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1. Introduction  

Hypoxaemia (reduced oxygen concentration of arterial blood), may cause serious or 
irreparable damage to vital organs and tissues. All patients who are hypoxaemic 
should receive oxygen therapy which is an essential element of appropriate 
management for a wide range of clinical conditions. However oxygen is a drug and 
therefore requires prescribing in all but emergency situations. 

Failure to administer oxygen appropriately can result in serious harm to the patient. 
Therefore, the safe implementation of oxygen therapy with appropriate monitoring is 
an integral component of the Healthcare Professional’s role. 

This document sets out Northern Devon Healthcare NHS Trust’s (NDHT) system for 
the administration of oxygen therapy in hospital. It provides a robust framework to 
ensure a consistent approach across the whole organisation. 

Implementation of this policy will ensure that: 

 The Trust is compliant with National Guidance. 

 Staff are given clear guidance about the administration of oxygen to 
enable them to achieve competency in this skill. 

This policy applies to all Trust clinical staff, including Midwifery Care Assistants and 
Health Care Assistants.  

2. Purpose 

The purpose of this document is to define safe and standardised methods for the 
administration of oxygen in hospital. 

Implementation of this policy will ensure that: 

 All patients who require supplementary oxygen therapy receive oxygen 
appropriate to their clinical condition and in line with national guidance 
(BTS Guideline; Thorax, 2008). 

 Oxygen will be prescribed with a target oxygen saturation range which 
aims to achieve a specific outcome, rather than specifying the oxygen 
delivery method alone. 

 Those who administer oxygen therapy will select the appropriate oxygen 
delivery device, monitor the patient and keep within the target oxygen 
saturation range. 

 Risks related to the administration of oxygen are minimised 

 The use of oxygen cylinders is minimised 

 Pulse oximetry is available in all locations where oxygen is used 
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 A multidisciplinary group (Medical Gas Committee) will review oxygen 
related incidents and develop an oxygen administration training 
programme for clinical staff 

3. Definitions  

3.1 Nurse 

The use of the term Nurse in this policy refers to a registered nurse and is 
intended to include registered midwives. 

3.2 Allied Health Care Professionals (AHPs) 

The use of the term AHP refers to Registered Physiotherapists, Registered 
Operating Department Practitioners and Registered Radiographers.  

3.3 Support Workers 

The use of the term Support Workers refers to Midwifery Care Assistants, 
Health Care Assistants and Assistants to Allied Health Care Professionals. 

A glossary of additional terms is attached (see Appendix A). 

 

4. Responsibilities  

4.1 Role of Chief Executive   

The Chief Executive is responsible for: 

 Ensuring that oxygen is prescribed and handled safely and that all staff 
involved in prescribing, administering and monitoring oxygen therapy are 
competent to do so. 

 

4.2 Role of Trust Board 

The Trust Board is responsible for: 

 Ensuring the implementation of this policy and that adequate resources 
are available to adhere to this policy guidance. The Drug and 
Therapeutics Committee is responsible for writing and regularly reviewing 
the Trust’s Medicines Policy and ensuring that it is up to date and its 
guidance implemented and audited. 

 

4.3 Role of Prescribers 

 
The following staff can write prescriptions for the treatment of patients for 
whose care the Trust is responsible: 
 

 Medical staff 

 Non-medical prescribers 
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4.4 The role of all Clinical Staff 

 
Staff who prescribe or administer oxygen are accountable for ensuring they 
are trained and competent in carrying out this skill. They are also responsible 
for adhering to this policy. 

4.5 The role of the Ward/Department manager 

 
The ward/department manager is responsible for ensuring that their staff are 
trained and competent in the administration of oxygen as required for the 
functioning of the ward/department. The ward/department manager is also 
responsible for ensuring that this policy is adhered to. 
 
The ward/department manager is responsible for ensuring safe and reliable 
use and storage of oxygen cylinders in their area. 

5. Oxygen Prescribing, Administration and Monitoring  

5.1 Normal oxygen saturations 

 

 In adults less than 70 years of age at rest 96% - 98%, when awake. 

 Aged 70 and above at rest greater than 94%, when awake 

Patients of all ages may have transient dips of saturation to 84% during sleep. 
This is not a ‘standalone’ indication for oxygen therapy 

5.2 Indications for Oxygen therapy 

 

The rationale for oxygen therapy is prevention of cellular hypoxia, caused by 
hypoxaemia (low PaO2), and thus prevention of potentially irreversible 
damage to vital organs. 
 
Therefore the most common reasons for oxygen therapy to be initiated are: 
 

 Acute hypoxaemia (for example pneumonia, shock, asthma, heart failure, 
pulmonary embolus). 

 Ischaemia (for example myocardial infarction), but only if associated 
hypoxaemia. (Abnormally high levels may be harmful to patients with 
ischaemic heart disease and mild to moderate stroke). 

 Abnormalities in quality or type of haemoglobin (for example acute GI 
blood loss or carbon monoxide poisoning). 

 Sepsis 6. This is a care bundle for septic patients and includes the initial 
use of high flow oxygen. Once the patient has been assessed and 
stabilised administration of oxygen should follow recommendation in 
section 5.4 
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Other indications include: 

 

 Pneumothorax – Oxygen may increase the rate of resolution of 
pneumothorax in patients for whom a chest drain is not indicated. 

 Post-Operative State (general anaesthesia can lead to decrease in 
functional residual capacity within the lungs (especially following thoracic 
or abdominal surgery) resulting in hypoxaemia (Ferguson 1999). There is 
some evidence to suggest a decreased incidence of post operative wound 
infections with short-term oxygen therapy following bowel surgery. 
However, the use of oxygen in a patient with saturations greater than 94% 
should not prevent implementation of the Enhanced Recovery 
Programme. In this situation the oxygen should be discontinued to allow 
the patient to eat and mobilise. 

