health record for:

a. Past medical history

b. Arterial blood gas results

c. Admission diagnoses and current state

3. Proceed to patient’s room, introduce yourself and explain equipment and procedure to the patient.

4. Connect oxygen tubing and delivery set.

5. Set flow rate.

6. Loop tubing over ears and slide collar adjustment up at side or back of head or under chin to fit snugly.

Simple Face Mask – To be operated with oxygen flows of 6 – 10 L/min and can provide inspired O2 concentration of approximately 35 – 55% depending on the patient’s breathing pattern.

1. Check / obtain physician’s order. 

2. Check patient’s health record for:

a. Past medical history

b. Arterial blood gas results

c. Admission diagnoses and current state

3. Proceed to patient’s room, introduce yourself and explain equipment and procedure to the patient.

4. Connect oxygen tubing and delivery set.

5. Set flow rate.

6. Position mask comfortably but securely on patient’s face.



Aerosol Delivery Device – To be operated with oxygen flows of 8 L/Min.

1. Check / obtain physician’s order. 

2. Check patient’s health record for:

a. Past medical history

b. Arterial blood gas results

c. Admission diagnoses and current state

3. Proceed to patient’s room, introduce yourself and explain equipment and procedure to the patient.

4. Attach medication nebulizer to aerosol mask and oxygen tubing to nebulizer and to oxygen source.

5. Set flow rate 8 L/min.

6. Adjust mask so that it fits securely and comfortably over the patient’s face.



Non-Rebreather Mask – Designed to deliver a range of oxygen between 60-80% depending on patient breathing pattern.  They are commonly used for patients that require short-term high oxygen concentrations.

1. Check / obtain physician’s order. 

2. Check patient’s health record for:

a. Past medical history

b. Arterial blood gas results

c. Admission diagnoses and current state

3. Proceed to patient’s room, introduce yourself and explain equipment and procedure to the patient.

4. Attach O2 tubing from non-rebreather mask to flow meter.

5. Set flow meter at 10 L/min.

6. Place mask on patient’s face.

7. Adjust flow as required so the bag remains 1/3 inflated on inspiration.



Filtered High Oxygen Mask – To be used with patients on Airborne – Additional Precaution requiring greater than 100% O2.  It provides ability to filter exhaled gases.  To be used during patient transports. 

1. Contact RT to provide a Filtered High Oxygen Mask – not stocked on all units (only stocked on H7 and Emergency).

2. Attach a filter to the outlet of the mask.

3. Connect the small-bore oxygen tubing to the oxygen flow meter.

4. Set the flow meter at 8 L/min.

5. Place mask on patient and ensure a snug fit.  Adjust the strap and the metal band across the patient’s nose.

6. Ensure mask if functioning properly; observe for opening and closing of one-way valves.

7. Adjust flow as required so the bag remains 1/3 inflated on inspiration.

8. The RT will check and monitor any oxygen concentration >50%.



Tracheostomy Mask – The tracheostomy mask is intended to be used with oxygen flows of 10 L/min or greater.

1. Check / obtain physician’s order. 

2. Check patient’s health record for:

a. Past medical history

b. Arterial blood gas results

c. Admission diagnoses and current state

3. Proceed to patient’s room, introduce yourself and explain equipment and procedure to the patient.

4. Attach the high humidity nebulizer head to the Flowmeter.

5. Attach corrugated tubing to high humidity nebulizer head.

6. Set neck control as appropriate.

7. Attach water sterile water to the high humidity nebulizer head.

8. Set flow as stated on high humidity nebulizer neck according to oxygen level.  This must be run on specific flows as indicated on the high humidity nebulizer neck. 

8. Observe that the mask is maintained in the proper position over the tracheostomy.
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		1. Verify physician SpO2 orders or as indicated on the clinical pathway.

2. All patients receiving oxygen therapy at a FiO2 ≥ 50% will be seen by a RT once every 12 hours or more as required. At this time, their FiO2 will be titrated to meet specific SpO2 levels.

3. Oxygen concentrations (FiO2) will be titrated to maintain a SpO2 ≥ 90% unless otherwise ordered by the physician.

4. All patients receiving oxygen therapy at FiO2 levels ≥ 50% will be titrated by the RT if appropriate during routine checks.  The RN/RPN will continue to titrate O2 throughout their shift in order to maintain a SpO2 ordered by the physician/clinical pathway (or the default level of 90%).  On a FiO2 < 50% the RN/RPN will be responsible for further titration of the patient’s FiO2 until they no longer require oxygen therapy.

5. Do not continue the titration process if the patient develops:

a)  An increase in heart rate of  20 bpm.

b)  Increased confusion/lethargy.

c)  Respiratory rate increases to 30 bpm.

d)  Clinical signs and symptoms of hypoxia are observed.
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		These precautions apply to all methods of oxygen administration.



1. Keep oil, grease, and all flammable solutions away from oxygen equipment (no alcohol rubs at any time).

2. Prevent fire from static electricity by using cotton rather than woollen blankets.  The patient should not wear synthetic sleepwear.

