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Use of oxygen in the palliative phase of illness and Long-term Respiratory Disease 
 

Explanatory notes for Primary Care 
 
The following two pathways represent guidance for Palliative Care and Respiratory Services in decision 

making for initiating and prescribing home oxygen therapy in the palliative phase of illness and Long-term 

Respiratory Disease. It has been developed in conjunction with clinicians working across the clinical care 

settings including Home Oxygen Services and Palliative Care Teams to support prescribing practice 

particularly for those clinicians not specialising in caring for people requiring oxygen therapy. It has been 

approved by the NCL Respiratory Network and Palliative Care Services in NCL. 

 

A slightly different approach is required for patients with long term respiratory disease compared to patients 

dying from other causes with associated hypoxaemia. The Primary Care Team should refer to local 

Respiratory Services or the local Community Home Oxygen Service for assessment and initiation of home 

oxygen therapy (including LTOT and AOT) in patients with long term respiratory disease e.g. COPD, ILD or 

sleep related hypoventilation. For patients in the palliative phase of illness with associated hypoxaemia, but 

without underlying long term respiratory disease, the Primary Care Team should liaise with the Palliative Care 

Team to discuss if oxygen treatment has any role. The Palliative Care Team and Home Oxygen Service 

should work together to ensure oxygen is prescribed appropriately and safely. The prescription of oxygen 

therapy is intended to be by Respiratory and Home Oxygen Services or Palliative Care Teams, rather than 

GPs prescribing themselves. 

 

Oxygen is a medicine for hypoxia, not breathlessness and assessment, prescription and review should only 

be undertaken by specialist staff trained in oxygen use. Staff delivering home oxygen care in London should 

work to, meet and maintain competencies as set out in the NHSE London Oxygen Competency Framework. 

Once trained, clinicians are able to prescribe on a Home Oxygen Ordering Form (HOOF B) via an online 

portal on the oxygen supplier’s website. A robust risk assessment should be undertaken (IHORM) and 

informed consent obtained (HOCF) from patients to allow Home Oxygen Service staff and oxygen supplier 

technicians to access the patient and equipment going forward prior to initiation and at every review 

thereafter. Both the IHORM and HOCF must be completed and signed before oxygen can be installed. 

Reviews are undertaken by appropriately trained staff at four weeks, six months and annually thereafter (more 

frequently if required) after initiation of oxygen therapy. Home oxygen can not be prescribed in current 

smokers due to risk of fire.  

 
LTOT – Long Term Oxygen Therapy 

AOT – Ambulatory Oxygen Therapy 

HOS – Home Oxygen Service 

IHORM - Initial Home Oxygen Risk Mitigation Form found here https://www.airliquidehomehealth.co.uk/hcp/Content/HORM.pdf 

HOCF - Home Oxygen Consent Form found here https://www.airliquidehomehealth.co.uk/hcp/Content/HORM.pdf  
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Long Term Oxygen Therapy Decision Tool (LTOT) for Long Term Respiratory Disease: COPD, 
Pulmonary Fibrosis, Sleep-related hypoventilation and others 

. 

 
 
 
 

 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

PaO2 < 7.3 kPa? PaO2 7.3-8.0 kPa with pulmonary 
hypertension or polycythaemia (PCV 

>55%) 

Ensure appropriate 
follow up for 

breathlessness & 
underlying condition, 
including treatment 

for tobacco 
dependence 

 
 
 
 

If targets not met due to 
PaCO2 >6.0kPa or drop in 

pH below 7.35 do not 
prescribe oxygen and 

discuss with respiratory 
consultant re suitability for 

domiciliary NIV 

Long Term Oxygen Therapy (LTOT) is a treatment for hypoxaemia not breathlessness. 
Need for LTOT should be assessed in a stable state 6 weeks following exacerbation. 