 

5.3 Prescribing Oxygen  

 
Prescriptions, wherever they are written, should be legible, in block capitals 
and in permanent dark photocopyable ink. 
 
The oxygen and target oxygen saturation must be prescribed on the 
prescription chart taking into account the individual patient’s condition, their 
previous history and possible adverse effects. 

 
Prescriptions should make clear if Oxygen is to be administered continuously 
or ‘as required’ (PRN). 
 
The legal responsibility for prescribing remains with the person who signs the 
prescription (EL (91) 127). 
 
Anyone writing a prescription for oxygen must be competent to do so as 
detailed in this policy. 
 

 The prescriber must be aware of the signs and symptoms of the illness, 
and therefore the diagnosis, before undertaking prescribing. 
 

 An oxygen section on the drug chart has been designed to assist 
prescription and administration. Oxygen should be prescribed in the 
designated section of the hospital prescription chart (see Appendix B) and 
the appropriate target oxygen saturation must be indicated. 

 

 Oxygen should be prescribed to achieve a target saturation of 94-98% for 
most acutely unwell patients or 88-92% for those known to have 
hypercapnic respiratory failure or oxygen sensitivity. This represents a 
small number of patients. Patients with a history of previous chronic 
carbon dioxide retention may, on admission to hospital bring an ‘Alert 
Card’ and their own Venturi mask. In this situation the alert card may 
contain a prespecified target oxygen saturation range. 
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 All oxygen prescriptions must be written with the advice contained in this 
policy and in accordance with the Trust’s Medicine Policy.  

 

5.4 Administering oxygen 

 

 Once the target saturation has been identified and prescribed, the 
registered health care professional will select the most appropriate 
delivery system to reach and maintain the stated saturation target.  
 

 Types of oxygen delivery systems: 
 

o Nasal cannula  
o Simple Hudson (face mask) – Minimum flow rate 5L/min 
o Venturi Mask – delivers a specified amount of oxygen to the 

patient 
o Nasal High Flow Therapy (AIRVO/Optiflow) see separate policy 
o Non-rebreathe mask – 15L/min 

 

5.5 Monitoring and recording oxygen saturations 

 

 The patient’s oxygen saturation and oxygen delivery system should be 
recorded. This will be on the bedside observation chart alongside other 
physiological observations or in the patient’s healthcare record.  

 

 All patients on oxygen therapy should have regular pulse oximetry 
measurements. The frequency of oximetry measurements will depend on 
the condition being treated, the stability of the patient and be in 
accordance with the NDHT Management of Patients at Risk of 
Deterioration Policy available on the Trust Intranet site (BOB) . Critically ill 
patients should have their oxygen saturations monitored continuously and 
recorded every few minutes, whereas patients with mild breathlessness 
due to a stable condition will need less frequent monitoring.  

 

 Oxygen therapy should be increased if the saturation is below the desired 
range and decreased if the saturation is above the desired range (and 
eventually be discontinued as the patient recovers).  

 

 Any sudden fall in the oxygen saturation should lead to urgent nursing 
assessment and appropriate oxygen administration as necessary and 
medical evaluation of the patient, and in some cases, measurement of 
blood gases. 

 

 Patients should be monitored accurately for signs of improvement or 
deterioration. Nurses should also assess skin colour for peripheral 
cyanosis and respiratory rate. Support workers should when monitoring 

http://ndht.ndevon.swest.nhs.uk/policies/?p=2144
http://ndht.ndevon.swest.nhs.uk/policies/?p=220
http://ndht.ndevon.swest.nhs.uk/policies/?p=220
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respiratory rate report any abnormalities to a registered practitioner 
immediately in accordance with NDHT Management of Patients at Risk of 
Deterioration Policy.  

 

5.6 Emergency oxygen therapy 

 

 In the emergency situation an oxygen prescription is not required before 
applying oxygen. Examples may include any situation where a patient is 
acutely unwell, has an early warning score of 6, a sudden rise of 2 points 
on their EWS and/or a sudden drop in oxygen saturation, (See Appendix 
C) Summary guideline for oxygen administration in Acutely Unwell 
Patients. 

 
Oxygen should be given to the patient immediately without a formal 
prescription and documented later in the patient’s healthcare record. All 
clinical staff can commence oxygen therapy in an emergency situation if 
they have attended appropriate statutory Life Support Training. 
 

 All peri-arrest and critically ill patients should be given 100% oxygen (15 
l/m via reservoir mask) whilst awaiting immediate medical review. 
 

 Patients at risk of hypercapnic respiratory failure (COPD, morbid 
obesity, chest wall deformities or neuromuscular disorders) who 
develop critical illness should have the same initial oxygen therapy 
and target saturations as other critically ill patients. An urgent blood 
gas (which should take place within 15 minutes) will then guide controlled 
oxygen therapy or supported ventilation if there is severe hypoxaemia 
and/or hypercapnia with respiratory acidosis. 

 

 All patients who have had a cardiac or respiratory arrest should initially 
have 100% oxygen provided, along with basic or advanced life support. 
Oxygen should then be titrated according to observations and clinical 
assessment. 

 

 A subsequent written record must be made of what oxygen therapy has 
been given to every patient alongside the recording of all emergency 
treatment. If oxygen is required after the emergency it should be 
prescribed in line with section 5.2 

 

5.7 Exclusions 

 

 Patients receiving oxygen as part of palliative care or patients with a 
Personalised Care Plan for the Last Days of Life (Medical Care Plan) - in 
which case the prescriber should tick the box ‘target saturations not 
indicated’. 

