
needs evaluation as an independent performance/quality indica-
tor of acute NIV services.
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INVASIVE VENTILATION (NIV) UNIT IN A TERTIARY
UNIVERSITY HOSPITAL IN THE UK
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Introduction NIV for acute hypercapnic respiratory failure
(AHRF) in COPD and restrictive lung disease has become wide-
spread in the UK. Early institution of NIV in appropriate
patients gives the best outcome.
Methods We retrospectively examined referral patterns to our
tertiary 12 bedded NIV unit during a 12 month period from
November 2012 to October 2013. Admission criteria to the unit
is standardised and through the NIV consultant or senior nursing
staff. Site of referral was noted and mortality rate was
calculated.
Results 612 referrals were made to the dedicated NIV unit in
the 12 months. 125 were elective admissions for setting up dom-
iciliary NIV and were excluded from the mortality analysis as
there was no mortality in this group. The overall mortality for
the rest of the cohort was 15.2% of the remaining 487 patients
acutely admitted to the unit. The source of referrals to the unit
was varied and as shown in Figure 1. The mortality rate for
admissions from the acute portals (A and E and the Acute Medi-
cal unit) were significantly lower (10.4%) than from the medical
wards (23%). This reflects the fact that even with a well selected
cohort the timing of the respiratory failure in the course of ill-
ness plays an important part in determining mortality. We know
that uncorrected respiratory acidosis after 4 h of NIV is a strong
determinant of mortality. The highest mortality (64.5%) was
seen of referrals from the Frail elderly unit. This also shows that
general constitution plays an important role in mortality.
Conclusion Early referral for NIV support in AHRF improves
outcomes. Delayed hypercapnic respiratory failure and frailty are
important factors determining poorer outcomes.
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IN IMPROVING POST-DISCHARGE FOLLOW UP OF
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VENTILATION (NIV)
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Introduction Post-discharge follow up rate is a national audit
metric for acute NIV services in the UK [Davies M. Adult NIV
Audit report. BTS Reports 2012. 4 (3): 9–10.]. Appropriate res-
piratory follow up reduces the number of re-admissions [Turner
AM et al. Prim Care Respir J 2013; 22(1):72–78.] In order to
improve post-discharge follow ups, a rapid access one-stop mul-
tidisciplinary respiratory outpatient Hub was created at our 709-
bedded acute hospital in October 2011.
Methods From the acute NIV database maintained continuously
since 2004, we analysed the proportion of discharges that were
offered respiratory follow up within 6 months of discharge after
Acute NIV during the calendar year 2009 (pre-Hub) and first 6
months of 2013 (post-Hub). Chi-squared test was performed for
statistical significance of the observed differences.
Results The proportion of unique discharges offered a follow up
appointment at the time of discharge improved from 57% (62/
107) pre-Hub to 80% (36/45) post-Hub: p = 0.009. The pro-
portion of patients attending follow-up appointments increased
from 40% (42/107) pre-Hub to 58% (26/45) post-Hub: p =
0.036, confirming a statistically significant improvement. The
number of acute NIV re-admissions dropped between 2009 and
2013 but expectedly not statistically significant, as only 6
months’ data from the post-Hub period was analysed against 12
months of data from the pre-Hub period.
Conclusions The increase in the number of patients attending
post-discharge NIV follow up correlates with the direct increase
in the number being offered follow up, an improvement most
obviously measuring the impact of the multidisciplinary ‘Hub’.
The Hub would also be the most plausible explanation for the
drop in acute NIV re-admissions between the 2 periods, not the
least because apart from a ‘routine’ follow-up, it supports com-
munity teams and provides an alternative to ambulance calls to
people with complex respiratory needs in a responsive fashion.
Further longitudinal evaluation of the Multidisciplinary Hub is
necessary to fully understand its impact on the quality and safety
of complex respiratory care.

P300 THE CLINICAL EFFECTIVENESS OF DOMICILIARY NON-
INVASIVE VENTILATION (NIV) IN PATIENTS WITH END-
STAGE COPD

1J Dretzke, 2C Dave, 1D Blissett, 2R Mukherjee, 1M Price, 1S Bayliss, 1X Wu, 1R Jordan, 1S
Jowett, 1DJ Moore, 1AM Turner. 1University of Birmingham, Birmingham, UK; 2Heart of
England NHS Foundation Trust, Birmingham, UK
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Background NIV is very effective when used acutely in hospital
during acute exacerbations of COPD, however, evidence sup-
porting its use in a home setting for more stable COPD patients
is limited. In the UK domiciliary NIV is considered by manyAbstract P298 Figure 1
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clinicians on health economic grounds in patients after three
hospital admissions for acute hypercapnic respiratory failure.
Previous systematic reviews of domiciliary NIV have been lim-
ited in scope and required updating.
Methods Standard systematic review methods were used for
identifying relevant clinical and cost-effectiveness studies of any
appropriate design assessing NIV compared to usual care, or
comparing different types of NIV. Risk of bias was assessed and
checked. Primary effectiveness outcomes (mortality, hospitalisa-
tions, exacerbations and quality-of-life) were combined using
random effects meta-analysis. Results were grouped into patients
given NIV within 6 weeks of a hospital admission requiring
inpatient NIV and those given NIV when stable.
Results Thirty controlled effectiveness studies were identified
reporting a variety of outcomes, together with 65 uncontrolled
studies. Benefit from NIV in terms of survival and hospital
admissions in controlled studies was variable, and where present
appeared most marked in post-hospital patients (based on lim-
ited evidence). For more stable patients, a modest volume of evi-
dence found no benefit from NIV for survival and some non-
significant beneficial trends for hospitalisations and quality-of
life. No conclusions could be drawn regarding potential benefit
from different types of NIV due to limited study sizes and
heterogeneity.
Conclusions Domiciliary NIV has greatest effect when used after
a hypercapnic exacerbation and might improve hospitalisation
rates and mortality in this group of patients. There is no benefit
if used in stable, normocapnic patients.

