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Oxygen-Conserving Systems:
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Oxygen-conserving devices include transtracheal catheters,
reservoir cannulas, and demand oxygen delivery systems.
They are designed to extend the amount of time portable
oxygen cylinders will last and correct hypoxemia with a lower
flow of oxygen. Transtracheal catheters increase the fraction
of inspired oxygen by delivering oxygen directly to the
trachea, bypassing the dead space of the oropharynx and
improving the efficiency of the upper airway as a reservoir.
Reservoir cannulas increase the fraction of inspired oxygen at
the beginning of the inspiratory phase. Demand oxygen
delivery systems have a valve that is activated during
inspiration, meaning that oxygen is only delivered during
this stage of the respiratory cycle. Each system has
advantages and disadvantages arising from differing design
features. Prescription should be based on individual tests in
all cases to ensure optimal oxygen delivery during rest,
exercise, and sleep.
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Sistemas de ahorro de oxigeno.
Una realidad olvidada

Los sistemas de ahorro de oxigeno agrupan el catéter
transtraqueal, las canulas reservorio y los sistemas a de-
manda. Su objetivo es aumentar la autonomia de las fuentes
de oxigeno portatiles consiguiendo una correccion de la hi-
poxemia con menor flujo de oxigeno. El catéter transtraqueal
aumenta la fraccién inspiratoria de oxigeno al proporcionar
oxigeno directamente en la traquea, lo que evita el espacio
muerto de la cavidad orofaringea y favorece que la via aérea
superior actiie como reservorio. Las canulas reservorio au-
mentan la fraccién inspiratoria de oxigeno al inicio de la ins-
piracion. Los sistemas a demanda cuentan con una valvula
que se activa con la inspiracion, de modo que se administra
oxigeno solo durante esta fase del ciclo respiratorio. Debido
a sus diferentes caracteristicas, cada sistema presenta venta-
jas e inconvenientes. Para su correcta prescripcion debe
ajustarse individualmente el flujo de oxigeno tanto en repo-
so como durante el ejercicio o el suefio con las pruebas perti-
nentes.

Palabras clave: Ahorro de oxigeno. Catéter transtraqueal.
Cdnulas reservorio. Sistemas a demanda.

The History of Oxygen Therapy

Human life is inconceivable with the oxygen
molecule. Its absence means death, its presence life.
Oxygen was discovered by Joseph Priestley in Britain
on August 1, 1774.! He defined his discovery as pure air
and remarked, “Who can tell but that, in time, this pure
air may become a fashionable article in luxury.” Around
the same time, Swedish chemist Carl Wilhelm Scheele,
unaware of Priestley’s work, also isolated the oxygen
molecule,” although all the credit has gone to Priestley.
It was not until several years later, however, that this
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new “air” received its definitive name, oxygene—chosen
by Antoine Lavoisier, a friend of Priestley’s who was
familiar with his work. The 19th century saw the first
medical uses of oxygen. The earliest written report of
its therapeutic efficacy came in 1885, when George
Holtzapple described how he had successfully used
oxygen to treat a young man from New York with
respiratory distress syndrome secondary to pneumonia.*
Physicians had been using oxygen for many purposes
before this date, however.

At the beginning of the 20th century, English
physiologist John Scott Haldane demonstrated the
harmful effects of hypoxemia (morning headache,
tachycardia, and tachypnea) for the first time and
predicted that oxygen would soon be used throughout
hospitals to treat these symptoms. This was indeed the
case, thanks in part to the findings of Alvin Barach, the
father of modern oxygen therapy. In 1922, Barach
published an article describing the use of oxygen in the
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treatment of pneumonia (short-term oxygen therapy).®
In later years, spurred on by knowledge he had acquired
while working in a pulmonary physiology laboratory
during World War II, Barach developed a continuous
oxygen delivery system (long-term oxygen therapy) that
was inspired by the design of the oxygen masks used by
fighter pilots during the war. His ingenuity was further
revealed in the mid-1950s when he designed a system
consisting of small oxygen tanks that could be fitted to
patients’ waists to provide them with oxygen outside the
home (ambulatory oxygen therapy).” In 1956, Cotes and
Gilson® published an article describing how a group of
patients demonstrated clinical improvement after they
had been administered oxygen during exercise.