3. No sources of open flames or excessive heat near area of oxygen administration (e.g. radiators, electric heaters).

4. Remove unnecessary electrical appliances from vicinity.

5. Instruct all patients and visitors regarding no smoking and other safety precautions.

6. Know location of fire extinguisher in the area.

7. Familiarize all personnel with O2 equipment and its uses and hazards.
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		See Appendix A
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		Delivery Device 

		FiO2 Delivered 

		Humidification 



		Nasal prongs 

		• Delivers 1-6 Lpm

1 Lpm, an FiO2 of approximately 24%

2 Lpm, an FiO2 of approximately 28%

3 Lpm, an FiO2 of approximately 32%

4 Lpm, an FiO2 of approximately 36%

5 Lpm, an FiO2 of approximately 40%

6 Lpm, an FiO2 of approximately 44% 

		Bubbler humidification should be considered when flow is equal to 6 Lpm and PRN 



		Simple mask 

		• Delivers approximately FiO2 0.35 – 0.50 

• O2 flow must be no less than 5 Lpm to decrease risk of CO2 re-breathing 

		Not applicable 



		Venturi mask 

		• This device is designated to deliver a precise concentration of O2 to the patient.  (Range 24-50%).

• The O2 must be set at the flow indicated on the Venturi device. 

		Not applicable



		Non-rebreather mask or HiOx mask 

		Designed to deliver 100% oxygen (range is 60-80%) depending on patient breathing pattern.  They are commonly used for patients that require short-term high oxygen concentrations.

		Not applicable 



		Tracheostomy masks 

		• For FiO2 less than or equal to 0.40, low humidity output nebulizer top is used 

• For FiO2 greater than 0.40, high humidity nebulizer top is used

		Always considered for tracheostomy patients 
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OXYGEN TITRATION PROTOCOL.pdf


NEW – Uploaded February 10, 2016 


Oxygen Titration Protocol 
 
 
PURPOSE:   
 
To provide guidelines for the titration of oxygen by Registered Nurses (RN), Registered Practical 
Nurses (RPN), Registered Respiratory Therapists (RRT), Registered Physiotherapists (PT), and 
Registered Occupational Therapists (OT). 
 
The physician’s order will include titration parameters. 
 
The care provider will document oxygen flow rate and delivery method in the interdisciplinary notes. 
  
NOTE: In an emergency situation in the hospital, RNs, RPNs, RRTs, PTs, and OTs may initiate 
oxygen therapy prior to notifying a physician to obtain a patient specific order if it is felt that the 
delay would jeopardize the well-being of the patient.  The physician must be notified at the earliest 
possible opportunity to obtain a patient specific order and the reasons for initiation must be 
documented in the patient’s chart.  
 


DEFINTIONS: 
 
Apnea: is a complete cessation of breathing for a period of time. 
 
Carbon Dioxide (CO2) Retainer: CO2 retainers rely on low levels of oxygen to stimulate breathing.  
Administering too much oxygen to a patient with a hypoxic drive may cause sedation and 
respiratory depression.  Arterial blood results will show an elevated PaCO2, elevated HCO3, and 
low PaO2. CO2 retainers have severe pulmonary disease and are usually breathless on mild 
exertion.  
 
FiO2: Refers to the fraction of inspired Oxygen.  Room air consists of 21% oxygen and has a FiO2 
of 0.21. 
 
Hyperventilation: a respiratory rate that causes a reduction in pCO2 of less than 34 mmHg. 
 
Hypoventilation: a respiratory rate that causes an increase in pCO2 of greater than 45 mmHg. 
 
Orthopnea: respiratory distress that is felt or seen when the patient is lying down. 
 
Oxygen: Supplemental medical grade oxygen is a drug and it is used for prevention of cellular 
hypoxia caused by hypoxemia, and prevention of potentially irreversible damage to vital organs. 
 
Oxygen saturation (SpO2): This is the saturation of oxygen as determined by pulse oximetry.  A 
pulse oximeter uses two frequencies of light (red and infrared) to determine the percentage (%) of 
hemoglobin in the blood that is saturated with oxygen.  Oxygen binds to hemoglobin in red blood 
cells when they come in contact with inspired air in the lungs and is then transported throughout the 
body in arterial blood.  The pulse oximeter will also measure and display the patient’s heart rate at 
the same time.  
 


Post Operative State: general anaesthesia can lead to decrease in functional residual capacity 
within the lungs (especially following thoracic or abdominal surgery) resulting in hypoxemia. 
 
Respiratory Distress: refers to both difficulty in breathing and to the patients feeling associated 
with such difficulty.  The physical presentation of respiratory distress is generally referred to as 
labored breathing while the sensation of respiratory distress is called shortness of breath or 
dyspnea. 
 
The following are examples of signs and symptoms of respiratory distress:   


 Changes in skin colour or mucous membranes 
 Increased anxiety and restlessness 
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 Increased or decreased respiratory rate or effort 
 Increased heart rate 
 Decreased oxygen saturation 
 Change in level or responsiveness  


 
Tachypnea: greater than normal respiratory rate 
 
GUIDING PRINCIPLES: 
 


1. The goal of the Oxygen Titration Protocol is to normalize the patient with oxygen saturation 
equal to or greater than 92% on room air unless the patient is known or suspected to have 
Chronic Obstructive Pulmonary Disease or other hypoxic drive conditions, the normal 
oxygen saturation on room air would be in the range of 88-92%. 


