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Welcome from the Local Organisers 

Welcome to the Irish Thoracic Society Annual Scientific Meeting 2009. We are delighted that the 
meeting has made a return to Galway this year and in honour of this we’ve put together a programme 
that we feel sure will make for an interesting and worthwhile experience.  

A central feature will be the presentation of original research in both oral and poster form, showcasing 
the wide range of important and innovative work being carried out throughout the island. Thank you to 
all those who submitted abstracts for taking this opportunity to share your learning with colleagues 
across the respiratory community. We would also like to thank the abstract review committee for their 
time and expertise in what is never an easy task due to the increasingly high standard of submissions 
right across the board.  

This year’s symposia focus on Granulomatous Disease and Sleep Disorders and we are delighted to 
welcome a panel of leading national and international speakers who will share their knowledge and 
insights on these important topics.  

We would like to extend a particular welcome to the exhibitors and sponsors of this year’s meeting. We 
are very grateful for their continued support, without which the meeting would not be possible. 

Yours sincerely, 

   

Dr Anthony O’Regan     Professor JJ Gilmartin 
Consultant Respiratory Physician,     Consultant Respiratory Physician 
Galway University Hospital     Merlin Park University Hospital 

Local Organisers, ITS Scientific Meeting, Galway 2009 

President’s Welcome 

As my term as President of the Irish Thoracic Society draws to a close it is a particular pleasure to 
welcome you to Galway for the 2009 Annual Scientific Meeting. 

It’s also a good opportunity to update you on the work of the Society. Over the past twelve months a 
number of key developments have taken place, particularly in the area of education and research. 

The appointment of Dr Peter Barry as ITS SpR Educational Officer is a mark of the society’s 
commitment to developing education and to building stronger links with respiratory Specialist 
Registrars. Already Dr Barry has been instrumental in establishing the Irish Thoracic Society SpR 
Case of the Month  - now available to members through the ITS website 
www.irishthoracicsociety.com. 

Also available through the members area of the website is the recently launched ITS Educational 
Masters, a series of state-of-the-art power-point lectures by nominated  ‘ITS Masters’ on a 
comprehensive programme of education. This makes for an invaluable source of reference material on 
the full spectrum of respiratory topics. 
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The Irish Thoracic Society Pulmonary Rehabilitation Research Network has been established and  
is engaged in a multi-centred trial on a long-term evaluation of activity and health status pre and post 

 pulmonary rehabilitation. Details of the study are currently being finalised.  

The 2009/2010 Irish Thoracic Society Fellowship in Respiratory Medicine was made possible by 
the kind support of Allen & Hanburys. Details of the successful project will be announced over the 
course of the meeting. Two previous Fellowships, kindly supported by Boehringer Ingelheim, are in 
progress: 

Dr Surendran Thavagnanam from Queens University, the 2007/2008 ITS Research Fellow, is 
now in the second and final year of his project entitled ‘Effects of IL-13 on normal and 
asthmatic paediatric bronchial and nasal epithelial cells: IL-13 as a potential therapeutic 
target in childhood asthma ‘. 

Dr Oisin O’Connell from Cork University Hospital, the 2008/2009 ITS Research Fellow, has 
just completed the first year of his project: ‘Variablility of TLR-mediated innate immune 
Response in patients with Cystic Fibrosis, and its relationship with differential gene 
expression and clinical phenotype.’ 

The Irish Thoracic Society Lung Cancer Guidelines are now in their final draft and are scheduled 
for on-line publication in the coming weeks on both the ITS and National Cancer Control Programme 
websites. I sincerely thank the members of the ITS Lung Cancer Sub-committee for their generous   
contribution of time and expertise in developing what is a very robust and comprehensive set of 
guidelines. 

The Constitutional changes agreed at last year’s AGM  introduce the position of Vice-President/President 
Elect to ensure greater continuity at Council level and make for more effective and far-reaching 
governance. 

Finally, this year’s meeting will see the introduction of a new and very special feature. It will be a great 
honour to present the inaugural Irish Thoracic Society Award for Outstanding Contribution to 
Respiratory Medicine to a very deserving and highly respected recipient. 

The success of all these initiatives and the ongoing development of the Society is only possible thanks 
to the support and engagement of our members. In order to sustain our efforts, the continued support of 
members and the expansion of our membership base is more important than ever.  I would also like to 
take this opportunity to thank our partners in the pharmaceutical and medical equipment sectors. Their 
support remains central to the Society’s development  - we look forward to continued collaboration in 
2010 and beyond.  

Professor JJ Gilmartin, 
President, the Irish Thoracic Society  
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Irish Thoracic Society Annual Scientific Meeting Galway Bay
Hotel, Galway: 6th–7th November 2009

Thursday 5th November 2009
14.00–17.00 Specialist Registrar Training—Inishmaan Suite

Supported by an unrestricted educational grant by Astra Zeneca

Friday, 6th November 2009

07.30–08.30 Registration, Tea and Coffee, Main Lobby

08.30–09.30 Poster Review—Ground Floor Conservatory & Terrace

09.30–10.30 Poster Discussions

1. Obstructive Disease and Emphysema—Ballyvaughan Suite
(see pages S391–S399 for abstracts)

Chairs: Dr Katherine Finan, Merlin Park University Hospital Galway, Ireland
Dr John Faul, Connolly Hospital, Dublin, Ireland

2. Bronchiectasis, Tuberculosis and other Infections—Inishturk Suite
(see pages S399–S404 for abstracts)

Chairs: Dr Jackie Rendall, Belfast City Hospital, Belfast, Northern Ireland
Dr Ed McKone, St Vincent’s University Hospital, Dublin, Ireland

10.30–11.00 Tea and coffee, exhibition viewing—Lettermore Suite & Conservatory

11.10–11.50 Irish Thoracic Society Guest Lecture—Ballyvaughan Suite
Supported by an unrestricted educational grant by Boehringer Ingelheim

11.00–11.10 Introduction: Dr Anthony O’Regan, Galway University Hospital

11.10–12.00 Tubercular Challenges
Dr Joseph Keane MD, BSc, MRCPI, MRCP(UK)

Associate Professor of Medicine, Consultant Respiratory Physician,

St. James’s Hospital (CResT), Dublin

12.00–13.30 Irish Thoracic Society Symposium: Granulomatous Diseases—Ballyvaughan Suite
Supported by an unrestricted educational grant by Astra Zeneca

Chairs: Dr Anthony O’Regan, Galway University Hospital, Galway
Dr Terry O’Connor, Mercy University Hospital, Cork

12.00–12.45 The diagnosis of TB infection in the 21st century
Professor Ajit Lalvani MA, DM, FRCP, Chair of Infectious Diseases, Director,

Tuberculosis Research Unit, Department of Respiratory Medicine,

National Heart and Lung Institute, Imperial College, London

12.45–13.30 Pathogenesis of Sarcoidosis: Role of Mycobacteria?
Dr David R. Moller, MD, Associate Professor of Medicine

Johns Hopkins University School of Medicine, Baltimore, Maryland USA

Parallel Forums

12.00–13.30 ANAIL (Association of Respiratory Nurses)—Inishturk Suite
Supported by an unrestricted educational grant by Boehringer Ingelheim/Pfizer

12.00–13.30 Chartered Physiotherapists in RespiCare (CPRC)—Inishmaan Suite

12.00–13.30 Irish Association of Respiratory Scientists (IARS)—Inisheer Suite
Supported by an unrestricted educational grant by RespiCare Ltd

13.30–14.30 Lunch—Lobster Pot Restaurant & Cafe Lido

14.30–15.30 3. Oral Presentations: Basic Science—Ballyvaughan Suite
(see pages S404–S405 for abstracts)
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Chairs: Prof Michael Keane, St Vincent’s University Hospital, Dublin, Ireland
Prof Cliff Taggart, Queens University, Belfast, Northern Ireland

14.30–3.1 Does chronic exposure to IL-9 alone or IL-9 combined with IL-13 effect the differentiation
of paediatric asthmatic and non-asthmatic bronchial epithelial in vitro cultures?
S. Thavagnanam, J.C. Parker, G. Skibinski, M.D. Shields, L.G. Heaney

Respiratory Medicine Research Cluster, Centre for Infection and Immunity,

Microbiology Building, Queen’s University Belfast, Grosvenor Road, Northern Ireland, BT12 6BN, UK

Irish Thoracic Society—Boehringer Ingelheim Research Fellowship

14.40–3.2 Expression profiling in cystic fibrosis reveals differential expression of miRNA
I.K. Oglesby, I. Bray, S.H Chotirmall, R.L. Stallings, S.J. O’Neill, N.G. McElvaney, C.M. Greene

Department of Medicine, Royal College of Surgeons in Ireland, Ireland

14.50–3.3 Effect of Lipoxin A4 in Modifying the Bronchial Airway Surface Liquid Layer
Mazen Al-Alawi1, Valia Verriere1, Olive Mc Cabe1, Valerie Urbach2, Brian J. Harvey1, Richard W. Costello3

1Department of Molecular Medicine, RCSI, Dublin, Ireland
2U661, INSERM, Montpellier, France
3Department of Respiratory Medicine, RCSI, Dublin, Ireland

15.00–3.4 C-type Natriuretic Peptide Attenuates Vascular Remodeling In Severe Pulmonary Hypertension
Brian Casserly, Jeffrey Mazer, Sharon Rounds, Gaurav Choudhary, Providence VA Medical Ctr/ Brown

Univ, Providence, RI

15.10–3.5 CXCL9 signaling in the regulation of TGF-b induced EMT
S. O’Beirne, C. Reviriego, R. Kane, J. Cramton, I. Counihan, M.P. Keane

Department of Respiratory Medicine, St Vincent’s University Hospital and The Conway Institute, University College

Dublin, Dublin 4, Ireland

15.20–3.6 Defective Toll-like Receptor—3 (TLR3) Function Promotes Pulmonary Inflammation and Persistent Fibrotic
Disease Via an IL-13 Dependet Mechanism in Sarcoidosis
Michelle E. Armstrong1, Amrita Joshi2, Gordon Cooke1, Ijaz Kamal1, Ranjitha Ananda-Kumar1, Lili Li1, John Baugh1,

Denis Shields3, Cory M. Hogaboam2, Seamas C. Donnelly1

1School of Medicine and Medical Science, UCD Conway Institute of Biomedical and Biomolecular Research and 3UCD

Complex and Adaptive Systems Laboratory, University College Dublin, Belfield, Dublin 4, Ireland
2Department of Pathology, University of Michigan Medical School, Ann Arbor, MI, USA

15.30–16.00 Tea and coffee, exhibition viewing—Lettermore Suite & Conservatory

16.00–17.00 4. Oral Presentations: Clinical—Ballyvaughan Suite
(see pages S406–S408 for abstracts)

Chairs: Dr Eddie Moloney, Adelaide & Meath Hospital, incorporating the National Children’s Hospital, Dublin, Ireland
Prof Richard Costello, Beaumont Hospital, Dublin, Ireland

16.00–4.1 MRSA in Adults with Cystic Fibrosis (CF): An Irish Perspective
L.A. Devine, P.J. Barry, J.C. Doyle, S. Fitzgerald, E.F. McKone, C.G. Gallagher

Departments of Respiratory Medicine and Microbiology and the National Referral Centre for Adult Cystic Fibrosis, St.

