
after diagnosis compared with DLTx and HLTx (mean survival 16,
62 and 67 months, respectively).
Conclusion: In this cohort, PTLD and cutaneous malignancies
accounted for 82% of all malignant diagnoses. There was no
difference in overall survival posttransplantation between the
‘‘malignancy’’ and ‘‘no malignancy’’ groups but those with lung
and gastrointestinal cancer had the worst prognosis after diagnosis
of malignancy. Interestingly, the diagnosis of PTLD or skin cancer
did not appear to affect long-term survival, with survival curves
approximating the ‘‘no malignancy’’ group 10 years posttransplant.

S22 ENDOBRONCHIAL VALVE TREATMENT IN PATIENTS WITH
ADVANCED EMPHYSEMA AND ALPHA-1-ANTITRYPSIN
DEFICIENCY

KF Remund, W Bartosik, AE Wood, JJ Egan. Mater Misericordiae University Hospital,
Dublin, Ireland

Introduction: Surgical lung volume reduction has, in general, poor
success rates for patients with advanced emphysema and alpha 1
antitrypsin deficiency, when compared with patient groups with
replete alpha-1-antitrypsin deficiency. This is demonstrated by a
short duration of beneficial effects and higher mortality rates.
However, these patients are often at a younger age and additional
treatment strategies to the medical treatment would be desirable.
Methods: Four male patients with alpha-1-antitrypsin deficiency
and advanced heterogenous emphysema with severe hyperinflation,
referred for transplantation, were treated with endobronchial valve
insertion after optimising medical therapy. The target lobe or
segments were identified by computed tomography scan (in two
patients middle lobe; one patient lingua; one patient baso-apical
segment of left lower lobe). The endobronchial valve insertion was
performed during an ordinary bronchoscopy procedure with
minimal sedation. Baseline clinical data were gathered and the
response to intervention was measured.
Results: For the entire group baseline forced expiratory volume in
1 s was 710 ml (21.1% predicted), residual volume–total lung
capacity ratio (RV%/TLC) measured by body box: 74.5% and the
6-minutes walking distance: 264 m. After the treatment three
patients experienced a clinically significant improvement of their
lung function and walking distance whereas one patient had an
unchanged follow-up. The average increase of the FEV1 was 225 ml
(range 10–500 ml), RV%/TLC declined to 64% (range 20.2 to
+32%) and the walking distanced improved on average 92 m (range
230 m to +475 m). The average observation time was approxi-
mately half a year. Interestingly, no patient had pulmonary
infection in the valved part of the lungs and infective exacerbations
were not more frequently observed. One patient coughed up his
valve.
Conclusion: Endobronchial valve treatment was a feasible treat-
ment strategy in our patients with advanced emphysema due to
alpha-1-antitrypsin deficiency and was not complicated by
increased pulmonary infections.

S23 RISK FACTORS FOR POSTOPERATIVE PULMONARY
COMPLICATIONS FOLLOWING THORACIC SURGERY

1P Agostini, 2J Reeve, 1H Cieslik, 1S Rathinam, 1B Naidu, 1P Rajesh, 3S Singh. 1Heart
of England NHS Trust, Birmingham, West Midlands, UK; 2Auckland University,
Auckland, New Zealand; 3University of Coventry, Coventry, UK

Background: Postoperative pulmonary complications (PPC) result
in increased morbidity and mortality after lung resection.
Pulmonary risk factors such as predicted lung function have been
studied extensively. The contribution of non-pulmonary factors is
less clear. Our aim was to define possible risk factors for PPC at a
large regional thoracic surgical unit.

