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Patient admitted using COPD proforma: 

http://whittnet/document.ashx?id=5970 

 

To be used on the ward for the management of Type 2 respiratory failure due to 
acute exacerbations of COPD or severe COPD itself. 

Exclusions:  Ward-based NIV not appropriate for treatment of other causes of 
respiratory failure e.g. pneumonia in patients with COPD unless pre-existing 
treatment escalation plan agreed with patient and respiratory consultant with ward-
based NIV as ceiling of treatment. 

(See: ‘Patients not meeting the criteria of this guideline ’ section below)  

 

 

 

 

 

• At presentation, patients must have Type 2 respiratory failure with moderate 
respiratory acidosis on first arterial blood gas result, i.e.  

 

• PaO2 <8 kPa    PaCO2 >6.5 kPa    pH 7.25 - 7.35    HCO3  >28mmol/l* 
 
 and:  

 
• COPD without new  focal  x-ray changes  
 
 

• Patients must have been seen and assessed by DMR or consultant. 
 

 

 

 

 

 

� Criteria for use 

� Diagnosis:  need chest x-ray and arterial blood gases (ABGs) on air if possible. 
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• Patients with pH less than 7.25 who are for active management must be  

discussed with ICU and the Critical Care Outreach Team including those who 
have had treatment started in the Emergency Department. 

 
• Patients with pH less than 7.25 where NIV would be ceiling of treatment must  

           be discussed with a Respiratory Consultant, including those who have had 
treatment started in the Emergency Department. 

 
• Patients with pH 7.25 – 7.35 and other diagnoses e.g. pneumonia  

           must be discussed with a Respiratory Consultants, including those who have 
had treatment started in the Emergency Department. 

 
• Patients with an established diagnosis of dementia, current cognitive 

impairment  or delerium must be discussed with a Respiratory Consultants 
including those who have had treatment started in the Emergency 
Department. 

 
Dr Restrick or Dr Lock should be contacted via Cencom, including out-of-hours. 
 

Discussing possible off-protocol NIV with a respira tory consultant 
 
The DMR or Core Medical Trainee, who has seen and assessed the patient, 
should contact Cencom and ask to be put through to the named respiratory 
consultant for NIV. 
 
The physiotherapist check list (Appendix 2) may also be useful for the medical 
team as similar information needed by the respiratory consultant in decision 
making for off-protocol use. 

 
Dr Restrick or Dr Lock are the consultant NIV leads and are available for NIV 
advice including out of hours . 
 

For weekends where one of the respiratory consultants is the consultant on call 
they should be contacted for NIV advice 
 
 
 
 
 

Oxygen toxicity 
 

This must be regarded as a ‘never event.’ 

� Patients not meeting the criteria of this guideline   

� Initial management of exacerbation: Please use COPD proforma  
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If a patient with COPD and Type II Respiratory failure has a PaO₂ >9 on an ABG, 
this should be considered as oxygen toxicity. 
 
Immediate actions: 
 

1. Turn down oxygen to target saturation range (88 – 92%) 
2. Manage as per NIV guideline 
3. Complete DATIX  
4. Inform respiratory team of any patients with oxygentoxicity who do not have a 

Patient Specific Protocol (PSP) with the London Ambulance Service. 
 
Patients with known chronic Type II Respiratory failure i.e. a raised bicarbonate, 
should have a PSP for safe transfer into hospital. This should also be used to guide 
treatment in the Emergency Department 

 
 

 
 
 

 

 

Please also see Whittington Health Guidelines: 

COPD guideline and COPD proforma on intranet 

 
 

• Controlled oxygen therapy:  
- Prescribe range of percentages e.g. 24 – 28% or flows 0.5 – 2 l/min on 

drug chart and target saturation range (initially 88 –92%)  
                     -  Venturi mask: 24% (blue) 28% (white) or  
                     -   Nasal cannulae: 1 litre/ min = 24%, 2 litres/ min = 28%  

 
 

 

• Nebulised bronchodilators:  

- Both salbutamol 2.5 or 5mg 2 - 6 hourly and ipratropium bromide 0.5mg  
6 hourly  

- Driven by air: mouthpiece + O2 mask or nasal cannulae + nebuliser mask 

 
• Antibiotics:  

- Amoxycillin, doxycycline, co-amoxiclav or clarithromycin  
 

• Corticosteroids:  
- Oral prednisolone 30mg  
- NB Intravenous (IV) hydrocortisone 100mg only  if unable to take by 

mouth, if vomiting, unconscious or unsafe swallow 
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• Diuretics:  
- If swollen ankles due to cor pulmonale  
 

• VTE assessment 

- Prescribe Tinzaparin according to VTE assessment. 

