
delay in discharge from hospital. Basic demographics, length
of stay and delay, reason for admission and delay and admit-
ting location were collected for each patient. Comparison of
groups was performed using Mann-Whitney Test and Fisher’s
exact test in SPSS v22.
Results Forty two of the 45 patients survived to hospital dis-
charge. The mean age was 68 years and 60% were male.
Median length of stay was five days with delays in discharge
occurring in 13 (29%) patients. The delay in discharge was
significantly longer in those patients admitted to be established
on NIV compared to those admitted for other reasons (PEG
insertion etc) with delays predominantly related to social care
issues. Patients transferred from another hospital had a signifi-
cantly extended length of stay compared to those patients
admitted from home. Additionally a greater proportion of
patients transferred from another hospital had a delay in dis-
charge, with a large number awaiting repatriation to their
local hospital.
Conclusion Early discharge planning should be focused on
patients with MND admitted to be established on NIV or fol-
lowing transfer from another centre.

P200 A REVIEW OF DOMICILIARY NON-INVASIVE
VENTILATION FOR PATIENTS WITH MOTOR NEURONE
DISEASE (MND) IN A REGIONAL CENTRE

F Thompson, P Harbord, S Ewles, F Cull, D Gibson, A Sivaloganathan, A Dushianthan,
J Wilkinson. University Hospital Southampton NHS Foundation Trust, Southampton, UK

10.1136/thorax-2018-212555.357

Introduction and objectives Our Respiratory Centre providea
regional (Hampshire and Dorset) domiciliary non-invasive
ventilation (NIV) service for around 300 patients with
chronic respiratory insufficiency. This includes a number of
patients with motor neurone disease (MND). Poor respira-
tory muscle function and bulbar symptoms at diagnosis of
MND are associated with poor prognosis.1 NICE guidance
suggests consideration of NIV for MND patients, who have
PaCO2 of >6 kPa or symptoms of hypoventilation, includ-
ing those with severe bulbar involvement.2 The aim of this
study is to review our current NIV practices in this patient
cohort.
Method All patients with MND who are on domiciliary
NIV were identified. Data were collected from all available
electronic sources. Several clinical parameters were
recorded, including tolerability, continued use of NIV, hos-
pitalisations and blood gas analysis for patients with and
without primary bulbar symptoms. Statistical comparison
between groups was not performed due to low patient
numbers.
Results 34 patients were identified (23 male; 11 female with a
mean age of 64.8 years). Overall, 22 patients (65%) had elec-
tively planned NIV set-up. Patients with bulbar symptoms had
lower PaCO2 and HCO3

- levels at NIV initiation compared to
the patients without bulbar symptoms. Initial forced vital
capacity (FVC) was higher in the cohort with bulbar symp-
toms. NIV usage was similar between these two groups. Dis-
continuation due to intolerance was only noticeable in the
bulbar group. NIV related hospital admissions were a rareoc-
currence for both groups.

Abstract P199 Table 1

All

survivors

NIV set up/optimisation during

admission

No NIV set

up

P Admitted from home or

clinic

IP

transfer

p

Total number of patients 42 28 14 30 12

Median total length of stay (range) [Days] 5 (2–108) 5.5 (2–108) 4 (2–26) 0.119 4 (2–108) 9.5 (2–

26)

0.019*

Median length of stay till MFFD (if delayed) OR discharged (if not

delayed) (range) [Days]

4 (2–9) 5 (2–54) 4 (2–21) 0.218 4 (2–54) 6 (2–21) 0.056

Number patients with delayed discharge 13 (29%) 9/28 (32%) 4/14 (29%) not sig 5/30 (17%) 8/12

(67%)

0.003*

Median length of stay until fit for discharge (range) [Days] 7 (4–54) 6 (4–54) 9.5 (6–21) 0.330 7 (6–54) 7 (4–21) 0.833

Median length of delay in those delayed (range) [Days] 5 (1–54) 12 (1–54) 2 (1–5) 0.034* 19 (1–54) 5 (1–15) 0.093

Abstract P200 Table 1 Characteristics of MND patients with and without bulbar symptoms. Data presented as percentages or mean±STD
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Conclusions MND patients account for about 10% of our
domiciliary NIV cohort and among those a third had
emergency set-up during an acute admission. This high-
lights the importance of early identification of patients
with respiratory muscle weakness to prevent acute hospi-
talisations with ventilatory failure. NIV is relatively well
tolerated by both MND groups with and without bulbar
symptoms.
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P201 A REMOTE PATHWAY FOR INPATIENT HOME NON-
INVASIVE VENTILATION SET-UP

1L Flight, 1S Dixon, 1B Khan, 1R Bhalla, 1H Aminy-Raouf, 2MC Ramsay, 2PB Murphy,
2P Marino, 2H Pattani, 2J Steier, 2E Suh, 2N Hart. 1Adult Medicine Directorate, Darent Valley
Hospital, Dartford and Gravesham NHS Trust, Dartford, UK; 2Lane Fox Respiratory Service,
Division of Pulmonary, Adult Critical Care and Sleep, St Thomas’ Hospital, London, UK

