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Definicion

La Terapia de Alto Flujo es un sistema abierto de entrega de una
mezcla de aire y oxigeno calentado y humidificado, a través de una
canula nasal, que cubre las demandas de flujo inspiratorio del
paciente, entregando una FiO2 conocida y constante.

Se considera TAF a la entrega de flujos 2 1-2 L/min hasta 8
L/min en neonatos, > a 4 L/min hasta 25 L/min en nifios y
> 6 L/min hasta 70 L/min en adolescentes y adultos.

La oxigenoterapia de alto flujo (OAF) consiste en aportar un flujo de

Aporte de un flujo de aire, solo o
mezclado con 02

Oxigenoterapia de alto flujo F.J. Pilar Orive, Y.M. Lépez Ferndndez. An
Pediatr Contin. 2014;12(1):25-9



Efecto fisiologico

Reduccidén del espacio muerto nasofaringeo (volumen VA
extratoracica RN 3 ml/kg vs 0,8 ml/kg adulto)

Reduce la reinhalacion de CO2
Aumento del volumen de 02

Generacion de Presion

Reclutamiento alveolar
Efecto PEEP

Reduccidén del Gasto Metabdlico

Acondicionamiento del gas inspirado

Aumento de la inductancia
inspiratoria -,
Flujo Inspiratorio

Efecto sostén de la VA

Dysart, K; Miller, T. “Research in high flow therapy:Mechanisms of action”. Respiratory Medicine (2009) XX, 1-6



Generacion de presion

that result in i endi essure during HF
tr nt: ¢ Y, mcrmsed ratio of the
. . : of the ae to that of the nares, and
High-flow nasal cannula: Mechanisms, evidence and - . - — -
recommendations lower infanf weight J16-18]. Appropriate sizing of the Pasn
Brett J. Manley **", Louise 5. Owen "¢ cannulae, such that there is a gas ‘leak’ around them (
in the nares, is an important aspect of applying HF e |-
Seminars in Fetal & Meonatal Medicine <xx (2006) 1-7 Saf'El}r Stl.ld.lES- in which the prongs are - | accord- Prescribed blended orygen

HF may produce distending pressure in the lung, similar to CPAP
pressures, hnwmdmumhnenmdmrmrdmsthc
_ Ssures HE Finer [27.28]




Seleccién del flujo

Nasal canmula flow requiresd fo generate POP in premature neonates

3 Flujo (L/min) = 0,92 + 0,68 x peso (kg)
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Fig 1. NC flow required to generate positive distending pressure entregado entregado
in preterm neonates.
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Nasal high flow treatment in preterm
i n fa n tS Roberts and Hodgson Matemai Health, Neonatology, and Perinatology

(2017) 3:15
DOI 10.1186/540748-017-0056-y

A | FiO, = O, entregado

y A

Calurn T. Roberts" and Kate A. Hodgson'

Work of breathing
The nasopharynx has a relatively large surface area with
resulting resistance to ich might be minimised
€ use of HF to provide a gas flow at or above the
iratory flow of the patient [15]. Physiological studi

Oxigenoterapia de alto flujo F.J. Pilar Orive, Y.M. Lépez Fernandez. An Pediatr
Contin. 2014;12(1):25-9
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ORIGINAL ARTICLE

Pharyngeal pressure with high-flow nasal cannulae in premature

infants

DJ Wilkinson", CC Andersen™’, K Smith® and J Holberton"

Objective: The aim of this study was to measure pharyngeal pressures in
preterm infants receiving high-flow nasal cannulae.

Study Design: A total of 18 infants were studied (median gestational
age 54 weeks, weight 1619 kg). A catheter-tip pressure transducer was
introduced into the nasopharynx. Flow wa sequentially increased to a

maximum of 8 1min~" and decreased to a minimum of 21 min~".

Result: There was a strong assodation between pharymgeal pressure and
both flow rate and infant weight (P<0.001, #* =0.61), but not mouth
closure, This relationship could be expressed @& pharyngeal pressure (om

H0) =0.7+1.1 F (F=flow per kg in lmin " kg ™).