Methods: A prospective observational study was performed on all
patients following lung resection via thoracotomy in a regional
thoracic centre over 9 months. The following measures were
recorded: chest radiographs showing consolidation or atelectasis,
elevated white cell count .11.2 or administration of antibiotics
postoperatively, temperature above 38uC, positive sputum micro-
biology, production of purulent sputum, oxygen saturations ,90%
on room air, diagnosis of pneumonia/chest infection by physician or
readmission or prolonged stay to the ITU/HDU with respiratory
problems. Scoring positive for four or more measures was
considered indicative of postoperative respiratory infection/clini-
cally significant atelectasis.
Results: 155 subjects were observed. Mean (SD) age was 61 years
(15), 91 men (60%). Surgical procedures included 19 pneumonec-
tomies, 77 lobectomies, nine segmentectomies, 43 wedge resections,
four exploratory thoracotomies and three sleeve resections: 20
subjects met four or more criteria (13%) and all had clinical evidence
of PPC as assessed by the physician. These subjects had a mean (SD)
age of 65 years (12) of which 15 (75%) were men. Higher body mass
index (BMI; 26 ¡ 4 vs 29 ¡ 4), preoperative activity level less than
400 m (20% vs 47%), ASA score above 3 (51% vs 84%) and
percentage predicted FEV1 (84% ¡ 20% vs 71% ¡ 18%) were all
significantly (p,0.05) associated with PPC on univariate analysis.
The PPC patient group also demonstrated a significantly longer
hospital length of stay (LOS; 6 ¡ 3 vs 14 ¡ 6 days) and high
dependency unit LOS (1.0 ¡ 0.0 vs 1.4 ¡ 0.5 days).
Conclusion: High BMI, ASA score, lower preoperative activity
level and predicted FEV1 are all significant risk factors for the
development of PPC following major lung surgery. Preoperative
modification may alter these risks and targeted therapy in these
high-risk groups may reduce the morbidity and mortality of PPC.

Organisation of respiratory care

S24 IS EASY ACCESS BY PRIMARY CARE TO RESPIRATORY
CONSULTANTS HELPFUL?

AYH Lim, N Mustfa, I Hussain, MB Allen. University Hospital of North Staffordshire,
Stoke on Trent, UK

Introduction and Objective: Respiratory problems are a major
reason for acute hospital attendance. Several schemes are being
explored to reduce admission. Based upon the usefulness of general
practitioner (GP) telephone consultations, an open access service
was developed, allowing primary healthcare professionals (eg, GP,
community matrons, etc) to contact respiratory consultants using a
dedicated phone during the working week. They were asked to use
this service if the patient was unstable and may need hospital
admission. The service provided by the consultant was immediate
advice, if necessary clinic review within 48 h or facilitated hospital
admission. The safety, feasibility and efficacy of a consultant-led
respiratory easy access consultation service were assessed.
Methods: The outcomes in patients who were referred by the
primary healthcare professionals from 1 November 2007 to 30 June
2008 were evaluated. Patients’ demography, clinical conditions,
telephone call response time, waiting time for a rapid clinic
appointment, 7 and 28-day outcome (hospital admission, re-
consultation and mortality) were analysed.
Results: Consultants were contacted about 88 patients (60 female)
with an average age of 69 years. Consultants thought all referrals
were appropriate and there was no gaming to get earlier clinic
appointment. Eight were managed by telephone consultation only,
five were given telephone consultation and admitted to the
hospital, two were given telephone advice and followed up routine
appointment, 73 were assessed at the rapid clinic with three of
these patients subsequently admitted to the hospital. In 91% (80/
88) of the patients, hospital admission was avoided. Chronic
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obstructive pulmonary disease (48%) was the commonest respira-
tory problem. No hospital admission, re-consultation and mortality
occurred 7 days after the initial contact. Median (range) waiting
time for a rapid clinic appointment was two (0–9) working days.
Conclusions: A consultant-led respiratory easy access consultation
service is safe, feasible, efficacious and probably prevents hospital
admission.

S25 WHAT INVESTIGATIONS AND TREATMENTS ARE PERFORMED
BY GENERAL PRACTITIONERS BEFORE REFERRAL TO A
RESPIRATORY PHYSICIAN?

