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Burton Hospitals NHS Foundation Trust 
 

PAEDIATRIC OXYGEN POLICY 
 
 

1.  BACKGROUND 
 

Oxygen is one of the most common medicines used in medical emergencies.  It 
should be regarded as a drug and therefore should be prescribed.  Oxygen is 
given to hypoxemic patients to increase alveolar oxygen tension and decrease the 
work of breathing.  The concentration of oxygen required depends on the 
condition being treated; administration of an inappropriate concentration of oxygen 
may have serious or even fatal consequences especially in pre-term neonates.  
Oxygen should be prescribed initially to achieve a normal or near normal oxygen 
saturation (British National Formulary for Children 2014-2015 pg16). 

 
 

2.  AIM 
 
The aim of this policy is to ensure that: 
 

 All paediatric patients who require supplementary oxygen therapy receive 
therapy that is appropriate to their clinical needs.  

 Those who administer oxygen therapy will monitor the patient and keep 
within the target saturation range.   

 
 

3.  SCOPE OF POLICY 
  

Includes 
 
This policy applies to Medical staff, Nursing, Operating Department Practitioners 
and Physiotherapists involved in caring for children in hospital who require oxygen 
 
Excludes 
 
Neonates on the neonatal unit and neonates on the maternity wards. 
 

 

4. PRESCRIPTION 
 
4.1 Identifying appropriate target saturations 
 

 In case of an emergency, oxygen can be administered without a 
prescription but should be prescribed as soon as possible afterwards. 

 

 Oxygen therapy should be prescribed for all patients to achieve a target 
saturations of 92% and above, except for patients whose clinical condition 
indicates otherwise e.g. some congenital cardiac conditions, chronic lung 
disease, palliative care for symptom relief etc.  An alternative oxygen 
saturation target will be identified at the discretion of the medical staff. 
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4.2  Electronic Prescribing of oxygen. 
 

 Oxygen should be prescribed by selecting the Paediatric order set for 
oxygen. 

 The target oxygen saturations should be entered on the oxygen order. 

 Guidance on how to use the oxygen order set in electronic prescribing can 
be found in the HISS training notes or contact HISS training support or 
Pharmacy. 

 Anaesthetics must prescribe oxygen if required as part of the post-operative 
care regime. 

 In the Emergency Department (ED) the oxygen saturation target range 
must be prescribed on the ED notes document on the pre-printed drug 
administration section and signed against on administration. 

 Once the child is admitted to the Children’s Ward oxygen should then be 
prescribed on electronic prescribing by the patient’s team. 

 Children receiving ‘home oxygen’ once admitted to the ward should be 
prescribed on electronic prescribing by the patient’s team. 

 
 

5.  ADMINISTRATION 
 
5.1  Administration of oxygen 
 

Once the target saturation has been identified and prescribed, the type of 
delivery device selected depends on: 
 

 Age and size of child 

 Oxygen requirements/therapeutic goals 

 Patients tolerance to selected method 

 Humidification needs       
(Myres, 2002)  

 
Parents / guardian must be adequately informed of oxygen treatment. 

 
For oxygen delivery devices please see Appendix 1.   
 
5.2  Signing the prescription 
 

 On commencement of oxygen the prescription must be signed 
electronically. 

 

 When signing the prescription the administrating professional is signing to 
verify that they have checked: 

 
 If the last recorded saturation is within the prescribed target 

saturation range. 
 If the patient is receiving the same oxygen flow rate or percentage 

documented on the PEWS chart. 
 

 The oxygen prescription must be signed each shift and with any change in 
delivery device.    
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6.  MONITORING OF PAEDIATRIC PATIENTS 
 

 An acutely unwell child receiving oxygen must have continuous pulse 
oximetry monitoring. 

 

 Continuous cardio-respiratory monitoring should be considered for any child 
who is hypoxic. 

 
(Burton Hospital NHS Foundation Trust (2015) Paediatric Observations and Monitoring 
Policy) 

 
PULSE OXIMETRY 
 

 There are certain clinical situations where it is difficult to obtain a pulse 
oximetry reading or the result may be unreliable; therefore the oxygen 
saturations must always be interpreted in the context of a patient’s clinical 
condition (see Appendix 2). 

 

 Pulse oximetry is a non-invasive measure of the adequacy of oxygenation, 
it is not a monitor of ventilation.  Arterial blood gas measurement is needed 
to assess adequate ventilation.   

 
RECORDING OXYGEN  
 

 Oxygen therapy delivery devices and flow rates should be adjusted to keep 
within target saturations range. 