Vincent’s University Hospital, Elm Park, Dublin 4

16.10–4.2 Gender Bias in Chronic Obstructive Pulmonary Disease (COPD) Patients using The Saint George’s Respiratory
Questionnaire (SGRQ). A Pan-European Collaboration
P. Branagan1, J.A. Eustace2, V. Keatings3, S.C. Donnelly4, C.M. O’Connor4, B.J. Plant1

1Department of Respiratory Medicine, Cork University Hospital, University College Cork, Cork, Ireland
2Department of Renal Medicine, Cork University Hospital, University College Cork, Cork, Ireland
3Letterkenny General Hospital, Letterkenny, Co Donegal, Ireland
4School of Medicine and Medical Science, The Conway Institute, University College Dublin, Ireland

16.20–4.3 The Impact of Acute Exacerbations on IPF Patients Awaiting Lung Transplantation
E.P. Judge, J. McCarthy, A.E. Wood, J.J. Egan

National Lung Transplant Program, Mater Misericordiae University Hospital, Dublin 7, Ireland

16.30–4.4 A comparison of the effects of manual and ventilator hyperinflation on peak expiratory flow, with and without
chest wall vibrations, in an artificial lung model
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M. Scanlan1, H Shannon2, G. Ntoumenopoulos3, E. Main2

1St.James Hospital, Ireland
2UCL Institute of Child Health, London, UK
3Guys’ and St. Thomas’s NHS Foundation Trust, London, United Kingdom

16.40–4.5 We conducted a national audit of bronchoscopy practice in Ireland and compared results with published
guidelines
T. Hassan, K. Hurley, R. Morgan

Department of Respiratory, Beaumont Hospital, Dublin 9, Ireland

16.50–4.6 Multi-drug resistant tuberculosis: experiences of two Irish tertiary referral centres
B. Kennedy1, B. O’Connor1, B. Korn2, F. Gargoum1, N. Gibbons3, T.M. O’Connor1, J. Keane2

1Department of Respiratory Medicine, Mercy University Hospital, Cork, Ireland
2Department of Respiratory Medicine, St. James’s Hospital, Dublin 8, Ireland
3Department of Microbiology, St. James’s Hospital, Dublin 8, Ireland

17.00–18.30 Irish Thoracic Society AGM—Inishmaan Suite

19.30–Late ITS Gala Drinks Reception and Dinner—Leather Lounge & Ballyvaughan Suite
Featuring the presentation of the inaugural ITS Award For Outstanding Contribution to Respiratory Medicine

Saturday 7th November 2009

08.30–09.30 Poster Review—Ground Floor Conservatory

09.30–10.30 Poster Discussions

5. Lung Cancer and Interstitial Lung Disease—Ballyvaughan Suite
(see pages S408–S415 for abstracts)

Chairs: Dr Ross Morgan, Beaumont Hospital, Dublin, Ireland
Dr Robert Rutherford, Galway University Hospital, Galway, Ireland

6. Physiology/Pulmonary Hypertension/Sleep—Inish Turk Suite
(see pages S415–S422 for abstracts)

Chairs: Dr Sean Gaine, Mater Hospital, Dublin, Ireland
Dr Aidan O’Brien, Midlands Regional Hospital, Mullingar, Ireland

10.30–11.00 Tea and coffee, exhibition viewing
Lettermore Suite & Conservatory

11.00–14.00 Irish Thoracic Society Symposium: Sleep Disorders
Supported by an unrestricted educational grant by: Cephalon, ResMed PEI & UCB Pharma Ireland

Chairs: Professor J.J. Gilmartin, Merlin Park University Hospital, Galway, Ireland
Professor Walter Mc Nicholas, St Vincent’s University Hospital, Dublin, Ireland

11.00–11.30 Driving Risk and Obstructive Sleep Apnoea
Dr Alan Mulgrew, Consultant Respiratory Physician, Bons Secours Hospital, Tralee, Co Kerry

11.30–12.00 Is Restless Legs Syndrome a Sleep Disorder?
Dr Shaun T. O’Keeffe, Consultant in Geriatric & General Medicine, Merlin Park University Hospital, Galway, Ireland

12.00–12.40 To be ‘‘seized by somnolence’’—the science of narcolepsy
Dr Paul Reading, Consultant Neurologist, The James Cook University Hospital Middlesbrough TS4 3BW

12.40–13.20 Sleep Apnoea and Stroke: Chicken or Egg Revisited
Prof G.J. Gibson, Professor of Respiratory Medicine, University of Newcastle upon Tyne; and Consultant Respiratory

Physician, Freeman Hospital, Newcastle upon Tyne, UK

Oral Presentations
(see pages S422–S423 for abstracts)

13.20–13.30 In vivo intermittent hypoxia induces NFjB activity in an organ specific manner
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7.1 J.F. Garvey1,2, S. Ryan1, S. Fitzpatrick2, M. Tambuwala2, D. Edge2, A. O’Connor2, K.D. O’Halloran2,

W.T. McNicholas1,2, C.T. Taylor2

1St. Vincent’s University Hospital, Dublin, Ireland
2School of Medicine and Medical Science, Conway Institute, University College Dublin, Dublin, Ireland

13.30–13.40
7.2

Precision and utility of an ambulatory sleep diagnostic system based on peripheral arterial tonometry (PAT)
compared to simultaneous polysomnography in patients with OSAS
Dr Kashif Ali Khan1, Dr Akke Vellinga 2, Mr. Maurizio Amoia1, Dr Katherine Finan1, Prof. J.J. Gilmartin1

1Department of Respiratory Medicine, Merlin Park university Hospital, Galway, Ireland
2Department of General Practice, National University of Ireland Galway, Galway, Ireland

13.40–13.50 National Survey of Narcolepsy in Ireland
7.3 L.S. Doherty1, B. Sweeney2

1Department of Medicine, Bon Secours, Cork, Ireland
2Department of Neurology, Cork University Hospital, Cork, Ireland

13.50–14.00
7.4

Detection of respiratory events during full Polysomnography: A comparison of three different methods using
Nasal Pressure Transducer, Thermistor and both in conjunction
M. Varghese, M. Agnew, P. Coss, F. O Connell

Sleep & Respiratory Laboratory, St. James’s Hospital, Dublin, Ireland

Parallel Meetings

11.00–13.30 8. Meeting of the Irish Thoracic Society Paediatric Forum—Inishmaan Suite
Supported by an unrestricted educational grant by Merck Sharp & Dohme Ireland (Human Health) Ltd

Chairs: Professor Gerry Loftus, University College Hospital Galway, Galway, Ireland
Dr Barry Linnane, Our Lady’s Children’s Hospital Crumlin, Dublin, Ireland

Oral Presentations
(see pages S423–S427 for abstracts)

11.00–11.08 The utility of the annual six minute walk test (6MWT) in children with cystic fibrosis (CF)
8.1 Karen Ingoldsby1, Maire Gilbourne1, Gerry Canny1, Barry Linnane1

1Our Lady’s Children’s Hospital, Crumlin, Dublin, Ireland

11.08–11.16
8.2

Comorbidities with Cystic Fibrosis
M. Williamson1, S. Connor1, M. O’Neill2, M. Morgan1, D.M. Slattery1

1Children’s University Hospital, Temple St, Dublin 1, Ireland
2Department of Paediatrics, Mayo General Hospital, Castlebar

11.16–11.24
8.3

Audit of routine bronchoscopies and bronchoalveolar lavage in patients with cystic fibrosis aged less than six
years, attending Our Lady’s Children Hospital Crumlin
S. Vaish1, P. McNally1, G. Canny1, P. Mc Nally1, B. Linnane1

1Respiratory Department, Our Lady’s Children Hospital, Crumlin, Dublin, Ireland

11.24–11.32
8.4

Impact of infection control measures on chronic Pseudomonas aeruginosa colonisation rates in a Paediatric cystic
fibrosis unit
M. O’ Callaghan, M. Nı́ Chróinı́n

Cork University Hospital, Wilton, Cork, Ireland

11.32–11.40 Review of Paediatric Flexible Bronchoscopy service in a Tertiary centre in Ireland
8.5 C. O’Carroll, L. Doherty, F. Cunningham, D. Slattery

Respiratory Department, 1Children’s University Hospital, Temple Street, Dublin 1

11.40–11.48 Paediatric Sleep Disordered Breathing and Non Invasive Ventilation: Service Audit
8.6 C. Carrig, M. Devitt, M. Mc Donald, P. Greally

Department of Paediatric Respiratory, The National Children’s Hospital, Dublin 24, Ireland

11.48–11.56 A One Stop Shop: Audit of Respiratory Outpatient Service for patients with Neuromuscular Disease (NMD)
8.7 S. Connor, M. Williamson, U. Caulfield, D.M. Slattery

Respiratory Department, Childrens University Hospital, Temple Street, Dublin 1, Ireland

11.56–12.04
8.8

Big Lung, Little Lung
C. O’Carroll, L. Doherty, F. Cunningham, T. Bates, E. Twomey, D. Slattery

Respiratory Department, 1Children’s University Hospital, Temple Street, Dublin 1, Ireland
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12.04–12.12
8.9

‘‘An Unusual Case of Congenital Tuberculosis’’
M. Price, D. Cox, P. Gavin, M. O’Sullivan, G. Canny

Our Lady’s Children’s Hospital Crumlin, Drimnagh Road, Crumlin, Dublin 12, Ireland

12.12–12.20
8.10

Skin Prick Testing audit in Irish Children
Anita Doggett, Denise L. Moran, Niall Smith, Dubhfeasa Slattery

Children’s University Hospital, Dublin, Ireland

12.20–12.28
8.11

Air Pollution and Seasonal Acute Childhood Asthma
A. Loftus, I. O’Muircheartaigh, S.G. Jennings, B.G. Loftus

School of Medicine, and Environmental Change Institute, NUI Galway, Galway, Ireland

12.28–12.36
8.12

Maternal smoking and adverse birth outcomes in Ireland
Z. Kabir, V. Clarke, S Daly*, S. Keogan, L. Clancy

Research Institute for a Tobacco Free Society (RIFTFS) Dublin; *Coombe Women & Infant, University Hospital

Dublin, Ireland

12.36–12.44 Cigarette smoking as a marker for drug use and risk taking behaviour in Irish teenagers
8.13 S.M. O’Cathail1,2, O.J. O’Connell1, N. Long2, M. Morgan3, J. Eustace4, B.J. Plant1, J.O.B. Hourihane2

1Department of Respiratory Medicine, UCC
2Department of Paediatrics and Child Health, UCC
3St. Patrick’s College, Dublin City University, Dublin, Ireland
4Department of Renal Medicine, CUH

12.44–13.30 Guest Lecture: Early Life Influences on Lung Function and Respiratory Outcome
Dr David Mullane, Consultant Paediatrician, Cork University Hospital, Cork, Ireland

11.00–12.00 Irish Association of Pulmonary Rehabilitation—Multi-disciplinary meeting—Inishturk Suite

14.00–14.15 Prize giving and Close

14.15 Lunch
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1. Poster Review & Discussion: Obstructive Disease/

Emphysema

1.1 An Evaluation of Allergy Requesting Practises and

the Investigation of the Value of Immunoglobulins in

the Diagnosis of Asthma

T. Hesketh, A. O’Brien

Respiratory Department and Immunology Department, Midland
Regional Hospital, Mullingar, Ireland

Introduction:
We provide direct GP access to allergy testing in our department. We

assessed current practises of clinicians with regards to allergy

requesting. In addition we also investigated the value of immuno-

globulins (Ig) in the diagnosis of asthma.

Results:
We prospective audited all allergy requests for 1 month. Clinical

audit reviewed 67 request forms and found poor compliance to

guidelines: 75% were requested incorrectly; 52% of allergy request

forms (ARFs) were filled out non-specifically; 69% had no relevant

clinical details; returns of ARFs sent out for completion was 31%. We

then sent out a postal questionnaire to 72 clinicians who avail of the

services. Response rate was 64% (n = 43). 89% requested serum IgE

at a rate of C1 per month. Main reasons for requesting IgE was; query

food allergy (57%); support atopic/asthmatic disease (50%); query

environmental allergen (50%). However, only 45% would alter

patient management if laboratory results suggested allergy.

In addition, asthmatics (n = 39) attending the respiratory out-

patient department were prospectively recruited to determine the

value of serum immunoglobulins in the diagnosis of asthma (results in

poster).

Conclusion:
Clinicians have a reasonable understanding in investigating allergy.

However, a majority demonstrate poor compliance to ordering

guidelines and allergy patient management. Serum immunoglobulins

appear not to be a feasible tool in the diagnosis of asthma.

1.2 Nurse-Led Clinics: Do They Work? An Evaluation

of a Nurse-Led Specialist Clinic for Uncontrolled

Asthmatic Patients

D. Long, S. Cowman, R. Costello

Respiratory Nursing, Department of Respiratory Medicine, Beaumont
Hospital, Dublin 9, Ireland

Nurses working at an advanced level are striving to develop their

expertise, initiate nurse—led services and practice, in collaboration

with other professionals in an effort to provide the highest quality care

to the patient. Most research to date has shown that nurse-led clinics

are effective and improve patient’s satisfaction.