Conclusion: High-flow nasal cannulae at flow rates of 2 to 81 min™"
can lead to clinically significant eevations in pharyngeal pressure in
preterm infants. Flow rate and weight but not mouth dosure are
important determinants of the pressure transmitted.

Joternal of Perinatology (2008) 28, 42—47; doi:10.1038/5).jp.7211879;
published online 8 November 2007
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Figure 2 Mean pharyngeal pressure (with 95% confidence intervals) recorded at
flow rates 2 to 81 min ",

‘N 0,8 cmH20 por cada 11/min de flujo
J 1,4 cmH2= por cada T kg de peso



Association Between High-Flow Nasal Cannula and End-Expiratory

Esophageal Pressures in Premature Infants

Marayan P lyer MD and Maroun J Mhanna MD MPH

REspirATORY CARE » MarcH 2016 VoL 61 No 3

Table 1.  Subjects” Demographics

Parameters Values (N = 19)
Birth weight, mean * 5D g 004 + 574
Weight at observation, mean = SD g 1,458 = 8§28
Gestation at birth, mean = S wks 26.6 = 3.1
Gestation at observation, mean = 51 wks 333 +49

independent variable, there was a significant correlation between the 2 variables: end-expiratory
esophageal pressure (em H,0) = 118 x HFNC (L/min) (r* = 095, P < .001). CONCLUSIONS:
HFNC-associated end-expiratory esophageal pressure is measurable in premature infants. There is
a significant association between flows and generated esophageal pressures. There is also variability
in the amount of end-expiratory esophageal pressure generated. These observations should be kept
in mind when using high HFNC flows in preterm infants. Key words: very low birthweight; prema-
turity; infants; high-flow nasal cannula; end-expiratory esophageal pressures. |Respir Care
2016:61(3):285-290. © 2016 Daedalus Enterprises]
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Fig. 1. Association between high-flow nasal cannula (HFMC) and
generated end-expiratory esophageal pressures (EEEP) in prema-
ture infants. EEEP = 1.18 x flow {* = 0.85; P = .001). Each point
represents an individual EEEF measurement in a subject on a
given HFMNC flow.



Evidence Support and ()
Guidelines for Using

Heated, Humidified, High-Flow
Nasal Cannulae in Neonatology
Oxford Nasal High-Flow Therapy Meeting, 2015

Charles C. Roehr, mp, po®™*, Bradley A. Yoder, Mo,
Peter G. Davis, mp9, Kevin Ives, mp?

Journal of Perinatology (2017) 00, 1-5
© 2017 Nature America, Inc., part of Springer Nature. All rights meserved 0743-8346/17

Table 1

Consented guide to the initiation and alteration of nasal high flow therapy in neonates

Current Initiation of Escalation of
Weight Flow Flow Weaning Flow Discontinuing nHFT
<1500 g 4-6 lpm Fioy >35% or | by 0.5 Ipm Typically at flow =
1 RR, WOB Q12-24h weight (kg)
1500-3000g 5-7 Ipm Fioz >35% or | by 0.5-1 Ipm Typically at 2 Ipm
T RR, WOB Q6-12h
>3000g 6-8 Ipm Fioz >35% or | by 0.5-1Ipm Typically at 2 Ipm
+ RR, WOB as indicated

Comments Max flow 8 Ipm 1 by 1-2 Ipm

Typically slower —

Q 15-20 min PRN wean with BPD

Consensus agreement Comment

‘www.nature.com/jp

ORIGINAL ARTICLE
Consensus approach to nasal high-flow therapy in neonates

BA Yoder', B Manley?, C Collins®, K Ives®, A Kugelman®, A Lavizzari® and M McQueen”

European Consensus Guidelines on the
Management of Respiratory Distress
Syndrome - 2019 Update

David G. Sweet® Virgilio Carnielli® Gorm Greisen® Mikko Hallman4
Eren Ozek® Arjante Pas’ Richard Plavkad Charles C. Roehr® OlaD. Saugstad'
Umberto Simeoni! Christian P. Speer® Maximo Vento' Gerhard H.A. Visser™

Henry L. Halliday™

Neonatology
DOI: 10.1159/000499361

Adequate gas heating Maintain at 34-37 °C
Adequate gas humidification  100% Relative hurnidity
Allowance for gas leak from Preferred cannula to nares
nares ratio ~0.50

Should be <080

Per manufacturer's design/

apnoroyal

£p
From multiple randomized trials

Maximum allowed

o =8 Lmin !