 

 Nurses may increase or decrease the amount of oxygen a patient is 
receiving to maintain the oxygen saturations within the desired range.  They 
must contact the medical team the patient has been admitted under or on 
call team out of hours if the patient’s oxygen requirements exceed: 

 
a)  >40% humidified oxygen 
b)  >10litres via facemask 
c)  Oxygen saturations low and increasing respiratory distress 
 d)  On commencement of a child receiving oxygen. 

 

 Children receiving oxygen require hourly documentation of respiratory rate, 
respiratory distress, oxygen saturations, method of administrations and 
amount of oxygen required, unless otherwise documented by the doctor.  
These must be recorded on the PEWS chart.  

 

 Oxygen therapy must be indicated in the patients care plan and 
documented on the Patients Care Notes on HISS, along with any 
alterations. 

 
 

7. EMERGENCY SITUATIONS 
 

 In the emergency situation an oxygen prescription is not required. 

 Oxygen should be given to the patient immediately without a formal 
prescription but prescribed at the earliest opportunity. 
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 All critically ill patients should be given 15 l/m non-rebreathe mask whilst 
awaiting immediate medical review. 

 
 

8.  CLINICAL INDICATIONS FOR OXYGEN  
 

The rationale for oxygen therapy is prevention of cellular hypoxia, caused by 
hypoxaemia (low Pa02), and thus prevention of potentially irreversible damage to 
vital organs. 
 
Any individual with one or more of the following, this list is not exhaustive: 
 

 Cardio respiratory arrest 

 Hypoxia – diminishing blood oxygen levels (oxygen saturations < 92%) 

 Acute and chronic hypoxemia (PaO2 <65mmHg, SaO2 <92%) 

 Signs or symptoms of shock 

 Low cardiac output and metabolic acidosis (HC03 <18mmol/l) 

 Treatment for pneumothorax 

 During anaesthesia for surgery 

 Post-operatively, dependent on instruction from surgical/anaesthetic team 

 Assessment process – difficulty to obtain arterial blood samples 

 Low flow oxygen is sometimes required. 
 
 

9.  CONTRAINDICATIONS 
 

 There are no absolute contraindications to oxygen therapy.  The goal of 
oxygen therapy is to achieve tissue oxygenation using the lowest possible 
percentage of oxygen. 

 
 

10.  SPECIALIST AREAS AND EXCLUSIONS  
 

 Children attending the Paediatric Outpatients department.  
 
  

11.  TRANSFER AND ESCORT OF PATIENTS RECEIVING OXYGEN 
 

 Paediatric patients requiring oxygen therapy whilst being transferred from 
one area to another should be accompanied by a registered nurse. 

 

 It is essential that adequate oxygen is available to meet the needs of the 
patient’s individual requirements throughout the transfer period (see 
Appendix 3 for cylinder duration chart). 
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12.  HUMIDIFICATION  
 

 Humidified oxygen can be delivered via a face-mask or head box, 
dependent upon the child’s age and co-operation.  Humidified oxygen 
should be utilised when high percentages of oxygen are required for 
prolonged periods and in those with chronic respiratory illness to prevent 
drying of the mucosa and secretions (Chandler 2001). Oxygen through 
nasal cannulae does not need to be humidified. 

 
 

13.  NEBULISED THERAPY AND OXYGEN  
 

 All patients requiring a nebuliser should have their nebuliser therapy driven 
by oxygen at a flow rate of 6 litres / minute. 

 
 

14.  WEANING AND DISCONTINUING OXYGEN THERAPY 
 

 Oxygen therapy can be reduced by a registered health care professional in 
stable patients when oxygen saturations are within the target saturation 
range. 

 

 The order should be cancelled when oxygen therapy is discontinued and 
this should be clearly document in the Patient’s Notes on HISS. 

 
 

15.  INFECTION CONTROL AND SKIN CARE 
 

 All oxygen delivery devices should be used in accordance with the 
manufacture’s guidance and will be for single patient use. 

 Administration devices should be kept visibly clean and uncontaminated 
and changed in accordance with manufactures instructions. 

 Nebuliser capsules should be cleaned between each use. 

 At all times healthcare staff should comply with the Trust’s Infection Control 
Policy (2015). 

 When a patient is receiving oxygen, pressure area care to the ears and 
face must be implemented and documented. 

 
 

16.  ROLES AND RESPONSIBILITIES  
 
16.1 Chief Nurse and Medical Director  
 

The Chief Nurse and Medical Director are responsible for: 
 

 Ensuring that all clinicians are aware of their responsibilities outlined in this 
Policy. 