1JG Macfarlane, 2CL Collins, 2D Shaw. 1Western General Hospital Respiratory Unit,
Edinburgh, UK; 2Respiratory Medicine, City Campus, Nottingham University Hospitals,
Nottingham, UK

Introduction and Objectives: The BTS recommendations for
specialist referral (Thorax 2008;63:S1–16), and ideal referral letter
(www.impressresp.com/ManagingDemand) for general practi-
tioners (GP) do not include advice on prereferral management.
This survey documented reason for referral and investigation and
treatment strategies by GPs before specialist referral.
Methods: We recorded the main symptom prompting referral,
prereferral investigations and treatments documented in 294 new
GP referral letters received by two large respiratory departments in
England and Scotland during part of 2008. Any significant regional
difference was detected by x2 analysis.
Results: The primary symptom prompting referral was cough in 85
patients (29%), shortness of breath (SOB) in 77 (26%), other in 20
(8%) (seven chest pain, six haemoptysis, seven various), suspected
cancer (2-week wait) in 98 patients (33%), and abnormal chest
radiograph (CXR) in 13 (4%). No investigations were recorded for
22 (7%) patients. Scottish GPs were more likely to report peak flow
(43 (33%) vs 23 (14%); p,0.001), spirometry (31 (24%) vs 24 (14%);
p = 0.028) and prescribe antibiotics (43 (33%) vs 20 (12%);
p,0.001). The table compares those referred with cough and
SOB. 95 (97%) of 98 with suspected cancer had a CXR, 20 (20%)
blood tests and 24 (24%) had received antibiotics.
Conclusions: The survey found nearly two-thirds of respiratory
referrals are for symptom-based diagnostic uncertainty, confirming
the importance to patients of availability of a broad trained

respiratory specialist. This was in spite of GP-initiated investiga-
tions in 93% of patients and trials of antibiotics and/or oral steroids
in nearly three-quarters with cough and half with SOB. A quarter of
patients with suspected lung cancer had also received antibiotics, an
action possibly delaying referral. Blood tests and CXR were
commonly used. However, overall less than a third of GPs recorded
spirometry and few oximetry, suggesting that the use of more
respiratory-specific investigations remains limited. Marked regional
differences were found, with Scottish GPs more often using
antibiotics and recording lung function, including spirometry.
Improving universal access to respiratory investigations in primary
care should be helpful, but diagnostic uncertainty will probably
remain an important reason for needing specialist referral.

S26 EFFECTIVENESS OF DIRECT GP REFERRALS TO HOSPITAL
SPECIALIST RESPIRATORY TEAMS IN AVOIDING ACUTE
ADMISSIONS

A Khan, DA Smith, J Whittaker, A Williams, D Khan, JE Harvey, MA Plummeridge, A
Millar, J Calvert, T Rawlings, N Maskell. Southmead Hospital Bristol, North Bristol NHS
Trust, Bristol, UK

Background: Hospital at-home schemes are popular for the
management of acute exacerbations of chronic obstructive pul-
monary disease (COPD) aimed at reducing demand for hospital
inpatient beds and promoting a patient-centred approach through
admission avoidance. The British Thoracic Society intermediate
care Hospital at Home in COPD 2007 guidelines outline three such
models in practice. We studied the efficacy of direct GP referral to
the hospital respiratory specialist team in the Hot Clinic in avoiding
hospital admissions. The Hot Clinic team is led by the respiratory
consultant and assisted by the specialist registrar and respiratory
nurse.
Methods: GPs and community nurses directly referred patients
threatening an acute hospital admission, by fax, for a rapid
assessment. The Hot Clinic service operates Monday to Friday,
09:00–16:00 hours. Patients are seen within 24 h of the receipt of
the referral letter. The consultation includes clinical assessment,
chest radiograph, laboratory data and a decision as to whether to
treat the patient in the community or to admit to the hospital. The
GP would be informed by a returned typed faxed letter the same
day. The efficacy of this service was assessed in terms of admission
avoidance and the rate of re-admission within a week and a month
of the consultation.
Results: Data from 173 patients enrolled between 1 January 2007
and 30 June 2007 were studied. Ninety-seven (57%) were men and
75% either current or ex-smokers. 27 patients (16%) were admitted
directly from the Hot Clinic and 146 (84%) were treated in the
community. Of those 146 patients, nine (5%) were later admitted
within 1 week and 12 (7%) admitted over 1 week to 1 month after
the Hot Clinic appointment. Overall, 125 (72%) were thus treated
successfully in the community without the need for hospitalisation.
Conclusions: This study provides good evidence for the effective-
ness of a direct GP referral system to the hospital respiratory team
in avoiding hospital admissions.