5.8 Specialist Areas  

 

http://ndht.ndevon.swest.nhs.uk/policies/?p=220
http://ndht.ndevon.swest.nhs.uk/policies/?p=220
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This policy is for general use within general wards and departments including 
Emergency Department and Endoscopy Department. Where specific clinical 
guidelines are required for oxygen administration within a specialist area, they 
must be approved via the Medical Gases Committee. They should reflect 
wherever possible the principles of this policy. Patients transferring from 
specialist areas must be transferred with a prescription for their oxygen 
therapy utilising the target saturation system if the clinical condition is 
ongoing.  
 
If a patient transfers from an area not utilising the target saturation system, 
their oxygen should be administered as per the transferring area’s prescription 
until the patient undergoes a medical review (which should take place within 1 
hour of arrival). The patient should then be transferred over to the target 
saturation scheme as soon as possible. 

6. Cautions when Considering Oxygen Therapy  

There are no absolute contraindications to oxygen therapy if indications are judged to 
be present. The goal of oxygen therapy is to achieve adequate tissue oxygenation 
using the lowest possible FiO2.  

 

6.1 General Cautions 

 
Some conditions require close monitoring but do not usually require oxygen 
therapy unless the patient is hypoxic. These include: 

 

 Myocardial infarction and Acute coronary syndromes and 
Stroke. Most patients with acute coronary syndromes are not 
hypoxaemic and the benefits/harms of oxygen therapy are 
unknown in such cases. Most stroke patients are not hypoxaemic. 
Oxygen therapy may be harmful for non-hypoxaemic patients with 
mild to moderate strokes. 

 

 Pregnancy and obstetric emergencies. Oxygen therapy may be 
harmful to the fetus if the mother is not hypoxaemic. 

 

 Hyperventilation or dysfunctional breathing. Exclude organic 
illness. Patients with pure hyperventilation due to anxiety or panic 
attacks should not require oxygen therapy. Rebreathing from a 
paper bag may cause hypoxaemia and is not recommended. 
 

 Most poisonings and drug overdoses. Hypoxaemia is more 
likely with respiratory depressant drugs. Give antidote if available 
(eg, naloxone for opiate poisoning). Check blood gases to exclude 
hypercapnia if a respiratory depressant drug has been taken. 
Avoid high oxygen levels in case of acid aspiration as there is 
theoretical evidence that oxygen may be harmful in this condition. 
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 Acute and subacute neurological and muscular conditions 
producing muscle weakness. These patients are at risk of 
developing hypercapnic respiratory failure and may therefore 
require controlled oxygen therapy and ventilatory support 

 

6.2 Oxygen administration and carbon dioxide retention 

 
In patients with chronic carbon dioxide retention, oxygen administration may 
cause further increases in carbon dioxide levels, respiratory acidosis and 
decreased conscious level. 
 
This may occur in patients with COPD, neuromuscular disorders, morbid 
obesity or musculoskeletal disorders.  
 
Non-urgent expert advice in their clinical management can be sought from the 
Respiratory Consultants during working hours or in an emergency the On-Call 
Consultant Anaesthetist can be contacted through the Hospital Switchboard 
Bleep System.  
 
Patients known to have had hypercapnic respiratory failure may be in 
possession of a patient held Oxygen Alert Card. (See Appendix E) 

 
 

6.3 Other precautions / Hazards / Complications of oxygen therapy 

 

 Drying of nasal and pharyngeal mucosa 

 Application of Vaseline/petroleum jelly to lips or nasal passages should be 
avoided 

 Skin irritation 

 Fire hazard 

 Potentially inadequate oxygen flow resulting in lower FiO2 than intended 
due to high inspiratory demand or inappropriate oxygen delivery device or 
equipment faults 

7. Transfer and Transportation of Patients Receiving 
Oxygen 

 Patients who are transferred from one place / department to another must have 
clear documentation of their ongoing oxygen requirements and a record of their 
oxygen saturation records with them.  

 

 For patients attending the X-ray department who are on oxygen an escort is 
mandatory. 
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 Patients requiring oxygen therapy whilst being transferred from one area to 
another should be assessed as medically fit for transfer by the nurse responsible 
for their care before leaving the ward/department.  

 The patient should be accompanied by a registered nurse whenever possible. 

 If this does not occur, clear information and instruction must be provided for 
personnel involved in the transfer of the patient. This should include knowledge 
of oxygen delivery device, oxygen flow rate and target oxygen saturation. The 
prescription chart and physiological measurement chart, including EWS should 
always accompany the patient receiving oxygen. 

Great care must be taken when transferring from the piped oxygen system from the ward 
oxygen flow meter, to the portable oxygen cylinder used for the transfer. The correct 
equipment and flow rate of oxygen must be checked by a registered nurse and a 
competent individual should accompany the patient. A suitably sized cylinder should be 
selected to ensure there is sufficient oxygen available to complete the transfer. 

 
If a patient transfers from an area not utilising the target saturation system (see specialist 
area above) their oxygen should be administered as per the transferring area’s 
prescription until the patient is reviewed and transferred over to the target saturation 
scheme, which should occur as soon as possible. 

8. Peri-operative and Immediately Post Operatively 

When patients are transferred from theatres back to a ward on oxygen therapy and 
are not on the target saturation system, the need for on-going oxygen therapy should 
be assessed by a registered health care professional on arrival to the ward (see also 
section 5.9). 

If there is a need for oxygen therapy to be continued it must be prescribed by a 
doctor using the target saturation scheme. 

9. Nebulised Therapy / Medicines and Oxygen 

When nebulised therapy / medicines are administered to patients with hypercapnic 
respiratory failure it should be driven by compressed air. If necessary, supplementary 
oxygen can be given concurrently by nasal cannulae at 1-4 litres per minute to 
maintain an oxygen saturation of 88-92% or other specified target range. 

10. Humidification 

In general ward areas humidification should only be used if specifically requested by 
a physiotherapist or doctor. 

