
Abstract S27 Figure 1 ROC curves for STOPBANG to predict ODI �5
and ODI �15

Conclusion Predictive performance of STOPBANG in our
patient cohort at the conventional cut off value was poor. The
probable explanation is that the cardiac surgical population is
preselected as male, older and most suffer with hypertension.
Thus the majority will score as high risk for OSA. STOPBANG
had no prognostic value on worse postoperative outcomes in
our study, which again contrasts with the findings in general sur-
gical cohorts.
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Introduction and objectives Obstructive sleep apnoea (OSA) is
common and can be associated with adverse health outcomes.
There are conflicting data for the impact of undiagnosed OSA
on the outcome of surgical procedures but at least some results
suggest an association with worse outcomes. EuroSCORE risk
model was developed to calculate the risk of mortality after car-
diac surgery. We evaluated the prevalence and impact of undiag-
nosed sleep apnoea (SA) on postoperative outcomes in cardiac
surgery.
Methods Patients undergoing coronary artery bypass grafting
with or without cardiac valve surgery were screened for the
presence of SA, prior to surgery, with the STOPBANG question-
naire and overnight oximetry. SA was defined as a 4% oxygen
desaturation index (ODI) of �5/hr. A Weibull model was used to
analyse lengths of stay (LoS) in intensive care unit (ICU). Com-
plications in ICU were dichotomised and analysed with binary
logistic regressions. Parsimonious models were obtained using a
combination of step-wise regression and manually removing pre-
dictors that did not reach the 5% significance level.
Results 122 subjects were included in final analysis of which 57
(47%) had a new diagnosis of SA. Of those, 45 (79%) had mild
SA and 12 (21%) had moderate/severe SA. There was no simple

relationship between OSA as measured by ODI and LoS in ICU.
The most significant predictor for ICU LoS was developing com-
plications at ICU (p < 0.001). The independent predictors asso-
ciated with increasing likelihood of developing major organ
complications following cardiac surgery were EuroSCORE, ODI
and intravenous opioid analgesia (IOA). When patients with
mild and moderate SA received IOA, predicted probability of
complications rose 2.4 and 1.4 times respectively (Figure 1).

Abstract S28 Figure 1 Predicted probabilities and 95% CI of
suffering a complication at ICU as ODI increases for individuals with
average EuroSCORE (5) and with or without IOA

Conclusion We found a high prevalence of undiagnosed sleep
apnoea in our cohort. EuroSCORE, SA and the administration
of intravenous morphine were found to be independent risk fac-
tors for developing post-operative complications. This risk has
increased when patients with SA received intravenous morphine.
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Introduction Severity of OSA and early patterns of CPAP usage
have previously been shown to determine subsequent long term
CPAP use in patients with symptomatic moderate-to-severe dis-
ease.1 We wished to see if different factors influenced compli-
ance in minimally symptomatic patients.
Methods Patients were randomised to 6-months of CPAP or
standard care if they had an ODI of >7.5 h due to OSA on a
baseline sleep study, but had insufficient daytime OSA symptoms
to mandate CPAP.2

Baseline characteristics (Table 1), medical history, ESS, SAQLI
and SF-36 were recorded. Repeat overnight pulse oximetry was
performed after entry for uniformity of trial ODI across recruit-
ing centres.
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CPAP usage data were downloaded at the 2–4 week assess-
ment, and at the 6 month assessment. Those who withdrew
were assumed to have 0:00 h/n usage.

Correlations were calculated between CPAP usage at the
6 month assessment and both the baseline characteristics and to
the 2–4 week CPAP usage data.

Abstract S29 Table 1 Baseline characteristics from all 195
patients randomised to CPAP with 6 month follow-up data

Variable Mean (SD), Median (IQR) or

Number (%)

100%

Range

Age (mean; SD) 57.9 (7.2) 45–75

Gender (number male;%) 153 (78.5%) -

Ethnicity (number white;%) 188 (96.4%) -

BMI (mean kg/m2; SD) 32.2 (5.6) 21.6–51.6

Smoking status (number;%)