Abstract S25 Table Relationship between the two commonest primary
symptoms (cough and shortness of breath) prompting referral to a
respiratory clinic for 294 adults and pre-referral investigations and
management documented by the GP

Primary symptom Cough, n (%)
Shortness of
breath, n (%)

Number of cases, n (%) 85 77

Proportion of all referrals (294) studied 29% 26%

Investigations

Any investigation recorded 77 (91%) 67 (87%)

Blood tests 21 (25%) 20 (26%)

Chest x ray 63 (74%) 51 (66%)

Any lung function 38 (45%) 42 (55%)

Peak flow rate 28 (33%) 32 (42%)

Spirometry 26 (31%) 24 (31%)

Bronchodilator reversibility 11 (13%) 12 (16%)

Oximetry 0 8 (10%)

Sputum culture 20 (24%) 0

ECG 1 (1%) 13 (17%)

Echocardiogram 2 (2%) 6 (8%)

Management

Antibiotic tried 50 (59%) 17 (22%)

Oral steroids tried 23 (27%) 19 (25%)

Abstract S26 Table

Jan Feb March April May June
Grand
total

Direct admission 4 2 8 1 4 8 27

Admitted within a week 2 1 4 0 2 0 9

Admitted .1 week–
1 month

6 2 1 1 1 1 12

Not admitted 32 23 21 12 19 18 125

Grand total 44 28 34 14 26 27 173

% Not admitted 73% 82% 62% 86% 73% 67% 72%
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S27 PALLIATIVE CARE SERVICE PROVISION FOR CHRONIC
OBSTRUCTIVE PULMONARY DISEASE PATIENTS: RESULTS
FROM THE 2008 NATIONAL CHRONIC OBSTRUCTIVE
PULMONARY DISEASE AUDIT

1KL Buxton, 2CM Roberts, 2RJ Buckingham, 1N Pursey, 2RA Stone. 1Whipp’s Cross
University Hospital, London, UK; 2Royal College of Physicians, London, UK

Introduction and Objectives: There is a paucity of national
information regarding the service arrangements for chronic
obstructive pulmonary disease (COPD) patients to access palliative
care services. The data presented here describe some aspects of
current service provision and identify examples of good practice in
palliative care that may inform future service development.
Methods: The 2008 national audit of hospital COPD care included
a survey of resources and organisation of care. Within the survey
were embedded three specific questions on palliative care services
and a free text box to describe examples of good practice already in
place. All 184 acute trusts admitting COPD exacerbations from the
four countries of the UK were included in the survey during the
spring of 2008. Quantitative data were analysed using SPSS version
15 and qualitative data by thematic analysis.
Results: 180 NHS acute trusts (98% of those eligible) comprising
239 hospital units completed the survey. 117/239 (49%) of the units
surveyed reported formal arrangements for COPD patients to
receive palliative care. 31/239 (13%) reported they had a policy for
discussing end-of-life decision-making with severe COPD patients
when they were clinically stable, and 158/239 (66%) stated they
had future plans to develop palliative care services. When asked for
examples of good practice five main themes emerged. These
included the use of care pathways eg, Liverpool Care Pathway,
advanced care planning and utilisation of documents such as the
preferred priorities of care, improved linkages through joint MDT,
clinics and home visits, improved communication throughout
primary and secondary care including the use of the gold standards
framework, and the development of formal clinical guidelines
specific to palliative COPD patients comprising both symptom
management and referral criteria.
Conclusions: The majority of units nationwide have no formal
arrangements for COPD patients to receive palliative care input.
Many, however, have plans to develop palliative care services and
the examples of good practice collected within this survey could be
formally utilised to provide a framework for national guidance on
service provision.