  
The following circumstances are conditions which may benefit from humidification: 
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 If the flow rate of oxygen exceeds 4 litres per minute for several days 

 Tracheotomy or tracheostomy patients (“neck-breathing patients”) 

 Cystic Fibrosis patients 

 Bronchiectasis patients 

 Patients with a chest infection retaining secretions 

11. Tracheotomy and Tracheostomy Patients 

“Neck-breathing patients” and those who have difficulty in clearing airway secretions 
or mucus will require an urgent referral and specialist assessment by a 
physiotherapist. They may require warm humidification using equipment which needs 
skilled users to operate. In this situation, priority should be given to provide this 
specialised care in the appropriate clinical area such as Glossop Ward or ITU. 

12. Duration of Treatment / Continuing Oxygen on 
Discharge 

Oxygen prescriptions should be reviewed at least daily by the doctor.  When 
discharging patients to community hospitals who need to continue on oxygen, 
arrangements must be made to ensure oxygen is available at the receiving hospital 
and that the flow rate and the delivery device is indicated on the facsimile transfer 
form and/or in the discharge summary. 

All patients requiring oxygen at home must be referred to the oxygen assessment 
service to be reviewed using the appropriate HOOF Form 
http://ndht.ndevon.swest.nhs.uk/oxygen-service/ 

13. Weaning off Oxygen  

In most acute illnesses, oxygen therapy will be reduced gradually as the patient 
recovers and oxygen therapy can be discontinued once the patient can maintain a 
saturation of 94-98% (or the patient’s baseline oxygen saturation level, if known).  

 
Patients prescribed continuous oxygen may be weaned from oxygen once they are 
considered medically stable and safe to do so, by the doctor. Patients who stop 
oxygen for weaning purposes should have a code identifying that they are on air but 
weaning from oxygen recorded on the oxygen section of the patient’s observation 
chart (code = AW).  

 

13.1 How to wean off continuous oxygen (Not PRN oxygen) 

Reduce oxygen gradually once a patient is clinically stable on low-dose 
oxygen. The lowest dose of oxygen for most stable convalescent patients will 
be 1- 2 litres per minute via nasal cannulae, or a 24% Venturi mask. 

http://ndht.ndevon.swest.nhs.uk/oxygen-service/
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Monitor the oxygen saturation on room air continuously for 5 minutes after 
stopping oxygen therapy. If it remains in the desired range, recheck in one 
hour. The oxygen saturation will need to be within the desired / normal range 
on 2 consecutive occasions on air.  
If the oxygen saturation and EWS (Early Warning Score) is satisfactory at one 
hour, the patient has safely discontinued oxygen therapy, continue to monitor 
saturation and EWS on a regular basis according to the patient’s underlying 
clinical condition and PAR policy. 
 
If the saturation falls on stopping oxygen therapy, recommence the lowest 
dose that maintained the patient in the target range and monitor for 5 
minutes. If this restores the saturation into the target range, continue oxygen 
therapy at this level and attempt discontinuation of oxygen therapy again at a 
later date, provided the patient remains clinically stable. 
 
If a patient requires oxygen therapy to be restarted at a higher dose than 
before to maintain the same target saturation range, then the patient should 
be reviewed by the doctor to establish the cause for this deterioration. 
 
Some patients with chronic lung disease will already be established on long-
term oxygen therapy and should be tapered slowly to their usual maintenance 
dose of oxygen. 
 
 
The Doctor is responsible for crossing off oxygen on prescription chart and 
signing to confirm discontinuation. 

14. The Use and Storage of Oxygen Cylinders in the 
Hospital Setting 

Where the use of oxygen cylinders is unavoidable robust systems are in place to: 

 Ensure reliable and adequate supplies 

 Ensure reliable record keeping for checking and stocktaking of cylinders 

 Full and empty cylinders will be stored separately and/ or labelled appropriately 

Posters containing information about the depletion times for cylinders should be 
provided for each size cylinder at common flow rates, as a helpful resource for staff. 
(See Appendix F) 

15. Training of Staff in the Safe Handling and Use of 
Oxygen Cylinders in Hospital 

Staff required to handle and /or administer oxygen from cylinders will need to be 
competent in their use. Training will be provided by the Trust. This is in the form of e-
learning, formal teaching and Training Tracker. 
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16. Training of Staff in the Administration of Oxygen  

Oxygen administration is a necessary skill required by many staff working in 
hospitals. The Trust supports doctors, registered nurses, midwives, radiographers, 
and physiotherapists, operating department practitioners, support workers to 
administer and monitor oxygen therapy in accordance with this policy.  

All staff prescribing, administering and monitoring oxygen therapy will be required to 
access training as appropriate and be assessed as competent in order to practice, as 
identified through Trust Training Matrix.  

Staff can access the ‘How to deliver oxygen’ Resource Video using STAR.  

Records of training and competency will be stored in the individual’s professional 
portfolio, in each ward/departmental specific Training and Competency Log Book and 
centrally by Workforce Development. Competency documentation for oxygen 
administration is available on BOB. http://ndht.ndevon.swest.nhs.uk/wp/wp-
content/uploads/2011/03/Competency-assessment-Template-adminsitering-oxygen-
therapy-V2-Jun11.pdf 

17. Health and Safety 

 Patients and carers should be informed about the combustibility of oxygen. 

 Oxygen should be stored in an area designated as no smoking. 

 Electrical appliances should be kept at least five feet away from the source of 
oxygen. 

 Avoid oil, grease, alcohol gel or yellow soft paraffin coming into contact with 
oxygen and apparatus. 

 Store unused oxygen cylinders in a dry well ventilated place. 

18. The Development of the Policy 

                     18.1.   Prioritisation of Work 

Following publication of the National Patient Safety Agency Rapid Response 
Report: NPSA/2009/RRR006: Oxygen safety in hospitals, a requirement was 
identified to publish a policy for the Administration of Emergency Oxygen in 
Hospital in order to ensure consistency of advice, education and practice. 
This was first published in 2010. This version was produced as a result of 
minimal alteration to the existing policy  

18.2    Document Development Process 

Alison Moody, Consultant Physician Respiratory Medicine, was responsible 
for developing the policy and for ensuring stakeholders were consulted. 