From a nursing prospective the author wished to ascertain if a

nurse-led specialist clinic for uncontrolled asthmatic patients incor-

porating, asthma/inhaler technique education, self management plan

guidance with regular follow improved their asthma control, com-

pliance and quality of life.

A quantitative positivist, quasi-experimental, longitudinal, same

subject, randomised selection design was chosen for this study. Fif-

teen patients both male and female between over the age of eighteen

with uncontrolled asthma were randomly selected from patients

referred to the nurse-led clinic for asthma monitoring.

All the participants had improvement recorded in their asthma

symptoms and control following the study. It was noted that the

number of asthma exacerbations by all participants reduced signifi-

cantly (p \ 0.000) well as their steroid courses requirements

(p \ 0.000)

In conclusion, the results of this small study does highlight

opportunities for Nurse Specialists to develop effective health ser-

vices by taking the lead in terms of Nurse led clinics.

1.3 A Pilot Study of Asthma and Exercise-induced

Bronchoconstriction (EIB) in Elite GAA Players. What

about WADA?

M.J. Harrison1, O.J. O’Connell1, S. Hay1, M. Stack1, E.C. Falvey2,

C.P. Murphy3, D.M. Murphy1, B.J. Plant1

1Department of Respiratory Medicine, Cork University Hospital,
University College Cork, Cork, Ireland
2Sports Surgery Clinic, Santry, Dublin, Ireland
3Cork G.A.A., Mardyke Street, Cork, Ireland

Despite a paucity of data pertaining to asthma/EIB in GAA, they

endorse the latest WADA guidelines which require objective evi-

dence prior to the use of inhaled beta-2-agonists. We compared

community-based, clinically diagnosed, asthma/EIB with spirometric

results in a cohort of elite GAA players. We also examined the

potential role of atopy in asthma/EIB.

Cork senior inter-county players (n = 60) were screened and

those with a prior clinical diagnosis of asthma/EIB requiring beta-

2-agonists undertook a validated sports-specific questionnaire,

serum IgE levels, spirometry, and, where negative, modified exer-

cise field testing. Asthma/EIB was defined as an increase in FEV1

of C12% post-bronchodilator or a C10% decline in FEV1 post-

exercise.

15 players were using beta-agonists prior to the study. 4 players

(27%) met WADA criteria based on our testing. The mean FEV1 was

99% (±5.02%) in the asthma/EIB group compared to 117%

(±10.06%) in non-asthmatics (p = 0.005). 46% of players had ele-

vated serum IgE, including 45% of those without evidence of asthma/

EIB.

This pilot data suggest that respiratory symptoms are a poor pre-

dictor of asthma/EIB in GAA players. An elevated serum IgE level

was a common finding in the overall group. Further studies are

urgently required to address the issue of asthma/EIB and atopy in

GAA sports.

1.4 Eosinophil Major Basic Protein Activates the Bone

Morphogenetic Protein (BMP) Pathway In Vitro in

IMR32 Cells, and Inhibits Activation by BMP-6 and -7

S.F. Glynn1, M.T. Walsh1, E. Molloy2, S. O’Dea2, R.W. Costello1

1Respiratory Research Lab, Royal College of Surgeons in Ireland,
Beaumont Hospital, Dublin, Ireland
2Institute of Immunology, NUI Maynooth, Ireland

In asthma and rhinitis eosinophilic inflammation exerts a remodelling

effect on the local tissues. We propose that neural remodelling
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involving the BMP pathway, enhancing a cholinergic phenotype, is a

potential mechanism of airway remodelling in asthma.

IMR32 cells behave like cholinergic neurons when cultured with

Sodium Butyrate. We exposed IMR32 cells to Eosinophil Granule

Proteins and to BMP-6 & -7 and harvested the cells. Proteins were

separated into fractions and Western Blot analysis was performed.

RNA was isolated, converted to copy DNA, and analysed using

Quantitative PCR.

We found that Major Basic Protein, but not Eosinophil Peroxidase,

produced a down-regulation of BMP receptor 1a gene expression

(41% reduction at 4hrs, p = 0.005). MBP decreased BMPR1a in

membrane protein and increased BMPR1a within the nuclear protein.

This was seen in vivo in biopsies from Allergic Rhinitis patients. No

effect was seen on BMPR1b expression. While MBP doubled the

expression of the BMP-pathway transcription target ID1 (p \ 0.05 at

4 and 24 h), co-incubation with BMP7 & BMP6 significantly atten-

uated ID1 expression. Both BMP-6 & BMP-7 were found to up-

regulate Choline Acetyl-transferase in IMR32 cells.

These results indicate that Eosinophil Granule Proteins change

BMP receptor balance, producing a downstream effect on cholinergic

gene expression and therefore on the cholinergic phenotype of cells.

1.5 Acid-sensing Ion Channel-3 Expression and

Function in the Nasal Mucosa of Patients with Allergic

Rhinitis

Mazen Al-Alawi1, S.G. Khoo1, Mona A. Thornton1, Marie Therese

Walsh1, Senan Glynn1, Stephen McQuaid2, Brian J. Harvey1, Valia

Verriere1, Michael A. Walsh1, Gerard J. Gleich3, Lorcan McGarvey2,

Richard W. Costello3

1Departments of Respiratory, Otorhinolaryngology and Molecular
Medicine, Education and Research Centre, Smurfit Building, Royal
College of Surgeons in Ireland, Dublin 9, Ireland
2Department of Medicine, Queen’s University of Belfast, Belfast, UK
3Department of Dermatology University of Utah, Salt Lake City, USA

Background:
Acid sensing ion channels (ASICs), are a family of ligand-gated

cation channels, activated by acid (pH 7.2–6.0). Stimulation of ASICs

on nerves leads to a variety of sensations including pain, while in

epithelial cells ASICs are linked to Na+ secretion.

Objective:
Tissue acidosis is a feature of inflammatory conditions such as

allergic rhinitis (AR). We hypothesized that there may be increased

expression or function of ASICs in allergic rhinitis, which may lead to

pain or nasal secretion.

Methods:
Nasal biopsies from control and AR subjects were studied using

quantitative rtPCR and immunohistochemistry. Functional secretory

responses were obtained and in vitro studies on the mechanisms of

enhanced expression were performed by rtPCR, confocal imaging and

Western blotting on cultured nerve and epithelial cells.

Results:
mRNA for ASIC-3 but not ASIC-1 or ASIC-2 was detected in nasal

biopsies. ASIC-3 transcriptional expression levels were increased in

AR (p \ 0.02, n = 12) compared to control subjects (n = 4).

Immunohistochemistry demonstrated ASIC-3 on the apical surface of

epithelial and nerve cells in patients with AR. Topical application of

lactic acid, (pH 7.03), induced nasal secretion which was blocked by

amiloride, indicating functional ASIC-3. Since eosinophils are found

in association with airway nerves and epithelial cells in AR we

investigated if an eosinophil derived substance enhanced ASIC-3

expression. In vitro, eosinophil peroxidase increased ASIC-3

transcriptional expression in an ERK1/2 dependent manner and

increased membrane protein expression of ASIC-3.

Conclusion:
ASIC-3 are present and function in AR to induce nasal secretions. In

vitro, eosinophil granule proteins induce ASIC-3 expression. Thus,

tissue inflammation induces ASIC-3 expression, via eosinophil per-

oxidase, and activation of ASIC-3 by acid associated with

inflammation leads to increased nasal secretions.

1.6 Prevalence and Impact of Rhinosinusitis on Quality

of Life in Alpha-1 Antitrypsin Deficiency

S. Landers, M. Murray, E. O’Neill, E. Kitt, S. Chotirmall, N.G.

McElvaney, S.J. O’Neill

Department of Respiratory Medicine, Beaumont Hospital, Dublin 9,
Ireland
RCSI Department of Academic Medicine, Dublin, Ireland

Background:
To determine the prevalence and impact of Rhinosinusitis on quality

of life (QOL) in patients with (PiZZ) Alpha-1 Antitrypsin Deficiency

(AATD).

Methods:
A cross-sectional study of 40 patients (mean age 50.6) with AATD.

Rhinosinusitis symptoms were evaluated using the 20 item Sino-

Nasal Outcome Test (SNOT-20) questionnaire, a validated disease-

specific health related QOL tool for the assessment of rhinosinusitis.

Patients also completed the St. George’s Respiratory Questionnaire

(SGRQ) and a general quality of life assessment (Euro-QOL). Cor-

relation coefficients (Spearman’s Rho) were calculated for the global

SNOT-20 score.

Results:
The global SNOT-20 score of 20.65 ± 11.12 demonstrated a signif-

icant impact of nasal symptoms on QOL in AATD. 52.5% of patients

had significant rhinosinusitis symptoms (scores C20). There was no

significant correlation between SNOT-20, Euro-QOL (r = 0.14) and

SGRQ scores (36.05 ± 11.12; r = 0.17).

Conclusion:
Patients with AATD have a high prevalence of significant rhinosi-

nusitis symptoms that adversely impact on QOL.

1.7 A Comparative Study of the Reported Incidence of

Occupational Lung Disease in Ireland

A.J. Kamal+, J. Hayes+, M. Carder*, A. Money*, R. Robinson*,

R. Agius*

+Cavan-Monaghan Hospital, Cavan, Ireland
*The University of Manchester, Manchester, UK

Information on the incidence of occupational lung disease in Ireland

is very limited. The purpose of this study was to compare the spe-

cialist reported incidence of occupational lung disease in Ireland (ROI

& NI) with that in Great Britain (GB).

The Health and Occupation Reporting Network (THOR) consists

of voluntary reporting schemes whereby about 2,200 participating

physicians notify postally or electronically incident cases of work

related or occupational disease. In the Republic of Ireland it is funded

by the Health and Safety Authority, whilst in the UK it is part funded

by the Health and Safety Executive. Data from 2005 to 2008 inclusive
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was analysed and estimates (after adjustment for the monthly sam-

pling ratio were calculated).

An abridged tabulation of the incident cases by type, and national

source, limited to reports from the participating chest physicians

(2005–2008) only is shown:

ROI NI GB

Average number of physicians 12 9 440

Estimated average incident cases per annum

All respiratory cases
13 20 2767

Estimated average incident cases per annum

asthma
6 3 346

Estimated average incident cases per annum

asbestos related
4 12 2068

Estimated annual incidence rate per 100,000

workers for All respiratory cases
0.63 2.73 9.85

These data suggest an apparently lower incidence of occupational

lung disease in Ireland than in GB. This finding may be explained by

different occupational risks and/or by physician access, recognition

and reporting patterns.

http://www.medicine.manchester.ac.uk/oeh/thor

1.8 A Pilot Study Investigating Acupuncture as an

Adjunct to Standard Treatment for Chronic

Obstructive Pulmonary Disease (COPD)

B. Deering, N. McCormack, C. Egan, E. Kelly, R. Costello,

B.M. Fullen

Department of Respiratory Medicine, Beaumont Hospital, Dublin 9,
Ireland

COPD patients have raised inflammatory markers in the stable state.

The benefits of pulmonary rehabilitation do not include a decrease in

these levels. Acupuncture may decrease inflammation which was the

rationale behind combining both.

A pilot, randomised controlled, single blinded study recruited 31

patients (male = 14, female = 17) and randomized them into three

groups [control (n = 19), rehab (n = 17); acupuncture (Ac) plus

rehab (n = 11) (total = 47)]. All patients received seven treatment

sessions. Outcome measures included lung function tests, inflamma-

tory markers, exercise field tests, and quality of life.

No significant differences were found between the Ac plus rehab

and Rehab groups for all outcome measures. A significant between

group difference was found between control (3.1 ± 10.6) and Ac plus

rehab (-11.5 ± 10, t(19) = 3.1, p = 0.006] in PiMax. A significant

within group difference was found for the Ac plus rehab group in

PiMax: [pre (71.9 ± 31.2) and post (83.4 ± 28, t(7) = -3.3,

p = 0.01] and SWT: [pre (242.9 ± 193.1) and post [(287.1 ± 190.3,

t(6) = -2.5, p = 0.05]. The Ac plus rehab group demonstrated a

trend towards decrease in CRP.

