PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

OXYGEN
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Classification

Gas

Pharmacology and actions
Oxygen added to the inspired air raises the amount of oxygen in the blood, and therefore, the amount delivered to the tissues.  Tissue hypoxia causes cell damage and death.  Breathing in most persons is regulated by small changes in acid/base balance and CO2 levels.  It takes relatively large drops in blood O2 concentration to stimulate respiration.

Indications
1. Respiratory distress or suspected hypoxemia from any cause.

2. Chest pain in which myocardial ischemia or infarction is suspected.

3. Shock (decreased oxygenation of tissues) from any cause.

4. Major trauma.

5. Carbon monoxide poisoning.

6. Any inhalation or noxious gas exposure.

7. High altitude illness.

8. CVA.

Contraindications (in addition to having a known hypersensitivity to this medication or this class of medication)
1. None if administered in the emergency situations indicated within this protocol.

Precautions
2. If the patient is not breathing adequately on his own, the treatment should be ventilation, not just O2.  A nasal cannula without a breath is a waste of O2 (and patients)!

3. A small percentage of patients with chronic lung disease breathe because they are hypoxic.  Administration of O2 may shut off their respiratory drive.  Do not withhold oxygen because of this possibility.  Be prepared to assist ventilation, if needed.  Initial O2 flow should be 2 L/min or 1 L/min greater than home O2 in these patients.

4. If pulse oximetry is available, titrate oxygen saturation (SaO2) to 90% or greater.  Be aware, however, that in some cases, the reading will be meaningless (CO poisoning) and oxygen flow should be at a maximum (10-15 L/min).  In patients with COPD, pulse oximetry may not reach 90% even with high flow, non-rebreather mask.  Titrate to patient comfort or pulse oximetry greater than 80% if possible.

Administration
1. Low flow (1-2 L/min)
- Patients with chronic lung disease.

2. Moderate flow (4-6 L/min) - Minimal respiratory difficulty.  Trauma.  Abdominal pain.

3. High flow (10-15 L/min) - Severe breathing difficulty (medical or traumatic.)  Carbon monoxide poisoning.  Chest pain.  Shock.  Smoke inhalation.  

Side effects

1. Non-humidified O2 is drying and irritating to mucous membranes.

Special Notes
2. Restlessness may be an important sign of hypoxia.  Do not let a combative, head-injured patient deter you from application of O2.

3. On the other hand, some persons become more agitated when a nasal cannula is applied, particularly when it is not needed.  Acquiesce to the patient if it is reasonable.  Consider alternatives.  Nasal cannulas can be applied to the mouth just as easily and may be better tolerated.

4. Oxygen supports combustion but is not flammable.

5. Oxygen toxicity (overdose) is not a hazard from acute administration.  However, many patients with respiratory distress will feel quite comfortable with an increase in their inspired O2 from 21% to 24%.  Excessive oxygen is noisy, drying, and empties the tanks rapidly.

6. Nasal prongs work equally well on nose and mouth breathers.

7. The field and hospital treatment for CO poisoning is 100% oxygen.  This is best obtained by a mask with a good fit and a reservoir bag and a high O2 flow rate.  Do not stop O2 administration after the patient becomes awake and oriented. Considerable levels of CO may still be present in the blood (and cells).  If ventilatory assistance is needed, use the method allowing the highest O2 concentration possible.

8. Children frequently will be frightened by a mask.  Nasal prongs may be better tolerated -- or let Mom hold the oxygen tubing near the child's face.

9. Oxygen is commonly abbreviated as O2.
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