Italian Register of chronic hypoxemic patients needing LTOT (REGIRE)
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Figure 8 – Hypoxemia

RESULTS

BACKGROUND
• Chronic hypoxemia is a worsening condition that implies huge economic resources either for the therapy of
•
•

Figure 9 – LTOT prescription

stable disease at home either for the treatment of acute exacerbations in hospital setting.
In Italy, there is no data on the prevalence and incidence of this condition nor a National Register on longterm oxygen therapy (LTOT). It has been estimated that 50.000-60.000 patients received LTOT with a global
burden for the National Health System amounting to about Є 250.000.000 per year [1,2].
Worldwide, several hundred of thousands of patients receive LTOT, following the recommendation of
international documents (Fig. 1) based on two landmark clinical trials (NOTT and MRC studies) published
more than 25 years ago. LTOT when used for more than 15 hours/day has been shown to improve the
survival in Chronic
Figure 1 - Current guidelines for Long Term Oxygen Therapy in COPD
Obstructive Pulmonary
Disease (COPD) patients
with severe resting
hypoxemia [4-9].

From 1st October 2010
to 16th July 2014:

Figure 3 – Characteristics of patients at the start

• 6925 patients were enrolled
• 6305 patients have been included
in the data analysis

• 620 patients were not included for
missing data
The patients’ characteristics and the
results about LTOT prescription are
represented in the figures 3-9.

Figure 4 – N. of patients and rate of inclusion in the Register per year from the start (1/10/2010)

Figure 5 – Oxygen prescription

OUTCOMES of patients with continuous hypoxemia:
• Oxygen was withdrawn in 63/5389 patients for improvement (correction of hypoxemia) after a median
of 6 months (range 1-33)
• 173/5389 (3.2%) patients died after a median of 6 months (range 1-39) from the inclusion in the Register
• Years of oxygen treatment before the inclusion in the Register in patients who died:
- median 0 (range 0-15)
- mean 1.68 ± 2.59
Figure 6 – Rate of inclusion in the Register per year in LTOT previously
and new LTOT prescription

OBJECTIVES

Figure 7 – Underlying disease: COPD (7A) and NO COPD (7B)
A

The aims of the present study were to:
• collect epidemiological data on chronic stable and intermittent hypoxemia
• investigate the standards of LTOT prescription in Italy
• build up an electronic system as potential National Register of LTOT

CONCLUSION
•
•
•
•

METHODS

•

Study Protocol: observational, cross-sectional, non-interventional
multicenter study promoted by AIPO-Associazione Italiana Pneumologi
Ospedalieri.
From October 2010 to July 2014, 116 Italian Centers included patients in the
Register (Fig. 2).
Data were collected through a central web-based system (e-CRF- electronic
Case Report Form).
The protocol was approved by the local ethics committees of all the
participating centers.

B

Inclusion criteria:
1. Patients with chronic stable or intermittent hypoxemia
2. Written informed consent to participate in the study
Figure 2 – Centers distribution

The data show that Italian clinicians prescribe LTOT mainly in COPD patients (74%)
Oxygen therapy was prescribed in 85,2% of patients with severe chronic hypoxemia and in 14,8% of
patients with intermittent Hypoxemia, even-though this last point is controversial according to different
national and international guidelines
Oxygen was prescribed in 87,8% of patients for more than 15 hours/day
The majority of patients (91,2%) received liquid oxygen while the utilization of the concentrator, even
though less expensive, pertained only 6,1% of patients.
The oxygen prescription is almost in agreement to current guidelines.
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