Whilst no significant improvements were found with the addition

of acupuncture to rehab, the significant increase in PiMax and

decrease in CRP compared to the Controls warrant further

investigation.

Reference
1. Vogiatzis I, Stratakos G, Simoes C et al (2007) Effects of reha-

bilitative exercise on peripheral muscle TNF-a, IL6, IGF-1 and MyoD

expression in patients with COPD. Thorax 62:950–956

1.9 Family Caregivers’ Experience of COPD End-of-life

Care in the Home

B. Korn, C. Cassidy, F. O’Connell

Department of Respiratory Medicine, St. James’s Hospital, Dublin 8,
Ireland

Patients with advanced COPD wishing to be cared for and die at home

rely on family caregivers to maintain living at home. Whether

existing COPD Outreach programmes can be adapted to meet the

palliative care needs of patients and their families has not been

investigated to date. This study aimed to inform the development of a

palliative COPD Outreach programme.

The study utilised an explorative descriptive qualitative design.

Eight family caregivers that had cared for a loved one dying at home

from COPD committed to semi-structured interviews about their

experience. Transcripts of the interviews, field notes and reflective

journal entries underwent a qualitative template analysis.

Five themes were identified. The dying family member played a

central role within the family. Established family relationships

enabled families to provide end-of-life care. Participants had an acute

awareness of the dying person’s declining health and displayed a

wealth of experiential caring knowledge. Interactions with health

services shaped caregivers’ perceptions of health care.

A greater understanding of what it is like to care for a loved one

who is dying from COPD at home has been gained. Findings from this

study have the potential to positively influence future provision of

care.

1.10 A Study Investigating the Effects of Inspiratory

Muscle Training (IMT) in Subjects with Chronic

Obstructive Pulmonary Disease (COPD) Following

an Acute Exacerbation

C. Cassidy

Respiratory Assessment Unit, CREST Directorate,
St. James’s Hospital, Dublin 8, Ireland

The aim of this study was to investigate the effects of IMT on

inspiratory muscle function, exercise capacity and quality of life in

subjects following an acute exacerbation of COPD.

A randomised controlled trial was performed. Fourteen subjects [7

males, mean (SD) % predicted FEV1 46.1 (18.7) %] underwent eight

weeks of domiciliary based IMT using the Threshold IMT� device

and fourteen subjects [5 males, mean (SD) % predicted FEV1 58.3

(16.3) %] underwent sham IMT. Pre and post training measurements

of maximum inspiratory pressure (PiMax), exercise capacity [6 min

walk test (6MWT)] and quality of life (Chronic Respiratory Disease

Questionnaire (CRQ)) were performed.

Results showed a significant increase in PiMax of 9.64 cm H20

(95% CI: 1.79, 17.5 cm H20) in the intervention group only. Sub-

jects in the intervention group increased their 6MWT distance by a

mean of 18.1 metres and CRQ total score by 0.14 points. These

changes were not significantly different to those seen in the control

group.

In conclusion, domiciliary based IMT in subjects with mod-

erate to severe COPD, initiated within ten days of an acute

exacerbation, while leading to significant improvements in PiMax

did not yield meaningful improvements in exercise capacity or

quality of life.
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1.11 Informal Care-giving in Advanced Chronic

Obstructive Pulmonary Disease (COPD): Current

Experiences in the Irish Context

G. Hynes1, A. Stokes2, M. McCarron3

1School of Nursing & Midwifery, Trinity College Dublin & RCSI,
Dublin, Ireland
2Care Alliance, Ireland
3School of Nursing and Midwifery, Trinity College, Dublin, Ireland

The aim of this research was to explore the experiences of informal

caregivers providing care in the home to a family member with

COPD. Advances in COPD treatment, increasing emphasis on early

discharge and home-based care programmes enable those with

advanced COPD to remain at home. However, little is known about

the consequences of these initiatives for informal caregivers.

The design was a qualitative exploratory one involving semi-

structured interviews with eleven family caregivers for people with

advanced COPD.

Loss and enmeshment with the illness experience and burden were

dominant themes. The caregivers’ experience of illness burden

included symptom, cultural and lifeworld meanings [1, 2]. Relation-

ships with formal healthcare and healthcare professionals were

rendered difficult by their perceived failure to look beyond acute

exacerbations as discrete events rather than integral to the illness

trajectory as a whole.

In failing to actively engage with caregivers, our current approaches

to supporting persons with advanced COPD may compound the care

and illness burden experienced by family caregivers and patients alike.

This study illustrates the potential for healthcare professionals to

increase or lessen the caregiver burden through understanding the ill-

ness experience as one that is shared by both caregiver and care

recipient.

References

1. Kleinman A (1988) The illness narratives: suffering, healing and

the human condition. Basic Books, New York

2. Frank AW (2004) The renewal of generosity: illness, medicine,

and how to live. The University of Chicago Press, London

We acknowledge the financial support of Irish Hospice Foundation

who funded this research.

1.12 A Structured Approach to Continuing Care

in Severe COPD

M. Pallin+, M.F. O’ Driscoll*, R. Joyce*, T.J. Mc Donnell+

*Department of Nursing, St Michael’s Hospital, Dun Laoghaire, Co.
Dublin, Ireland
+Department of Respiratory Medicine, St Michael’s Hospital, Dun
Laoghaire, Co. Dublin, Ireland

Provision of quality continuing care in patients with severe COPD

may be compromised in busy respiratory clinics. A framework to

guide patient consultation may facilitate delivery of an efficient ser-

vice. We compared documentation of interventions indicative of good

patient care between conventional doctor-run clinics (DRC) and a

structured nurse-led clinic (NLC), which incorporated the use of a

dedicated patient assessment pro forma.

Clinical notes/letters relating to routine clinic visits were reviewed

for 100 patients with severe COPD (DRC n = 50, NLC n = 50).

Interventions selected as indicative of good patient care included

documentation of spirometry, performance of annual chest x-ray,

assessment of smoking status, suitability for pulmonary rehabilitation

(PRP), review of current respiratory medications and vaccination

status.

Table 1 Frequency of clinical detail documentation

DRC (%) NLC (%) Fisher’s exact test

Spirometry 60 100 P \ 0.0001

Chest X-ray 44 54 P [ 0.2029

Smoking status 56 96 P \ 0.005

Suitability for PRP 30 26 P [ 0.6368

Respiratory medication 78 92 P \ 0.0092

Vaccination status 42 58 P \ 0.0336

Documentation was superior in the NLC. This may not necessarily

equate to better patient care, but incorporation of a more structured

clinic approach with a clinical care pathway into the respiratory OPD

may encourage a more focused, comprehensive and efficient patient

review.

1.13 Assessment of the Impact of a ‘‘Respiratory

Passport’’ for Patients with Chronic Obstructive

Pulmonary Disease (COPD)

N.M. Mc Cormack, B.M. Deering, R.W. Costello, Dr G. Gethin

COPD Outreach, Department of Respiratory Medicine, Beaumont
Hospital, Dublin 9, Ireland

It was hypothesised that the implementation of a ‘‘Respiratory Pass-

port’’ incorporating a self-management plan could reduce re-

exacerbations and readmissions in patients with chronic obstructive

pulmonary disease (COPD). This disease affects 440,000 people in

Ireland, is projected to be the leading cause of respiratory deaths here

by the year 2020 [1] and imposes enormous financial strain on our

health care system.

Following ethical approval a prospective, longitudinal, study was

undertaken on patients discharged to COPD Outreach at this institu-

tion. A purposeful convenient sampling technique was employed,

evenly matched historical controls were used from the previous year’s

programme, population was 12 per group.

Re-exacerbation rates were significantly lower in observational

group (p = 0.004) compared to control group (p = 0.21) using paired

t tests. Re-admission rates were statistically significant in observa-

tional group, with one admission in total (p B 0.0005) time frame to

re-admission of 20 days. Control group re-admission rates were sta-

tistically lowered to (p = 0.001), with three admissions, time frame to

re-admission was only 16 days.

These preliminary findings indicate that a Patient Passport along

with self-management principles not only have a positive impact on

exacerbations but also impact on resource utilisation with improved

patient morbidity and mortality.

Reference
1. Brennan N, Mc Cormack S, and O’ Connor T (2007) Ireland needs

healthier airways and lungs—the evidence, 2nd edn. Irish Thoracic

Society, Dublin
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1.14 Predictors of Dropout from Pulmonary

Rehabilitation

P.M. Lucey, A. El-Gammal, B. O’Connor, R. O’Farrell,

T.M. O’Connor

Department of Respiratory Medicine, Mercy University Hospital,
Cork, Ireland

1.15 Assessing Perception of Smoking Risks/Smoking

Cessation in a Chronic Obstructive Pulmonary Disease

(COPD) Cohort: the Outpatients View

P. Branagan*, M.W. Butler*, S.H. Chotirmall, D. Curran, E. Hayes,

T.B. Low, R.W. Costello, S.J. O’Neill, N.G. McElvaney

Department of Respiratory Medicine, Beaumont Hospital, Dublin,
Ireland

Addressing attitudes to smoking remains challenging. We assessed

patients perceptions of smoking risks/ smoking cessation in smokers

with COPD.

Following clinic consultation, patients completed questionnaire

with an independent clinician, who then explained risks associated

with smoking. Initial questions addressed the consultation: Was

COPD explained? Were you advised to stop smoking/ smoking ces-

sation referral made? Seven further questions related to smoking

effects: risk of lung cancer, heart attack, low birth weight babies

(LBWB), COPD development, longevity, stopping at first attempt,

likelihood of patient stopping smoking. At 3-month follow up,

patients completed same questionnaire. All clinicians were blinded to

the questionnaires. Chi-squared analysis used for comparisons

between genders, and comparing initial and 3 month consultations.

202 patients participated (128 males): 38% referred for formal

smoking cessation intervention; 67% advised to stop smoking; 59% had

COPD condition explained to them. Females were more aware of risks

of heart attacks, LBWB, COPD development (p = 0.01). At 3 months,

patients better informed about smoking risks (p \ 0.01). Of those

referred for smoking cessation, 28% (n = 22) had stopped at 3 months.

Females have greater awareness of smoking risks. Personalising

risk assessment was associated with increased awareness. Increased

emphasis should be placed on smoking cessation advice during out-

patient consultation.

1.16 Outcomes of the Pulmonary Rehabilitation

Programme at the Midland Regional Hospital

Mullingar

L. Lordan, R. Hassett, A. Tooher, P. Manning, A. O’Brien

Respiratory Department, Midland Regional Hospital, Mullingar,
Ireland

Introduction:
Pulmonary rehabilitation is of proven benefit for patients with COPD.

A pulmonary rehabilitation programme (PRP) was established in

2004 at the MRH Mullingar, with extension to Longford town and

Athlone in 2006. We performed an audit of this programme to assess

its’ efficacy.

Of the 372 patients referred to the PRP, 216 patients were assessed

for inclusion and of those, 65% (128 COPD and 13 IPF) completed

the 8 week programme. COPD patients had significant improvements

at the post rehab assessment in the incremental shuttle walk test,

quality of life (QoL) score, and depression score. There were also

improvements in the Borg and anxiety scores but these did not reach

statistical significance. Patients continued to show improvements in

all parameters compared to baseline at 1 year, apart from depression,

though only the QoL and anxiety scores were statistically significant.

There was a marked reduction in the number of days in hospital at

1 year post rehabilitation assessment (1.86 vs. 7.36, p = 0.06). The

13 IPF patients showed similar improvements. Patients reported a

high satisfaction rating after completing the programme.

Conclusion:
Pulmonary rehabilitation programmes can be successfully performed

in rural areas, thus making them more accessible to patients.

1.17 Audit of Non-invasive Ventilation in Hypercapnic

Respiratory Failure

S. Bilal, F. Kavanagh, J. Brosnan, E.K. Tan, J. Power

Department of Respiratory Medicine, Naas General Hospital, Co
Kildare, Ireland

Introduction:
Non-invasive ventilation has emerged as an effective modality of

treatment in the management of patients with acute type 2 respiratory

failure.

