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Indication of high-flow oxygen
therapy in patients with SARS-CoV-2
pneumonia夽

not as the early therapy (except in one case) since most
patients came from the hospitalization ward and had already
been treated with NIV or HFOT, which is why NIV in mode
of continuous positive airway pressure (CPAP) therapy was
used.5
After studying the recommendation of use of HFOT we
believe that a) the study that supported it has some deficiencies, which means that in the current clinical practice,
its wide use has translated into a high rate of failure; b)
the role of HFOT in the early stages of hypoxemia would
be advisable (especially outside the ICU setting); however,
beyond these early stages, its utility vs NIV has not been
studied, which is why maybe a clinical trial that compared
HFOT to NIV based on the aforementioned criteria would be
necessary, and, finally, c) HFOT could play an essential role
supporting the process of weaning from NIV.

Indicación de la oxigenoterapia de alto flujo
en pacientes afectos de neumonía por
SARS-CoV-2
To the Editor,
The SARS-CoV-2 pandemic, and the corresponding hypoxemic acute respiratory failure (ARF) sustained by a high
percentage of hospitalized patients have changed the
recommendations established on the management of respiratory therapy.1 High-flow oxygen therapy (HFOT) has been
widely used as supplemental respiratory support therapy
because it is easy to use, tolerate, and quickly improves
both the clinical and gasometric situation of the patient.
Recommendations suggest the use of HFOT as a first-line
therapy of non-invasive respiratory support even before noninvasive ventilation (NIV).1 Such recommendation is based
on the results of a French multicenter study that compared
oxygen therapy, HFOT, and NIV.2 Results showed a clear benefit towards HFOT vs NIV and oxygen therapy by reducing
the 28-day rate of intubation, and the 90-day mortality rate
at the intensive care unit (ICU) setting. In the methodology
of NIV, there is a series of aspects that may have favored
HFOT vs NIV: first, the interruption of NIV was established
(8 hours [4-12] during the first day, and 8 hours [4-13] during
the second) alternating with periods on HFOT. The transient
weaning from NIV can lead to the alveolar derecruitment
obtained with NIV, and consequently to the early stage of the
disease, which is why several authors recommend keeping
it going non-stop from the beginning.3 Secondly, the levels
of PEEP used were 5 ± 1 cmH2 O that are somehow lower to
those that have proven capable of improving oxygenation
(10 cmH2 O).3
Yet despite these satisfactory results,2 and the recommendation established,1 the series published in the ICU
setting of hypoxemic patients due to SARS-CoV-2 show a high
rate of use (> 60%) followed by high rates of failure (85%).4
Probably the use of HFOT during the early stages of the
respiratory process (especially at the hospitalization ward)
is highly recommended. However, in patients who progress
into acute respiratory distress syndrome (ARDS), and who
require ICU admission and high PEEP levels, HFOT does not
seem to be effective. In our series, HFOT was used to support weaning from NIV and only after stabilizing the patient,
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