 Ensuring each clinical specialty/ward/department is audited annually to 
ensure compliance with the Policy. 
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16.2 Head Nurses 
 

For the areas that they are responsible for the Head Nurse must: 
 

 Ensure that all clinical adverse events are reported and subsequent action 
taken in line with the Incident Management Policy (Burton Hospitals NHS 
Foundation Trust 2015). 

 Utilise any external/internal auditing results to monitor compliance with the 
policy. 

 
16.3 Head of Therapies 
 

The Head of Therapies must: 
 

 Ensure that all therapists are aware of their responsibilities outlined in this 
Policy. 

 Satisfy themselves that employees and any employee new to their area is 
competent in the use of oxygen and related devices. 

 
16.4 Clinical Directors 
 

 For the areas they are responsible for Clinical Directors must: Ensure that 
all clinical adverse events are reported and subsequent action taken in line 
with the Incident Management Policy (Burton Hospitals NHS Foundation 
Trust 2015). 

 Utilise any external/internal auditing results to monitor compliance with the 
policy. 

 
16.5 Matrons 
 

For the areas that they are responsible for the Matrons must:  
 

 Utilise any external / internal auditing results to monitor compliance with the 
policy. 

 
16.6 Ward / Department Managers 
 

Managers are responsible, within their area for: 
 

 Satisfying themselves that employees and any employee new to their area 
is competent in the use of oxygen and related devices. 

 Working in conjunction with the matrons utilising any external/internal 
auditing results to monitor compliance with the policy. 

 
16.7  Clinical Risk Manager 
 

 The Clinical Risk Manager will regularly review oxygen related incident 
reports and report to the Safe Medication Practice Group; this will then be 
reported to the Drugs and Therapeutic Group. 

 Trends and patterns will be reported to the Medical Gas Committee and 
Acute Care Group by the Clinical Risk Manager as Committees of the 
Board. 
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16.8 All Staff 
 

 All staff involved in any aspect of oxygen therapy in paediatric clinical 
practice are responsible for knowing where this Policy is held, how to 
access it and ensuring that they adhere to it. 

 All staff involved in taking and recording physiological observations must 
adhere to the Paediatric Observations and Monitoring Policy (2015). 

 
 

17.  POLICY COMPLIANCE AND EFFECTIVNESS 
 

It is essential that this Policy is adequately monitored and accurately evaluated in 
 order to ensure its continuing effectiveness.  This will be primarily done in the 
 following ways: 

 

 Internal audit 

 By the Clinical Risk Manager analysing adverse incident reporting data and 
reporting trends in patient incidents to the relevant Committees of the Board 
at least quarterly. 

 The policy is to be reviewed every three years / or when changes in 
guidance occur. 

 
Minimum policy 
requirements to 
be monitored 

Process for 
monitoring e.g. 
audit 

Responsible 
Individual/ 
Committee/ 
Group 

Frequency  Responsible 
Individual/ 
Committee/ 
Group for 
review of 
results 

Responsible 
Individual/ 
Committee/ 
Group for  
Development 
of the action 
plan 

Responsible 
Individual/ 
Committee/ 
Group for  
Monitoring of 
the action 
plan 

All paediatric 
patients who 
require 
supplementary 
oxygen therapy 
receive therapy 
that is appropriate 
to their clinical 
needs. 
Those who 
administer oxygen 
therapy will 
monitor the patient 
and keep within  
the target 
saturation range. 

Audit by 
Paediatric 
Matron or 
nominated 
other.   
 
To include: 
Prescription, 
Observations 
and Equipment. 

Paediatric 
Matron 
 
Standards for 
the Care of 
Children in 
Hospital 
 

Yearly Paediatric 
Matron 
 
Standards 
for the Care 
of Children in 
Hospital 
 
Head Nurse 
– Surgery 
Quality and 
Safety Group 
 
 

Paediatric 
Matron 
 
Standards for 
the Care of 
Children in 
Hospital 
 
Head Nurse – 
Surgery 
Quality and 
Safety Group 
 
 

Paediatric 
Matron 
 
Standards for 
the Care of 
Children in 
Hospital 
 
Head Nurse – 
Surgery 
Quality and 
Safety Group 
 
 

Safety incidents 
related to 
paediatric oxygen 

Monitoring and 
analysis of 
incidents 
relating to 
paediatric 
oxygen 

Clinical Risk 
Manager 

Quarterly Governance 
Risk and 
Assurance 
Group 

Governance 
Risk and 
Assurance 
Group 

Governance 
Risk and 
Assurance 
Group 
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Appendix 1 
 