 

• Smoking cessation medication 

If current smoker, prescribe NRT patch 25micrograms and inhalator 

 
 
 
 
 
 
 
Consider if the patient is not improving clinically within one hour and still 
satisfies criteria:  
 
PaO

2
 <8 kPa, PaCO

2
 >6.5 kPa and pH 7.25 – 7.35 despite controlled oxygen.  

 
Chest x-ray done and reviewed: no new focal problem.  
 
If long-standing abnormal chest x-ray suspected, previous chest x-rays must be 
reviewed on PACS for comparison. 
 
NOTE: Low pH may be due to respiratory, metabolic, or mixed acidosis  
 
 
 
 
 
 
 
Before  referring for and starting NIV a treatment escalation plan in the event of NIV 
failure must be made by the DMR or Consultant. The agreed appropriate escalation 
must be recorded in the notes, see choices below.  
 

1. Requiring immediate intubation and ventilation. Contact Critical Care.  
2. Appropriate for NIV on ICU but not on Ward due to: 

 
• Severity of respiratory failure; 
• Other causes of respiratory failure than exacerbation 

 

� Non-invasive ventilation (NIV) 

� Treatment Escalation Plan and documentation 
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3. Appropriate for ward-based NIV and escalation for intubation and ventilation if 
required. Critical Care must be informed of patients starting NIV on the ward, 
with a plan to escalate as required 

4. Appropriate for ward-based NIV but not appropriate for escalation for 
intubation and ventilation i.e. ward-based NIV ceiling of treatment 

5. Not appropriate for ward-based NIV but appropriate for all other active 
medical management i.e. ceiling of treatment below NIV  

6. Appropriate for symptom based and end of life care. 
 
 
 
 
 
 
 

Patient and Ward Criteria:  
• Patient on Mary Seacole North or South or Nightingale Wards NOT in ED 
• Acute exacerbation of COPD only . Not pneumonia, pneumothorax, lung 

cancer, heart failure. 
• Conscious  
• Co-operative  
• Able to protect airway  
• Secretions not a problem  
• PaO2 < 8 kPa, PaCO2 > 6.5 kPa and pH 7.25 – 7.35 despite controlled oxygen  
      (If pH <7.25 see “Patients not meeting the criteria of this guideline” section) 

 

Set-up:  
• Baseline ABGs taken by doctor within 1 hour before starting NIV stating 

oxygen flow or % 
• Oxygen flow or percentage may need adjusting with NIV. Maintain target 

saturation SpO2 85 – 92%  
• Repeat ABGs 1 hour after starting NIV by referring doctor or at request of 

physiotherapist or respiratory team, stating pressure settings and oxygen 
flow.  

• Patients referred for transfer onto a ward NIV machine, who have been set up 
on an ED NIV machine, whose presenting ABG met the criteria  of this 
guideline,  DO NOT need repeat ABGs provided repeat ABG shows 
improvement. 

 

 

 

 

At one hour:  
• 0.5 kPa decrease in PaCO2  

• pH stable or increased  
• PaO2  stable or increased; aim for PaO2 ≤ 8kPa.  

� Setting up non-invasive ventilation  

� Aims of NIV  
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Monitoring and continuing NIV:  

• If PaCO2 acceptable on NIV, follow by SpO2  and venous bicarbonate rather than 
ABGs  

• Maximum target saturation range 88 – 92%; may need to be as low as 84 – 88%.  
• ABGs only repeated if:  

- deterioration in clinical condition  
- 1 hour after any change in NIV pressures  

• NIV as much as possible in first 24 hours.  

