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Long-term  oxygen therapy In

failure in one university hospital
Jn Won Huh, MD,

patients  with  chronic  respiratory
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Results :

hypercapnic patients showed better prognosis.

Background : Although home oxygen therapy in hypoxemic patients with chronic lung disease has been increasing
over the decade in Korea, the present state has not been known well. This study was done to know the situation
of home oxygen therapy in a Korean university hospital.

Methods : Between January 1, 2000 and August 31, 2003, 86 patients prescribed home oxygen therapy by the
pulmonary physicians of Asan Medical Center were investigated using their medical record and questionnaire.
Patients (52 men, mean age of 61 years) with home oxygen therapy were increasing by every year.
Underlying diseases were COPD (n=29), tuberculous destroyed lung (n=18), bronchiectasis (n=15), ILD (n=12), and
others. Baseline FEV/FVC, FVC, and FEV; of patients were 58.4+25.2%, 54.5+17.1% of predicted, and 41.7+20.6%
of pred. Mean oxygen flow was 1.5 I/min and mean duration per day was 14.5 hours. During therapy, mean PaOq
values have increased from 51.2 to 77.7 mm Hg and PaCOs values have increased from 47.5 to 49.6 mm Hg. Only
16.5% of the subjects were monitored by visiting nurses or pulse oximeter. Three year survival rate was 56.6% and

Conclusion : The patients with home oxygen therapy were increasing yearly and a part of them were monitored.
The hypercapnea respiratory failure patients would have better prognosis. (Tuberc Respir Dis 2006 58160165 )

Key words : Chronic lung disease, Home oxygen therapy, Hypercapnea, Survival
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Table 2. Arterial Blood Gas Analysis (ABGA) of patients (n=58)

normocapnea group (n=22)

hypercapnea group (n=36)

On air+ On oxygen' (23 L) On air On oxygen” (1.1 D)
Arterial blood gas analysis
pH 745 (£ 0.04) 744 (+ 002 740 (= 0.05) 741(x 0.04)
Pa0: (mm Hg) 546 (+106) 759 (= 99) 492 (£107 ) 788 (+20.8 )
PaCO; (mm Hg) 361 (£ 58) 430 (£ 89) 545 (+ 81) 537 (+ 96 )
Sa0; (%) 878 (£ 63) %1 (= 22) 800 (£119) a2 (£ 27)
PF ratio (PaOy/FiO, mm Hg) 2509 (£505) 2672 (£598 ) 2342 (#5122 ) 3180 (+932 )
«= at initial; ¥ =follow up at discharge.
Table 3. Pumonary function test and 2D-echocardiography follow up
Patient (N)
Initial (n=14) 6 mo later
FVC (% pred.) 57.7 (£209) 539 (#17.8)
FEV: (% pred.) 416 (£183) 420 (£17.3)
FEV,/FVC ratio 554 (£27.0) 585 (+25.8)
Initial (n=13) 1 yr later
TR+ velocity (m/sec) 42 (£ 14) 37 (£ 06
PG" (mm Hg) 775 (+¥59.8) 555 (+20.8)

*TR, tricuspid regurgitation; ' PG, pressure gradient.

71 A A3k A H 44 H 4 3HCOPD), 28 1y @
(tuberculous destroyed lung), 7]+ &4= 2 7¢
A g 5o olAthktable 1).

&

etz S0l dadd, oSzt 44, dlESut 2

411, O [=]

i

WBAE) Aas AA A3t 59 A 4R

+ 51.2(x109) mm Hg o4 77.7(+17.4) mm Hg,
PaCOy= 47.6(+11.6) mm Hg °lA 49.6(x10.6) mm
Hg 02 4%8 272 Rath A8uiis 41y

YA et Fo] FrkE Shafol A AL kA

O:

3} )

Zo g F93% PF(PaOy/Fi0O2) ratiod 4SS HS
ThHtable 2). A3 2534 A A4S0 A A 54
Holl A Al o] 5 27H(B0%)NA HudY
/\1‘_‘:. Al

B EuhE SARAE BT 159 28%) A = A
Atk A7l s AT RS
VS [e)

tiA(table 3y AW T 74 BE A HV)59]
9]

gt 32 fIAIRE FE e 77.5(+59.8) mm Hg
oA 555 (£20.8) mm Hg & EojA| &= 43S HAith
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