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OBJECTIVES
Case presentation

HFNC as an oxygen delivery system

Use of HFNC in management of dyspnea

Current evidence for HF weaning protocols

Our experience with weaning in the pallative care unit



Mr. M is a 79 yo gentleman with CAD, COPD who was admitted to the hospital 
after presenting with dyspnea and acute hypoxic respiratory failure. He was 
positive for COVID-19 and received remdesivir and dexamethasone, along with 
CAP treatment. His hypoxemia progressively worsened, requiring escalating 
support from HFNC (on 50L/60%). Hospital course also complicated by delirium. 
After >2 weeks inpatient with no improvement, his family decided to pursue 
comfort care measures.

CASE 1



Ms. S is a 55 yo lady with stage IV metastatic NSCLC with recurrent malignant 
pleural effusions who presented with worsening shortness of breath and acute 
hypoxic respiratory failure. On imaging she had a large pleural effusion as well 
as worsening metastatic disease despite treatment. After a prolonged hospital 
course, with multiple thoracentesis she decided to get a pleurX catheter placed 
and wanted to focus her care plan on comfort care measures. She was 
transferred to the palliative care unit on HFNC at 50L/70%.

CASE 2



Oxygen delivery system with a heated humidifer

Parameters:
• Flow/min – up to 60L/min
• Fraction of inspired oxygen (FiO2) – up to 100%
• Temperature

First introduced in early 2000s for premature neonates 
and later pediatric patients with bronchiolitis.

HIGH FLOW NASAL CANNULA



 Reduction of anatomical deadspace and generation of positive end-
expiratory pressures (PEEP)

- Improved oxygenation
 Reduction in work of breathing
 Improvement in mucociliary clearance 
 Improvement in patient’s comfort due to:

- optimal humidification
- possibility of eating or talking while under treatment 
- lack of deleterious effects from the nasal/facial mask

PHYSIOLOGICAL EFFECTS









It is a distressing symptom at end of life, for patients and caregivers

Arises from the awareness of a respiratory supply-and-demand mismatch

Causes anxiety, which in turn worsens dyspnea

Treatment can be
• Disease modifying: 

• diuretics in heart failure, inhalers in COPD, supplemental O2 with hypoxemia
• Symptom based: 

• opioids, benzos for anxiety, steroids 
• Non–pharmacological: 

• NIV, HFNC, fans, pulmonary rehab, thoracentesis

DYSPNEA







Meant to be a temporary modality

Nearly impossible to replicate at home, with or without hospice

Large out-of-pocket expenses, difficult to manage equipment/troubleshoot 
issues

Life prolonging measure, which may not be consistent with care goals –
prolonged existential grief for patients and anticipatory grief for loved ones

CHALLENGES



Very little literature available for weaning protocols

Much of our experience with weaning relies heavily on the 
understanding of HFNC as a supplementary oxygen modality and 
the effects of flow on dyspnea

WEANING HIGH FLOW NASAL CANNULA







WEAN PATHWAY



RDOS – RESPIRATORY DISTRESS OBSERVATION SCALE
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CASE 1



Started on continuous fentanyl infusion at 10 mcg/hr with 20 mcg boluses PRN q15 
minutes

HFNC weaned 10 L at a time, premedication with fentanyl prior to each step

Once down to 20 L, switched to 6 L with conventional nasal cannula 

Discharged home with hospice with:
•Supplemental O2 with conventional nasal cannula
•Fentanyl patch
•Hydromorphone, lorazepam PO concentrate PRN for dyspnea

CASE 1
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pleural effusions who presented with worsening shortness of breath and acute 
hypoxic respiratory failure. On imaging she had a large pleural effusion as well 
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course, with multiple thoracentesis she decided to get a pleurX catheter placed 
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CASE 2



Weaning process more complicate due to anxiety – managed with scheduled 
and PRN haloperidol

Started on continuous fentanyl infusion

Timed 10L wean at a time with daily/every other day thoracentesis with 
pleurX

Patient was in the palliative care unit for about 10 days, becoming 
increasingly more somnolent

She subsequently passed away on the palliative care unit

CASE 2
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