 
2. The physician will be notified immediately for patients who cannot maintain adequate oxygen 


saturations based on this protocol (see Appendix 1).  Appropriate treatment modalities will 
be discussed and a plan of action initiated based upon patient’s medical history. 


 
3. Hypoxic drive is a form of respiratory drive in which the body uses oxygen chemoreceptors 


instead of carbon dioxide receptors to regulate the respiratory cycle.  
 


4. The groups of conditions which patients who may have hypoxic drive are: 
 Chronic hypoxic lung disease 
 Chronic Obstructive Pulmonary Disease (COPD) 
 Severe Chronic Asthma 
 Bronchiectasis / Cystic fibrosis 
 Chest wall disease 
 Kyphoscoliosis 
 Thoracoplasty 
 Neuromuscular disease 
 Obesity hypoventilation 


 
5. Suitable candidates for the Oxygen Titration Protocol are those in a stable medical state with 


a chronic or resolving condition.  Patients that are acutely ill or unstable (coronary artery 
disease, impaired oxygen delivery, anemia chronic hypercapnia, pneumonia, etc.) may be 
suitable candidates as determined by the physician. 


 
6. The physician must be notified when a patient has increasing oxygen requirements or 


if there is a change in the level of consciousness in patients receiving oxygen therapy.  
 


7. All changes in oxygen therapy will be followed up by clinical assessment of symptoms and a 
pulse oximetry within 30 minutes.  In critical care areas, response to therapy may be based 
on arterial blood gas sampling. Notify physician of findings. 
 
ALERT – if a patient is known or suspected to have COPD and are carbon dioxide 
retainers, they must be monitored to ensure their oxygen saturation is maintained at 
88-92%. 
 


8. Oxygen titration is performed by RNs and RPNs for titration goals of maintaining oxygen 
saturations  at or greater than 90% and to a maximum flow of 6 litres per minute via nasal 
cannula or FiO2 (Fraction of inspired Oxygen) of 0.5 
 


9. Oxygen titration is performed by Respiratory Therapy (RT) for titration orders of oxygen 
saturations  less than 90% and if the patient’s oxygen requirements are equal to or greater 
than 6 L/min via nasal cannula or FiO2 is equal to or greater than 0.5  The RT will inform the 
RN/RPN as to the patient’s suitability to continue with titration. 
 


10. Oxygen titration is performed by PT and OT as per physicians’ titration orders.  Oxygen 
titration will be performed under the guidelines of this protocol. 
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Oxygen titration can be performed by PT and OT when consulted for patient care and the 
patient’s condition warrants titration during care.  If during care, the patient’s condition 
warrants supplemental oxygen, and there is no order, the PT/OT will initiate appropriate 
oxygen therapy and then request an order for oxygen with titration parameters.  The PT will 
then notify nursing and/or RRT that this situation has occurred and document in the patient’s 
chart.  
 


11. The most common reasons for oxygen therapy to be initiated are: 


 Acute hypoxemia (for example pneumonia, shock, asthma, heart failure, pulmonary 
embolus 


 Ischemia (for example myocardial infarction) 


 Abnormalities in quantity, or type of hemoglobin (for example acute gastro-
intestinal blood loss or carbon monoxide poisoning; sickle cell crisis) 


 
EQUIPMENT: 


 Oxygen Source – outlet mounted flowmeter, E size compressed gas cylinder with grab and 
go regulator 


 Pulse oximeter and probe 
 Equipment for delivery (choose most appropriate for patient): 


o Nasal prongs (1-6 L/min) 
o Simple mask (greater than 6 L/min) 
o Oxymizer


  
can be used from 1-15 L/min (do not place humidity over top of this device as 


the internal membrane may adhere to the inside of the cannula and degrade its 
performance) 


o Non-rebreather mask (6 - flush) notify physician and RRT 
 
PROCEDURE: 
 
1. Obtain physician order.  


 
2. Obtain patient consent (refer to Policy Manager to view “Consent to Treatment” Policy).  
 
3. Check all elements of oxygen delivery system for faults or errors.  Ensure that pulse oximetry 


signal is reliable and accurate. 
 


4. Where the patients oxygen saturation falls outside of the target range, change position, 
encourage deep breathing, and coughing. Consider other clinical instruction before adjusting 
oxygen therapy.  Monitor oxygen saturation for at least five minutes after any increase or 
decrease in oxygen dose to ensure that the patient achieves the desired saturation range. 
 Obtain and document oxygen saturation reading and oxygen dosage, heart rate and patient 


status at time of measurement. 
 Refer to the increasing oxygen protocol if the oxygen saturation is less than the titration goal 


and refer to the decreasing oxygen protocol if the oxygen saturation is greater than the 
titration goal (see Appendix 1). 


