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was a clinical decision based on blood gases, spirometry and admis-
sions, these patients acted as their own controls. It is possible that 
following NIV, the patients received more home visits from our 
respiratory nursing team but as frequent attenders they were 
already receiving significant nursing input by the same nursing 
team in the community. The apparent lack of improvement in 
blood gases was probably due to the fact that only 11 patients had 
an admission ABG post NIV and only 4 of them more than once. 
This real life study shows a significant impact of home NIV in 
COPD in terms of admissions and hospital stay. Bigger studies are 
necessary to assess its longer term effect.

REFERRAL PATTERNS AND OUTCOMES FOR PATIENTS 
TREATED IN A NATIONAL CENTRE SPECIALISING IN 
WEANING FROM INVASIVE MECHANICAL VENTILATION
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Introduction  With increasing evidence for the use of non-invasive 
ventilation (NIV) for acute COPD1, a change in referral pattern to a 
national weaning unit was anticipated over time. We investigated 
the case mix and outcomes of patients referred to a unit specialising 
in weaning from invasive mechanical ventilation (IMV) over a 20 
year period, comparing sequential 5-year cohorts.
Methods  We undertook a retrospective analysis of 453 patient 
records referred to a national centre for weaning from IMV between 
January 1992 and December 2011. They were divided into four 
5-year cohorts. Age on admission, gender, diagnostic group, length 
of stay on the weaning unit, survival, number successfully weaned 
from IMV and those requiring long term NIV at discharge were 
examined and compared between cohorts.
Results  Figure 1. Kaplan Meier plot of post discharge survival, compar-
ing the four 5-year cohorts.

A total of 453 patients were identified, 420 (93%) referred from 
other centres. Median age was 60.9 (IQR 49.6–70.2), 250 (55%) 
were male and median length of stay on the weaning unit was 27 
days (IQR16–46). Thirty (7%) patients died before discharge. Of the 
survivors, 360 (79%) were weaned from IMV and 140 (31%) did not 
require any ventilatory support on discharge. No significant differ-
ences were found between the four cohorts in terms of age, gender, 
length of stay, proportions successfully weaned from IMV and 
requirement for NIV on discharge. There was no change in case mix, 
for example the proportions of patients with COPD were 18%, 
23%, 26% and 22% across the four 5-year cohorts.
Discussion  We did not identify any change in the referral pattern 
to our weaning unit, despite widespread use of NIV. With rates of 
79% successfully weaned from IMV and a median survival of 29.2 
months (IQR 20.8–37.7) referral to our weaning centre remains 
highly relevant for those receiving prolonged IMV and good out-
comes can be anticipated.
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Conclusion  This study highlights the changing face of home NIV 
service in terms of both the increasing numbers of patients requir-
ing home NIV and the changing pattern of indication, particularly 
in the face of an emerging obesity epidemic.

Abstract P226 Figure 1

HOME NIV IN COPD: A REAL LIFE STUDY
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Introduction  Home NIV in selected patients with stable hyper-
capnic COPD has been shown to reduce hospital admissions. Ran-
domised studies have produced conflicting evidence on its effect 
on quality of life and survival. High intensity ventilation has 
shown promise. However, most studies of NIV for COPD have 
been in highly selected patients in the research setting. We 
attempt to explore the impact of home NIV in a district hospital 
setting.
Methods  All patients established on home NIV for COPD for at 
least 1 year were identified from NIV database. The primary out-
comes were number of hospital admissions, length of hospital stay 
(LOS) and days requiring acute NIV during the 12 months before 
starting NIV and the 12 months after. Secondary outcomes were 
admission blood gases during these periods.
Results  Thirty-seven patients were identified, 9 were excluded as 
COPD was not the primary diagnosis or records could not be traced. 
Twenty-eight patients (23 females) were included in the study (Age 
63±9 years, BMI 34±10, FEV1 0.58±0.18, FEV1% predicted 27±10, 
FEV1/FVC 41±10). The mean IPAP and EPAP at 3 months were 
21±3 and 7±3 cm of H2O Table 1 describes the results. Fourteen 
patients did not have any admissions after institution of NIV.
Discussion  and conclusion  Institution of home NIV signifi-
cantly reduced admissions, hospital stay and need for acute NIV in 
a cohort of severe COPD patients with hypercapnia. Even though 
the decision to offer NIV was not based on any rigid criteria, but 
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Abstract P227 Table 1  Hospital activity and blood gases during 12 months before and after home NIV

 n = 28 12 months before NIV 12 months after NIV p value p value 

  Mean (SD) Mean (SD) paired t test Mann Whitney

No. of admissions 3.5 (2.5) 1.5 (2.9) 0.002 <0.001

Mean LOS 10.7 (8.4) 3.5 (3.9) 0.002 <0.001

Total LOS 30.4 (21.1) 9.5 (18) <0.001 <0.001

Acute NIV Days 13.3 (15.4) 1.4 (3.3) 0.001 <0.001

Admission pH 7.31 (0.08) 7.36 (0.04) 0.16 0.02

Admission PCO2 9.42 (2.33) 8.05 (1.99) 0.44 0.48
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thereby improving inspiratory muscle strength indicating role of 
NIV in stable COPD patients with respiratory muscle weakness