Postextubation support

=28 weeks

Transition off nasal CPAP Consensus with limited trial data

Mean FiQ. firct Wean to o030 before weaning
flow

g Fori ina B WOB

General agreement
Initial flow rate Begin at 461 min~ '
Decrease flow ‘When stable FiQ,, RR and WOB
for =12-24h
Change to other NIV mode If FiD, consistently = 0.40
If consistently increased WOB

If excoccive or covsre Snneo
=

Primary therapy for neonatal Mot unanimous see Table 2
RDS

No agreement
Stopping nHFT

1

Range of 1-4 I min~

Heated humidified HFNC are increasingly used as an
alternative to CPAP. With HENC, heated/humidified gas
is delivered to the nostrils with nasal catheters that are
specifically designed not to occlude the nostrils, typically
at flows of betwee€Z and 8 L/m®, with weaning of flow
rate determined clinicall@ b p2ining low and
judgement of work of breathing [101]. Whilst an amount
of pressure is invariably generated within the nasophar-
ynx, the primary mode of action probably relates to gas
conditioning and nasopharyngeal dead space CO, wash-
out. In clinical trials, HFNC is broadly equivalent to
CPAP for babies >28 weeks coming off MV with greater
ease of use and less nasal trauma, although there is less
evidence for smaller babies [102]. Centres familiar with




Generadores de PEEP

NCPAP  (presi¢n constante y flujo variable)
e Valvula espiratoria
e Columna de agua (Bubble CPAP)
e Pérdida

CAFO2  (fiujo constante y presién variable)
e Flujo
e Dimensiones de la VA
e Pérdida

Anatdmicos

La Presion de distencion pulmonar generada por el Sistema de Alto Flujo es dinamico
dependiendo de la fase del ciclo respiratorio
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Fallo de extubacion Revisiones

1§ Cochrane
uo? Library
Cochrane Database of Systematic Reviews

Cochrane Database of Systematic Reviews 2016, Issue 2. Art. No.: CD006405.
DOI: 10.1002/14551858.CD006405. pub3.

High flow nasal cannula for respiratory support in preterm

infants (Review)

Wilkinson D, Andersen C, O’Donnell CPF, De Paoli AG, Manley BJ

Safety and Efficacy of High-Flow Nasal
Cannula Therapy in Preterm Infants:
A Meta-analysis

Sarah J Eotacha, BSc SRD Roshan Adappa, MARCPCH, MDP, Makul Gupta, MRCPCHE W John Watkins, Phie
Sailezh Kotecha, FRCPCH, PR, Mallinsth Chakraborty, MRCPCH, PR



[Intervention Feview)

- Cochrane High flow nasal cannula for respiratory support in preterm
= . infants
Library

Cochrane Database of Systematic Reviews Dominic Wilkinson'-%, Chad Andersen®?, Colm P O'Donnell!, Antonio G De Paoli®, Brert | Manley®”
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Fallo de extubacion RCT
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ORIGINAL ARTICLE N ape A
“ ” The effects of nasal continuous positive airway pressure and

high flow nasal cannula on heart rate variability in extremely
High-Flow Nasal Cannulae in Very Preterm preterm infants after extubation: A randomized crossover trial

Infants after Extubation

Samantha Latremouille MSc® | Wissam Shalish MDY@ | Lara Kanbar MSc? |
Brett J. Manley, M.B., B.S., Louise S. Owen, M.D., Lex W. Doyle, M.D.,

o 1 . 1 2
Chad C. Andersen, M.B., B.S., David W. Cartwright, M.8., B.S. Phllllppe Lamer NNP* | Smita Ra:: RA' | Robert E. Kearney PhD* |
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High-Flow Nasal Cannulae in Very Preterm
Infants after Extubation

Brett . Manley, M.B., B.S., Louise S. Owen, M.D., Lex W. Doyle, M.D.,
Chad C. Andersen, M.B., B.S., David W. Cartwright, M.B., B.S.,
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CONCLUSIONS
Although the result for the primary outcome was close to the margin of noninferi-
ority, the efficacy of high-flow nasal cannulae was similar to that of CPAP as respi-
ratory support for very preterm infants after extubation. (Funded by the National
Health and Medical Research Council; Australian New Zealand Clinical Trials Net-
work number, ACTRN12610000166077.)