 
DECREASING OXYGEN PROTOCOL:  
 
1. Decrease oxygen flow by 1 litre per minute, repeat oxygen saturation in 20 minutes. 


 
2. If the oxygen saturation is less than the titration goal, increase the oxygen flow by 1 litre per 


minute, repeat oxygen saturation in 20 minutes. 
 


3. If the oxygen saturation is greater than the titration goal and the patient is on oxygen, either 
remain at this level or continue with oxygen titration, decrease the oxygen flow by 1 litre per 
minute and repeat oxygen saturation in 20 minutes. 
 


4. If the patient remains on oxygen, repeat the decreasing oxygen protocol every shift and as 
necessary. 
 







NEW – Uploaded February 10, 2016 


5. If the oxygen was discontinued, repeat the oxygen saturation in 2-3 hours, then every shift and 
as necessary. If the patient is a known COPD, repeat the oxygen saturation in 30 minutes, 
2-3 hours, then every shift and as necessary. 


 
INCREASING OXYGEN PROTOCOL: 
 
1. Determine if the patient is a known or suspected carbon dioxide retainer and then determine if 


the patient is in respiratory distress. 
 


2. If the patient is in respiratory distress and is NOT a known or suspected carbon dioxide 
retainer and the oxygen saturation is less than 80%, increase the oxygen flow rate by 4 litres 
per minute and call the Physician and Registered Respiratory Therapist immediately.  Repeat 
the oxygen saturation in 5 minutes, then repeat oxygen saturation after 30 minutes. 
 


3. If the patient is in respiratory distress and is a known or suspected carbon dioxide retainer 
and the oxygen saturation is less than 80%, increase the oxygen flow rate by 2 litres per minute 
to achieve the target goal of oxygen saturation 88-92% and call the Physician and Registered 
Respiratory Therapist immediately. Repeat the oxygen saturation in 5 minutes, then repeat 
oxygen saturation after 30 minutes 
 


4. If the patient is NOT in respiratory distress and is NOT a known or suspected carbon dioxide 
retainer and the oxygen saturation is greater than 80%, increase the oxygen flow rate by 2 litres 
per minute, repeat oxygen saturation in 5 minutes,  then repeat oxygen saturation after 30 
minutes 


 
5. If the patient is NOT in respiratory distress and is a known carbon dioxide retainer and the 


oxygen saturation is greater than 80%, increase the oxygen flow rate by 2 litres per minute to 
achieve a goal of oxygen saturation 88-92% call the Physician and Registered Respiratory 
Therapist immediately. Repeat the oxygen saturation in 5 minutes, then repeat oxygen 
saturation after 30 minutes. 
 
 


REFERENCE: 
 
Queensway Carlton Hospital Policy and Procedure manual October 5, 2012 
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OXYGEN TITRATION PROTOCOL 


APPENDIX 1 


 
SpO2 – oxygen saturation 
CO2 – carbon dioxide 
O2 – oxygen 
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Pulse oximetry (SpO2) performed 


Decrease O2  by 1 LPM 


O2 Conversion 
Cannula to mask 


 
1 LPM = 24% 
2 LPM = 28% 
3 LPM = 30% 
4 LPM = 35% 
5 LPM = 40% 
6 LPM = 50% 


 


   Notify MD if O2 level 
unchanged after 72 
hours 


   When O2 is 
discontinued, if SpO2 
is less than  titration 
goal, resume OTP 
and notify MD 


SpO2 great than or 
equal to  titration 
goal 


Go to decreasing 
O2 protocol on O2 


Go to increasing O2 
protocol 


YES NO 


Repeat SpO2 
after 20 minutes 


SpO2 less 
than titration 


goal 


SpO2 equal to 
titration goal 


SpO2 greater 
than titration 


goal 


Increase O2 
by 1 LPM 


Repeat SpO2 
after 20 
minutes 


Repeat O2 
titration 


protocol q 
shift and prn 


 If patient 
remains on 
O2, repeat O2 
titrations 
protocol q shift 
and prn 
 
 


On O2? 


 If O2 was 
stopped, 
repeat SpO2 in 
2-3 hours, 
then q shift  
and prn. If 
known COPD, 
repeat SPO2 
in 30 minutes 
and as 
indicated 
above. 


Reduce O2 by 
1 LPM 


Repeat SpO2 
after 20 
minutes 


Repeat O2 
titration 


protocol q 
shift and prn 


CO2 Retainer? 


Increase O2 
by 2 LPM.  


Call MD, RT 
STAT 


Increase O2 
by 4 LPM.  


Call MD, RT 
STAT 


SpO2 less 
than 80% 


Repeat SpO2 


after 5 
minutes 


Then repeat 
SpO2 after 30 


minutes 


Repeat SpO2 
after 5 


minutes 
Then repeat 


SpO2 after 30 
minutes 


 


Repeat O2 titration 
protocol q shift and 


prn 


Increase O2 
by 2 LPM 


Increase O2 
by 4 LPM.  


