
Identifying an Important Ingredient for Safe Discharge to Home Oxygen
Therapy: The Respiratory Therapist and the RIsOTTO Study

COPD is a leading cause of death around the world and

imparts considerable morbidity and health care costs.

Exacerbations requiring hospitalization are common, and,

at least in the United States, patients are usually discharged

from the hospital after clinical improvement but typically

have not returned to baseline physiologic status. Thus,

patients who have not been on oxygen at home may need

oxygen upon discharge at least in the short-term, and those

previously on oxygen may need a change in their prescrip-

tion. Oxygen can be prescribed continuously with or with-

out ambulatory oxygen, with exertion only, or at night.1

Ideally, the patient’s oxygen needs should be evaluated

prior to discharge and appropriate supplemental oxygen or-

dered. However, a recent retrospective study of subjects

with COPD revealed that, while documentation of resting

hypoxemia was good, evaluation for exertional hypoxemia

was usually lacking.2 Furthermore, documentation that pre-

scribed oxygen was adequate during both rest and with

exertion was also typically lacking. Hospitalists are

extremely busy and often do not have control over their

time as they have to address patients’ acute needs. A more

systematic approach with use of experienced nonphysicians

such as respiratory therapists might lead to better results

with respect to oxygen prescriptions. Usually nursing,

pharmacy, and social work staff participate in discharge

planning, but this help does not extend to oxygen

supplementation.

In the study by Tan et al3 in this issue of RESPIRATORY

CARE, the authors surveyed hospital-based respiratory

therapists who were members of the American Association

for Respiratory Care to ask how often they evaluated the

need for home oxygen in patients admitted with an exacer-

bation of COPD. There were 611 respondents, of whom

490 met entry criteria and were included in the analysis.

To put this response in perspective, there are an estimated

170,000 respiratory therapists working in the United

States. Nevertheless, the number who said they consis-

tently (defined as > 75%) made such evaluations was 58%

for resting hypoxemia, 43% for exertional hypoxemia, and

14% for nocturnal hypoxemia. Only 25% of respiratory

therapists were consistently involved in the decision-

making for the home oxygen equipment the patient

would receive. Patients being discharged from the hospi-

tal after an exacerbation of COPD are rarely discharged

without oxygen if they demonstrate resting hypoxemia

meeting Medicare criteria for oxygen supplementation.

Documentation that prescribed oxygen is adequate at rest

is also usually present because oxygen saturation is

recorded with the vital signs and these values are usually

easily obtained from the electronic medical record,

although the level of supplemental oxygen may be less

carefully documented. However, assessment for exer-

tional hypoxemia is usually not done as outlined in the

retrospective review by Zaidi et al,2 nor is an assessment

of levels of supplemental oxygen required to prevent

exertional hypoxemia. Assessment for nocturnal hypoxe-

mia is rarely done prior to discharge.

The first question is whether treatment of exertional hy-

poxemia or nocturnal hypoxemia alters outcomes in

patients with COPD. If it doesn’t, there is little point in

assessing patients for these intermittent forms of hypoxe-

mia. The American Thoracic Society (ATS) recently

addressed this issue after reviewing the evidence to support

the use of ambulatory oxygen in patients with and without

resting hypoxemia.4 The primary outcomes they addressed

were quality of life and exercise performance. They found

small inconsistent improvement in dyspnea (below the min-

imally important clinical difference) that generally favored

treatment and improvement in laboratory exercise out-

comes. Quality of life in patients who also had resting hy-

poxemia has not been adequately studied. The ATS

conditionally recommended (ie, with low-quality evidence)

ambulatory oxygen while recognizing that more research is

required to address the effects of ambulatory oxygen on

patient-centered outcomes (eg, dyspnea, quality of life, fa-

tigue, physical activity). Data on treating nocturnal hypoxe-

mia are even more limited. However, a recent study and

meta-analysis concluded that nocturnal oxygen had no

effect on mortality, progression to continuous oxygen,
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exacerbations, or hospitalizations.5 Effects on quality of

life have not been assessed. In the Long-term Oxygen

Treatment Trial (LOTT), subjects who desaturated during

exertion were treated with nocturnal and ambulatory oxy-

gen and had no difference in quality of life or 6-min walk

distance compared to a control group; however, oximetry

to document nocturnal hypoxemia was not performed in

this study.6

Thus, if we accept the current ATS recommendations,

which are certainly not universally accepted, then it is rea-

sonable to supply ambulatory oxygen to patients with

COPD after exacerbation. If that is the case, then data sug-

gest there is room for improvement in how we assess exer-

tional requirements and adequacy of exertional oxygen

prescription. Having a respiratory therapist routinely assess

patients admitted with an exacerbation of COPD prior to

discharge for both resting and exertional oxygen require-

ments is a potential solution to this problem; the survey

data suggest it is already being done in many institutions.3

Since only 42% of surveyed respiratory therapists stated

they were very familiar with Centers for Medicare and

Medicaid Services guidelines for home oxygen, additional

education would be required.

Finally, the survey showed that respiratory therapists

are not usually involved in the choice of home oxygen

equipment that the patient receives upon discharge. The

survey did not address education of patients on their

home equipment, which is usually provided by the dura-

ble medical equipment provider. In treatment of sleep

apnea, respiratory therapists either take the lead or col-

laborate with the physician in decisions about mask type

and CPAP troubleshooting. They also provide the bulk of

patient teaching. Further research into whether a similar

approach to ambulatory oxygen might lead to better

patient experiences and greater utilization of ambulatory

oxygen would be informative. Some of the current dis-

parate results with ambulatory oxygen are due in part to

suboptimal usage, which in turn may be due to incom-

plete patient education and choices for portable oxygen

that do not reflect each patient’s needs.
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