Table 1. Characteristics of the Infants and Their Mothers.*
Nasal-Cannulae Group CPAP Group
Characteristic (N=152) (N=151)
Mothers
White race — no. (%) 127 (83.6) 120 (79.5)
Primigravida — no. (%) 61 (40.1) 59 (39.1)
Exposure te antenatal glucecorticoids — no. (%) 142 (93.4) 143 (94.7)
Cesarean section — no. (%) 101 (66.4) 101 (66.9)
Infants
Gestational age
No. of wk 27.7+2.1 27.5:1.9
<26 wk— no. (%) 32 (2L1) 31 (20.5)
Birth weight — g 1041+338 10442327
Male sex — no. (36) 29 (58.6) 72 (47.7)
Multiple birth — no. (%) 49 (32.2) 52 (34.4)
Intubated in the delivery room — no. (%) 102 (67.1) 91 (60.3)
_Median Apgar score at S min (JQR) Z (68 A(68)
Surfactant treatment — no. (%) 141 (92.8) 144 (95.4)
Caffeine treatment before extubation — no. (%) 151 (99.3) 148 (98.0)
Median postnatal age at extubation (IQR) — hr 43.2 (20.8-115.7) 38.5 (22.8-101.7)
Median duration of mechanical ventilation before 36 (19.5-101.5) 36 (20-93)
extubation (IQR) — hr
pH before extubationf 7.3320.06 7.32:0.06
Partial pressure of carbon dioxide before extubation — 44.2+9.2 43.620.0
mm Hgj
Fraction of inspired oxygen before extubation 0.23+0.04 0.23:0.04

A Randomized Controlled Trial to Compare Heated Humidified High-Flow
Nasal Cannulae with Nasal Continuous Positive Airway Pressure
Postextubation in Premature Infants

Clare L. Collins, MBChB, FRACP', James R. Holberton, MBBS, FRACP', Charles Barfield, MBBS, FRACP,
and Peter G. Davis, MD, FRACP®

Results A total of 132 ventilated infants younger th gestation were randomized to receive either

HHHENC (n = 67) or NCPAP (n = 65). Extubation failure occurred in 15 (22%) of the HHHFNC group compared
with 22 (34%) of the NCPAP group. There was no difference in the number of infants reintubated in the first
week. Treatment with HHHFNG<educed the nasal trauma scor® 3.1 (SD 7.2) versus NCPAP 11.8 (SD 10.7),
P < .001.

Conclusions HHHFNC and NCPAP produced similar rates of extubation failure. (J Pediatr 2013;162:949-54).

r ™)
Table II. Primary outcome for infants assigned to receive either Vapotherm HHHFNC or NCPAP for postextubation
respiratory support and by subgroup

Vapotherm, n = 67 NCPAP, n = 65 Pvalue
Failed extubation by composite criteria in 1st week after extubation, n (%) 15 (22) 22 (34) 14
Apnea (%) =1/h for 6 hor 1 reg IPPV, n (%) 14 (21) 17 (26) 48
Acidosis (%) pH < 7.25 and pC0. =65 mmHg, n (%) 1] 3(5) .08
=0.15 increase in Fi0,, n (%) 7(10) 12 (18) 19
Reintubated in 1st week, n (%) ===28 completed weeks' gestation 710)n=37 8(12)n= 36 .74
Failed extubation by composite criteria in 1st week after extubation, n (%) 4(11) 7(19) .30
Reintubated in 1st week, n (%) <28 completed weeks' gestation 2(5n=230 1{3)n=29 57
Failed extubation by composite criteria in 1st week after extubation, n (%) 11 (37) 15 (52) .24
Reintubated in 1st week, n (%) 5(17) T(24) Ag