OXYGEN DELIVERY DEVICES 
 
 

METHOD CONCENTRATION COMMENTS 

Non-rebreath face 
mask 

10-15 litres required For use in emergency 
situations 

The reservoir bag must be  
inflated 

 

Simple face mask 4-15 litres  
 

Flow below 4 litres could 
potentially result in carbon 

dioxide retention (Bell 1995) 
 

Humidified - 
Face mask, Tent, 
Headbox, Wafting 

4-15 litres 
28-65% 

If oxygen is to be given for a 
prolonged period it should be 
humidified (Chandler 2001) 

 

Incubator oxygen 22%-50% 
 

 

Wafting 
 
 

30%-40% with 10 
litres oxygen per 

minute  

Should only be used for short 
periods and until 

conventional methods of 
oxygen delivery are tolerated. 

(Davies et al 2002) 
 

Nasal Prong 
 

Select appropriate 
size, ensure the prong 

size is half the 
diameter of the nares. 

Up to 2 litres per 
minute 

 
Use flow meter to 

deliver accurate flow 
rates 

Clear nasal secretions. 
Not suitable for children who 

mouth breath 
Observe for signs of 

dermatitis and mucosal 
drying. 

 

Via Nebulisation 6 Litres For Drug delivery 
 

   

High Flow Oxygen eg 
Optiflow via 

specialised nasal 
cannulae 

 

Humidified oxygen 
Up to 100% 

Optimal Humidity emulates 

the balance of temperature 

and humidity that occurs in 

healthy lungs, maintaining 

mucociliary clearance  

Can reduce the need for 
CPAP or SiPAP 
 

CPAP or SiPAP 
 

21%-80% SiPAP can deliver nasal 
CPAP or biphasic CPAP 

 

 
 



Paediatric Oxygen Policy / Version 2 / March 2016 10 

Appendix 2  
 
 
 

PULSE OXIMETRY 
 

 Were possible ensure fingertips is warn and well perfused with blood 
 

 Remove nail varnish from the finger nail before attaching probe 
 

 Use appropriate sized probe 
 

 Position probe securely, but not too tight.  Ensuring light diodes shine on nail bed 
 

 Usually the prove fits with wire uppermost on finger 
 

 The oxygen saturations must always be interrupted in context of patient’s clinical 
state and prescribing saturation targets 

 

 Shivering or tremor will interrupt the light flow, and may give inaccurate readings 
 

 If the patient is peripherally shut down an accurate reading may be difficult to 
obtain, an arterial blood gas should be considered 

 

 Strong lighting may interrupt the light signal in the probe 
 

 Pulse Oximetry does not measure carbon dioxide levels 
 

 Pulse Oximetry is not reliable in Carbon Monoxide poisoning. 
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Appendix 3 
 

CD and HX Cylinder Duration Chart 
 

 

   HHaallff  ((5500%%)) QQuuaarrtteerr  ((2255%%)) 

CCyylliinnddeerr  

SSiizzee 
FFllooww  

RRaattee 
DDuurraattiioonn  HHoouurrss DDuurraattiioonn  HHoouurrss DDuurraattiioonn  HHoouurrss 

CCDD  

OOxxyyggeenn  

((446600)) 

22 33hhrr  5500 11hhrr  5555 00hhrr  5588 

33 22hhrr  3333 11hhrr  1177 00hhrr  3388 

44 11hhrr  5555 00hhrr  5588 00hhrr  2299 

55 11hhrr  3322 00hhrr  4466 00hhrr  2233 

66 11hhrr  1177 00hhrr  3388 00hhrr  1199 

99 00hhrr  5511 00hhrr  2266 00hhrr  1133 

1122 00hhrr  3388 00hhrr  1199 00hhrr  1100 

1155 00hhrr  3311 00hhrr  1155 00hhrr  0088 

HHXX 
OOxxyyggeenn 
((22330000)) 

22 1199hhrr  1100 99hhrr  3355 44hhrr  4488 

33 1122hhrr  4477 66hhrr  2233 33hhrr  1122 

44 99hhrr  3355 44hhrr  4488 22hhrr  2244 

55 77hhrr  4400 33hhrr  5500 11hhrr  5555 

66 66hhrr  2233 33hhrr  1122 11hhrr  3366 

99 44hhrr  1166 22hhrr  0088 11hhrr  0044 

1122 33hhrr  1122 11hhrr  3366 00hhrr  4488 

1155 22hhrr  3333 11hhrr  1177 00hhrr  3388 
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