The idea of controlling the delivery of oxygen
emerged in the 1960s, when Campbell® designed an
oxygen mask based on the Venturi effect that made it
possible to control the fraction of inspired oxygen
(Fi0,) delivered. The aim of the system was to gain
greater control of the amount of oxygen administered to
patients with chronic obstructive pulmonary disease
(COPD), as several of these had developed complications
related to the use of high flows. Around the same time,
several groups of investigators, including a group led by
Petty, conducted the first systematic studies of chronic
oxygen therapy; they reported improved exercise
tolerance and a reduction in polycythemia and
pulmonary hypertension.'®!! Shortly afterwards, growing
evidence pointed to a reduction in hospitalization and
mortality among patients treated with oxygen.'>!
Interest in this direction prompted further landmark
studies: the Nocturnal Oxygen Therapy Trial (NOTT)!*
and a study of long-term domiciliary oxygen therapy by
the British Medical Research Council (MRC)."> The
NOTT, which was conducted in the United States of
America, compared survival and quality of life in
COPD patients on continuous oxygen (17.4 hours a day
on average) and in COPD patients on nocturnal oxygen
(12 hours a day). The MRC study was also conducted in
the setting of COPD but analyzed differences between
patients who received no oxygen therapy and patients
who received an average of 15 hours of oxygen a day.

Both studies reported better survival in patients who
received oxygen and, in addition, showed that survival
was directly correlated to the number of hours of
oxygen received. The studies laid the foundation for the
prescription of long-term home oxygen therapy for
COPD patients. The use of such therapy is also
extended to patients with other types of chronic lung
disease even though its efficacy in other settings has not
yet been fully demonstrated.'

Oxygen Sources

The main sources of oxygen are compressed gas,
concentrators, and liquid oxygen. Table 1 shows the
main characteristics of each.

Compressed gas cylinders were the first delivery
systems used. Though still widely used, they have a
major drawback: their size and weight. Although this
problem has been partly overcome with the introduction
of portable models, gas cylinders can seriously hinder
patient mobility, even around the home. Oxygen
concentrators appeared in the early 1970s. They work
by concentrating the oxygen in the air and separating it
from nitrogen through a series of filters, and their
advantage is that they work independently of other
systems (unlike gas cylinders they do not need to be
refilled periodically from a base unit). However, they
need to be connected to the mains electricity supply, a
major drawback that limits patient mobility. Liquid
oxygen was first used for home oxygen therapy
purposes in 1965, when Union Carbide, working with
Petty, developed a small portable system.!” Its size and
weight were suited to patients’ needs and the system
could be refilled from a base unit. Although liquid
portables have a limited duration (that depends mostly
on the flow rate prescribed) they are an effective means
of ensuring adequate oxygen saturation during activities
of daily living both inside and outside the home.

Liquid oxygen systems have been shown to improve
quality of life for patients requiring home oxygen therapy
by affording them greater mobility and independence in
activities of daily living at home and in the community.!®

TABLE 1
Main Characteristics of Oxygen Sources

Compressed Gas Cylinder

Portable Gas Cylinder

Oxygen Concentrator Liquid Oxygen

outside the home

Disadvantages Requires mains electricity

Indications Sedentary patients Complements stationary
systems and allows patients
to be mobile

Advantages Silent Allows patients to move

supply. Heavy
Stationary Requires mains electricity
supply.
Short duration
Not refillable
Cost Medium Medium

Patients with restricted
mobility and low oxygen
flow requirements

Does not require mains
electricity supply

Mobile patients

Allows patients to move
outside the home
Satisfactory duration
Refillable from base unit
Requires mains electricity

supply

Loss of efficacy with high
oxygen flows

Noisy

Does not allow patients to move
outside the home

Requires mains electricity
supply

Low High
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TABLE 2
Main Characteristics of Oxygen-Conserving Devices

Transtracheal Catheter

Reservoir Cannula

Demand Oxygen Delivery System

How it works Reduces dead space

Uses upper airway as reservoir
Portable. Refractory hypoxemia
Improves lung function parameters

Indications
Advantages

Disadvantages Invasive
Needs to be replaced periodically
Cost High

Stores oxygen during exhalation
and delivers it at beginning
of inhalation

Portable. Refractory hypoxemia
Easy to use
Not very comfortable

Low

Only delivers oxygen during
inhalation (at beginning mainly)

Portable

Adapted to liquid oxygen tanks
Reduced efficacy at high
respiratory rates

Medium

A recent Cochrane library meta-analysis concluded that
ambulatory oxygen improved exercise performance in
COPD patients with moderate to severe disease."”
Improved exercise capacity has also been demonstrated
in COPD patients with normal daytime oxygen saturation
(PaO, >600 mm Hg) who received oxygen during a
pulmonary rehabilitation program.’’ Despite this
evidence, however, liquid oxygen has taken a back seat
position behind oxygen concentrators, and to a lesser
extent, compressed gas cylinders.?> The latter are
preferred by medical equipment suppliers as they involve
fewer costs and this is a policy that is openly welcomed
by national health care systems.

