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Introduction Several formulae have attempted to predict the presence
and severity of the obstructive sleep apnoea-hypopnea syndrome
(OSAHS) with variable success. Many have been used to
differentiate OSAHS from the background population rather than
symptomatic clinic attenders, and few have been retested as our
population becomes older and more obese.
Methods A retrospective review of a prospectively recorded database
for a sleep-disordered breathing clinic at a district general hospital.
We selected a random sample of 534 subjects with complete data
regarding sleep studies referred between 2004 and 2008 to a
respiratory service with symptoms of daytime tiredness and usually
snoring or apnoeas. We defined OSAHS as daytime sleepiness and a
4% dip rate .15 events/h or apnoea-hypopnea index .20 events/h
on limited channel overnight sleep study (Embletta or Visilab). We
compared variables traditionally associated with OSAHS in those
with OSAHS versus those without eventual OSAHS (Mann-
Whitney U test/x2 test). We then entered potentially discriminating
factors as independent variables using the log10 transformation of
the respiratory disturbance index (RDI) (for the whole sample) as
the dependent variable, in a linear regression model to look for
predictors of the severity of sleep disturbed breathing.
Results Our multiple linear regression model, entering these factors
suggests that only body mass index (BMI) (p = 0.045) and collar
size (p = 0.047) were significant predictors. (Age (p = 0.308),
Epworth (p = 0.268) and systolic BP (p = 0.226)). The overall

regression effect was highly significant (F(5,239) = 5.33, p,0.001),
but R2 = 0.10. Mean values are shown in table 1.
Conclusion We have identified similar differences in baseline
characteristics that help identify those with OSAHS from, for
example, sleepy snorers, with BMI and collar size appearing the
most important variables in predicting the severity of sleep
disturbed breathing in those referred to a sleep clinic. However,
together these variables still only account for 10% of the variance in
(log)RDI, suggesting that other factors such as upper airway shape
are important and sleep studies are ultimately still needed.
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Introduction Since its inception in 2004, the National Lung Cancer
Audit (Lucada) has steadily increased the capture of people with
lung cancer. However, the collection of data is non-mandatory and
inevitably there is variation in completeness of data entry. This has
led to concern that use of Lucada data to compare standards of care
across NHS trusts may be unreliable.
Methods To quantify completeness of data entry we calculated an
observed:expected (O:E) ratio for each NHS trust. Lucada provided
the ‘‘observed’’ number of patients. To calculate an ‘‘expected’’
number we used data from the Thames Cancer Registry, but these
data are only available at the level of a Primary Care Trust (PCT).
We generated an O:E ratio at the level of a PCT, and then mapped
this to the NHS trusts from whom they commissioned services.
These O:E ratios were then stratified into quartiles. We used
multivariate logistic regression to compare the use of different
treatment modalities across NHS trusts, stratified on the basis of
data completeness.
Results Our dataset includes 67 824 patients, of whom 11% (7689)
were excluded on the basis of incomplete key data. The results of
logistic regression analyses are shown in table 1. It shows very little
variation in access to curative treatment across NHS trust strata.
However, patients from NHS trusts in the lowest stratum had a
small but statistically significant reduction in the likelihood of being

Abstract P157 Table 1

OSAHS
(n = 441)

Non-OSAHS
(n = 97) p Value

Age (years) 54.9 50.7 0.002

% female 16 25 0.014

BMI (kg/m2) 36.9 33.3 0.001

Collar size (cm) 45.0 43.2 0.003

Epworth score 13.0 12.7 0.752

Systolic BP (mm Hg) 141 130 ,0.001

BMI, body mass index; OSAHS, obstructive sleep apnoea-hypopnoea syndrome.

Abstract P158 Table 1 Logistic regression analyses for curative and active palliative treatment across NHS
trust strata

Absolute no (%)* Unadjusted OR (95% CI) Adjusted OR (95% CI){

Curative treatment

NHS trust strata based on O/E ratio

Highest quartile 2421 (10)

2nd highest quartile 1475 (8) 0.81 (0.75 to 0.86) 0.83 (0.77 to 0.90)

3rd quartile 1044 (8) 0.82 (0.76 to 0.89) 1.03 (0.94 to 1.12)

Lowest quartile 527 (10) 0.99 (0.90 to 1.10) 0.97 (0.86 to 1.09)

Active palliative treatment{

NHS trust strata based on O/E ratio

Highest quartile 9936 (45)

2nd highest quartile 5914 (36) 0.67 (0.64 to 0.70) 0.84 (0.81 to 0.88)

3rd quartile 4041 (35) 0.65 (0.62 to 0.68) 0.94 (0.89 to 0.99)

Lowest quartile 1510 (32) 0.55 (0.52 to 0.59) 0.72 (0.66 to 0.77)

The comparator NHS trust stratum was the highest quartile.
*Percentage of patients referred for each treatment modality from each trust strata.
{Adjusted for sex, age quintile, performance status, basis of diagnosis, histology and stage of tumour.
{Patients receiving curative treatment (n = 5467) were excluded from this analysis.
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