Objectives:
To determine effectiveness and outcomes of NIV service in the light

of recent BTS guidelines

Materials and Methods:
Patients requiring NIV from January 2008 to June 2009 were included

in the analysis. All patients had pH\7.35 and pCO2[6. Following

parameters were evaluated : Age, gender, admission diagnosis,

smoking history, known FEV1% predicted,CXR findings, documen-

tation of performance status, clinical plan if NIV fails, outcome and

reasons for failure and outcome of admissions.

Results:
A total of 38 patients (male 19) underwent NIV treatment, mean age

66 years, range 41–87. Admission diagnosis was 30 COPD, 2 CCF

and 6 COPD & CCF combined. FEV1 was documented in 16 patients.

CXR showed consolidation in 11, CCF in 4 and combined CCF &

consolidation in 3 patients. Performance status was documented in 9

patients. Clinical plan in the event of NIV failure was documented in

9 patients. ABGs were measured 1–2 h post NIV in 20, 4–6 h in 26

and prior to discharge in 5 patients. 35 patients had a successful

outcome of NIV treatment and 5 had failure. All 5 required ICU

admission and 2 died of respiratory cause and 1 of non-respiratory

cause. Final outcome was 8 discharged with NIV, 14 on LTOT alone

and 3 died. 10 had PFTs measured before discharge.

Discussion and Conclusion:
Our audit confirms the need for better peri-NIV care for our patients.

Documentation of performance status and clinical plan in the event of

NIV failure is of utmost importance. ABGs should be measured

within recommended time range, so that appropriate changes can be

made to NIV settings. Spirometry should be documented in all

patients prior to discharge.
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1.18 An Evaluation of a COPD Pulmonary

Rehabilitation Programme Over a 12-month Period

in a Community Setting

M.T. Henrya, B.R. Bowena, S.M. Lynchb

aDepartment of Respiratory Medicine, Cork University Hospital,
Cork, Ireland
bPhysiotherapy Department, Primary, Community and Continuing
Care (PCCC), St Finbarr’s Hospital, Cork, Ireland

Current national guidelines recommend pulmonary rehabilitation

(PR) for patients with chronic obstructive pulmonary disease. A PR

programme was established as a joint initiative between the Respi-

ratory Department in Cork University Hospital and Primary

Community and Continuing Care (PCCC) Physiotherapy Department

in September 2008. This study aims to evaluate the patients who have

participated in the programme over a 12 month period.

An outpatient PR programme of 16 sessions over 8 weeks was

conducted with participants using standardized local guidelines.

Assessments were undertaken at five stages: Pre, post, 3, 6 and 12

months post programme. Outcome measures used included Spirom-

etry, Self Reported Chronic Respiratory Questionnaire (SR-CRQ),

Hospital Anxiety and Depression Score, Incremental Shuttle Walk

Test (ISWT), Endurance Test, Chester Step Test and Grip Strength.

The 31 COPD patients who completed the programme in the first

year were included for analysis. There were no significant differences

found in the baseline FEV1, ISWT, Endurance Test or Grip Strength.

Improvements in all domains of the SR-CRQ (Dyspnoea, Fatigue,

Emotion and Mastery) were found. Outcomes are expressed as

mean ± SEM.

Pre

(n = 31)

Post

(n = 24)

3 months

(n = 7)

6 months

(n = 5)

12 months

(n = 5)

Dyspnoea 3.1 (0.2) 4.34 (0.2)* 5.02 (0.6)� 3.8 (0.8) 5.0 (0.46)

Fatigue 4.0 (0.2) 4.5 (0.2) 5.4 (0.2)* 4.0 (0.8) 4.7 (0.4)

Emotion 5.0 (0.2) 5.3 (0.3) 6.0 (0.3) 4.9 (0.8) 5.3 (0.5)

Mastery 5.1 (0.2) 5.6 (0.3) 6.2 (0.2) 5.1 (0.9) 6.0 (0.3)

FEV1 (L) 1.2 (0.07) 1.16 (0.09) 1.2 (0.15) 1.11 (0.12) 1.21 (0.17)

ISWT (m) 257.1 (24.5) 293.3 (30.5) 331.4 (81.4) 334 (68) 304 (48)

Endurance

(s)

230.9 (17.4) 248.6 (22.1) 233 (92) 257 (80.1) 267 (83)

The Dyspnoea score was significantly improved at post pro-

gramme (p \ 0.01*) and at 3 months (p \ 0.05�). Fatigue scores

were significantly improved at 3 months (p \ 0.01*). Improvements

were also noted in Emotion and Mastery and the ISWT, though these

results did not reach statistical significance.

This data supports the evidence-based benefits of Pulmonary

Rehabilitation, particularly in relation to patients’ self-rated dyspnoea

and fatigue.

1.19 Prevalence and Impact of Rhinosinusitis

on Quality of Life in Alpha-1 Antitrypsin

Deficiency

S. Landers, M. Murray, E. O’Neill, E. Kitt, S. Chotirmall, N.G.

McElvaney, S.J. O’Neill

Department of Respiratory Medicine, Beaumont Hospital, Dublin 9,
Ireland
RCSI Department of Academic Medicine, Dublin, Ireland

Background:
To determine the prevalence and impact of Rhinosinusitis on quality

of life (QOL) in patients with (PiZZ) alpha-1 antitrypsin deficiency

(AATD).

Methods:
A cross-sectional study of 40 patients (mean age 50.6) with AATD.

Rhinosinusitis symptoms were evaluated using the 20 item Sino-

Nasal Outcome Test (SNOT-20) questionnaire, a validated disease-

specific health related QOL tool for the assessment of Rhinosinusitis.

Patients also completed the St. George’s Respiratory Questionnaire

(SGRQ) and a general quality of life assessment (Euro-QOL). Cor-

relation coefficients (Spearman’s Rho) were calculated for the global

SNOT-20 score.

Results:
The global SNOT-20 score of 20.65 ± 11.12 demonstrated a signif-

icant impact of nasal symptoms on QOL in AATD. 52.5% of patients

had significant rhinosinusitis symptoms (scores C20). There was no

significant correlation between SNOT-20, Euro-QOL (r = 0.14) and

SGRQ scores (36.05 ± 11.12; r = 0.17).

Conclusion:
Patients with AATD have a high prevalence of significant rhinosi-

nusitis symptoms that adversely impact on QOL.

1.20 Efficacy of Interval Training in Pulmonary

Rehabilitation for COPD

S.D. Perumal1,2, N. Ni Fhloinn2, M.F. O’Driscoll2, R. Joyce2,

T.J. Mc Donnell2,3

Department of Physiotherapy and Department of Respiratory
Medicine St.Michaels Hospital, Dun Laoghaire, Ireland

Pulmonary rehabilitation improves exercise tolerance and quality of

life (QOL) in COPD. However the optimal mode of exercise training

is unknown. We investigated whether interval training (i.e. training

sessions that involve repeated bouts of exercise, separated by rest

intervals) would benefit a COPD group undergoing rehabilitation.

This study evaluated the effects of interval training over a year on

exercise tolerance, dyspnoea and QOL.

Forty-five patients (mean age 68.8 ± 11.1) with COPD (mean

FEV1 46.6 ± 3.5% pred) were admitted to an 8 weeks pulmonary
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rehabilitation programme of which 31 completed the programme and

17 was followed up for a year. Outcome measures used were exercise

endurance (6 min walk test), QoL (Chronic Respiratory Questionnaire

and Hospital Anxiety and Depression scale) and dyspnoea (Borg)

measured at baseline, 2 months and 1 year post rehab.

Significant improvements was seen in exercise endurance

(P \ 0.05) and dyspnoea (P \ 0.001), and there was a trend towards

improvement in QOL at 2 months and 1 year post rehab.

This study suggests that, in COPD, interval training improves

exercise endurance, QOL and dyspnoea comparable to our previous

results from circuit training and the benefit is maintained for a year.

1.21 Anti-PGP or Anti-elastin Autoantibodies are not

Evident in Chronic Inflammatory Lung Disease

T.B. Low, C.M. Greene, S.J. O’Neill, N.G. McElvaney

Respiratory Research Division, Department of Medicine, Royal
College of Surgeons in Ireland, Education and Research Centre,
Beaumont Hospital, Dublin 9, Ireland

In patients with chronic inflammatory lung disease pulmonary pro-

teases can generate neoantigens from elastin and collagen with the

potential to fuel autoreactive immune responses. Anti-elastin peptide

antibodies have been implicated in the pathogenesis of tobacco-

smoke induced emphysema. Collagen-derived peptides may also

have a role.

We aimed to determine whether autoantibodies directed against

elastin- and collagen-derived peptides are present in plasma from

three groups of patients with chronic inflammatory lung disease

compared to a non-smoking healthy control group, and to identify

whether autoimmune responses to these peptides may be an important

component of the disease process in these patients.

124 patients or healthy controls were recruited for the study (Z-

A1AT deficiency, n = 20; cystic fibrosis, n = 40; chronic obstructive

pulmonary disease, n = 31; healthy control, n = 33). C reactive

protein, interleukin-32 and anti-nuclear antibodies were quantified.

Anti-elastin and anti-N-acetylated-proline-glycine-proline autoanti-

bodies were measured by reverse ELISA.

All patients were deemed stable and non-infective on the basis of

absence of clinical or radiographic evidence of recent infection. There

were no significant differences in levels of autoantibodies or IL-32 in

the patients groups compared to the healthy controls. In summary,

anti-elastin or anti-N-acetylated proline-glycine-proline autoantibod-

ies are not evident in chronic inflammatory lung disease.

1.22 Chronic Obstructive Pulmonary Disease

Hospitalization Trends in Ireland

Z. Kabir, V. Clarke, S. Keogan, L. Clancy

Research Institute for a Tobacco Free Society (RIFTFS), Dublin,
Ireland

This study examined temporal patterns in chronic obstructive pul-

monary disease (COPD) in Ireland from 1994 to 2004 using the

hospital in-patient enquiry (HIPE) scheme database, with a national

coverage of [95%.

Joinpoint regression analyses were performed to estimate annual-

percent-changes in direct age-standardized COPD hospital discharge

rates per 100,000 persons for all ages (ICD-9: 490–496) from 1994 to

2004 overall, and also for both sexes.

Overall, age-standardized COPD discharge rates for all ages

reduced from 449/100,000 persons in 1994 to 346/100,000 in 2004

(from 534 to 393 in males and from 373 to 310 in females, respec-

tively), with a significant annual decline of 4.5% (95% CI: -6.0%; -

2.9%) from 1996 onwards. Females showed an annual decline of

3.1% throughout from 1994 to 2004 (95% CI: -4.4%; -1.8%). Males

with an initial annual rise however had a faster decline than females

from 1996 onwards (4.9%; 95% CI: -6.1%; -3.6%).

Significant annual declines in age-standardized COPD hospital

discharge rates in both sexes might indirectly reflect a decrease in the

severity of COPD hospitalization rates. Further continued decline in

COPD hospitalization rates might reduce the burden on hospital and

this can be accelerated with a sustained decline in smoking rates at the

population level.

1.23 Characteristics of ZZ Alpha-1 Antitrypsin

Deficiency Patients on the National Registry

C. O’Connor, T. Carroll, G. O’Brien, I. Hennessy, P. Rowland,

N.G. McElvaney

Department of Respiratory Research, RCSI Education and Research
Centre, Beaumont Hospital, Dublin, Ireland

Alpha-1 antitrypsin (AAT) is produced by hepatocytes, and is the

most important antiprotease in the lung. AAT deficiency (AATD) is a

hereditary disorder resulting from mutations in the AAT gene, pre-

senting with emphysema in adults and liver disease in childhood.

WHO guidelines advocate a targeted strategy in screening COPD,

non-responsive asthma, cryptogenic liver disease patients and rela-

tives of known AATD patients.

The most common AAT phenotype associated with disease is ZZ.

A chart review of AATD patients on the National Alpha-1 Registry

was performed on ZZ (n = 70) patients. Our registry collects data on

pulmonary function tests, GOLD guidelines, initial reasons for

screening, complications, and smoking history.