Oxygen-Conserving Devices

Oxygen-conserving devices appeared in the mid-
1980s in order to increase the duration of portable
oxygen systems by reducing the amount of oxygen they
consumed. There are 3 types of oxygen-conserving
devices: transtracheal catheters, reservoir cannulas, and
demand oxygen delivery systems.? (See Table 2 for
their main characteristics.) Because standard nasal
cannulas are known to be an inefficient means of
oxygen delivery as only 15% to 20% of the oxygen they
supply actually takes part in gas exchange,” oxygen-
conserving devices were conceived to both reduce and
optimize oxygen use. It has been estimated that when a
small gas cylinder is used with an oxygen-conserving
device, the cylinder can last up to 3-fold longer than
when used with conventional nasal cannulas.? Not only
do such devices optimize oxygen delivery, but they also
make portable oxygen systems a more cost-effective
option. The main characteristics of the main oxygen-
conserving devices are summarized in Table 2.

Transtracheal Catheters

Transtracheal catheters deliver oxygen directly to the
trachea through a small catheter measuring between 1.6
mm and 2 mm in diameter that is inserted
percutaneously between the second and third tracheal
rings. By bypassing the dead space of the oropharynx
and using the upper airway as a reservoir, the system
increases the FiO, and produces similar saturation levels
to standard systems, but at lower oxygen flow rates. It
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has been estimated that transtracheal catheters can yield
oxygen savings of around 50% during rest and 30%
during exercise.? They have also been shown to reduce
patients’ work of breathing and dyspnea by reducing
minute ventilation,””?® and to improve hemodynamic
response.” All these advantages have a considerable
impact on patients’ health-related quality of life.

Transtracheal catheters are principally designed to
reduce oxygen waste in patients receiving ambulatory
oxygen therapy, although Christopher and colleagues®
also described their value in patients with refractory
hypoxemia. Although transtracheal catheters are
esthetically appealing as they can be easily concealed
under clothing, they are frequently rejected by patients,
mostly because they are an invasive method but also
because they need special care, require training, and
have to be replaced every 60 to 90 days in a hospital
setting. The main complications associated with
transtracheal catheters occur in the insertion area
(subcutaneous emphysema, cellulitis, bleeding, etc).’!
Their use is absolutely contraindicated in patients with
subglottic stenosis, vocal cord paralysis, severe
coagulation disorders, and respiratory acidosis. Patients
who are unable to care for their catheter should also not
receive one, and they are relatively contraindicated in
patients with bronchial hypersecretion or conditions
that could prevent the scar from healing properly.

Even though transtracheal catheters were first used in
medical practice over 20 years ago,” they are currently
prescribed very rarely. There are 2 main reasons for
this. First, they are not popular with patients, as
demonstrated by Diaz-Lobato and colleagues,® who
found that only 9% of their respiratory failure patients
were willing to accept a transtracheal catheter for home
use. Second, despite recent findings to the contrary,*
doctors are under the impression that the catheters give
rise to many complications.

To sum up, numerous studies have shown that, in the
absence of contraindications, transtracheal catheters are
the ideal choice for delivering a continuous 24-hour flow
of oxygen in patients with normal activity levels.