Draft copies were circulated for comment before approval was sought from 
the relevant committees. 

http://ndht.ndevon.swest.nhs.uk/wp/wp-content/uploads/2011/03/Competency-assessment-Template-adminsitering-oxygen-therapy-V2-Jun11.pdf
http://ndht.ndevon.swest.nhs.uk/wp/wp-content/uploads/2011/03/Competency-assessment-Template-adminsitering-oxygen-therapy-V2-Jun11.pdf
http://ndht.ndevon.swest.nhs.uk/wp/wp-content/uploads/2011/03/Competency-assessment-Template-adminsitering-oxygen-therapy-V2-Jun11.pdf
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18.3 Equality Impact Assessment  

The Trust aims to design and implement services, policies and measures that 
meet the diverse needs of our service, population and workforce, ensuring 
that none are placed at a disadvantage over others.  An Equality Impact 
Assessment Screening has been undertaken and there are no adverse or 
positive impacts (see Appendix I).  

 

19. Consultation, Approval and Ratification Process 

19.1 Consultation Process 

The author consulted with stakeholders, including: 

 Medical Gas Committee members 

 Ward Manager MAU – Helen Yung 

 Consultant Physicians 

 
Consultation took the form of a request for comments and feedback via email. 
Hard copies were available on request. 

19.2 Policy Approval Process 

Initial approval of the policy was sought from Clinical Services Executive 
Committee on June 14th 2010. 

Final approval was sought from the Drugs and Therapeutics Committee on 
July 1st 2010.  

19.3 Ratification Process 

The policy will not require ratification by the Trust Board. 

20. Review and Revision Arrangements including 
Document Control 

           20.1 Process for Reviewing the Policy 

The policy will be reviewed every three years. The authors will be sent a 
reminder by the Corporate Affairs Manager four months before the due review 
date. The author will be responsible for ensuring the policy is reviewed in a 
timely manner and that the reviewed policy is initially approved by the Drugs 
and Therapeutics Committee and then given final approval by the Clinical 
Services Executive Committee.   
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If this policy has been identified as required by the NHS Litigation Service 
(NHSLA), the author will ensure the Compliance Manager is sent an 
electronic copy. 

All reviews will be recorded by the authors in the Document Control Report. 

20.2 Process for Revising the Policy 

In order to ensure the policy is up-to-date, the author may be required to 
make a number of revisions, e.g. committee changes or amendments to 
individuals’ responsibilities. Where the revisions are minor and do not change 
the overall policy, the author will present the revised version to the Drugs and 
Therapeutics Committee for approval. 

Significant revisions will require final approval by Drugs and Therapeutics 
committee  

If this policy has been identified as required by the NHS Litigation Service 
(NHSLA), the author will ensure the Compliance Manager is sent an 
electronic copy. 

All revisions will be recorded by the author in the Document Control Report. 

20.3 Document Control 

The authors will comply with the Trust’s agreed version control process, as 
described in the organisation-wide Guidance for Document Control. 

21. Dissemination and Implementation  

            21.1 Dissemination of the Policy 

After approval, the author will provide a copy of the policy to the Corporate 
Affairs Manager to have it placed on the Trust’s intranet. The policy will be 
referenced on the home page as a latest news release to highlight the key 
changes to the updated policy. 

Information will also be included in the weekly Chief Executive’s Bulletin 
which is circulated electronically to all staff. 

An email will be sent to senior management to make them aware of the policy 
and they will be responsible for cascading the information to their staff. 

An email will be sent to Sodexo Portering Manager to cascade information to 
their staff. 

21.2 Implementation of the Policy 

Line managers are responsible for ensuring that changes to the policy are 
communicated to staff. 
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22. Document Control including Archiving Arrangements 

            22.1 Library of Procedural Documents 

The author is responsible for recording, storing and controlling this policy.  

Once the final version has been approved, the author will provide a copy of 
the current policy to the Corporate Affairs Manager so that it can be placed on 
Tarkanet. Any future revised copies will be provided to ensure the most up-to-
date version is available on Tarkanet. 

            22.2 Archiving Arrangements 

All versions of this policy will be archived in electronic format within the 
Patient Safety Team policy archive.  Archiving will take place by the Patient 
Safety Lead once the final version of the policy has been issued. 

Revisions to the final document will be recorded on the Document Control 
Report. Revised versions will be added to the policy archive held by the 
Patient Safety Team. 

22.3 Process for Retrieving Archived Policy 

To obtain a copy of the archived policy, contact should be made with the QIT? 

23. Monitoring Compliance With and the Effectiveness of 
the Policy 

23.1 Process for Monitoring Compliance and Effectiveness 

Monitoring compliance with this policy will be the responsibility of the Patient 
Safety Lead and Patient Safety Team. The Patient Safety Team will review all 
audit results, identifying areas for learning and improvement, and will develop 
actions plans with Senior Nurses, Community Matrons, and Lead Clinicians.  

Medical Gas Committee will agree the frequency of audits, monitor and 
review oxygen related incidents, and in conjunction with Workforce 
Development, develop an oxygen administration training programme for 
clinical staff.  

Where non-compliance is identified, support and advice will be provided to 
improve practice.  

           23.2 Standards/ Key Performance Indicators 

Key performance indicators comprise: 

 Compliance with policy to reach target of 100% using Prescription Charts 
and Observation Charts. 

 Number of incident reports relating to oxygen administration. 
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24. Equality Impact Assessment 

An equality impact assessment has been completed as indicated in table 1.  The 
Policy has no impact on any of the equality groups listed. 