We demonstrate that ZZ individuals identified as a result of family

screening have significantly increased FEV1 (78.5 ± 6.9%,

47.3 ± 2.4 years) compared to ZZ patients identified by targeted

symptomatic screening (55.0 ± 4.8%, 52.0 ± 1.3, p = 0.0062). ZZ

patients who smoked had significantly decreased lung function

compared to non-smoking ZZ.

Our results underline the need for increased awareness and early

detection of asymptomatic AATD. Identification of patients from a

targeted detection programme should include aggressive family

screening and allow the initiation of preventative measures before

significant lung disease has occurred.

1.24 Anyone for Pulmonary Rehabilitation? A

Retrospective Study

J. Cox, A. Roche

Physiotherapy Department, Bon Secours Hospital, Cork, Ireland
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1.25 The Alpha-1 Antitrypsin Deficiency National

Targeted Detection Programme

T. Carroll, C. O’Connor, G. O’Brien, O. Floyd, R. Costello,

S.J. O’Neill, N.G. McElvaney

Department of Respiratory Research, RCSI Education and Research
Centre, Beaumont Hospital, Dublin, Ireland

AAT deficiency (AATD) is a hereditary disorder, resulting from

mutations in the SERPINA1 gene, and classically presents with early-

onset emphysema and liver disease. The most common mutation

causing AATD is the Z mutation, with the S mutation also associated

with lung disease. AAT deficiency is under-diagnosed and prolonged

delays in diagnosis are common. World Health Organisation guidelines

advocate screening COPD, poorly-controlled asthma, cryptogenic liver

disease patients and first degree relatives of known AATD patients.

3,500 individuals with COPD, asthma, or cryptogenic liver disease

were screened in the national targeted detection programme. Pheno-

typing was performed by isoelectric focusing and genotyping

performed by real-time PCR and melt curve analysis.

Targeted screening has identified 55 ZZ, 60 SZ, 18 SS, 535 MZ,

325 MS, and 14 MI individuals, yielding gene frequencies of 0.055

and 0.093 for S and Z respectively in a symptomatic population.

Our results underline the need for increased awareness and early

detection of asymptomatic AATD. Our data shows AATD is not a

rare disease but a disease that is rarely diagnosed. Identification of

patients from a targeted detection programme should include

aggressive family screening and allow the initiation of preventative

measures before significant lung disease has occurred.

1.26 Alpha-1 Antitrypsin Modulates the G-coupled

Protein Receptor Activation of the NADPH Oxidase

in Neutrophils

D.A. Bergin, E.P. Reeves, S.J. O’Neill, N.G. McElvaney

Respiratory Research, Department of Medicine, Royal College of
Surgeons in Ireland, Education and Research Centre, Beaumont
Hospital, Dublin 9, Ireland

The manifestation of lung disease within alpha-1 antitrypsin (AAT)

deficiency (AATD) results in the early onset of emphysema. Neu-

trophils and neutrophil derived products, such as reactive oxidative

species (ROS), are implicated in the progression of lung disease

associated with AATD. ROS are generated by the neutrophil

NADPH-oxidase system that reduces molecular oxygen (O2) to

superoxide (O2
-). In the present study we examined the anti-

inflammatory activities of AAT, and investigated the ability of AAT

to modulate neutrophil NADPH oxidase post activation via the G-

protein coupled fMLP and IL-8 receptors.

O2 consumption and O2
- production by neutrophils were mea-

sured by a Clarke Type II oxygen electrode and cytochrome c
reduction assay respectively. PI3kinase activation, an upstream sig-

nalling event of the NADPH-oxidase, was quantified by AKT

phosphorylation (Ser-473) by Western blot analysis.

Our results demonstrate the ability of AAT (27.5 lM) to modulate

O2 consumption post IL-8 (10 ng) and fMLP (10-6 M) stimulation.

Furthermore AAT demonstrated the capability to inhibit ROS pro-

duction in a dose dependant manner. Physiological concentrations of

AAT (27.5 lM) abrogated O2
- production post IL-8 and fMLP

stimulation (P \ 0.05). AKT phosphorylation was inhibited by AAT,

confirming AAT as an inhibitor of PI3kinase activation.

To summarize, this study further demonstrates the anti-inflam-

matory effects of AAT and implicates the importance of AAT in

modulating neutrophil function.

1.27 Secretory Leukoprotease Inhibitor and Calpain

Inhibition: a Novel Anti-Chemotactic Mechanism

D.M. Ryan, D.A. Bergin, E.P. Reeves, N.G. McElvaney, S.J. O’Neill

Respiratory Research Division, Beaumont Hospital, Dublin 9, Ireland

Secretory leukoprotease inhibitor (SLPI) is an anti-inflammatory

protein abundantly present in respiratory secretions. While epithelial

cell SLPI is extensively studied, neutrophil derived SLPI is poorly

characterised. Calpains are calcium-dependent cysteine proteases

whose principal functions include cell migration and cytoskeletal

rearrangement. Recent studies implicate calpain in neutrophil che-

motaxis. We hypothesise that neutrophil SLPI functions as a calpain

inhibitor thus playing an important role in regulating neutrophil

migration.

Neutrophils were purified from whole blood and subcellular

fractionation performed employing sucrose gradients and ultracen-

trifugation techniques. The inhibitory effect of recombinant human

SLPI (rhSLPI) on calpain activity was determined using a fluoro-

metric assay, measuring excitation at 380 nm and emission at

510 nm.

Our experimental results demonstrate the ability of rhSLPI to

inhibit calpain activity (Fig. 1a) and to modulate IL-8 (10 ng/ml)

induced neutrophil chemotaxis in a dose dependent manner. Neutro-

phil stimulation (PMA 1 lg/ml) resulted in secretion of SLPI from the

cell, with a concomitant increase in calpain activity.

Excessive neutrophil influx characterises many inflammatory

pulmonary disorders, including cystic fibrosis, bronchiectasis, COPD,

pneumonia and acute lung injury. Inhibition of calpain by SLPI could

represent a novel anti-chemotactic mechanism, thus strengthening the

attraction of SLPI as a potential therapeutic molecule in inflammatory

lung disease.
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1.28 Chronic Respiratory Disease and Multimorbidity:

Prevalence and Impact in a General Practice Setting

S. O’Kelly1, S.M. Smith1, S. Lane2, C. Teljeur1, T. O’Dowd1

1Department of Public Health and Primary Care, Trinity College,
Dublin, Ireland
2Department of Respiratory Medicine, AMNCH, Tallaght, Dublin 24,
Ireland

Multimorbidity is defined as two or more co-existing chronic condi-

tions in an individual and is common in general practice. It is

associated with poorer outcomes for patients. This study aimed to

establish the prevalence of multimorbidity in patients with chronic

respiratory disease in general practice and to describe its impact on

healthservice use.

Cross sectional study based in three general practices in Dublin.

Drug and disease code searches were performed to identify adult

patients with a diagnosis of chronic respiratory disease. Medical

records were reviewed for chronic respiratory diagnosis, other chronic

conditions, demographic characteristics, GP and practice nurse util-

isation rates, and numbers of medications.

60% of adults with a chronic respiratory condition had one or more

co-existing chronic condition(s). GP and practice nurse utilisation rates,

and number of medications were significantly higher among those with

multimorbidity compared with those with respiratory disease alone.

Multivariate analysis showed that increasing age and low socio-eco-

nomic status were significantly associated with multimorbidity.

The majority of patients with chronic respiratory disease have

multimorbidity. Clinical guidelines based on single disease entities

and outcomes are not as easy to implement and may not be as

effective in this group.

2. Poster Review & Discussion: Bronchiectasis,

Tuberculosis and other Infections

2.1 Secreted Proteases of Aspergillus fumigatus Elicit a

Pro-inflammatory Response in Cystic Fibrosis

C. Coughlan, E.P. Reeves, C. Greene, S.J. O’Neill, N.G. McElvaney

Respiratory Research Division, Royal College of Surgeons in
IrelandEducation and Research Centre, Beaumont Hospital, Dublin
9, Ireland

2.2 Membrane Proteome Profiling of the Cystic Fibrosis

Neutrophil: A Novel Study

E. Hayes1*, D.A. Bergin1, I. Vega-Carrascal1, J. Keenan2,

M. Clynes2, E.P. Reeves1, S.J. O‘Neill1, N.G. McElvaney1

1Respiratory Research Division, Royal College of Surgeons in
Ireland, Beaumont Hospital, Ireland
2National Institute of Cellular Biology, Dublin City University,
Dublin, Ireland

There is significant evidence that the cystic fibrosis (CF) neutrophil is

intrinsically abnormal. However, molecular mechanisms underlying

dysregulated neutrophil activity remain unclear. Quantitative changes

in the neutrophil membrane proteome in CF were analyzed using the

two-dimensional fluorescence difference gel electrophoresis (2D-

DIGE) technique.

Membranes from circulating neutrophils of CF patients during an

exacerbation, CF individuals during a stable phase, non-CF bronchi-

ectasis patients and normal healthy subjects (n = 6 for each group)

were prepared by sucrose-density ultracentrifugation. Proteins (25 lg)

from each sample were resolved by two-dimensional electrophoresis

and visualized with CyDyeTM fluorescent labeling. DeCyderTM soft-

ware was used to match, and analyze protein spots from multiplexed

fluorescent images. Proteins were determined to be differentially

expressed if there was a 1.5-fold difference in expression observed

with a p value of\0.05 deemed to be statistically significant.

Optimized solubilization of membrane proteins was achieved.

The normal membrane proteome profile markedly differed from the

profiles of CF patients. Preliminary results have shown that from

more than 1,000 analyzed two-dimensional protein gel spots iden-

tified there were over 200 differentially expressed on comparative

analysis between CF patients with non-CF bronchiectasis and

healthy controls.

Our data identified potential biomarkers for CF. Further charac-

terization of these identified proteins might also lead to better

understanding of molecular mechanisms underlying CF.

2.3 Candida albicans in Cystic Fibrosis Sputum:

a Microbiological Marker for Advancing Disease?

Elaine O’Donoghue1, Sanjay Haresh Chotirmall1, Teck Boon Low1,

Joie Fay1, Kathleen Bennett2, Cedric Gunaratnam1, Shane J. O’Neill1,

Noel Gerard McElvaney1

1Department of Respiratory Medicine, Beaumont Hospital, Trinity
Centre for Health Sciences, St James’ Hospital, Dublin, Republic of
Ireland
2Department of Pharmacology and Therapeutics, Trinity Centre for
Health Sciences, St James’ Hospital, Dublin, Republic of Ireland

Colonisation of the cystic fibrosis (CF) airway by Candida albicans
remains underexplored. This study sought to discover the most sig-

nificant predictors of C. albicans colonisation and relationships with

clinical parameters in CF.

Observational study of 89 adult CF patients (1998–2008) subdi-

vided into colonised and non-colonised groups. Multiple clinical

parameters were recorded and univariate analyses employed to

determine relationships with colonisation status (Students t test,

Mann–Whitney U test and chi-squared analysis respectively). Multi-

variate regression modeling was applied to determine the strongest

predictors for colonisation.

Colonisation with C. albicans was common (49.4%) and associ-

ated with advancing disease as evidenced by significant relationships

with weight (p = 0.021), BMI (p = 0.02), NIPPV use (p = 0.002),

osteopenia (p = 0.012), CFRD (p = 0.03), FEV1, prophylactic anti-

biotic use, pancreatic insufficiency, extent of bronchiectasis, co-

colonisation with Pseudomonas and hospital treated exacerbations (all

p \ 0.0001). Logistic regression showed that the strongest predictors

for colonisation were pancreatic insufficiency (OR = 6.65, 95%

CI = 1.46–30.23, p = 0.014), osteopenia (OR = 4.25, 95%

CI = 1.15–15.8, p = 0.03) and co-colonisation with Pseudomonas
(OR = 8.05, 95% CI = 2.16–30.1, p = 0.002).
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Colonisation with C. albicans is a microbiological marker of

advancing CF and is best predicted by pancreatic insufficiency,

osteopenia and colonisation with Pseudomonas.