PPV, intermittent positive pressure ventilation; pC0L, partial pressure of GO,



Heated Humidified High-Flow Nasal Cannula for Prevention
of Extubation Failure in Preterm Infants
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Infant's characteristics HHHFNC (N=24) CPAP (N = 25) p value
Grestational age (wk)* 27.5(26, 30) 28 (25, 29.5) 0.72
<28 wk. n{%) 14 (58.3) 15 (60) 0.91
=28 wk. n(%) oY oo
Birth weight ()* 990 (800, 1333) 980 (740, 1237) 0.63
Male, n(%) 11 (45.8) 17 (68.0) 0.15
Multiple birth, n(%) 7(202) 7 (28.0) 093
Apgar score at § min* 6(4,9) 6 (4, 8) 0.71
Cesarean section, n(%) 18 (75) 20(80) 0.74
Surfactant, n(%) 15 (62.5) 17 (68) 0.76
‘Completed course of antenatal steroid, n(%) 18(75) 19(76) 0.93
Characteristics at enrollment
Post menstrual age (wh)* 28.5(27,.32) 30(29.30.5) 0.23
Chronological age (days)* T3, 13) 7(3.25) 0.19
Body weight (z)* 1015 (840, 1180) 1060 (865, 1285) 0.47
Hematocrit (%)* 40 (35.2, 44.5) 4237, 46.5) 0.71
PEEP (cm H,0)* 65, 6) 6(5.6) 0.96
Fi0,* 0.23(0.21,0.25) 0.25(021,0.30) 0.57
Duration of mechanical ventilator (days)* 55(3.97) 6(1.5,255) 0.11

In conclusion, the present study shows that there is no
significant difference between HHHFNC and CPAP in
extubation failure rate within 72 h after endotracheal tube
removal. HHHFNC could be considered as an alternative re-
spiratory support for infants after extubation. However, a

the index ﬂucl}r 71% of infants who met the extubation failure
iteri g mﬁmls whc needed remtuhallon were

found €hat 75% and 66% ofnfants who met fai

criteia in HHHFNC and CPAP group
bilevel CPAP. These may be explained by the enhancement of

" “ a 1. B ~ L "~

The effects of nasal continuous positive airway pressure and
high flow nasal cannula on heart rate variability in extremely
preterm infants after extubation: A randomized crossover trial
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Study Instrumentation Study Study
Extubation  begins ends

Design | S \ith ECG leads

Follow-up
for
extubation
outcome
Timeline - T-1h TOh T0.5h T2h T7d
\ | | J
T I I I
Transition Study Protocol Non-invasive
Infants’ Mechanical | Period support
course of N | ventilation NCPAP and determined by
respiratory k | Non-invasive HFNC in random attending staff
support support order for 45min
determined by each
attending staff

51 CONCLUSION

In a cohort of extremely preterm infants, the use of NCPAP or HFNC
had no effect on HRV parameters when assessed durning the first hours
after extubation. However, significant differences were noted in
infants successfully extubated, with higher HRY during HFMC as
compared to MCPAP for some HRV parameters. Further research using
a larger sample size is nesded to validate our results and better