Call MD, RT 
STAT 


Repeat SpO2 


after 5 
minutes  


Then repeat 
SpO2 after 30 


minutes 
 


Repeat O2 
titration 


protocol q 
shift and prn 


Repeat SpO2 
after 5 


minutes 
Then repeat 


SpO2 after 30 
minutes 


OR 


OR 


NO YES 


YES 


Patient appears in 
respiratory 
distress? 


YES YES NO NO 


NO 
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Oximetry 
 
 
POLICY: 
 
DEFINITION: 
 
Pulse oximetry is a non-invasive method that enables rapid measurement of arterial 
hemoglobin saturation, without the risks associated with arterial puncture. Values are 
expressed in percentages. Normal room air value is 95 to 100% for adults and pediatrics. 
Pulse oximetry can be monitored at rest, on exertion and/or overnight. 
 
LIMITATIONS: 
 
Factors, agents, or situations that may affect readings, limit precision, or limit the 
performance or application of a pulse oximeter include: 


• Motion artifact 
• Abnormal Hemoglobins (primarily carboxyhemoglobin [COHb] and met-   
• Hemoglobin [metHb]) 
• Intravascular dyes  
• Exposure of measuring probe to ambient light during measurement 
• Low perfusion states 
• Skin pigmentation 
• Nail polish or nail coverings with finger probe 
• Inability to detect saturations below 83% with the same degree of accuracy 
• and precision seen at higher saturations 
• Inability to quantitate the degree of hyperoxemia present 
• Hyperbilirubinemia has been shown not to affect the accuracy of SpO2 readings 


 
EQUIPMENT: 
• Oximeter with a printer 
• Stop watch 
• E size oxygen tank with cart 
• Nasal cannula 
• Adhesive tape 
• Borg scale form 
• Personal protective equipment ppe if applicable 


 
PROCEDURE: 
 
1. Wear personal protective equipment (PPE) if applicable.  
 
2. The finger is the preferred site for monitoring.   


• The toe, ear or foot may also be used when appropriate probes are available 
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• The hand may be used for infants 


 
3. Clean the probe by wiping with an alcohol swab before use.   


4. Remove fingernail polish or artificial nails.   


5. Ensure a good signal is obtained for accurate results. 
 
6. Wipe down oximeter unit and probe after each use with percept wipes. 
 
Oximetry at Rest: Resting oximetry is an evaluation of oxygen saturation at rest. This may 
be performed on any patient at the discretion of the Registered Respiratory Therapist 
(RRT) and/or Registered Nurse (RN) when there is a critical need to assess a patient. 
Oximetry results for patients l year old and under will be discussed with most responsible 
physician. Continuous resting oximetry is to be ordered by a physician.  If the resting pulse 
oximeter reading is less than or equal to 88%, or falls   below parameters previously 
ordered by physician, the nurse will notify the RRT and the most responsible physician.  
Oxygen therapy may be titrated to obtain an oxygen saturation (Sp02)  greater than 88 % 
(caution with a COPD patient).  The physician must be informed and orders will be 
obtained for titration. The RRT and the nurse will document intervention in the 
interdisciplinary notes.  
 
1. Set up oximeter and explain procedure to patient.   


2. Leave probe on for a few minutes to obtain an average reading.  
  
• Verify that you have sufficient signal strength 


 
3. When obtaining a printout, results should be at recorded for at least for 5 minutes of 


recording. 
 
4. Place a patient identifier on the oximetry strip and place the oximetry record strip in the 


front of the patient chart for physician review.  


5. Document oxygen requirements and any other pertinent information.   
 
Exertional Oximetry Study: Must be ordered by the physician. Exertional oximetry is an 
evaluation of oxygen saturation levels during exercise.   This test is done to assess the 
need for supplemental oxygen (O2) during exertion. 
 


1.  Ensure there is a physician order in place for exertional oximetry study.  
 


2. Weigh all risk factors and ensure that patient is medically stable to do the walking.  
• Obtain assistance from another health care provider where indicated to reduce 


risk of incidence 
• The patient may also use a walking aid if required 


 
3.  Use oximeter with a printer, set printer to 10 seconds or 30 seconds printing 


interval. 
  
       4. Obtain patient’s resting SpO2 and print at least 5 minutes of values. 
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       5.  Have patient walk at his/her normal pace in the hallway. 
 
       6.  Document on printout when walking has begun.   


• Have oxygen available if patient should desaturate 
       
        7. If Sp02 falls to 88%, apply supplemental oxygen to maintain a SpO2   
           Greater than 88%. 
 
           Terminate the test immediately if any of the following occurs: 


• The patient asks to stop the test 
• Patient develops intolerable dyspnea 
• Chest pain 
• Leg cramps 
• Staggering 
• Diaphoresis 
• Pale or ashen appearance 
• The patient has walked for 10 minutes without desaturation 


 
8. Document room air/oxygen flow rate, distance walked, patient tolerance, length of 


time walked, approx speed, any rest periods and BORG (see appendix 1)  
(perception of shortness of breath) scale rating. 