Reservoir Cannulas

Reservoir cannulas were introduced in the mid-1980s
to improve the efficacy of standard nasal cannulas. By
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Figure 1. Reservoir cannulas: Oxymizer (left) and Oxymizer Pendant
(right).

increasing the volume of oxygen delivered at the
beginning of the inspiratory phase, they achieve a
greater FiO, in the tidal volume that participates in gas
exchange. The reservoir contains a membrane that is
activated when the patient exhales. A bolus of between
approximately 30 and 40 mL of the incoming oxygen is
stored in the reservoir and delivered at the beginning of
inhalation. This oxygen is normally wasted in standard
systems. There are 2 models of reservoir cannula: the
Oxymizer, which is a moustache-style cannula, and the
Oxymizer Pendant, which hangs on the chest and is
connected to the nose via 2 larger-than-normal prongs
(Figure 1). Reservoir cannulas conserve oxygen because
they produce adequate oxygen saturation levels with
lower flow rates.’ They are used to increase the duration
of portable oxygen systems and to optimize treatment in
patients using stationary sources of oxygen as these are
not always able to provide the required flow of oxygen
with conventional delivery systems. Reservoir cannulas,
however, can be problematic in patients that have high
respiratory rates (patients with restrictive diseases, for
example) as they tend to breathe through their mouth.
This reduces the efficacy of the devices*® and it is
therefore important to teach these patients to always
breathe through their nose. Although reservoir cannulas
are more effective than standard ones, a classic study by
Clairbone and colleagues®” showed that they were
rejected by certain patients on the grounds of being less
comfortable (in nose and on ears due to their thicker,
heavier design) and less esthetic. Numerous other
studies, however, have shown that reservoir cannulas are
an efficient means of conserving oxygen and ensuring
adequate oxygen saturation levels.’*3° Nevertheless,
despite their similarity to standard nasal cannulas and
the fact that they do not cause major complications,
reservoir cannulas are also used very little in Spain.

Demand Oxygen Delivery Systems

Demand oxygen delivery systems were developed at
the beginning of the 1980s and are perhaps the most

Figure 2. Demand oxygen delivery systems: valve fitted on liquid oxygen
tank (left) and independent valve (right).

popular oxygen-conserving system used today. Like
reservoir cannulas, they were designed to improve the
efficacy of standard nasal cannulas by rationing the
amount of oxygen delivered during the different phases
of the respiratory cycle. Oxygen flow is controlled by a
valve that opens whenever the unit detects negative
inspiratory pressure (Figure 2). This means that oxygen
is only delivered during the inhalation phase of the
respiratory cycle and wastage during exhalation is
avoided. The system was further enhanced with the
introduction of 2 separate strategies designed to reduce
the amount of oxygen that accumulates in the dead space
and improve gas exchange. The first strategy delivers a
fixed bolus of oxygen, whose volume can be increased
by changing the numerical settings on the device;
delivery is at the beginning of inhalation only. The
second strategy delivers a smaller bolus of oxygen at the
beginning of inhalation, but this is then followed by
a continuous flow of oxygen, generally at lower
concentrations than those used in conventional systems.
A common misconception among doctors is that demand
oxygen delivery systems administer a continuous flow of
oxygen, just like conventional systems. This is not the
case, however: they deliver a volume of oxygen that is
estimated to be equivalent to the volume that participates
in gas exchange. This means that oxygen is saved and
adequate saturation levels ensured.

Demand oxygen delivery systems are mostly used
with patients on portable oxygen therapy. The main
strengths of the system are that it is esthetic and has
been incorporated into the majority of liquid oxygen
portables on the market (Figure 2). This has resulted in
smaller, lighter tanks that last for the same amount of
time as their predecessors, and this has obvious benefits
for the patient. The system’s main drawback is that it
cannot be used to correct hypoxemia in patients who
require high oxygen flow rates. Inefficiency can be
increased by valve sensitivity, respiratory rate, and
mouth breathing, but several studies have shown the
system to be efficient during rest, exercise, and sleep.**
Moreover, Cuvelier and colleagues®® found that
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ventilation and neurophysiological parameters were
essentially equivalent in patients with moderate to
severe COPD regardless of whether they received
oxygen on demand or continuous flow oxygen. Demand
systems are efficient, convenient, and easy to use and as
such, are an ideal choice for patients on ambulatory
oxygen therapy.

Prescribing Oxygen-Conserving Devices

It is important to readjust all previously established
oxygenation settings when prescribing an oxygen-
conserving device. Given that the 6-minute walk test
has been shown to provide the most accurate indication
of desaturation,*’ this test should be performed using
the new device to ensure that the settings are correctly
adjusted for walking. When used for long-term home
oxygen therapy (whether from portable liquid oxygen
or stationary systems), daytime and nighttime settings
should also be adjusted to prevent desaturation.