 

 

 

 

 

 
 
 

• Round the clock service for patients fulfilling above criteria.  
• Physiotherapists set up NIV and make any changes to pressures needed and 

entrained oxygen. 
• Physiotherapists document plan for use.  
• Patient information leaflet given to patient and family by physiotherapist at set-

up. (Appendix 1)  
 

0830-1945 hours - weekdays bleep 2825, Respiratory Physiotherapist 
0830-1630 hours- weekends bleep 2825, Respiratory P hysiotherapist 

All other times bleep on-call Physiotherapist via C encom. 
 

See Appendix 2 for Physiotherapist Checklist  
 Please ensure that you have the required informati on for NIV referral, prior 

to contacting the physiotherapist. 
 
• Respiratory team must be informed of ALL patients using this ward-based 

NIV service and any patient on whom NIV has been attempted using th is 
service (regardless of outcome) the following morning or Monday after the 
weekend. Bleep the respiratory specialist registrar, bleep 3049 (or if not 
available 3359) or contact one of the respiratory consultants.  

• Patients being setup on ward-based NIV need high dependency nursing care.  
• Ward-based NIV using this service can ONLY be set up on Nightingale and 

Mary Seacole North and South 
• Masks, tubing etc are single use ONLY  
• ABGs are the responsibility of the doctor looking after the patient  

 

 

� Whittington Health  Ward-based Acute NIV Service   
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• Appropriate clinical management with controlled oxygen. Many patients have 

and are still receiving inappropriately high-flow oxygen, which contributes to 
their acidosis, when NIV is first considered as a treatment, 

• Senior clinical decision on appropriate treatment escalation plan  
• Non-invasive ventilation if patient remains acidotic despite appropriate 

treatment.  

NB. CPAP is NOT a treatment for Type 2 Respiratory Failure. Aim of treatment 
is ≤ PaO2 8kPa maximum. A higher PaO 2 may lead to deterioration.  

 

 

 

 

 
• Respiratory Consultant NIV leads Dr Restrick and Dr Lock, via Cencom 

including out-of-hours.  
 
• 0830-1945 hours - weekdays and 0830-1630 hours- weekends 

Respiratory Physiotherapist (bleep 2825)  
           Out-of-hours bleep on-call Physiotherapist via switchboard  

 
• Respiratory specialist registrar (bleep 3049, or if not available 3359)  

 

 

 

 

Acidosis, non-invasive ventilation and mortality in hospitalised COPD exacerbations. 
Roberts CM, Stone RA, Buckingham RJ, Pursey NA, Lowe D on behalf of the 
National Chronic Obstructive Pulmonary Disease Resources and Outcomes Project 
(NCROP); Thorax 2011;66:43-48. doi:10.1136/thx.210.153114 
 
 
Roberts CM, Brown JL, Reinhardt AK, Kaul S, Scales K, Mikelsons C, Reid K, Winter 
R, Young K, Restrick L and Plant PK (2008) Non-invasive ventilation in chronic 
obstructive pulmonary disease: management of acute type 2 respiratory failure.  
Royal College of Physicians, Clinical medicine Vol 8 No 5 October 2008  
 

� Contacts (inside and outside the Trust including ou t-of-hours contacts) 

� References (evidence upon which the guideline is ba sed) 

� Summary of management of Type 2 Respiratory Failure  in exacerbations of 
COPD 
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Compliance with this guideline will be monitored by participation in BTS National NIV 
Audit and Whittington Health NIV Service audits. 

 

 

 

 

 

 

 

 

 

 

 

 

 

� Compliance with this guideline (how and when  the g uideline will be monitored  e.g. 
audit and which committee the results will be repor ted to) Please use the tool provided 
at the end of this template 
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To be completed and attached to any procedural document when submitted to the 
appropriate committee for consideration and approval 

  Yes/No Comments 

1. Does the procedural document affect one 
group less or more favourably than another 
on the basis of: 

  

 • Race No  

 • Ethnic origins (including gypsies and 
travellers) 

No  

 • Nationality No  

 • Gender No  

 • Culture No  

 • Religion or belief No  

 • Sexual orientation including lesbian, gay 
and bisexual people 

No  

 • Age No  

 • Disability - learning disabilities, physical 
disability, sensory impairment and mental 
health problems 

No  

2. Is there any evidence that some groups are 
affected differently? 

No  

3. If you have identified potential 
discrimination, are any exceptions valid, 
legal and/or justifiable? 

No  

4. Is the impact of the procedural document 
likely to be negative? 

No  

5. If so can the impact be avoided? N/A  

6. What alternatives are there to achieving the 
procedural document without the impact? 

N/A  

7. Can we reduce the impact by taking 
different action? 

N/A  

 

If you have identified a potential discriminatory impact of this procedural document, please 
refer it to the Director of Human Resources, together with any suggestions as to the action 
required to avoid/reduce this impact. 