 
Nocturnal Oximetry Study: Must be ordered by the most responsible  physician. 
Overnight oximetry trend studies are done to evaluate patient’s oxygen saturation levels as 
well as heart rate while sleeping. This test is done to assess the need for supplemental O2 
during sleeping. 
 


1. Ensure there is a physician order in place for exertional oximetry study.    
• The order must indicate the study to be done on room air or on a set oxygen 


flowrate 
 


2. Use oximeter with printer. 
 
3. Plan to complete test as close as possible to sleeping hours of patient.  


 
4. Explain the procedure to the patient. 


 
5. Tape finger probe securely in place. 


 
6. Set appropriate alarm limits and print interval to 2 minutes on oximeter (Ensure 


there is enough printer paper in the oximeter printer). 
 


7. Activate the printer to print, label the printer strip with patient identifier  and the 
oxygen level. 


 
8. Inform Registered Nurse or Register Practical Nurse of oximeter function and alarm 


settings. 
 







 


Printed policies are only valid at time of printing. Please refer to the online policy for the most recent version. 
 


9. In the morning, the Registered Respiratory Therapist will ensure that a 
complete report goes to the front of the patient’s chart for physician 
review.   


 
 
APPENDIX 1.0 
 
BORG (Perception of Shortness of Breath) Scale 
 


0- NOTHING AT ALL 


0.5 – EXTREMELY MILD (SLIGHTLY PERCEPTIBLE) 


1 – VERY MILD 


2 – MILD 


3 – MODERATE 


4 – SOMEWHAT SEVERE 


5 – SEVERE 


6 


7 – VERY SEVERE 


8 


9 - EXTREMELY SEVERE 


10 - MAXIMUM 
 
 
REFERENCES: 
 
RESPIRATORY CARE [Respir Care 1992;37(8):891–897] AARC Clinical Practice 
Guideline 
www.uptodate.com/contents/pulse-oximetry?view=print  
 
 
 



http://www.uptodate.com/contents/pulse-oximetry?view=print
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Definitions

Oxygen: a colourless, odourless gas present at concentrations of approximately 21% in atmospheric air. When delivered by health care professionals at concentrations above 21%, oxygen is considered a medication and requires a physician’s order. 

PaO2: The partial pressure of oxygen, measured by an arterial blood sample.

SpO2: The peripheral capillary oxygen saturation measured by pulse oximetry.

Scope

This policy applies to any regulated health professional with the authority and knowledge necessary to administer oxygen therapy. This includes Registered Nurses (RN), Registered Practical Nurses (RPN), Registered Nurses in the extended class (RN (EC)), Physiotherapists (PT), Occupational Therapists (OT), Registered Respiratory Therapists (RRT), Registered Dental Hygienists (RDH), and physicians. This policy applies to clients within St. Joseph’s Hospital.



Indications

· Documented hypoxemia as evidenced by PaO2 less than 60, or SpO2 less than 92% on room air;

· Acute situations in which hypoxemia may be suspected

· Decrease the workload hypoxemia imposes on the cardiorespiratory system (i.e. acute myocardial infarction, severe trauma)

Complications

· Oxygen toxicity: Excessive oxygen administration may cause atelectasis, increased shunting, lung parenchyma damage, decreased ventilation/perfusion ratio, and, at later stages, pulmonary fibrosis. The length of exposure and the concentration will impact the damage caused by oxygen administration.

· Excessive oxygen administration may depress ventilation in clients with chronic hypercapnia. This can cause CO2 retention or CO2 narcosis and may lead to respiratory arrest. If level of consciousness decreases with oxygen therapy contact the physician immediately.

· Bacterial contamination can occur with humidification systems and nebulizers. If humidification is needed contact the RRT for further instruction.

Safety

Although oxygen is not flammable it does support combustion and will increase the risk for fires in the surrounding area. Any clients receiving oxygen therapy are not permitted to smoke or use a vaping device: this represents an extreme fire hazard. If a client is found to be smoking or vaping, the oxygen delivery device shall be removed from the scene immediately by the discovering staff member and a client safety report will be completed. All oil-based products are not permitted for use with clients receiving oxygen therapy.

Policy

The administration of oxygen at concentrations greater than room air (21%) shall be used in the treatment or prevention of hypoxemia. A physician’s order or implementation of the medical directive (MED-DIR-O-3) is required to initiate oxygen therapy. The physician’s order should include the target SpO2 and required delivery device.

1. Oxygen flow rate shall be started slowly and titrated up by 1 LPM increments, every 15 minutes, until target SpO2 is reached. 

2. Oxygen therapy will be assessed, at a minimum, every 8 hours and will be reduced as soon as two consecutive pulse oximetry levels are above SpO2 target range. Oxygen therapy can be stopped once the client has consistent pulse oximetry readings above SpO2 target range while on room air. A physician’s order is needed to discontinue therapy.

3. Mouth and nose care should be provided at least once a shift while a client is receiving oxygen therapy. Water based lubricants may be used to prevent epistaxis and dryness of the nares. All oil-based products shall be avoided as these are flammable.