Demand oxygen delivery systems are unique in that no
2 models use the same volume of oxygen. Johann and
colleagues,®® for example, observed significant variations
in PaO, resulting from the use of 2 different models. This
observation was confirmed in a recent study by Bliss and
colleagues,® who compared different systems on the
market using a breathing simulator. They found that the
volume of oxygen administered varied from model to
model and that there was no equivalence between
models. It is therefore important to adjust oxygenation
settings for rest, exercise, and sleep to the patient’s needs
whenever a system or model is changed.

A Forgotten Resource

Oxygen-conserving devices are an efficient alternative
to standard oxygen delivery systems, and they are
particularly suited to mobile patients as they increase
the amount of time portable systems will work. They
are also indicated for optimizing oxygen therapy in
patients with refractory hypoxemia. Each device has
advantages and disadvantages arising from differing
design features and it is important to carefully study
these before deciding which one is best suited to each
patient. Prescription should be based on individual tests
in all cases to ensure optimal oxygen flow rates for rest,
exercise, and sleep.

Oxygen-conserving devices, however, are used little in
Spain. The reasons are many and complex and include
cultural and practical considerations. Most patients in our
setting, and particularly those with respiratory disorders,
are highly sedentary. They rarely leave home and very
few patients with chronic respiratory diseases use
ambulatory oxygen therapy to perform activities of daily
living.*® This is not the case in all countries, however. In
the United States, for example, large grocery stores have
shopping carts fitted with supplemental oxygen and
patients with breathing difficulties are generally more
active socially (they go out unaided, go on holidays,
etc). In Spain, home oxygen therapy patients have
serious difficulties performing activities like traveling by
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plane.’! Consequently, chronic respiratory disease
patients in our setting tend to be inactive and this results
in a lower demand for devices that facilitate the
management of ambulatory oxygen therapy. Another
factor that works against the use of oxygen-conserving
devices is the general impression that they are of little
use, a throwback to the early days when they were seen
as inefficient and complicated. And then there is their
cost. Stationary systems, and concentrators in particular,
are more popular with suppliers and health care
authorities as they require less ongoing support and cost
less. The truth is, however, that oxygen-conserving
devices reduce the cost of portable oxygen systems
(liquid portables mainly) and considerably improve the
quality of life of certain groups of patients. This alone
should make them obligatory throughout Spain’s health
care system.

Oxygen-conserving devices have somehow slipped
into oblivion. On the one hand, we have a series of
devices that are relatively easy to use and, although they
require a little learning on the part of the patient, can
considerably improve health-related quality of life and
generate substantial savings all round. On the other
hand, however, we have a respiratory patient population
that is becoming increasingly sedentary and little effort
has been made to promote the use of these devices. The
result is that they are hardly ever employed. We need to
invest greater effort in educating doctors, patients,
medical equipment suppliers, and public health care
authorities to bring about a change in behavior. In our
opinion, it is an effort worth making, and the sooner it
is made, the better.

REFERENCES

1. Foster M. Lectures of the history of physiology. London:
Cambridge University Press; 1901.

2. Scheele CW. The discovery of oxygen. In: Chemical treatise on
air and fire (part 2). Edinburgh: Alembic Club; 1902.

3. McKie D. Antoine Lavoisier: scientist, economist, social reformer.
New York: Schumann; 1952.

4. Schultz SM, Hartmann PM. George E. Holtzapple (1862-1946)
and oxygen therapy for lobar pneumonia: the first reported case
(1887) and a review of the contemporary literature to 1899. J Med
Biogr. 2005;13:201-6.

5. Haldane JS. Symptoms, causes and prevention of anoxemia (and
value of oxygen in its treatment). Br Med J. 1919;65-71.

6. Barach AL. The therapeutic use of oxygen. JAMA. 1922;29:693-
8.

7. Barach AL. Ambulatory oxygen therapy: oxygen inhalation at
home and out-of-doors. Chest. 1959;35:229-41.

8. Cotes JE, Gilson JC. Effect of oxygen in exercise ability in chro-
nic respiratory insufficiency: use of a portable apparatus. Lancet.
1956;1:822-6.

9. Campbell EIM. J. Burns Lecture: the management of acute
respiratory failure in chronic bronchitis and emphysema. Am Rev
Resp Dis. 1967;96:626-39.

10. Levine BE, Bigelow DB, Hamstra RD, Beckwitt HJ, Mitchell RS,
Nett LM, et al. The role of long-term continuous oxygen
administration in patients with chronic airway obstruction with
hypoxemia. Ann Intern Med. 1967;66:639-50.

