
Conclusions Clinical process standards linked to the BPT dem-
onstrated a much larger degree of improvement than those
not linked to the tariff. Evidence from previous studies sug-
gests that improvement linked to financial incentives may not
be sustained in the long term. Further monitoring will be
required to determine if this has been a useful improvement
tool for COPD care.

S49 IDENTIFYING PATIENT SUITABILITY FOR LUNG VOLUME
REDUCTION – ESTIMATION OF GAS TRAPPING FROM
SPIROMETRY

AF Elbehairy, H Whittaker, JK Quint, S Buttery, S Jordan, MI Polkey. Imperial College,
London, UK

10.1136/thorax-2018-212555.55

Background Lung volume reduction (LVR) procedures can
improve quality of life, exercise capacity and survival in care-
fully selected people with chronic obstructive pulmonary dis-
ease (COPD). The optimum strategy to identify possible
candidates has not yet been defined. The presence of hyperin-
flation is a key suitability criterion but access to body plethys-
mography is limited.
Aim To evaluate a recently reported model to estimate resid-
ual volume (RV) (measured by body plethysmography, RVpl)
using a prediction equation based on spirometry values
(RVest).

Methods Validation data-set: retrospective analysis of 846
COPD patients with spirometry and plethysmography. Esti-
mated RV was calculated as follows: [RVest%=3.58(FVC%)�
164(FEV1/FVC)�81(SQRT-FVC%)�0.83(age) �10.7(gen-
der) +732, where male=1, female=0]. An FEV1 <50% and
an RV of �175%predicted were used to define potential suit-
ability for LVR.
Results RVpl and RVest were 210±59 and 183%±32%pre-
dicted (mean ±SD), respectively. The prevalence of
RV �175%predicted was 72% and 64% in RVpl and RVest,
respectively (p=0.001). Mean difference between RVpl and
RVest was 27.8%±42.3% and 95% limits of agreement was

Abstract S48 Table 1

Abstract S49 Figure 1
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�55% and 111%. Agreement between the two measurements
was better at lower RV values (figure 1). RV <175% cut-off
had the highest sensitivity (0.79) and specificity (0.83) com-
pared with higher cut-offs; when this was combined with
FEV1 >50%predicted, sensitivity and specificity were 0.94 and
0.94 (and positive and negative predictive values were 0.72
and 0.91).
Conclusion Estimation of RV from standard spirometry can
identify patients with COPD who could to benefit from LVR
where further detailed investigation may be appropriate.

Tobacco dependence and vaping

S50 NEEDS ANALYSIS OF RESPIRATORY INPATIENTS
NEEDING TREATMENT FOR TOBACCO DEPENDENCE IN
AN INNER CITY HOSPITAL

RE Jones, A Vaghela, LJ Restrick. Whittington Health Trust, London, UK

10.1136/thorax-2018-212555.56

Introduction and objectives Evidence-based tobacco dependence
(TD) treatment is recommended for all smokers admitted to
hospital. TD remains a significant driver of respiratory admis-
sions in national audits contributing to 37% COPD admissions
and 27% asthma admissions.1 2 The aim of this study was to
define the burden of TD on a respiratory ward and identify
what resources are needed to treat this long-term condition
(LTC) more effectively.
Methods Electronic records of all patients identified as ‘smok-
ers’ on discharge from a respiratory ward were reviewed for
demographics, admission diagnosis, spirometry, smoking his-
tory, co-morbidities, medications, cessation support and TD
medication (TDM; nicotine replacement therapy (NRT) and/or
varenicline) from 1/8/17 to 31/1/18.
Results 78 (47 M; 31 F) patients, mean age 54 (range 19–82)
years with TD were discharged over 184 days from a 21–23
bed respiratory ward. 21/78 (27%) were admitted with
asthma, 16 (20%) COPD, 11 (14%) pneumonia, 6 (8%) lung
cancer and 4 (5%) pneumothorax. Mean (SD) FEV1 was 1.52
(0.85)L and FVC 2.45 (0.99)L; n=53. Mean (range) number
of co-morbidities was 4.5 (1–12) and mean (range) number of

medications was 7.7 (0–20). 26/78 (33%) had serious mental
illness, including alcohol dependence.

62/78 (79%) received very brief advice (VBA), 61/78 (78%)
saw a smoking cessation specialist (SCS) on the ward and/or
had SCS outpatient follow-up arranged. 63/78 (81%) were
prescribed one or more TDM (figure 1).
Conclusions TD is a common LTC on an inner city respira-
tory ward; one patient with TD was discharged almost every
other day and of note asthma was the commonest respiratory
diagnosis. Delivering TD treatment in hospital is challenging;
one in 5 did not receive documented VBA and 1 in 5 were
not prescribed any NRT, even though we have established
treatment pathways. This patient group has high prevalence of
multi-morbidities and poly-pharmacy and one third had seri-
ous mental illness. Effective TD treatment is therefore likely
to require access to highly skilled smoking cessation specialists
as well as clinical teams who have been trained in smoking
cessation, want to treat tobacco dependence, and are confident
to prescribe TDM.

REFERENCES
1. www.rcplondon.ac.uk/projects/outputs/copd-who-cares-matters-clinical-audit-2014
2. www.brit-thoracic.org.uk/document-library/audit-and-quality-improvement/audit-

reports/bts-adult-asthma-report-2016/

S51 IMPACT OF A LOCAL INCENTIVE SCHEME ON
IMPLEMENTATION OF NICE GUIDANCE ON SMOKING
CESSATION IN SECONDARY CARE AND A SMOKE FREE
HOSPITAL IN AN INNER CITY TEACHING HOSPITAL
SETTING

IS Patel, A Woodhouse, S Dale, D Skwarek, C Gibb. King’s College Hospital NHS Trust,
London, UK

10.1136/thorax-2018-212555.57

Introduction Senior NHS leaders and organisations such as
RCP and ASH have recently placed increased emphasis on the
need to identify and treat tobacco dependence in healthcare
settings. We report on the feasibility and lessons learnt from
developing a system wide approach to implementing NICE
guidance on smoking cessation in secondary care in an inner
London teaching hospital, and the impact of a 3 year local
incentive scheme on this.
Method King’s College Hospital is a tertiary teaching hospital
with 82 wards/1670 inpatient beds/12,000 staff. A Smoke Free
Strategy Group convened in 2013, led by BTS smoking cessa-
tion champion/consultant and involving key stakeholders. A
3 year local incentive scheme worth £2.5 million/year ran
from 2014–2017 with incremental targets for recording smok-
ing status, offering very brief advice and onward referral for
inpatients plus staff training. An auditable electronic order was
developed, linked to the National Referral System (NRS) for
automated referral of smokers to their local service. 1 WTE
hospital based tobacco liaison specialist was appointed in 2014
to support implementation and training. A Smoke Free Policy
including smoke free grounds and inpatient nicotine with-
drawal treatment algorithm were introduced in 2015.
Results Baseline data in 2013 showed that 40% of inpatients
were current smokers and were highly tobacco dependent
with 68% needing a cigarette within 30 min of waking. 64%
wished to stop smoking and 77% expected help during their
admission. Only 32% were offered NRT and 58% were given
no information on smoking cessation. From 2014–2017

Abstract S50 Figure 1 Tobacco dependence interventions for
inpatients discharged over a 6 months period from an inner city
respiratory ward (n=78)
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