S28 THE EFFECT OF INTEGRATING THORACIC SURGICAL INPATIENT
TRANSFERS INTO A MEDICAL EMERGENCY ADMISSION UNIT
ON NON-ELECTIVE PNEUMOTHORAX SURGERY

MI Aslam, SSS Begum, A Nakas, AE Martin-Ucar, DA Waller. Department of Thoracic
Surgery, Glenfield Hospital Leicester, Leicester, UK

Background: To reduce waiting time in the accident and emergency
department, a clinical decisions unit (CDU) was established in 2004.
Originally used for medical admissions, we have obtained access for
inhospital thoracic surgical transfers when previously they would
have been added to a waiting list for a surgical bed. We have reviewed
the effect of this change in admission policy on the efficiency of
treatment for non-elective spontaneous pneumothorax.
Patients/Methods: Since the introduction of the CDU admission
policy 40 patients (35 men, five women, aged 33 years (16–84))
were referred for further management of spontaneous pneu-
mothorax (group A). This group was compared with the last 40
patients (29 men, 11 women, aged 28 years (16–75)) who were
admitted directly to the surgical wards before CDU (group B). An
intergroup comparison was made of the following parameters:
referral to transfer time, transfer to surgery time and the length of
inpatient stay in referring and tertiary hospital.

Results: Data are expressed as median (range), see table. There
were no significant differences in the indications for or type of
surgery performed between the two groups. The total length of
inpatient stay in the referring and the tertiary hospital was
significantly reduced for group A (12 vs 15 days, p,0.001,
Wilcoxon), which was attributed to the earlier transfer of patients
18 h (1.5–120) versus 78 h (3–148; p,0.001, Wilcoxon). There was
no difference in the length of inpatient stay after surgery.
Conclusion: Allowing surgical access to a traditional medical
admission unit significantly improves the efficiency of non-elective
pneumothorax surgery.

S29 SAFETY AND ACTIVITY OF A PHYSICIAN-BASED THORACIC
ULTRASOUND SERVICE DELIVERED ACCORDING TO ROYAL
COLLEGE OF RADIOLOGY GUIDELINES

1A Singanayagam, 2A Singanayagam, 3NM Rahman, 3HE Davies, 4RE Benamore, 4FV
Gleeson, 3RJO Davies. 1Oxford Radcliffe Hospital Trust, Oxford, UK; 2Oxford University
Medical School, Oxford, UK; 3Oxford Centre for Respiratory Medicine, Oxford, UK;
4Department of Radiology, Oxford Radcliffe Hospitals, Oxford, UK

Introduction: Thoracic ultrasound is increasingly performed by
respiratory physicians to aid diagnosis and intervention. The Royal
College of Radiology (RCR) has recently published recommenda-
tions for training non-radiologists, and a physician-delivered service
based on these recommendations is established in Oxford. The aims
of this study were to assess the: diagnostic and interventional
ultrasound activity of this service; complication rates in comparison
to published standards; referral rates to radiology.
Methods: Since 2006 a dedicated thoracic ultrasound service has
been provided by two staff (NMR, HED) after a 3-month training
period according to RCR guidelines by consultant radiologists (RB,
FVG). Details of indication, operator, findings, interventions and
the need for radiological referral and complications were prospec-
tively recorded and are here analysed between January 2006 and
December 2007.
Results: 468 ultrasound scans were undertaken in 385 patients.
Indications for ultrasound were: diagnostic 97/468 (21%); prethor-
acoscopy 108/468 (23%); aspiration 84/468 (18%); intercostal drain
insertion 179/468 (38%) (59 indwelling catheters, 120 intercostal
drains). The number of ultrasounds conducted increased over time
(fig). Referrals to radiology for ultrasound procedural assistance
were measured as a proportion of all ultrasounds, excluding
prethoracoscopy and indwelling catheter insertions, n = 301.
Radiology referral occurred in 17/301 (5.6%, 95% CI 3.3 to 8.9)

