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[ Abstract ] Objective To study the effect of high-flow oxygen insufflation (HFOI) via nasal
cannula in reduction in re-intubation rate, length of ICU stay and improvement of respiratory function in
patients at high risk of re-intubation after weaning from mechanical ventilation assessed by lung ultrasound
score (LUS). Methods Single center randomized(random number) clinical trial was carried out in one
intensive care units in China from May 2016 to May 2017 including critically ill patients ready for planned
extubation with high-risk factors for re-intubation assessed by LUS when the LUS = 14 was considered
to be high risk. The comparisons of the length of ICU stay, re-intubation rate in case of respiratory failure,
respiratory rate pulse rate SaO, PaO,/FiO, of patients at 6 h, 24 h and 48 hours after extubation were
made between HFOI and conventional oxygen therapy (COT) group. Results During the study period,
32 patients were enrolled in the study. Of them, 15 were assigned in HFOI group and 17 in COT group.
The length of ICU stay (8.0+2.4)days vs. (10.943.5) days and re-intubation rate (6.7% vs. 23.5%) were
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significantly different between two groups (P<0.05). The respiratory rate pulse rate SaO, and PaO,/FiO,

of patients at 6 h after ex-tubation in HFOI group were improved than those in COT group (P<0.05);
and the SaO, and PaO,/FiO, of patients 24 h and 48 h after ex-tubation in HFOI group had much more

improvement than those in COT group (P<0.05). Conclusion Among high-risk adults who assessed by

lung ultrasound score, high-flow oxygen therapy could reduce re-intubation rate length of ICU stay and

improve the respiratory function. High-flow oxygen therapy may offer advantages for these patients.

[ Key words ] High-flow nasal cannula;Conventional oxygen therapy;Lung ultrasound

score;Extubation
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Fig 1 Diagram of the lung ultrasound score (12 regions, calculated as

the sum of points ranging from 0 to 36)
H0~3 43, KGR 36 43, VAR AR il A
B2 2 047 =BT, AL A LS T 3% B
2, 147 =MiERLE SR (KT 4R B4L),
201 =i LE A (R R BB, 37 =
Jiti SR
122 W B H B FEEIMEERE, Bl
S R AT A 23, AR ATl e e T
gy (LUS) = 14 5r % A4, ] RedCap & %¢
HEATREAL M 2T KR

(DT Fi2H (HFNC 4 ) : A4S BiAL 3 20K
TR, WE IR LA FERL R
AR E (HENC) #EA7 W %0R T, HENC &Y
5 (AIRVO2, Optiflow,Fisher & Paykel, Auckland,
NewZealand) ; 0% & WA ERFTECN 50%,
Uit 60 Limin, AR¥EEFH UL S8, 4
£F SPO, 7F 93% LA I, FFiGY T IR 48 h, JRITHT
Al 48 h 5 Al il AR T

(2)%F R 2l [ 38 497 4 ( conventional oxygen
therapy, COT) 4 |: WML E WY J5 i 5
B T B AR ( SC e B A ) SR TG
7, SEOLE AR 5 Limin, AR 8 SRR

P SHL, dE4F SPO, T 93% LA I, FFEHIAYT 48 he
123 AHEFURMFEETHER 0 AL R ML R
A AR | R R (BMI R %L ) | SELEIER
HIITAL (SOFA PF43 ). SR BIALMIE “TRHH] | 5t
KPR F— TR s AHBEEIREG 6. 24 X
48 hics 38, WP A8 K S P RN, il LI <4
Frofic sRAHIZE IR 5 27 BE A 48 h N P g2
Uiy BUAR B R WO R R B, B E AT R, AL
WO IRYT o BEVIIC SR ICU EBE ], Xf
TH AR, B 1 L FAEAR I sk D
FER. BLEERIGA LN U s Ak 2R ¢
e
1.3 SFitFEAHE

L. H SigmaStat 3.5 (Systat Software Inc, Point
Richmond, CA, USA) BA4F# AT 40112450 M. Sext
THE ORI T IR SRS, £ 8 IR0 A0 iy it
PORMARIRL + brifE2: (xss) FoR, ] HBSRH
I ¢ K5y, AFIEZS AR Friedman BEFIRSS: 5
o S W) e R o S 0 6 R0 7 2 3 B O 1
THBCGORE ISR 1 23 B, dIa] FEBCR T 2
K% 5 DL P < 0.05 NEFAGITFE L,

2 #R

21 BENABRE—MHAR

AL AR I UL 2 e I 1A A2 85 il i 2,
53 B EHERR - 32 BT PR /NT 1498, 5
P EYIE, 6 BlEFHHREG 24 h NETRZ2TR,
3 BTAACIHE | B T AU S B A TG A T A B A 7
5 Bl GCS V3 <10 73, 2 91835 A ey (o S04
PIFEHOTE 5 RN ATORE R HAT & LR 1 4

85 FILEE U AMAGE S, AR
[A: 20164F10 5 E20174F10 A

S3f Hkk:

328 LUS<144;

sl TRETFAR

60l REE21RTRLFR

361 EETHHEETFS (K8, ETAAD
5% GCsi¥s <104

20 EREER R

32 BERATA
HENCHF T (151> J WRETE Q7B
A/ A TR I
(n=a)

‘ a8/ A R RIS
(n=1)

B2 mEAdRER

Fig 2 Flowchart of the including patients
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Table 1 Comparison of general clinical data in two groups
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Table 2 Evolution of respiratory and circulation parameters

between two groups (X=£s)
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