11. Abraham AS, Cole RB, Bishop JM. Reversal of pulmonary
hypertension by prolonged oxygen administration to patients with
chronic bronchitis. Cir Res. 1968;23:147-57.

12. Petty TL, Finigan MN. The clinical evaluation of prolonged
ambulatory oxygen therapy in patients with chronic airway
obstruction. Am J Med. 1968;45:242-52.



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.
25.
26.

217.

28.

29.

30.

31.

32.

CASTILLO D ET AL. OXYGEN-CONSERVING SYSTEMS: A FORGOTTEN RESOURCE

. Neff TA, Petty TL. Long-term continuous oxygen therapy in

chronic airway obstruction: mortality in relation to cor pulmonale,
hypoxemia and hypercapnia. Ann Intern Med. 1970;72:621-6.
Nocturnal Oxygen Therapy Trial. Continuous or nocturnal oxygen
therapy in hypoxemic chronic obstructive lung disease (a clinical
trial). Ann Intern Med. 1980;93:391-8.

Report of the Medical Research Council Working Party. Long
term domiciliary oxygen therapy in chronic cor pulmonale
complicating chronic bronchitis and emphysema. Lancet. 1981;
1: 681-5.

Crockett AJ, Cranston JM, Antic N. Oxigeno domiciliario para la
enfermedad pulmonar intersticial (Translated Cochrane review).
In: La Biblioteca Cochrane Plus, 2005(4). Oxford: Update
Software Ltd.

Petty TL. Historical highlights of long-term oxygen therapy.
Respir Care. 2000;45:29-36.

Andersson A, Strom K, Brodin H, Alton M, Bowan G, Jakobsson
P, et al. Domiciliary liquid oxygen versus concentrator treatment
in chronic hypoxaemia: a cost-utility analysis. Eur Respir J. 1998;
12:1284-9.

Bradley JM, O’Neill B. Oxigeno ambulatorio a corto plazo para la
enfermedad pulmonar obstructiva crénica (Translated Cochrane
review). In: La Biblioteca Cochrane Plus, 2005(4). Oxford Update
Software Ltd.

Emtner M, Porszasz J, Burns M, Somfay A, Casaburi R. Benefits
of supplemental oxygen in exercise training in nonhypoxemic
chronic obstructive pulmonary disease patients. Am J Respir Crit
Care Med. 2003;168:1034-42.

McCoy RW. New technologies for lighter portable oxygen
systems. Respir Care. 2002;47:879-81.

Hogan T, Carr M, Floren T, Schupp M. Long-term oxygen
therapy: financial and future considerations. Respir Manage. 1988;
18:21-4.

Hoffman LA. Novel strategies for delivering oxygen: reservoir
cannula, device flow and transtracheal oxygen administration.
Respir Care. 1994;39:363-77.

Tiep BL, Lewis MI. Oxygen conservation and oxygen-conserving
devices in chronic lung disease. Chest. 1987;92:263-72.

Tiep B. Portable oxygen therapy with oxygen conserving devices
and methodologies. Monaldi Arch Chest Dis. 1995;50:51-7.
Diaz-Lobato S, Villasante C, Villamor J. Beneficios que aporta la
oxigenoterapia por catéter transtraqueal. Med Clin (Barc). 1993;
100:264-5.

Christopher KL, Spofford BT, Petrun MD, McCarty DC, Goodman
JR, Petty TL. A program for transtracheal oxygen delivery
assessment of safety and efficacy. Ann Intern Med. 1987;107:802.
Benditt J, Pollock M, Roc J, Celli B. Transtracheal delivery of gas
decreases the oxygen cost of breathing. Am Rev Respir Dis.
1993;147:1207-10.

Domingo C, Klamburg J, Roig J, Coll R, Izquierdo J, Morera J, et
al. Acute and long-term hemodynamic response to home oxygen
therapy: nasal prongs versus oxygen saving devices. J Appl Res.
2004;4:149-63.

Christopher KL, Spofford BT, Brannin PK, Petty TL.
Transtracheal oxygen therapy for refractory hipoxemia. JAMA.
1986;256: 494.

Farrero E. Oxigenoterapia crénica domiciliaria. In: Giiell R, de
Lucas P, editors. Tratado de rehabilitacion respiratoria. Barcelona:
Ars Médica; 2005. p. 291-301.