Abstract S28 Table

Group A
n = 40

Group B
n = 40 p Value

Diagnosis/type of pneumothorax Primary persistent
(n = 22)

Primary persistent
(n = 27)

Primary recurrent
(n = 15)

Primary recurrent
(n = 11)

NS{

Secondary recurrent
(n = 3)

Secondary
recurrent
(n = 2)

Type of surgery VATS* = 32 VATS* = 39

Open surgery 08 Open surgery 01 NS{

Admission in referring hospital to
referral time

5.5 days (2–24) 5 days (2–16) NS{

Referral to transfer time 78 h (3–148) 18 h (1.5–120) ,0.001

Transfer to operation time 42 h (8–230) 46 h (02–238) NS{

Operation to discharge time 4.5 days (3–17) 4 days (2–14) NS{

Admission in referring hospital to
discharge time

15 days (5–29) 12 days (5–25.5) ,0.001

*Video-assisted thoracoscopic surgery. {Not statistically significant.
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cases, including 8/204 (3.9%, 95% CI 1.7 to 7.6) for intervention and
9/97 (9.3%, 95% CI 4.3 to 16.9) for diagnostic interpretation. The
proportion of referrals increased over time (c2

trend 1 df 4.0,
p = 0.045; fig). A single complication (intrapleural bleed) occurred
in the ultrasound intervention group (excluding thoracoscopies,
n = 263), giving a complication rate of 1/263 (0.4%, 95% CI 0.0 to
2.1). This rate is comparable to the rate reported in published series
of ultrasound-guided pleural procedures, whether conducted by
physicians or radiologists (24 studies combined, 97 complications in
3920 interventions, rate 2.5%, 95% CI 2.0 to 3.0).
Conclusions: Respiratory physician-based thoracic ultrasound is
safe after level I RCR training. It is associated with a complication
rate comparable to that seen in the published literature. Continuing
close liaison with radiologists is required for a physician-based
service.

Chronic obstructive pulmonary disease:
exercise and rehabilitation

S30 PROVISION OF PULMONARY REHABILITATION IN THE UK:
RESULTS FROM THE NATIONAL CHRONIC OBSTRUCTIVE
PULMONARY DISEASE AUDIT 2008

1P Mallia, 1A Patel, 1R Kaiser, 2RA Stone, 2R Buckingham, 1CMR Roberts. 1Whipp’s
Cross University Hospital, London, UK; 2Clinical Effectiveness and Evaluation Unit, Royal
College of Physicians, London, UK

Background: Pulmonary rehabilitation has been established as an
important therapy for chronic obstructive pulmonary disease
(COPD) patients. However, not all patients who may benefit from
pulmonary rehabilitation have access to it. We examined the
availability of pulmonary rehabilitation and the standards of care
for patients in respiratory medicine departments in the UK.
Methods: As part of the national COPD audit 2008 we surveyed
239 units in the UK using an online questionnaire to assess access to
pulmonary rehabilitation and assess the standard of pulmonary
rehabilitation programmes that exist.
Results: In 58% of units all eligible patients had access to
pulmonary rehabilitation, in 32% of units only some patients were
offered pulmonary rehabilitation and in 10% of units there was no
access at all. In a similar survey undertaken in 2003, 64% of units
had a formal pulmonary rehabilitation programme. The majority of
programmes are funded by primary care organisations (43%), with