Current 17 (8.7%) -

Ex-smoker 102 (52.3%) -

Never smoker 76 (39%) -

Reported snoring (number yes;%) 190 (97.4%) -

Reported apnoeas (number yes;%) 142 (72.8%) -

Reported choking (number yes;%) 66 (33.8%) -

Reported nocturia (number yes;%) 114 (58.5%) -

Oxygen desaturation index (ODI,

median; IQR)

10.2 (4.7, 17.5) 0.5–58.0

Epworth Sleepiness Score (ESS, mean; SD) 7.9 (4.4) –18

Short sleep apnoea quality of life index

(SAQLI, mean; SD)

4.9 (1.1) 2.3–6.9

SF-36 Physical Summary (mean; SD) 42.0 (12.3) 9.4–61.3

SF- 36 Mental Summary (mean; SD) 48.1 (10.3) 19.9–63.7

Results Median CPAP usage at 2–4 week follow-up was low at
2:49 h/n (n = 174, IQR 0:44, 5:13). Median usage at 6 month
follow-up was 2:17 h/n (n = 195, IQR 0:08, 4:54).

At 6 months males had significantly greater mean usage at
2:56 h/n compared to 1:47 h/n in females (95% confidence
intervals of the difference, -1:49 to -0:09 h/n, p = 0.02). There
were no other significant predictors of 6 month usage (age,
BMI, ODI, ESS, sleep symptoms, smoking status, ethnicity,
SAQLI, SF-36).

Average usage of CPAP at 2–4 week assessment was moder-
ately correlated with the average usage at the 6 month assess-
ment (r = 0.76, p < 0.001).
Conclusions Male gender predicted greater CPAP usage at 6
months, but no other baseline characteristics were predictive of
CPAP usage in these minimally symptomatic patients with gener-
ally mild OSA. 2–4 week CPAP usage was predictive of 6 month
usage, but by no means could all patients’ usage be predicted at
such an early stage. Thus in clinical practice, trials of CPAP are
necessary in patients with minimally symptomatic OSA but it
may be necessary for patients to try CPAP for longer than one
month to determine those benefitting from treatment in the long
term.
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Introduction We have previously shown that treatment of obe-
sity hypoventilation syndrome (OHS) with non-invasive ventila-
tion (NIV) results in weight reduction and an increase in
physical activity (Murphy et al., 2012). We therefore hypothes-
ised that a multi-modal rehabilitation programme, in addition to
NIV, would lead to enhanced weight loss.
Method We conducted a randomised controlled trial of NIV
alone vs. NIV and a personalised rehabilitation programme in
patients with OHS. Subjects in the intervention group received a
bespoke diet and exercise regime, from a dietician and physio-
therapist. All patients, in both groups, were reviewed monthly
for 3 months. Anthropometrics, exercise capacity and health
related quality of life (HQRL) were measured at baseline and at
3 months. The primary outcome measure at 3 months was
weight loss. Secondary outcomes included: body mass index
(BMI), neck circumference (NC), waist circumference (WC), hip
circumference (HC) blood pressure (BP), rectus femoris cross-
sectional area (RFCSA) and quadriceps maximal voluntary con-
traction (QMVC), 6 min walk distance (6MWD) and HRQL
measures.
Results 37 subjects were randomised with data from 30 patients
analysed at 3 months (15 in each group). There were no differ-
ences between the groups in all parameters measured at baseline.
The intervention group showed greater weight loss than the con-
trol group (-11.9 ± 6.7 vs. -2.4 ± 6.2 kg; p < 0.0001). There
were also differences in NC, WC and HC (all p < 0.001,
Table 1) with an improvement in BP observed in the intervention
group (Table 1). In addition, there was an increase in weight cor-
rected RFCSA and muscle strength (p < 0.0001, Table 1) with an
increase in 6MWD in the intervention group (122 ± 161 vs. 46
± 60 m; p = 0.005; Table1). Finally, HRQL improved in the
intervention group as evidenced by a greater reduction in
Epworth sleepiness score, an increase in severe respiratory insuf-
ficiency questionnaire sum score and a greater decrease in the
hospital and anxiety depression score (Table 1, all p < 0.0001).
Conclusion In patients with OHS, the addition of a hospital-
home hybrid personalised diet and exercise programme to stand-
ard NIV was shown to enhance weight loss as well as, skeletal
muscle area and strength, exercise capacity and HRQL.
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