2.4 Interleukin-8 Dictates Glycosaminoglycan Binding

and Stability of Interleukin-18 in Cystic Fibrosis

E.P. Reeves1*, M. Williamson1,2, B. Byrne3, R. O’Kennedy3,

S.J. O’Neill1, P. Greally2, N.G. McElvaney1

1Department of Medicine, Royal College of Surgeons in Ireland,
Beaumont Hospital, Dublin, Ireland
2Department of Respiratory Medicine, Adelaide and Meath Hospital,
Inc. The National Children’s Hospital, Dublin, Ireland
3Applied Biochemistry Group, School of Biotechnology, Dublin City
University, Dublin 9, Ireland

Disproportionate concentrations of proinflammatory cytokines have

been recorded in cystic fibrosis (CF) bronchial samples, including

elevated levels of the potent neutrophil chemoattractant interleukin

(IL)-8/CXCL8 and contrasting dramatically diminished levels of the

IFN-c inducing factor, IL-18. It has previously been shown that

glycosaminoglycan (GAG) matrices increase the half-life of IL-8 at

sites of inflammation, but why reduced levels of IL-18 are associated

with CF lung disease is unclear.

The aim of this project was to compare IL-8 and IL-18, for their

relative stability activity and interaction with GAGs in the lungs of

CF patients.

Biacore studies were designed to investigate the ability of IL-18 to

bind GAG matrices. Surfaces coated with GAGs at a concentration of

30 lg/ml were capable of binding approximately 62 ± 6.8 pg IL-18/

cm2. However, exposure of GAG-coated surfaces to IL-8, added

either simultaneously or 1 h after IL-18, competitively reduced and

displaced the level of detectable IL-18 by 57 % (P = 0.002) and 32%

(P = 0.02), respectively. In addition, competitive displacement of IL-

18 from these anionic matrices by IL-8 rendered the cytokine sus-

ceptible to rapid proteolytic degradation by neutrophil elastase.

A novel mechanism has been identified highlighting the potential

of IL-8 to determine the fate of other cytokines, including IL-18

within the CF lung, consistent with the inflammatory status of the CF

lung disease.

2.5 Expression of T-cell Immunoglobulin and

Mucin-Domain-Containing Molecule-1 (TIM-1)

and TIM-3 is Upregulated in Human Bronchial

Epithelial Cells in Cystic Fibrosis

I. Vega-Carrascal, E.P. Reeves, S.J. O’Neill, N.G. McElvaney

Department of Respiratory Medicine, Beaumont Hospital, RCSI,
Dublin 2, Ireland

2.6 Impaired Neutrophil Killing Ability and Altered

Degranulation of Antimicrobial Proteins in Cystic

Fibrosis

K. Pohl, G. Bergsson, E.P. Reeves, S.J. O’Neill, N.G. McElvaney

Department of Medicine, Respiratory Research Division, Beaumont
Hospital, RCSI, Dublin 9, Ireland

2.7 Bacterial–Fungal Co-colonisation is a Risk Factor

for Hospitalisation in Cystic Fibrosis

Michelle Murray, Sanjay Haresh Chotirmall, Elaine O’Donoghue,

Teck Boon Low, Joie Fay, Inderjit Singh, Cedric Gunaratnam, Shane

J. O’Neill, Noel Gerard McElvaney

Department of Respiratory Medicine, Beaumont Hospital, Dublin 9,
Ireland

Bacterial-fungal interactions are recognised within the airway how-

ever this is unexplored in cystic fibrosis (CF).

A cohort of CF patients (n = 89) were assessed for bacterial and

fungal colonisation status in sputum culture over a 10-year period

(1999–2008) and divided into subgroups: colonised by a single

organism (either bacterial or fungal), co-existing bacterial–fungal

colonisation and non-colonised. Pulmonary function (FEV1) and

hospital exacerbations were recorded and compared between groups

by ANOVA/Kruskal–Wallis testing as appropriate.

Mean age of the cohort was 25.12 years (SD ±6.75) and 62.9%

(n = 56) were male. Average FEV1 was 2.41L (SD ±1.23) in those

colonised by a single organism, 2.05L (SD ±0.82) in the bacterial-

fungal group and 3.20L (SD ±1.03) in the non-colonised group.

Although significant differences between the groups were noted

(p \ 0.0001), post-hoc analysis revealed that these differences existed

between the non-colonised and colonised groups (either individual or

bacterial-fungal). Hospital exacerbation rates over the study period

was significantly different between the sub-groups (p \ 0.0001): 1.07

(single organism), 7.42 (bacterial-fungal) and 0.13 (non-colonised)

respectively. Here, significant differences were additionally found

between those colonised with a single organism and those co-colon-

ised (bacterial-fungal group).

Co-existing bacterial-fungal colonisation significantly increased

hospital exacerbation rates but not FEV1. Bacterial-fungal co-colo-

nisation increases the risk of hospitalization in CF.

2.8 Seasonal Variability of Vitamin D Levels in a

Cohort of Irish Adult Cystic Fibrosis Patients—When is

the Best Time to Measure Serum Vitamin D?

O.J. O’Connell1, M.E. O’Brien1, C. Shortt1, C. Fleming1, J. Eustace2,

M.T. Henry1, B.J. Plant1

1Department of Respiratory Medicine, Cork University Hospital,
University College Cork, Cork, Ireland
2Department of Renal Medicine, Cork University Hospital, University
College Cork, Cork, Ireland

Cystic fibrosis (CF) patients have low vitamin D levels requiring

replacement therapy as standard. This study aims to assess for a

seasonal variability of serum vitamin D ([25(OH) D]) and to deter-

mine the prevalence of severe vitamin D deficiency [\37.5 nmol/l]

amongst adult CF patients.

A retrospective medical records analysis of all adult CF patients

attending the Cork adult CF centre, on standard vitamin D supple-

mentation, over the past 5 years was performed. Mean [25(OH)D]

was tabulated in all patients with measurements taken in both of the

meteorological times of summer/autumn and winter/spring.

75 patients met inclusion criteria. Mean summer/autumn [25(OH)D]

were higher at 68.70 nmol/l (±30.3) compared to winter/spring

[25(OH)D] at 46.09 nmol/l (±24.6) (p \ 0.001). 10.6% (n = 8) of

patients had severe [25(OH)D] deficiency in the Summer/Autumn

period versus 45.3% (n = 34) in winter/spring period (p \ 0.0001).
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There is a significant seasonal variability in serum [25(OH) D]

with a high variability in the prevalence of vitamin D deficiency

depending on season measured. This study highlights the importance

of a standardised Winter/Spring time measurement for Irish CF

patients to determine the lowest [25(OH) D] and allow for appropriate

therapeutic replacement.

2.9 ERb Agonists: Novel Anti-inflammatory Agents for

Cystic Fibrosis (CF)?

S.H. Chotirmall1, C.M. Greene1, I. Oglesby1, W. Thomas2,

S.J. O’Neill1, B.J. Harvey2, N.G. McElvaney1

1Respiratory Research Division, Beaumont Hospital, Dublin 9,
Ireland
2Department of Molecular Medicine, RCSI, Dublin 9, Ireland

Little is known about the inflammatory effect of the female sex

hormone oestrogen within the CF lung. We evaluated the effect of

17b-estradiol (E2) exposure on CF airway epithelium.

Studies were performed using CFTE29o- and CFBE41o-cell lineages

grown as monolayers and polarized cultures. qRT-PCR was used to

quantify ERa and b expression. CF-BAL fluid (CF-BALF) induced IL-8

expression was measured in cell supernatants following stimulation with

E2, ER agonists (PPT, DPN) and ER antagonists (ICI 182,780, MPP

diHCl) by ELISA. Confocal laser scanning microscopy was used to

determine ERa and ERb sub-cellular localisation following treatment.

ERa and b are both expressed in CF airway epithelia although ER-b
expression is proportionally higher (2- to 6-fold). In response to CF-

BALF, IL-8 expression was significantly increased in CFTE29o- and

CFBE41o- cells (p \ 0.05); in polarised CFBE41o- cells IL-8 was

released apically rather than basolaterally (p \ 0.001). Following

exposure to E2 (1-10nM), CF-BALF-induced IL-8 production was

attenuated in a dose-dependent fashion. ICI 182,780 abrogated the effects

of E2 whilst ERb agonist DPN but not a agonist PPT mimicked the anti-

inflammatory effect of E2 (p \ 0.01). Immunofluorescent labelling fol-

lowed by confocal microscopy demonstrated that ERb but not a was

changed in its sub-cellular localisation following E2 treatment.

ERb is the predominant ER isoform expressed by CF airway

epithelial cells. E2 shows a dose-dependent inhibition of IL-8 secre-

tion mediated via ERb activation. ERb agonists acting as anti-

inflammatory agents may provide a novel approach for therapeutic

intervention in CF.

Acknowledgment: Funded from HEA-PRTLI Cycle 4 through a

Molecular Medicine Ireland (MMI) Clinician Scientist Fellowship

Programme (CSFP) 2008-2011.

2.10 The Effects of Pseudomonas aeruginosa Elastase

and Alkaline Protease Which are Secreted under

Aerobic and Anaerobic Conditions in vitro

Sonya Cosgrove, Catherine M. Greene, Shane J. O’Neill,

Noel G. McElvaney

Respiratory Research Division, Department of Medicine, Royal
College of Surgeons in Ireland, Beaumont Hospital, Dublin, Ireland

Pseudomonas aeruginosa is a frequent pathogen in the cystic fibrosis

lung. It secretes proteases which may act as virulence factors in the lung.

As the infected lung is frequently anaerobic we have compared aerobic

and anaerobic Pseudomonas aeruginosa proteases secretion profiles.

The major protease secreted under aerobic conditions is Pseudomonas
elastase and under anaerobic conditions is alkaline protease. The effect of

the aerobic and anaerobic proteases on the host anti-protease screen was

examined by incubation with alpha-1-antitrypsin (AAT), elafin and

secretory leukoprotease inhibitor (SLPI) over a 24 h period. The aerobic

proteases cleaved AAT, elafin and SLPI within 24 h. However, the

anaerobic proteases did not cleave AAT but did cleave SLPI.

Iron levels are elevated within the CF airway and promote Pseu-
domonas aeruginosa colonisation. Transferrin and lactoferrin are

known to undergo proteolysis by Pseudomonas proteases with con-

current increases in iron levels. We have found that both

Pseudomonas elastase and alkaline protease degrade haemoglobin,

releasing an iron source for Pseudomonas and heme, which can

stimulate inflammation by IL8 production. The proteolytic effects of

the Pseudomonas proteases on ferritin were also investigated.

This study shows how Pseudomonas proteases affect both the

host’s anti-protease screen and the iron load on the lung.

2.11 Electrical Muscle Stimulation (EMS) in Cystic

Fibrosis (CF)

P.J. Barry, G. Coughlan, T.T. Nicholson, L. Crowe, E.F. McKone,

B. Caulfield, C.G. Gallagher

Department of Respiratory Medicine and National Referral Centre
for Adult Cystic Fibrosis, St. Vincent’s University Hospital, Dublin,
Ireland
Department of Physiotherapy, University College Dublin, Dublin,
Ireland

Background:
Muscle dysfunction is prevalent in CF and contributes to morbidity

and impaired quality of life. We tested the hypothesis that EMS can

increase strength in adults with CF.

Methods:
Subjects with clinically stable CF were recruited to a 6 week training

programme of leg EMS and had quadriceps, hamstring and handgrip

strengths (non-stimulated control) tested at baseline, 3 and 6 weeks.

Results:
Six patients completed 6 weeks of training. Average age was 26.7 years

with an average FEV1 of 51% predicted. Baseline quadriceps, hamstring

and handgrip strengths were 126.3 N m, 56.5 N m and 33.2 kg,

respectively. There were significant improvements in quadriceps (6.6%)

and hamstring (15.9%) strengths at 3 weeks and at 6 weeks (10.7 and

29.6%, respectively). There was no change in handgrip strength.

Conclusion:
EMS causes progressive improvements in quadriceps and hamstring

strength over 6 weeks in adults with CF. EMS is a potentially useful

adjunct to standard exercise in CF.

Supported by Irish Thoracic Society/Allen & Hanbury Fellowship,

HRB and CFAI.