In an emergency situation MED-DIR-O-3 – “Oxygen Administration for Respiratory Distress” allows certain regulated health professionals (listed in the medical directive) to apply oxygen therapy in the absence of an order from the most responsible physician (MRP). The MRP shall be notified as soon as possible after the enactment of this medical directive.

Documentation

Oxygen therapy will be documented on the Medication Administration Record (MAR) including the flow rate in litres per minute (LPM) and the oxygen delivery device. Any oxygen therapy and associated complications will also be documented in the client’s electronic medical record (EMR). Notes should be made in the Meditech intervention for any change in rate and the client’s pulse oximetry results.

References

College of Respiratory Therapists of Ontario (2013). Oxygen therapy: Clinical best practice guidelines. Retrieved from http://www.crto.on.ca/pdf/PPG/Oxygen_Therapy_CBPG.pdf

[bookmark: _GoBack]Institute of Healthcare Economics: Alberta Canada (2016). Oxygen therapy in acute care settings. Retrieved from https://www.ihe.ca/publications/oxygen-therapy-in-acute-care-settings

Royal Victoria Regional Health Centre (2018). Initiation and Titration of Oxygen Therapy. Unpublished internal document.

Southlake Regional Health Centre (2018). Oxygen Therapy (Application and Titration for Adults) and Use of Cylinders. Unpublished internal document.
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Oxygen Administration for Respiratory Distress





Procedure being ordered



The administration of oxygen at a concentration greater than room air (21%).



Client conditions/circumstances that must exist before implementing the procedure



Oxygen may be administered to clients without prior consultation with a physician in the following circumstances:

 

· They have hypoxemia – defined as SpO2 less than 90% on room air or less than prescribed range in clinical situations.



This directive does not give authority to administer oxygen to clients with a SpO2 greater than 90% on room air. Oxygen therapy has not been shown to have any effect on the sensation of breathlessness in non-hypoxemic clients.



Contraindications



Care must be given when administering oxygen to people with chronic obstructive pulmonary disease. Excessive oxygen administration may depress ventilation in clients with chronic hypercapnia. This can cause carbon dioxide retention and may lead to respiratory arrest. If the level of consciousness decreases with oxygen therapy contact the physician immediately.



Health professional(s) that can implement the directive



Any registered professionals who have the authority, knowledge, and training may apply oxygen to a client who meets the criteria above. This includes Registered Practical Nurses, Registered Nurses, Registered Nurses in the Extended Class, Registered Respiratory Therapists, Registered Dental Hygienists, and Registered Physiotherapists.



Implementing the order



If assessed that the client has hypoxemia, the health care practitioner will:



1) Deliver oxygen by one of the approved oxygen delivery devices used at St. Joseph’s Care Group (nasal cannula or Oxymask). Device choice should be based on client condition and oxygen needs.

2) The minimum flow rate of oxygen should be delivered to raise SpO2 to 90%.

3) Pulse oximetry must be monitored at least every 15 minutes and the flow rate of the oxygen decreased or increased to maintain (and not exceed) SpO2 of 90%. 

4) 15 minute SpO2 monitoring can be stopped after two consecutive readings at target SpO2, or if otherwise instructed by physician. SpO2 will continue to be monitored throughout the duration of oxygen therapy (at least every 8 hours, or as instructed by physician).

5) The implementing professional must contact the most responsible physician as soon as possible after this directive has been implemented to inform of client condition and to receive further instructions for oxygen therapy.



Documentation



The health care practitioner will document in the client’s chart using an FDARP note: the reason for initiating this medical directive, the client’s response to oxygen therapy, and any further communication with the physician after implementation. 



Oxygen flow rate and delivery device should be documented in the client’s medication administration record.





References



College of Respiratory Therapists of Ontario (2013). Oxygen therapy: Clinical best practice guidelines. Retrieved from http://www.crto.on.ca/pdf/PPG/Oxygen_Therapy_CBPG.pdf
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PHYSICIAN’S ORDER 


Oxygen therapy to keep oxygen saturation > 92% 
 
Oxygen therapy includes the initiation, administration, titration and discontinuation of 
supplemental oxygen. 


 


PERSONS AUTHORIZED TO CARRY OUT THIS DIRECTIVE 


Registered Respiratory Therapists (RRT)  


Graduate Respiratory Therapists (GRT) 


Registered Nurses (RN) 


Registered Practical Nurses (RPN) 


Physiotherapists (PT) who are rostered with the College of Physiotherapists of Ontario (CPO) 
for the controlled act of “administering a substance by inhalation” 


 


EDUCATIONAL REQUIREMENT 


Successful completion of educational training including:  


• Initial education during Interprofessional Orientation 
• Review of the Oxygen Therapy Education Package  


 


CONSENT  


All authorized Health Care Providers (HCPs) will obtain patient/substitute decision maker (SDM) 
informed verbal consent prior to initiating orders under the authority of this medical directive.  