Heimlich JH, Carr GC. Transtracheal catheter technique for
pulmonary rehabilitation. Ann Otol Rhinol Laryngol. 1985;94:
502-4.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.
51.

Diaz-Lobato S, Garcia Tejero M, Racionero MA, Garcia Rio F,
Villasante C, Villamor J, et al. Oxigenoterapia deambulatoria por
catéter transtraqueal. Arch Bronconeumol. 1996;32:225-9.
Kamplemacher MJ, Deenstra M, van Kesteren RG, Melissant CF,
Douze JM, Lammers JW. Transtracheal oxygen therapy: an
effective and safe alternative to nasal oxygen administration. Eur
Respir J. 1997;10:828-33.

Tiep BL, Belman MJ, Mittman C, Phillips R, Otsap B. A new
pendant storage oxygen-conserving nasal cannula. Chest. 1985;87:
381-3.

Arlati S, Rolo J, Micallef E, Sacerdote C, Brambilla I. A reservoir
nasal cannula improves protection given by oxygen during
muscular exercise in COPD. Chest. 1988;93:1165-9.

Claiborne RA, Paynter DE, Dutt AK, Rowlands JW. Evaluation of
the use of an oxygen conservation device in long-term oxygen
therapy. Am Rev Respir Dis. 1987;136:1095-8.

Soffer M, Tashkin DP, Shapiro BJ, Littner M, Harvey E, Farr S.
Conservation of oxygen supply using a reservoir nasal cannula in
hypoxemic patients at rest and during exercise. Chest. 1985;88:
663-8.

Collard P, Wautelet JP, Delwiche J, Prignot J, Dubois P.
Improvement of oxygen delivery in severe hypoxaemia by a
reservoir cannula. Eur Respir J. 1989;2:778-81.

Fuhrman C, Chouaid C, Herigault R, Housset B, Adnot S.
Comparison of four demand oxygen delivery systems at rest and
during exercise for chronic obstructive pulmonary disease. Respir
Med. 2004;98:938-44.

Tiep BL, Barnett J, Schiffman G, Sédnchez O, Carter R.
Maintaining oxygenation via demand oxygen delivery during rest
and exercise. Respir Care. 2002;47:887-92.

Garrod R, Bestall JC, Paul E, Wedzicha JA. Evaluation of
pulsed dose oxygen delivery during exercise in patients with
severe chronic obstructive pulmonary disease. Thorax. 1999;54:
242-4.

Tiep BL, Carter R, Nicotra B, Berry J, Phillips RE, Otsap B.
Demand oxygen delivery during exercise. Chest. 1987;91:15-
20.

Bower JS, Brook CJ, Zimmer K, Davis D. Performance of a
demand oxygen saver system during rest, exercise, and sleep in
hypoxemic patients. Chest. 1988;94:77-80.

Braun SR, Spratt G, Scott GC, Ellersieck M. Comparison of six
oxygen delivery systems for COPD patients in rest and exercise.
Chest. 1992;102:694-8.

Cuvelier A, Muir JF, Czernichow P, Vavasseur E, Portier F,
Benhamou D, et al. Nocturnal efficiency and tolerance of a
demand oxygen delivery system in COPD patients with nocturnal
hypoxemia. Chest. 1999;116:22-9.

Morante F, Giiell R, Mayos M. Eficacia de la prueba de los 6
minutos de marcha en la valoracién de la oxigenoterapia de
deambulacion. Arch Bronconeumol. 2005;41:596-600.

Johann U, Fichter J, Sybrecht GW. Efficacy of demand oxygen
delivery systems in patients with chronic obstructive lung disease.
Pneumologie. 2001;55:306-10.

Bliss P, McCoy RW, Adams AB. Characteristics of demand oxygen
delivery systems: maximum output and setting recommendations.
Respir Care. 2004;49:160-5.

Puente-Maestu L. Las pruebas de marcha en la prescripcion de la
oxigenoterapia portatil. Arch Bronconeumol. 2005;41:591-2.

Lara B, Miravitlles M. Viajar con oxigeno. Reflexiones a propdsi-
to de la primera reunién internacional de pacientes con déficit de
alfa-1-antitripsina. Arch Bronconeumol. 2004;40:144.

Arch Bronconeumol. 2007;43(1):40-5 45