Table 1: Equality impact Assessment 

Group 
Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comment 

Age   x  

Disability   x  

Gender   x  

Gender Reassignment   x  

Human Rights (rights 
to privacy, dignity, 
liberty and non-
degrading treatment), 
marriage and civil 
partnership 

  x  

Pregnancy   x  

Maternity and 
Breastfeeding 

  x  

Race (ethnic origin)   x  

Religion (or belief)   x  

Sexual Orientation   x  
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Appendix A: Glossary of Terms 

 

Glossary of terms 

 

Absorption atelectasis Is a collapse of lung tissue effecting part or all of one lung. This 
condition prevents normal oxygen absorption to healthy tissues. 

COPD Chronic obstructive pulmonary disease 

CO2 Carbon dioxide 

Controlled oxygen therapy Is continuous oxygen by Venturi mask which is designed to deliver a 
specified concentration of oxygen regardless of breathing rate or 
tidal volume 

FiO2 Is the fraction of inspired oxygen 

Hypercapnia Increased carbon dioxide levels 

Hypoxaemia Low arterial blood oxygen saturation 

Ischaemia Is an insufficient supply of blood to an organ usually due to a 
blocked artery 

Nasal cannulae Pair of tubes about 2cm long each projecting into each nostril and 
stemming from a tube which passes over the ears which is thus self-
retaining. Oxygen administered this way is described as 
‘uncontrolled oxygen’ as it is not possible to be certain of the 
percentage of oxygen inspired. 

O2 Oxygen 

Oximeter Oxygen saturation monitor 

Oxygen delivery system  Type of oxygen mask or nasal cannulae 

Oxygen flow rate Oxygen flow rate required to achieve specific saturation level 

Oxygen source  Piped or cylinder 

PaCO2 Arterial carbon dioxide tension 

PaO2 Arterial oxygen tension 

SpO2 Arterial oxygen saturation measured by pulse oximetry 

Pneumothorax Is a collection of air or gas in the pleural space that causes part or all 
of a lung to collapse 

Pulse oximetry Measurement of oxygen saturation using a pulse oximeter. The 
device calculates how much haemoglobin in arterial blood has 
oxygen attached to it which it displays as a percentage value (SpO2) 

Reservoir or non-rebreathe 

oxygen mask       

In non re-breathing systems the oxygen may be stored in the 
reservoir bag during exhalation by means of a one-way valve. High 
concentrations of oxygen can be achieved this way. Ensure 
reservoir bag is inflated before placing mask on patient. 

Respiratory failure Is a disease of the lungs. The definition is PaO2 <8kPa, or PaCO2 > 
7kPa. Respiratory failure is divided into type I and type II.         

Simple face mask Mask has soft plastic face piece. Vent holes are provided to allow air 
to escape. Maximum of 50%-60% oxygen delivery at 15 litres/minute 
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flow 

Target oxygen saturation Is the level or percentage of oxygen saturation to be achieved by the 
patient 

Type 1 respiratory failure Occurs because of damage to lung tissue. This lung damage 
prevents adequate oxygenation of the blood (hypoxaemia). 

Type 2 respiratory failure Also known as ‘ventilatory failure’ occurs when alveolar ventilation is 
insufficient to excrete the carbon dioxide being produced. 
Inadequate ventilation is due to reduced ventilatory effort, or inability 
to overcome increased resistance to ventilation such as pneumonia 
or pulmonary oedema – it affects the lung as a whole, and thus 
carbon dioxide accumulates. 

Tracheotomy Is a surgical incision of the trachea 

Tracheostomy Is a surgical opening into the third and fourth cartilage rings of the 
trachea 

Tracheostomy mask Is a mask designed for ‘neck-breathing patients’. Fits comfortably 
over tracheostomy or tracheotomy. Exhalation port on front of mask. 

Venturi oxygen mask Is a mask incorporating a device to enable a fixed concentration of 
oxygen to be delivered. Oxygen is forced out of the mask through a 
small hole causing a ‘venturi’ effect which enables air to mix with 
oxygen. Available in different colours for different percentages of 
oxygen required. E.g. Blue = 24%, White = 28%, Yellow = 35%, Red 
= 40%, Green = 60% 

 

 

 

 

  

  



Oxygen Policy  

Page 24 of 39 
Respiratory Team 
Oxygen Policy    
 

Appendix B: Oxygen Prescription Chart (example) 
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Appendix C: Summary Guideline for Oxygen 
Administration in Acutely Unwell Patients 

Summary guideline for oxygen administration in Acutely Unwell Patients in the 
NDHCT 

Patients who are acutely unwell ie; those with an EWS of 4 or those who have suddenly increased 
their EWS by 2 points, with or without shortness of breath need rapid assessment and treatment. This 
should be accompanied by continuous observation and support from senior medical staff and the ITU 
based Anaesthetic Team.  

Severe Hypoxia (an oxygen saturation of 88% or less) is a medical emergency. And if 
accompanied by additional problems, such as reduced conscious level, trauma, surgical emergency, 
low blood pressure, will require immediate support from senior medical staff and the ITU based 
Anaesthetic Team. 

Initially proceed as follows: 

A Check the patient’s airway – clear if necessary 

B 1. Check patient’s respiratory effort – if absent call arrest team and start Basic Life 
Support, otherwise immediately give 15l/min O2 via non-rebreathe (reservoir) 
oxygen mask in ALL cases. 

 2.  Monitor oxygen saturation using oximeter. If SaO2 < 90% patient requires immediate 
action and oxygen appropriate to underlying disease. Consider seeking advice from ITU 
Anaesthetic Team. 

C Check pulse and blood pressure. If absent call arrest team and start Basic Life Support.  

D Doctor to take history, examine patient, order chest X-ray, take arterial blood gas for 
immediate analysis (within 30mins of initial assessment).  

 If ABG shows paO2 < 8 kPa on 15L/min O2 the patient needs immediate action to improve 
oxygenation. Consider calling for senior medical help and support from ITU based 
Anaesthetic Team. 