Note: Consistent with the Health Care Consent Act, 1996; “a treatment may be administered 
without consent to a person who is incapable with respect to the treatment, if, in the opinion of 
the health practitioner proposing the treatment,  


• there is an emergency; and  


• the delay required to obtain a consent or refusal on the person’s behalf will prolong the 
suffering that the person is apparently experiencing or will put the person at risk of 
sustaining serious bodily harm”.  
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MONITORING REQUIREMENTS 


1. Monitor targeted SpO2 measured by pulse oximetry 


Consider factors that may affect accuracy of readings which may lead to inappropriate 
treatment, including but not limited to, motion artifact, low perfusion states, abnormal 
hemoglobin (e.g. carboxygemoglobin), and exposure of probe to light, 


and/or  


Monitor SaO2 and/or PaO2 by arterial blood gas as required 


2. Perform patient assessment for improvement or worsening of clinical status based on the 
oxygen therapy requirements.  


3. For maternal oxygen administration, monitor fetal heart rate tracings.  


4. If deterioration in clinical status and/or significant changes in oxygen therapy requirements, 
notify the Most Responsible Provider (MRP) to reassess patient and oxygen therapy needs.  


 


SITUATIONAL CIRCUMSTANCES REQUIRED  


Oxygen therapy may be administered to patients who demonstrate one or more of the following: 


1. Hypoxemia determined by oxygen saturation SpO2 < 92% measured by pulse oximetry  


2. Hypoxemia determined by PaO2 <60 mmHg or SaO2 <92% by arterial blood gas 


3. Deterioration of patient condition where hypoxemia is suspected and the patient 
demonstrates signs of respiratory distress*. i.e.   


− Increased work of breathing, e.g. use of accessory muscles 
− Lethargy or restlessness 
− Acute change in vital signs: RR < 8 or > 30 breaths/min, HR < 40 or > 130 bpm, 


systolic BP < 90 or > 180 mmHg 


*Substantiation of hypoxemia via pulse oximetry and/or arterial blood gas is required within 
an appropriate period of time following initiation of oxygen. 


4. Maternal oxygen administration for suspected fetal distress during labour defined by non-
reassuring fetal heart rate tracings (i.e. bradycardia, minimal variability for > 45 minutes 
and no accelerations and/or late decelerations). 
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SITUATIONAL CIRCUMSTANCES REQUIRED CON’T 


Oxygen therapy may be initiated, administered, titrated and discontinued according to the 
HCP’s defined scope of practice and specific to the clinical environment outlined below:  


  
Oxygen Delivery Device RRT/GRT All 


Nurses 
ED, CrCU 


RN 
L&D, 


*PACU RN 
PT 


Nasal prongs 1 – 6 L/min      


Simple mask 6 – 8 L/min      


Partial rebreather mask  
> 15 L/min      


Venti-mask      


Air entrainment nebulizer with 
specific FiO2  


     


High flow therapy device with 
specific FiO2 (e.g. Optiflow™)      


Resuscitation bag       


Mechanical ventilator 
(invasive or noninvasive)     *  


 


 
RISK AND MITIGATION STRATEGIES 


Risks Mitigation Strategies 


Depression of ventilation in a select 
population with chronic hypercarbia 
(e.g. Chronic Obstructive Pulmonary 
Disease (COPD) patients with CO2 
retention) 


Notify the MRP when initiating oxygen therapy 
on COPD patients for a patient specific order 


For COPD patients with CO2 retention, the MRP 
may modify order to oxygen therapy to keep 
SpO2 88 – 92% 


Oxygen toxicity 


Oxidative stress 


Absorption atelectasis 


Avoid hyperoxemia by carefully titrating oxygen 
and monitoring pulse oximetry and/or arterial 
blood gases 


Inaccurate assessment of hypoxemia 
related to low hemoglobin 


Consider notifying the MRP to obtain arterial 
blood gas and/or complete blood count.  
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CONTRAINDICATIONS TO THE IMPLEMENTATION OF THE DIRECTIVE 


• There is an existing  order for Oxygen Therapy in the patient’s health record from an 
Ordering Provider 


• Patient is less than 18 years of age 


 


DOCUMENTATION AND COMMUNICATION 


• In CPOE areas, the HCP will document implementation of this medical directive in 
PowerChart, using a medical directive specific Order Set.  In non-CPOE areas, 
documentation in the patient’s medical record must include the medical directive name and 
number. 


• Within 72 hours of initiating the medical directive, if the patient continues to require 
continuous or intermittent supplemental oxygen, notify the MRP and document the 
notification against the Oxygen Therapy order initiated under medical directive.   


• Clinical documentation will include respiratory assessment, oxygen delivery device, oxygen 
flow rate or FiO2, SpO2, and response to the initiation, titration or discontinuance of 
supplemental oxygen.  


 


DEFINITIONS 


SpO2: Arterial oxygen saturation measured by pulse oximetry; an estimate of the 
amount of oxygen bound to hemoglobin in arterial blood 


PaO2: Arterial partial pressure of oxygen in the blood measured by arterial blood gas; 
used to assess the adequacy of oxygenation 


SaO2: Arterial oxygen saturation measured by arterial blood gas 


FiO2: Fraction of inspired oxygen concentration (i.e. oxygen percent) 


Hypoxemia: Low arterial oxygen tension in the blood 
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