FACILITATING END-OF-LIFE DISCUSSIONS IN USERS OF 
HOME MECHANICAL VENTILATION THAT HAVE A LIFE-
LIMITING NEUROMUSCULAR DISEASE
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Introduction and Objectives  There are many individuals living 
in the United Kingdom with a neuromuscular disease which will 
cause their death. Many use home mechanical ventilation (HMV). 
Discussing end-of-life care with patients with life-limiting disease is 
currently high on the health agenda. Whilst the published guidance 
does not provide evidence that patients wish to be involved in these 
discussions, the knowledge base tends to support it. There are few 
studies which specifically investigate whether those with progres-
sive neuromuscular disease want to be involved or what facilitates 
such conversations. We examined the experience of HMV patients 
with neuromuscular disease with regards end of life discussions.
Methods  A generic qualitative research approach was employed. 
Purposive sampling was utilised. Individuals, volunteered to partici-
pate in a face-to-face interview. The interview transcripts were anal-
ysed using a thematic content approach to identify common themes.
Results  Interviews were conducted with 9 individuals; 5 male, 4 
female with a mean age of 58 years (range 31–74). Five participants 
had Motor Neuron Disease (MND). Four had less progressive dis-
ease. Two participants used continuous tracheostomy ventilation; 
the others used HMV predominantly at night. Five denied that they 
had taken part in a professional led end-of-life conversation. Four 
participants have since died. The key findings indicate that for con-
structive dialogue to take place most individuals required a prompt 
or cue from a care professional. Not all had one. Once received most 
patients would engage in conversations as long as the timing, condi-
tions and professional were appropriate. The need to remain posi-
tive and to receive adequate information were strong themes 
throughout the interviews. The presence of relatives or significant 
others was a barrier to productive conversations in those with more 
stable disease but a facilitator to those with MND.
Conclusion  Despite the need for individuals to remain positive, 
useful discussions can take place if patients are approached to do so 
by a knowledgeable professional with the correct skills at an appro-
priate place in the disease trajectory. If such discussions do take 
place then patients can find these rewarding and they can have a 
positive effect on their lives.

CPR AND VENTILATION PREFERENCES IN COPD PATIENTS 
USING HOME NIV: STILL UNEXPLORED AFTER TEN YEARS
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Introduction  The GMC, NCEPOD and Resuscitation council UK 
have clear guidelines suggesting early decision making when consid-
ering appropriateness of CPR and invasive ventilation (ETV) in 
acute admissions. Furthermore patient preferences should be identi-
fied in advance of acute deterioration where they have an existing 
condition that makes cardiac or respiratory arrest likely. It is cur-
rently unclear how closely this advice is followed in practise. Since 
COPD patients requiring home ventilation have higher than aver-
age risk of acute respiratory failure and death1 we reasoned that 
CPR/ETV should have been discussed in all cases, but in 2002 a prior 
audit found that such discussion was infrequent.
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NOCTURNAL NONINVASIVE VENTILATION IMPROVES 
MUSCLE STRENGTH IN STABLE COPD PATIENTS WITH 
RESPIRATORY FAILURE
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Introduction/Objectives  Non-Invasive ventilation (NIV) is 
established for treatment of patients with COPD and respiratory 
failure (RF). Respiratory muscle weakness has been reported in 
these patients. Aim of the study is to see whether nocturnal NIV 
improves respiratory muscle strength in these patients.
Method  15 stable patients with type II respiratory failure were pro-
spectively given nocturnal NIV at MCRD using Resmed BIPAP at 
optimal pressure titrated individually for each patient for 8 hours. 7 
patients were in control group and were not given nocturnal NIV 
after obtaining informed consent. Maximal inspiratory, expiratory 
(PImax & PEmax) and sniff nasal inspiratory pressure (SNIP) were 
recorded using micro RPM (Care fusion inc.) before and within 5min 
of removal of nocturnal BiPAP. Paired t-test was used to analyze the 
recorded data within significant level kept at P<0.05. 
Result  There was significant increase in PI max & SNIP after 
nocturnal NIV support in patients with COPD with respiratory fail-
ure (38.87±18.2 cmH2O vs 42.07±16.3 cmH2O & 29.2±18.26 
cmH2O vs 32.47±17.25 cmH2O; p=0.05 & p=0.048 respectively), 
but increase in PE max (66.4±18.63 cmH2O vs 68.53±22.0 cmH2O) 
was stastically insignificant (p=0.37). However significant decrease 
in PImax & SNIP was observed in the subset of patients who were 
not given nocturnal NIV (53.14±20.56 cmH2O vs 50.9±21.6 
cmH2O, 76.3±20.1 cmH2O vs 71.9±21.8 cmH2O & 38.6±11.7 
cmH2O vs 33.7±10.4 cmH2O; p=0.156.0.037 & 0.053 respectively).
Conclusion  Nocturnal NIV support in patients with stable COPD 
with respiratory failure significantly deloads the respiratory muscle, 
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