 If paCO2 > 6.5 kPa in the presence of good respiratory effort and SaO2 > 92% and history 
of COPD or severe restrictive lung disease, consider reducing inspired oxygen. To reduce 
inspired oxygen make stepwise reductions (40%, 28%, 24%) at 10 min intervals with 
continuous oxygen saturation monitoring and continuous supervision. If Sao2 falls below 
88% at any time immediately increase inspired oxygen. If Sao2 remains > 88% recheck 
arterial blood gas after 1 hour and adjust treatment as indicated. 
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Appendix D: Oxygen Alert Card 
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Appendix E: How long will an Oxygen Cylinder Last? 
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Appendix F: The Storage and Transportation of Medical 
Gases within a Clinical Area 

Introduction 

The Northern Devon Healthcare Trust recognises that it has a responsibility to 
provide a safe environment for all patients, staff and visitors.   
 
It is important to remember that piped medical gases should always be the preferred 
option of supplying medical gases to patients and cylinder gases should only be 
used when this is not possible. After obtaining data within the Trust associated with 
Medical Gas cylinders, it has been identified that specific guidance is needed to 
ensure the safe storage and of Medical Gas Cylinders on Wards, Services and 
Departments throughout the Trust. 

Purpose 

The guidance contained within this document is provided to ensure that all staff 
involved in the handling, transportation and storage of medical gases understand 
their individual responsibilities and the methods employed by the Trust to ensure safe 
practice.  

 
Failure to adhere to safe practice when transporting or storing medical gas cylinders 
can lead to serious injury or Fatalities. 

Storage of Medical Gas Cylinders on Wards and Departments  

It is imperative to safety that Medical Gas Cylinders are stored correctly on Wards or 
in Departments to ensure that cylinders do not pose a risk to staff, patients or visitors. 
If cylinders are not stored in a correct manner they can pose a risk by falling onto 
people causing injury or as a significant tripping hazard  

Cylinders should be stored in a designated area and must be secured in place  

It is recommended that there is a designated area located as near to the exit/entry to 
the department as possible for easy access, but consideration must be given to 
ensure that safe access and egress is maintained. This will be individual for each 
ward or department area and advice can be sought through Health & Safety or Fire 
officer. 

Cylinders should never be left lying on floors unsecured or in areas where they can 
present a tripping hazard  

Cylinders must never be propped against walls as they can fall and injure passers-
by. Medical gas cylinders which are not secured properly can topple causing 
injury.     

Cylinders must never be left on top of tables, chairs, beds or anywhere they can fall 
from height and injure people  
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Cylinders must be placed in an appropriately designed holder. Cylinders should not 
be placed on patients beds, they must `be placed in specifically designed holders/ 
trolley where they can be kept away from direct contact with combustible materials.  

Guidance on Handling of Medical Gas Cylinders  

A full risk assessment must be completed for any task involving the transportation 
of medical gasses. All staff must be properly trained in manual handling and in 
the transportation of medical gasses.  

 
Always use the correct trolley for the size of the cylinder to be transported.  

 
Cylinder trolleys, transporters and holders should be regularly checked for 
defects by the user. All defects must be reported to the Estates Department for 
repair.  

 
Always ensure that the cylinder is secured in place when transporting.  

 
Never leave cylinders free standing, always ensure they are secured in an 
appropriate holder.  

 
Never roll cylinders along the ground as this can cause the valve to open 
accidentally which could cause an explosion or a fire and will also damage the 
cylinder paintwork and label.  

 
Never attempt to catch a falling cylinder/ trolleys.  

 
Ensure cylinders are stored in a clean well ventilated room, free from dust and 
grease.  

 

Always use an appropriate cylinder carrier during transportation. These are available 
for beds and chairs. Never put a cylinder between a patient’s legs. Never cover a 
cylinder with a blanket (the bedding will become saturated and pose an extreme fire  
Hazard). 

Checking cylinders before use 

Gauges on portable cylinders on the wards must be checked before use. The staff 
member must ensure that the cylinder is full enough to allow the appropriate task to 
be completed without any risk of the oxygen running out. Staff should refer to the 
charts available see Appendix E ‘how long will an oxygen cylinder last?’. 

G sized Cylinders 

Estates and Facilities Alert EFA/2010/008 issued 28 July 2010, highlights an incident 
where a G sized cylinder was not secured and led to the death of a patient who 
appears to have knocked or pulled the cylinder over resulted in their death reported 
to be due to “blunt force trauma”.   

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216043/dh_118095.pdf
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Typically for inpatients wards, following this alert, G cylinders were withdrawn from 
circulation in favour of smaller lightweight cylinders.  Where larger cylinders are 
stored, an assessment must be completed to ensure the safety alert is complied with 
(or is not applicable as smaller lightweight cylinders are used). 

Contamination Risks 

Avoid all grease and oil based products when handling or having medical gases 
administered (whether via a cylinder or via a pipeline) due to combustion risks. 
 
Cylinder regulators / valves must never be lubricated with oil or grease based 
products due to combustion risks.  Do not use hand cream before handling a medical 
gas. Patients should not use petroleum based lip lubrication whilst being treated with 
medical gases (i.e. Vaseline, Lipsyl, Chapstick, lip balms etc).  

Alcohol Hand Gel  

Ensure hands are clean and dry prior to handling medical gas cylinders.  Should 
cylinder valves become contaminated with any alcohol gel (e.g. Spirigel) there is a 
risk of combustion.  Where alcohol gel is used on hands, ensure that any excess has 
evaporated prior to handling cylinders to avoid contamination of the regulator / valve. 

Fire 

Where medical gas cylinders are stored on a ward or department, the Fire Safety 
Logbook for that area must record the location of cylinders on the floor plans.    