If saturation ≤ 92% on air at rest after 15 minutes consider LTOT assessment if disease management has 
otherwise been fully optimised 

In ‘current smokers’ LTOT cannot be prescribed due to fire risk (‘ex-smokers’ = 3/12 CO validated quit) 

If currently an inpatient, LTOT assessment is usually more appropriate to arrange after discharge when 
recovered to baseline status – discuss with Respiratory team and local community Home Oxygen Service who will 

arrange assessment in clinic or at home as appropriate.   
If patient is so hypoxic on air, it doesn’t feel safe to discharge without O2, discuss with Respiratory Team at least 
48hrs before discharge. NB: new and persistent hypoxia indicates disease progression and should be a prompt 

for advance care planning & treatment escalation planning discussions  
 

Refer to Respiratory Nurse/Physio to 
explain and choose most appropriate 
equipment & complete detailed Risk 

Assessment. 
CO measurement is required for all 

patients to confirm non-smoking 
status 

 
 

 

If targets met 

Acceptable treatment to patient and risks 
acceptable and minimised 

If current smoker or other 
risks identified do not 

prescribe oxygen 

Does not meet 
criteria for LTOT 

PaO2 > 7.3kPa 
and no pulmonary 

hypertension 

Determine oxygen flow 
Titrate O2 (0.5-4 L/min) to achieve target 

saturation range – 88-92% 
Recheck ABG after 30 minutes 

Aim for: 

• PaO2 >8 kPa and 

• PaCO2 rise < 1 kPa and 

• no drop in pH 

Home Oxygen Review team notified. 
Home review within 4 weeks with at 

least annual follow up. Consider 
community Respiratory team follow 

up for underlying condition. Consider 
referral to Community Palliative Care 

team  
 
 
 

Perform ABG  

Respiratory Consultant / 
Nurse to complete HOOF B, 

Consent & Risk form. 
Follow up with local Home 

Oxygen service 
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Clinical Decision Tool for use of oxygen in patients with hypoxia in palliative phase of illness 
- whose prognosis likely to be short months or less (Hospital and Community) 

• This is NOT Long-Term Oxygen Therapy (LTOT) and is not prescribed in this context to reduce mortality 

• Oxygen is a treatment for hypoxaemia and is not an effective treatment for breathlessness. 

• Oxygen has no role in treating breathlessness without hypoxia. 

• If a patient does not have symptomatic breathlessness, oxygen is not indicated regardless of oxygen saturations 
on air. (NB: this is not the case for patients who are hypoxic but not breathless and are not in a palliative phase 
of their illness). 

• For patients with hypoxia and breathlessness, oxygen should only be considered in conjunction with evidence-
based treatments for breathlessness (including pharmacological and non-pharmacological) 

• Seek specialist advice if considering oxygen prescription & use.  
*NB: if oxygen is prescribed the appropriate clinician/service must take responsibility for ongoing monitoring and 
review  

STEP 1: 
• For patients with long term respiratory disease, discuss with Respiratory Team and/or local Home Oxygen 

Service to agree most appropriate initial plan re oxygen use, treatment escalation and advance care planning 
and referral to/input from Palliative Care Team (if not already involved). Ensure follow-up plan is agreed. 

• For patients with hypoxia secondary to malignancy, neurological disease and other non-respiratory causes of 
hypoxia e.g. irreversible severe anaemia, heart failure, renal disease, discuss with the treating team (especially 
renal) and Palliative Care Team to agree most appropriate initial plan re oxygen use.  

• This should be done at least 24-48hrs before discharge in order to facilitate next day delivery of oxygen. 

• For patients who are likely to be in the last days of life, ensure anticipatory medications for symptom control 
are prescribed. There is little evidence for the use of oxygen. See Appendix 2 for ‘care after death’. 

STEP 2: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Continue symptom-focussed 
care AND trial oxygen therapy 

• Titrate flow to target 

saturation range 88-92% 

• If improved breathlessness 

complete risk assessment 

for home oxygen (must not 

be prescribed in smokers) 

• If no improvement in 

breathlessness, oxygen not 

indicated so wean and stop. 

If breathlessness now adequately 
controlled & not previously on 
LTOT, oxygen not indicated and 

can be stopped. Seek advice from 
Respiratory Team or Palliative 

Care Team as per STEP 1. 
 

If trial of oxygen started while 
acutely unwell with potentially 

reversible contributing cause e.g. 
pneumonia, PE, review daily re 
improvement & possibility of 
weaning or stopping oxygen. 