understand the physiological and clinical significance of our findings.
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Figure |. Forest plot of comparison: | HFMC versus CPAP soon after birth for treatment or prophylaxis of
RDS, cutcome: |.4 Treatment failure within 7 days of trial entry.
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Table 2. Primary Outcome, Intubation within 72 Hours, and Outcomes in the Subgroup and Per-Protocol Analyses.
. - High-Flow Group CPAP Group Risk Difference
ORIGINAL ARTICLE Outcome (N=278) (N=286) (95% CIy* P Value
no. ftotal no. (95) percentage points
. . Primary intention-to-treat analysis
Nasal High-Flow Therapy for Primary Trestment e within 72 nsEss)  wmesn  123Gswisn <00
RESpiI'EItOI'Y SUppOI‘t iI'l Preterm II'leII'ltS Gestational age <32 wk 46/140 (32.9) 27/149 (181) 147 (4.3t024.7) 0.004
Gestational age =32 wk 25/138 (18.1) 11/137 (8.0) 10.1 (2.2 to 18.0) 0.01
Calum T. Rob_erts. M.B., Ch.B., Louise S. Owen, M.D., Brett). Ma_nley‘ Ph.D., Intubation within 72 hr 43278 (15.5) 33/286 (11.5) 3.9 (-1.7 to 9.6) 017
Dag H. Froisland, Ph.D., Susan M. Donath, M.A., Kim M. Dalziel, Ph.D.,, Gestational age <32 wk 30/140 (21.4) 24/149 (16.1) 53(-37t0143) 025
Margo A. Pritchard, Ph.D., David W. Cartwright, M.B., B.S., Clare L. Collins, M.D., Gestational age =32 wk 13/138 9.4) o137 (6.6) 29 (35t09.3) 038
Atul Malhotra, M.D., and Peter G. Davis, M.D., I = ’ ’ s ’ i
for the HIPSTER Trial Investigators* Per-protocol analysis
Treatment failure within 72 hr 64264 (24.2) 36/279 (129) 113 (48t017.8)  <0.001
Intubation within 72 hr 39/264 (14.8) 33/279 (11.8) 2.9 (-2.8t08.7) 031
Table 2. Primary outcome and need for mechanical ventilation
Variable HFNC group nCPAP group Risk difference, % p value
(n=133) (n=130) (95% CI)
Treatment failure within 72 h 35(26.3) 11(7.9) 18.4 (9.7 to 27.1) <0.0001
Ventilation within 3 days 8 (6.0) 11(7.9) -1.90 (-7.9 to 4.1) 0.55
Ventilation within 7 days 9 (6.8) 13(9.4) -2.6(-9.0t0 3.9) 0.45
. . Time to treatment failure, h 3(1-8) 22(2-34) —19 0(-1.9 to -36.1)* 0.04
ngh-Flow Nasal CannUIa versus Nasal COHtII‘IUOI.lS Time to ventilation, h 21(4.7-72.7) 19(2.25-32.5) .0 (-46.1 to 50.1)* 0.32
Positive Airway Pressure for Primary Respiratory Reasons for treatment failure
* H H Increased oxygen need 16/35 (46) 311 (27) -18(-49to 13) 0.30
Sl:lpport in Preterm .Infants WIth Respl.ratory Increased respiratory distress 14/35 (40) 4/11 (36) -3.6(-37t029) 0.84
Distress: A Randomized Controlled Trial Apnea 3/35 (8.6) 3/11 (27.3) -187(-46610920)  0.16
Shock or other reasons 2/35(5.6) 1/11(9.1) -35(-22.1t0 32.5) 0.69
o . o . . Subgroup with SAS >5 54/133 (40.6) 64/139 (46.0) 54(-17.2t06.3) 0.37
Srinivas Murki* Jayesh Singh®  Chiragkumar Khant® Swarup Kumar Dash Treatment failure within 72 h 21/54 (38.9) 6/64 (9.4) 20.5 (14.6 to 44.3) 0.0003
Tejo Pratap Oleti® Percy Joy? Nandkishor S. Kabra® Ventilation within 3 days 4/54(7.4) 6/64 (9.4) -1.9(-11.9 to 8.0) 0.72
Ventilation within 7 days 4/54(7.4) 7/64 (10.9) -35(-13.9to0 -6.8) 0.54
2Fernandez Hospital, Hyderabad, India; bSL.lrj,r:a Hospital, Mumbai, India -
Subgroup with SAS <5 79/133 (59.4) 75/139 (54.0) 4(-631t017.2) 0.37
Treatment failure within 72 h 14/79(17.7) 5/75 (6.7) 1 1 l (0.9t021.2) 0.04
Ventilation within 3 days 4779 (5.1) 5/75 (6.7) -1.6(-9.0 to 5.8) 0.69
Ventilation within 7 days 5/79(6.3) 6/75 (8.0) -1.7(-9.8 to 6.5) 0.70
Subgroup of infants with gestation <32 weeks 58/133 (43.6) 68/139 (48.9) -5.3(-17.1to 6.5) 0.38
Treatment failure within 72 h 22/58 (37.9) 7/68 (10.3) 27.6(13.2 to 42.1) 0.0002
Subgroup of infants with gestation =32 weeks 75/133 (56.4) 71/139 (51.1) 3(-6.5t017.1) 0.38
Treatment failure within 72 h 15/75(20.0) 6/71 (8.5) 1 1 5 (0.4t022.1) 0.05
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Table 2. Primary Outcome Results