For advice in respect of answering the above questions, please contact the Director of 
Human Resources. 
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 Checklist for the Review and Approval of Procedura l Document 

To be completed and attached to any procedural document when submitted to the relevant 
committee for consideration and approval. 

 Title of document being reviewed: Yes/No 
 Comments 

1. Title   

 Is the title clear and unambiguous? Yes  

 Is it clear whether the document is a guideline, 
policy, protocol or standard? 

Yes  

2. Rationale   

 Are reasons for development of the document 
stated? 

Yes  

3. Development Process   

 Is it clear that the relevant people/groups have 
been involved in the development of the 
document? 

Yes  

 Are people involved in the development? Yes  

 Is there evidence of consultation with 
stakeholders and users? 

Yes  

4. Content   

 Is the objective of the document clear? Yes  

 Is the target population clear and 
unambiguous? 

Yes  

 Are the intended outcomes described?  Yes  

5. Evidence Base   

 Are key references cited in full? N/A  

 Are supporting documents referenced? N/A  

6. Approval   

 Does the document identify which committee/ 
group will approve it? 

Yes  

7. Dissemination and Implementation   

 Is there an outline/plan to identify how this will 
be done? 

Yes  

8. Document Control   

 Does the document identify where it will be 
held? 

Yes  

9. Process to Monitor Compliance and 
Effectiveness 

  

 Are there measurable standards or KPIs to 
support the monitoring of compliance with and 

Yes  
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 Title of document being reviewed: Yes/No 
 Comments 

effectiveness of the document? 

 Is there a plan to review or audit compliance 
with the document? 

Yes  

10. Review Date   

 Is the review date identified? Yes  

 Is the frequency of review identified?  If so is it 
acceptable? 

Yes  

11. Overall Responsibility for the Document   

 Is it clear who will be responsible for co-
ordinating the dissemination, implementation 
and review of the document? 

Yes  

 

Executive Sponsor Approval 

If you approve the document, please sign and date it and forward to the author. Procedural 
documents will not be forwarded for ratification without Executive Sponsor Approval 

Name  Date  

Signature  
 

Relevant Committee Approval 

The Director of Nursing and Patient Experience’s signature below confirms that this procedural 
document was ratified by the appropriate Governance Committee. 

Name  Date  

Signature  
 

Responsible Committee Approval – only applies to re viewed procedural documents with 
minor changes 

The Committee Chair’s signature below confirms that this procedural document was ratified by the 
responsible Committee 

Name  Date  

Name of 
Committee 

 Name & 
role of 
Committee 
Chair 

 

Signature  
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Tool to Develop Monitoring Arrangements for Policie s and guidelines 

What key element(s) need(s) 
monitoring as per local 
approved policy or guidance?  

Who will lead on this aspect 
of monitoring? 

Name the lead and what is the 
role of the multidisciplinary 
team or others if any. 

What tool will be used to 
monitor/check/observe/Asses
s/inspect/ authenticate that 
everything is working 
according to this key element 
from the approved policy?  

How often is the need to 
monitor each element? 

How often is the need 
complete a report ? 

How often is the need to 
share the report? 

What committee will the 
completed report go to?  

 

 

Element to be monitored Lead Tool Frequency Reporting arrangements 

 

Clinical use and outcomes of 
ward based NIV usage. 

 

 

 

 

 

Physiotherapy team 

Respiratory team 

 

BTS national audit  

COPD audit 

Local clinical audit 

 

As per requirements. 

 

 

BTS audit group  

Medicine, frailty and 
networked service unit leads  

Physiotherapist and 
respiratory meetings 
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Appendix 1 NIV patient leaflet   
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