 

Liaise with Respiratory, HOS 
& Palliative Care Teams. 
Establish O2 supplier for 

borough – see Appendix 1B 
Obtain, complete and submit 

Consent, Risk Assessment 
and HOOF-A forms - from 

website. Liaise with family re 
delivery etc. 

 

Pt information leaflet:  
https://www.blf.org.uk/sites/def
ault/files/Home_oxygen_therap
y_downloadablePDF_v4.pdf 

Box A. Address Breathlessness (including frightening breathlessness) 

➢ Treat reversible causes and assess response to treatment 

➢ Offer non-pharmacological interventions and assess response - fan 

therapy, positioning, relaxation and breathing control strategies 

➢ Consider pharmacological intervention e.g. opioids or short acting 

benzodiazepines 

If breathlessness does not improve AND there is 
significant hypoxia on air - typically saturation ≤ 84% 

If symptomatic of breathlessness initiate breathlessness management (Box A) and assess saturations on air/ wean 
oxygen using lowest acceptable target saturation range 85-92% 

 

https://www.blf.org.uk/sites/default/files/Home_oxygen_therapy_downloadablePDF_v4.pdf
https://www.blf.org.uk/sites/default/files/Home_oxygen_therapy_downloadablePDF_v4.pdf
https://www.blf.org.uk/sites/default/files/Home_oxygen_therapy_downloadablePDF_v4.pdf
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Appendix 1 – Contact details 
 
A: HOS-AR services in NCL 

• Camden: 
o Camden COPD and Home Oxygen Service 

o 0203 317 5355 

o Cnw-tr.respiratoryandoxygen@nhs.net 

o For referral: Camden Community Health Referral form 
o camdenreferrals.cnwl@nhs.net 

 

• Barnet: 
o Barnet Community COPD HOS-AR Service 
o 0208 349 7353 / 020 8349 7539 
o barnetCOPD@nhs.net  

 

• Enfield: 
o Enfield Respiratory Service 
o 0208 702 5860                           
o beh-tr.enfieldcommunityrespiratoryservice@nhs.net  

 

• Haringey: 
o Whittington COPD Team  
o 0207 288 5474 / 0738 752 5882                         
o commrespiratorycore@nhs.net  

 

• Islington: 
o Whittington COPD Team  
o 0207 288 5474 / 0738 752 5882                         
o commrespiratorycore@nhs.net  

 
 
B: Oxygen companies throughout UK including NCL 
 

Air Liquide: 
0808 143 9991 for London 
0808 143 9999 for the South West of England 
Ordering home oxygen | Air Liquide Healthcare UK  
 
Baywater Healthcare: North West of England, Yorkshire and The Humber, West Midlands and Wales  
0800 373 580 
 
BOC:  East of England, East Midlands and Northern Ireland  
0800 136 603 
 
Dolby Vivisol:  North East England & South East England  
0800 917 9840 
 
 
 

mailto:Cnw-tr.respiratoryandoxygen@nhs.net
mailto:camdenreferrals.cnwl@nhs.net
mailto:barnetCOPD@nhs.net
mailto:beh-tr.enfieldcommunityrespiratoryservice@nhs.net
mailto:commrespiratorycore@nhs.net
mailto:commrespiratorycore@nhs.net
http://www.uk.airliquide.com/en/home-healthcare.html
https://www.airliquidehealthcare.co.uk/home-oxygen-service-healthcare-professionals/ordering-home-oxygen
http://www.baywater.co.uk/
http://www.bochealthcare.co.uk/en/Products-and-services/Products-and-services-by-category/Medical-gases/Medical-oxygen/medical-oxygen.html
http://www.dolbyvivisol.com/
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Appendix 2 - Care after death 
Once it is clear that the person has died and/or the death is verified, ensure the oxygen is switched off.  In the home / 
care home setting contact the oxygen supply company for removal of the oxygen equipment.  All tubing and masks can 
be disposed of in the domestic waste.  If the person had COVID-19 waste should be double bagged and stored for 72 
hours before placing in the domestic waste:  
https://www.gov.uk/guidance/coronavirus-covid-19-disposing-of-waste  

 

 

 

https://www.gov.uk/guidance/coronavirus-covid-19-disposing-of-waste