This abstract summarises independent research funded by the
National Institute for Health Research (NIHR) under its HTA
Programme (Ref 11/27/01). The views expressed are those of
the author (s) and not necessarily those of the NHS, the NIHR
or the Department of Health.
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MECHANICAL VENTILATION

JM Palmer, NR Ward, JC Robinson, B Kathiresan, PD Hughes. Derriford Hospital, Plymouth,
UK

10.1136/thoraxjnl-2014-206260.419

Introduction and objectives Home Mechanical Ventilation
(HMV) for patients with chronic ventilatory failure (CVF) often
requires hospital admission for initiation of treatment. There are
limited data evaluating the efficacy, efficiency and safety of ini-
tiating HMV in the domiciliary setting. Our centre has under-
taken over 200 ‘home set-ups’ and we have evaluated outcomes
in these patients.

Methods Patients with CVF who had HMV initiated in the
domiciliary or outpatient setting were identified from our hospi-
tal database and data were retrospectively collected from their
hospital records.
Results 214 patients with CVF were set-up at home between
2004 to 2013. Notes were available for 193 (90%) patients,
mean (SD) age 59 (14) years, 63% male. The majority of
patients had Motor Neuron Disease (MND)(30%) or obesity
related respiratory failure (23%). Baseline lung function and
arterial blood gas parameters are shown in Table 1.

178 (92%) patients had HMV initiated in their home; 15
attended the outpatient clinic for set-up. Three patients subse-
quently required hospital admission to support adaptation to
HMV.

Following initiation, 135 (70%) patients were assessed as
compliant with HMV, defined as >4 h self-reported use each
night. Patients with MND had the lowest compliance rate with
only 30 (52%) achieving this usage. If those with MND are
excluded, overall compliance was 77% which is similar to our
inpatient initiated HMV compliance rate of 83% (n = 224) and
to case series reported by other centres.

Patients with few symptoms of nocturnal hypoventilation had
a lower compliance rate (55%) than more symptomatic patients
(71%).

In patients who were compliant with HMV, mean (SD) time
until >4 h use per night was 27 (60) days, but 33 (17%) patients
achieved this usage after the first night. Those who became com-
pliant with HMV had a mean of 2.9 (3.2) home visits and 1.4
(1.8) phone calls each.
Conclusion Establishing HMV in the domiciliary and outpatient
setting can be effectively and safely achieved, even in patients
with marked nocturnal hypoventilation. Apart from patients
with MND or those who are minimally symptomatic, ‘home set-
up’ of HMV does not appear to affect compliance significantly.

P302 HOME MECHANICAL VENTILATION: HAS VENTILATOR
TECHNOLOGY SURPASSED OUR ABILITY TO CARE FOR
SOME PATIENTS IN A COMMUNITY SETTING?

D Worsley, F Telford, DB Land. University Southampton NHS FoundationTrust,
Southampton, UK

10.1136/thoraxjnl-2014-206260.420

Introduction Home mechanical ventilation (HMV) for patients
with chronic respiratory failure is a growing therapeutic modality
that can reduce morbidity and mortality.1 HMV may be complex
to establish and requires a clear care pathway from acute to com-
munity services. The aim was to ascertain factors influencing in-
patient length of stay (LoS) and mortality in individuals requiring
HMV who were unable to use the device independently.

All HMV was initiated in a respiratory high dependency unit
(RHDU) in a university hospital.
Method A retrospective analysis of medical notes was conducted
for all patients initiated on HMV between September 2012 and
September 2013. Patients who were unable to manage the device
independently were identified. Data collected included: admis-
sion data, social history, primary diagnosis, date deemed medi-
cally fit, readmission to RHDU, bed days post medically fit
(section 5), reasons for delayed discharge and outcome.

LoS and bed day cost were calculated based on trust finance
data for level 1 and 2 beds.

Abstract P301 Table 1 Baseline Lung Function and Arterial Blood
Gas Parameters in Patients receiving Domiciliary or Outpatient
Initiation of HMV

Mean (SD) Range

Vital Capacity (L) 2.1 (1.2) 0.45–5.5

pH 7.39 (0.04) 7.25–7.48

Arterial pCO2(kPa) 7.0 (1.6) 3.2–14.5

Arterial pO2 (kPa) 9.2 (2.0) 5.8 -18.9

Bicarbonate (mmols/L) 29.5 (5.8) 21–51
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