10.1136/thorax-2018-212555.358

Background Patients with acute hypercapnic respiratory fail-
ure (AHRF) due to chronic obstructive pulmonary disease
(COPD), obesity-related respiratory failure (ORRF) and
neuromuscular disease (NMD) may require home non-inva-
sive ventilation (NIV) prior to discharge from hospital.
However, many Trusts do not have access to local home
NIV services and such patients require referral to tertiary
ventilation centres for inpatient transfer, which is limited
by long waiting times. We aimed to develop a pathway to
set up inpatients at suburban district general hospital
(DGH), on home NIV prior to discharge, using equipment
from a metropolitan tertiary centre (TC) for home
mechanical ventilation.
Methods Patients referred for inpatient transfer to initiate
home NIV from the DGH were screened by the oncall
consultant at the TC for suitability for remote set-up at
the DGH, following review of ventilatory parameters and
overnight oximetry. A ventilator, circuit and interface
were then sent to DVH within 48 hours, and the patient
established on home NIV by the DGH respiratory nurse
specialist. After discharge from the DGH, elective admis-
sion to the TC was arranged within 12 weeks to optimise
NIV settings and subsequent outpatient follow-up pro-
vided by the TC.
Results Between August 2015 and July 2016, 35 patients
were accepted for the remote NIV set-up pathway (age 68
±13 years, 17 (49%) male, 13 (37%) COPD, 16 (46%)
ORRF and 6 (17%) NMD). Median time to discharge from
point of referral was 8 (IQR 7–23) days. 25 (71%) patients
were alive at 12 months, in keeping with existing data, and
20 (80%) of these were using NIV at the time of admission
for inpatient optimisation (See table 1). Median time to
admission for inpatient optimisation was 89 (IQR 37–149)
days and all but one patient (24 of 25, 96%) attended for
inpatient optimisation at the TC.

Abstract P201 Table 1 Characteristics of patients set up on
home NIV via the remote pathway

Mean (SD), Median (IQR) or N (%)

Age 68 (13)

Male (%) 17 (49%)

Referral to discharge (days) 8 (7–23)

Diagnosis

NMD 6 (17%)

COPD 13 (37%)

ORRF 16 (46%)

Local clinic follow-up (of 25) 12 (50%)

Inpatient follow-up (of 25) 24 (96%)

Time to inpatient follow-up (days) (n=25) 89 (37–149)

Using NIV at follow-up (of 25) 20 (80%)

Alive at 12 months 25 (71%)

NMD: neuromuscular disease; COPD: chronic obstructive pulmonary disease; ORRF: obesity-
related respiratory failure

Conclusion This remote pathway for home NIV set-up allows
rapid and safe set-up of home NIV at Trusts without a local
ventilation service. Length of hospital stay may be shortened
through abolition of the waiting time for inpatient transfer to
a tertiary ventilation service.

P202 FACTORS AFFECTING SURVIVAL-TO-DISCHARGE IN
NON-COPD PATIENTS RECEIVING NON-INVASIVE
VENTILATION (NIV) FOR ACUTE HYPERCAPNIC
RESPIRATORY FAILURE (AHRF)

1J Morlet, 1A James, 1S Trethewey, 1A Oakes, 1A Livesey, 2B Faqihi, 3P Nightingale,
1R Mukherjee, 2AM Turner. 1Birmingham Heartlands Hospital, Birmingham, UK; 2University
of Birmingham, Birmingham, UK; 3University Hospitals Birmingham, Birmingham, UK

10.1136/thorax-2018-212555.359

Introduction NIV is increasingly used outside critical care for
patients presenting with AHRF due to non-COPD pathologies.
However, there is little evidence to guide clinicians using NIV
in these settings. The 2017 NCEPOD report into acute NIV
reported inpatient mortality data on just 96 patients with
non-COPD diagnoses.

Our aim was to investigate the factors associated with inpa-
tient mortality for these patients. We hypothesise that in addi-
tion to factors such as pH, which is known in COPD to be
associated with mortality, the different diagnostic indications
will affect inpatient mortality.
Method This retrospective single-centre survey included
patients who had acute NIV set up between February 2004
and July 2018 for their first recorded episode of NIV. Exclu-
sion criteria included COPD diagnosis, domiciliary NIV on
admission, lack of pre-NIV blood gas and pre-NIV
pH �7.35.

Pre-NIV pH was grouped by thresholds (<7.15, 7.15–7.25)
and compared to those with pH >7.25. Diagnosis was classi-
fied as shown in table 1 with comparison made with the
‘other’ diagnosis group. Factors (age, diagnosis and pre-NIV
pH) were assessed in a multivariable binomial regression
model if they were significant in a univariable binomial
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