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Application of high flow nasal cannula oxygen therapy in acute
exacerbated COPD patients

Summary Acute exacerbation of chronic obstructive pulmonary disease (AECOPD) is a common clinical event

that can result in severe respiratory failure and substantial mortality. High-Flow through Nasal Cannula (HFNC)

can deliver heated humidified air-oxygen mixture to the patients, wash out the pharyngeal dead space, generate a

certain amount of positive end expiratory pressure and assure more comfort. It has been introduced in the clinical

therapy in acute exacerbated COPD patients. In this paper, we reviewed the literature in recent years to assess the

effect of HENC in the treatment of AECOPD patients.
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