The fire risk assessment must consider the risks associated with gas cylinders.  Fire 
Safety Advice Note 4, Fire Risks Associated with Medical Oxygen provides safety 
information and is contained within the Fire Safety Logbook. 

Further advice, support and assistance can be provided by the Trusts Fire and 
Security Officer. 

Signage  

Where medical gas cylinders are stored, signage is required to indicate it’s 
location.  For example on a door to the store room, a vinyl self-adhesive sign 
indicating medical gas cylinders stored here. Our oxygen suppliers (BOC) can 
provide signage such as the “cylinder parking area” example below. 
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Further information can be obtained from a Trust Health and Safety Advisor or Fire 
Officer if required regards cylinders carriers, and Pharmacy Medicines Information for 
issues related to gas administration.  

Medical Gas Safety Data Sheets 

Essential safety information regards medical gas cylinders is provided by the 
supplier.  The information is contained within Medical Gas Data Sheets (MGDS) 
which can be downloaded from the BOC website or provided by the Pharmacy 
Procurement and Automation Lead, Pharmacy Department.  Reference to and 
compliance with requirements outlined within MGDS sheets supports the fire risk 
assessment for the Ward, Service or Department. 

Transportation and Home Oxygen Safety 

Information concerning the transportation of medical gas cylinders in vehicles and 
home oxygen safety is published on BOB under the Health and Safety pages. 

Training  

Training on the Handling, Transportation and Storage of Medical Gas Cylinders 
will be provided to all staff involved in their use. This training will be provided via 
E-Learning which is required to be updated every 3 years. 

Your Line manager will be able to advise on your level of training specific to your 
role. 

Special attention should be paid to the use of cylinders on the wards following a 
recent safety alert. All staff using these cylinders must ensure they are familiar with 
suing these cylinders see Appendix G 

 

http://www.bochealthcare.co.uk/en/quality-and-safety/safety-and-technical-data/safety-data-sheets/safety-data-sheets.html
http://ndht.ndevon.swest.nhs.uk/health-safety/transportation-of-medical-gas-cylinders-e-g-oxygen-entonox/
http://ndht.ndevon.swest.nhs.uk/health-safety/home-oxygen-safety/
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Brackets, Cylinder Holders and Trolleys 

The following photos and information provided examples of brackets, holders and 
trolleys used for the safe storage, handling and transportation of medical gas 
cylinders. 

 
 

HOLDER/WALL BRACKET - 
CYLINDER 

 

  
This product is for securing individual cylinders 
securely and safely. They should be positioned 
to the wall at approximately half of the cylinder 
height. The cylinder size is indicated on each 
bracket. This product can be obtained from 
BOC. 
 
Cylinders stored on Wards or Departments 
should be stored in these purpose built storage 
facilities.  
 
Cylinders should be stood in the upright 
position and secured in place with the chains 
provided.  
 
Any missing chains or damage to the storage 
facility must be reported to the Estates 
department for replacement or repair.  
 

 
 

 
CYLINDER HOLDER 

 

 

 

 
 
This product allows for safe storage of CD 
cylinders at a bedside and features a carry 
handle and an extended hanging hook suitable 
for beds.  
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CLINICAL  
TROLLEY - CYLINDER, 

 

 

 
 

 

 
Cylinder trolley to hold 'F', HX or ZX cylinders.  
Notes similar trolleys are available for 'G' 
cylinders, however where G cylinders cannot 
be avoided, requirements of Estates and 
Facilities Alert EFA/2010/008 to secure the 
trolley to fixed points must be adhered to. 
 
Cylinder is retained by means of two drop over 
chains. 
  
Wheels are inoperative when trolley is in the 
upright position and stationary  
 
Suitable for transporting and delivering or for 
areas requiring more than the average medical 
gas storage.  
 

 
 
  

 

 
TROLLEY, CYLINDER -  
 

 

 

 

 
Special trolley with 12 sections suitable for 
various cylinders sizes, with non-slip rubber 
base board and push handle one end.  
 
Suitable for transporting and delivering or for 
areas requiring more than the average medical 
gas storage.  
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Transportation of Patients on Medical Gas Therapy 

 

 
G/200/RS PORTERING, REAR STEER, 

INTER-NESTING CHAIR 

 

 

 

 
This chair is the preferred chair for the 
transportation of patients and medical 
gasses. As can be seen in this photograph 
the cylinder sits in the cylinder holder, which 
is secured to the back plate of the chair. 
This ensures that the cylinder is away from 
the patient and is secured in a safe position 
and does not present a hazard to passers 
by. The cylinder holder can be removed 
from the chair and safely be secured to a 
wall-mounted plate once you have reached 
the patients destination.  

 

 

 
HOSPITAL WHEELCHAIR 

 

 

 

 
 
This type of chair must not be used to 
transport patients and medical gasses 
unless a third person can accompany the 
patient to carry the medical gas cylinder in a 
mobile oxygen trolley.  
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TROLLEYS – Resus/ Theatres 

 

 

 

 
All patient trolleys used within the trust are 
equipped with specific medical gas cylinder 
storage areas as shown. 
 
These storage areas must always be used 
when transporting patients and medical gas 
cylinders.  
 
Medical gas cylinders must never by 
transported on top of the trolley beside the 
patient.  

 

 

 
INFANT COT 

 

 

 

 
When transporting a patient in a paediatric 
cot the cylinder holder must be attached 
to the rail at the foot of the cot as shown.  
 
 
 
 
 

 

 

 
WARD BED 

 

 

 

 
When transporting patients in hospital beds the 
cylinder holder should be attached at the head 
or the foot of the bed as shown.  
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WARD BED 

 

 

 

 
The cylinder holder must not be attached to 
the cot-side of the bed as this would present a 
hazard to passers by and could also cause the 
cot-side to collapse.  
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Appendix G: BOC Oxygen Cylinder Leaflet 
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