24% hospital funded, 18% joint funded and 14% not funded at all.
We examined a number of standards for the pulmonary rehabilita-
tion programmes offered. Staffing: the majority of programmes
were delivered fully by a multidisciplinary team (71%) and 68% had
a designated lead clinician and coordinator. However, only 41% of
programmes had staff supervising the exercise component fully
trained in advanced life support (ALS). Content of programmes:
63% had written inclusion and exclusion criteria for patients and
62% measured spirometry, exercise and health status before and
after rehabilitation. The majority of programmes (79%) lasted a
minimum of 6 weeks; however, only 30% had a continuation phase.
The majority of programmes included education about living with
COPD (73%) and provided written educational resources (77%). A
minority of units (49%) fully audited their pulmonary rehabilita-
tion service annually.
Conclusions: There has been some increase in units in the UK
offering pulmonary rehabilitation programmes since 2003 and
many are now community based. In nearly a half of units, however,
access to pulmonary rehabilitation is restricted or unavailable. The
majority of units are run by multidisciplinary teams and have a
designated lead clinician. Further improvements are needed in the
assessment of patients before commencing pulmonary rehabilita-
tion, in training staff in ALS and providing continuation phases.

S31 IS A SHORTENED COURSE OF PULMONARY REHABILITATION
EFFECTIVE FOLLOWING A HOSPITALISATION FOR AN
EXACERBATION OF CHRONIC OBSTRUCTIVE PULMONARY
DISEASE?

1O Revitt, 1L Sewell, 2SJ Singh. 1Pulmonary Rehabilitation Department, University
Hospitals of Leicester NHS Trust, Glenfield Hospital, Leicester, UK; 2Faculty of Health
and Life Sciences, Coventry University, Coventry, UK

Introduction: The benefits of pulmonary rehabilitation are now
firmly established. However, less is known about the provision and
efficacy of pulmonary rehabilitation immediately after an acute
exacerbation of chronic obstructive pulmonary disease (COPD). A
randomised controlled trial (Man et al, 2004) suggested that a 7-
week course of pulmonary rehabilitation following an exacerbation
improved exercise capacity, health status and reduced healthcare
utilisation. We have previously established the effectiveness of a 4-
week programme in stable patients (Sewell et al, 2006) and propose
to explore the effectiveness of this shortened course following an
acute exacerbation of COPD.
Methods: Patients were assessed and commenced pulmonary
rehabilitation within 4 weeks of discharge from hospital. Patients
attended a twice weekly, 4-week hospital-based programme
(exercise and education) followed by 3 weeks of unsupervised
home exercise. Outcome measures included: the incremental
shuttle walking test (ISWT), endurance shuttle walking test
(ESWT), chronic respiratory questionnaire self-reported (CRQ-SR)
and the hospital anxiety and depression scale (HADS). Patients
were assessed at baseline and at 7 weeks (after the supervised and
unsupervised components).
Results: 110 patients were assessed for pulmonary rehabilitation
(61 men, mean (SD) age 70.25 years (9.10), FEV1 0.98 litres (0.38),
ISWT 169.27 m (123.26), ESWT 151.86 s (116.73). 78 patients were
assessed after 7 weeks (16 dropped out, six had a further
exacerbation of COPD and 10 failed to attend the discharge
appointment). A paired t test and Wilcoxon signed rank test were
completed for parametric and non-parametric data, respectively,
and are detailed in the table. ISWT and ESWT showed statistically
significant improvements (p,0.001). There were also statistically
(p,0.001) and clinically significant improvements in all domains of
the CRQ-SR. HAD scores improved for both anxiety and depression
(p,0.01).
Conclusions: Exercise capacity and health status improves
following a shortened course of pulmonary rehabilitation in

Abstract S29 Figure Thoracic ultrasound activity over time by procedure type.
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