95% Cl of Risk
Difference or
HHHFNC nCPAP/BIPAP Difference
Outcome (n=158) (n = 158) in Medians PValug?
Meachanical ventilation within 72 h, No. (%) 17 (10.8) 15 (8.5) -6.0t0 8.6 il
Gestational age®
29*0p 3778 10 (14.1) B (10.9) 70
33"4p 3478 2(3.8) 4(7.5) 87
35°0 g 368 5(14.7) 3(9.4) 76
Age at start of mechanical ventilation, 27.0(8.0-36.0) 7.0(3.0-15.0) 245w 0.0 .06
median (IQR), h
Duration of mechanical ventilation, 3.2 (1.2 t0 5.0) 3.0(1.2 to 6.0) -1.25t0 2.25 g2
median (I0R), d

BM) Open A multicentre, randomised controlled,
non-inferiority trial, comparing nasal
high flow with nasal continuous
positive airway pressure as primary
support for newborn infants with early
respiratory distress born in Australian
non-tertiary special care nurseries (the
HUNTER trial): study protocol

Brett J Manley,'* Calum T Roberts,'* Gaston R B Armolda,” lan M R Wright,**®
Louige S Owen,'*” Kim M Dalziel,* Jann P Foster,™'*"! Pater G Davis,'*’
Adam G Buckmaster™"

Eligibility criteria

Infants are eligible for inclusion in the trial if:

1. They are born at =31 weeks” GA by best obstetric
estimate and have birth weight=1200 g; and

2. Theyare admitted to the SCN of a participating centre
and are <24hours old at the time of randomisation;
and

3. They require non-invasive respiratory support
after admission to the SCN (at clinician discretion)
or require any supplemental oxygen to maintain
Sp0, 91%-95% for more than 1 hour.

and safety. If this trial demonstrates that nHF is non-in-
ferior to CPAP as primary support for newborn infants in
non-tertiary SCNs, then many units worldwide are likely
to incorporate nHF into their routine practice. However,

hitpe://doi.arg/1 0. 3346/kms.2017 32,4850 « J KoreanMed 5 2017, 32: 650-656

Humidified High Flow Nasal Cannula versus Nasal Continuous
Positive Airway Pressure as an Initial Respiratory Supportin
Preterm Infants with Respiratory Distress: a Randomized,
Controlled Non-Inferiority Trial

Table 2. Primary outcome for infants assigned to receive either HHENC or nCPAP for
the initial respiratory support

HHFNC ~ nCPAP  Risk difference (95% 4

outeames P=42 (n=43) CI" percentage poits "™

Treatment failure 16 (381) 9(209) 17.17(-1.90-36.23) 0.099
Reasons

Hypoxia 15 35.7) &(14.0) - 0.020

Respiratory acidosis 2048 4093 - 0.676

Addttional management
Endotracheal intubation 13 (31.0) 8(18.6) 1347 (-4.72-31.07) 0.216
Moninvasive devices 3FA) 123  482(-418-1382 0.3680
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2016 Titulacién por formula
2017 2 I/kg

2018/19 2-31/kg

POP CCV

Dias de uso 12 d (6-17)
RNT o > 35 SEG

Prevencion fallo extubacion

2018

Premaq =

RN —

23 ptes 2016
46 ptes 2017
107 ptes 2018

RNPT

Dias de uso 20 d (2-54)

20% fallo SEG 28 (EC <28-30 semanas)
80% éxito SEG 28-30 (EC >30 semanas)
Desvinculacion CPAP (peep <=5 cmH20)

POP otros (H. Diafragmatica/Térax)
Dias de uso 6 d (2-19)

RNT

Prevencion fallo extubacion
Desvinculacion CPAP en AVM prolongada
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