2.12 Impact of Rhinosinusitis Symptoms on Quality

of Life in Idiopathic Bronchiectasis

M. Murray, S. Landers, E. O’Neill, D. Ryan, S. Chotirmall,

N.G. McElvaney, S.J. O’Neill

Department of Respiratory Medicine, Beaumont Hospital, Dublin 9,
Ireland
Department of Academic Medicine, RCSI, Dublin, Ireland

Background:
To determine the impact of Rhinosinusitis on quality of life (QOL) in

Idiopathic Bronchiectasis (IB).
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Methods:
A cross-sectional study of 78 patients (mean age 64) with a diagnosis

of IB evaluated using the 20 items Sino-Nasal Outcome Test (SNOT-

20) questionnaire, a validated disease-specific health related quality of

life tool for the assessment of Rhinosinusitis. Patients also completed

the St. George’s Respiratory Questionnaire (SGRQ) and a general

quality of life assessment (Euro-QOL). Correlation coefficients

(Spearman’s Rho) were calculated for the global SNOT-20 scores.

Results:
The global SNOT-20 score of 33.6 ± 16.1 demonstrated a significant

impact of nasal symptoms on QOL. There was no significant corre-

lation between SNOT-20 and either SGRQ (r = 0.19; p = 0.09) or

Euro-QOL (r = 0.15). The significant total SGRQ score of

45.07 ± 15.7 suggest a cumulative but independent impact of upper

and lower airway symptoms on life quality in IB.

Conclusion:
Rhinosinusitis has a major impact on QOL in IB.

2.13 Understanding and Compliance of the Flutter

Device in Patients with Non-Cystic Fibrosis Adult

Bronchiectasis

K. Anyakudo, D. Murphy, L. McMahon, A. Sheedy

Physiotherapy Department, Peamount Hospital, Newcastle, Co.
Dublin, Ireland

The Flutter is a device shown to be effective in aiding sputum

clearance in patients with non-cystic fibrosis adult bronchiectasis [1].

The main feature of which is mucus hypersecretion. The study aims to

establish patients understanding and compliance to the Flutter and to

determine how to improve future clinical practice.

A questionnaire designed by the authors was posted to 31 partic-

ipants, 26 were returned (84% response rate).

Key results revealed 100% understanding of both why the flutter

was prescribed and the appropriate technique; 85% were compliant

with washing the flutter correctly. Once prescribed, 73% used the

flutter daily, only 4% contacted the physiotherapy department for

further advice. Results also indicated that only 19% of the respon-

dents were aware of when use was contraindicated.

The main outcome indicates that 27% of users do not adhere to

clinician’s prescription for daily use in order to obtain optimal results.

Fifteen percent do not adhere to correct cleaning procedures, an

implication for infection control. The authors recommend that in future

patients receive a follow up phone call and a review after 3 months to

assess patient’s compliance and technique. The provision of an acces-

sible abbreviated guide may enhance understanding and compliance.

Reference
1. Thompson CS, Harrison S, Ashley J, Day K, Smith DL (2002)

Randomised crossover study of the Flutter device and active cycle of

breathing technique in non-cystic fibrosis bronchiectasis. Thorax

57:446–448

2.14 Yellow Nail Syndrome and Adult Polycystic

Kidney Disease

S. Sangaraju, P. Minnis, R.P. Convery

Department of Respiratory Medicine, Craigavon Area Hospital, BT63

5QQ, Craigavon, UK

We describe a unique case of yellow nail syndrome and adult

polycystic kidney disease. YNS a rare condition with just over 100

cases reported in the literature has been described with Minimal

Change Nephrotic Syndrome [1] and Xanthogranulomatous Pyelo-

nephritis [2] but never in association with APKD.
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2.15 Factors Influencing Acceptance of Latent

Tuberculosis Infection Treatment in Healthcare

Workers

A. Corr, K. Hurley, E. Dunican, S. Lim, B. Hayes, S. O’Neill

Beaumont Hospital, Dublin, Ireland

The uptake in treatment for latent tuberculosis infection (LTBI) is low

in healthcare workers (HCW) despite the significant risk of reacti-

vation and consequent risk to patients and colleagues. The aim of our

study was to identify demographic, knowledge and attitudinal based

factors, which influence the acceptance of treatment by the HCW.

A computer read 23 point questionnaire was administered anon-

ymously to staff members in a University Teaching Hospital. 200

questionnaires were completed and analysed.

Analysis of data demonstrated that there was a significant asso-

ciation between higher knowledge score (KS) and acceptance of

treatment (p = 0.014). Increased age was associated with higher KS

(p \ 0.001), while occupation also reflected varying KS. 65% of

student nurses had low KS, 60% of nurses obtained medium while

[60% of consultant and non-consultant doctors obtained high KS

(p \ 0.001). There was significant concern regarding possible toxicity

of LTBI treatment in all groups but this was greatest in the high KS

group (p = 0.001).

Our data suggests that HCW’s understanding of LTBI influences

their self reported acceptance of treatment and that concern exists

throughout all knowledge levels regarding treatment toxicity. Direc-

ted education programmes regarding LTBI and its treatment may

improve uptake of treatment.

2.16 Prevalence of Tuberculosis and Compliance with

Anti-tuberculosis Therapy during April 07–April 08 in

Northern Ireland

I. Masih, A. Breen, R. Shepherd

Department of Respiratory Medicine, City Hospital Belfast, Belfast, UK

Data from Belfast City Hospital’s TB clinic was studied to assess

prevalence of tuberculosis in Northern Ireland and compliance with

anti-tuberculosis therapy.

Case notes of 43 patients were examined retrospectively regarding

presentation, diagnostic methods and outcome for a period of one year.

Half of the patients were originally from Northern Ireland; 56%

were male with mean age of 49 (±22) years. The majority had pul-

monary disease; 23% had lymph node involvement. Culture positive

comprised 72% and smear positive 42%. Only one patient was multi-

drug resistant. Eighty-seven percent were started on treatment within

5 days of presentation and follow-up was within mean of 36 (±27)

days. A common side effect was minor GI upset (12%). Five percent
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developed hepatitis, arthralgia and renal impairment. One patient

developed retro-bulbar neuritis and cutaneous reaction.

The study revealed that tuberculosis is increasingly prevalent

among the local population. Only one patient was put on Directly

Observed Therapy and one patient defaulted due to unknown visa

status. Treatment duration was increased in two patients due to multi-

drug resistance and dissemination to bone. Although treatment was

modified due to side effects in 22% of patients, no treatment was

stopped which shows an encouraging level of tolerance.

2.17 Human Bovine Tuberculosis—Remains in the

Differential Diagnosis

S. Bilal, H. Mohammed, P. Murphy*, J. Power

Department of Respiratory Medicine, Naas General Hospital, Co
Kildare, Ireland
*Department of Microbiology, Adelaide and Meath Hospital,
Tallaght, Dublin 24, Ireland

Introduction:
Mycobacterium bovis is a pathogen of cattle. Humans are usually

infected by aerosol route. We present 2 cases of human bovine TB.

Case 1:
50 years old male farm worker presented with history of chest tightness,

dyspnea and erythema nodosum. CXR showed prominent right hilum.

CT showed mediastinal lymph nodes along with nodular and linear

opacification in the right upper lobe. Bronchoscopy was normal. IgE level

was elevated at 1,000 IU/L. Tuberculin test 2 TU was strongly positive at

4 cm. ZN and TBC on sputum and bronchial washings were negative. He

was commenced on antituberculous therapy. After 9 months of treat-

ment, patient was asymptomatic with radiological clearance.

Case 2:
35 years old female presented with history of cough, chest pain, haem-

optysis, night sweats and weight loss. There was a history of contact with

bovine TB at her home farm. CXR showed a right hilar shadow. CT

confirmed bulky right hilar and mediastinal lymph nodes and segmental

right middle lobe atelectasis. Tuberculin test 2 TU was strongly positive

at 5 cm with blistering. As a result, she was started on ATT. Bronchos-

copy was normal. Culture of BAL and sputum was positive confirming

Mycobacterium bovis. She completed 9 months course of ATT with full

clinical response and some residual scarring in right hilum.

Conclusion:
Mycobacterium bovis is not eradicated in our population particularly

in a rural setting. A high index of suspicion is needed in symptomatic

patients with a history of possible exposure. Animal workers, farmers,

meat packers, vets and zoo keepers are at risk.

2.18 Oesophageal Tuberculosis causing

Pneumomediastinum

S. Adlakha1, Suleman3, V. Byrnes2, G. Roberts3, S.C. Foley1

1Respiratory Medicine, Waterford Regional Hospital, Waterford,
Ireland
2Gastroenterology, Waterford Regional Hospital, Waterford, Ireland
3Endocrinology, Waterford Regional Hospital, Waterford, Ireland

A 28 year old male Indian doctor presented with four weeks of dry

cough, wheeze and left pleuritic pain that commenced during a return

visit to India. Despite initial improvement with prednisolone and

bronchodilators locally, he deteriorated.

At presentation, he was dyspnoeic but not febrile. He denied

fevers or sweats. Chest examination revealed wheeze and left basal

dullness. Chest radiograph showed a small left pleural effusion. Full

blood count was normal. ESR and CRP were 76 and 125 respectively.

D-Dimers were 1849. Mantoux was negative.

CT pulmonary angiogram outruled pulmonary embolus and con-

firmed the left pleural effusion. He improved on broadspectrum

antibiotics and bronchodilators and was discharged. He represented

2 days later with fever of 38.5�C and a small right exudative pleural

effusion. Gram and ZN stains of sputum and pleural fluid were

negative. Blood cultures and atypical pneumonia serology were

negative. He remained febrile.

Repeat CT thorax showed the right pleural effusion and air in the

mediastinum with an indentation of the lower oesophagus suggestive

of perforation. Barium swallow confirmed an ulcer without dye

leakage consistent with a sealed perforation. Biopsies at gastroscopy

showed caseating granulomata. Antituberculous chemotherapy was

commenced with dramatic clinical response. Sputum culture later

confirmed Mycobacterium tuberculosis.

2.19 Secondary Spontaneous Pneumothorax and

Empyema from Scedosporium Apiospermum

Mycetoma

T. Hassan, R. Fahy

Department of Respiratory, St James Hospital, Dublin 8, Ireland

Scedosporium apiospermum, the asexual counterpart of the teleo-

morph Pseudallescheria bodyii, is increasingly recognized as an

important cause of mycetoma. This case reports secondary pneumo-

thorax and empyema as rare complications from a mycetoma infected

with Scedosporium apiospermum.

A 26 year old diagnosed previously with fungal lung disease grew

Scedosporium species from earlier bronchoscopic specimens. He

presented with left-sided pneumothorax and a cavitating mass in the

left upper lobe on his chest X-ray. Despite chest drainage, there was

no resolution of pneumothorax.

He also developed an empyema. Pleural fluid grew Scedosporium

apiospermum. His initial IgE on presentation was very high

(3,746 ng/mL). He was commenced on high dose steroids and posa-

conazole. A CT thorax revealed cavities with dependent debris in the

largest cavity in the left apex consistent with mycetoma. There was

debris around the pleural space consistent with infective seeding from

a mycetoma rupture.

The patient had thoracotomy, decortication and removal of the

cavitating lesion. Histology from mycetoma confirmed a 5 cm

diameter mass of septate fungal hyphae. The decorticated pleura

revealed florid eosinophilic and granulomatous pleuritis with fungal

hyphae. The patient was well on discharge. Follow up CXR in

6 weeks showed complete resolution of pneumothorax and upper lobe

fibrotic changes.
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2.20 Active Screening for Pulmonary Tuberculosis

by Chest X-ray: Migrants and Settled Residents

(St. Petersburg, Russian Federation)

I.V. Golubeva1, E.A. Malashenkov2, N.A. Skrynnik3,

V.U. Zhuravlev4

1St. Petersburg Medical Academy of Postgraduate Studies,
St.-Petersburg, Russian Federation
2Botkin Clinical Hospital of Infectious Diseases, St. Petersburg,
Russian Federation
3Antitubercular Dispensary of Admiralteisky District, St. Petersburg,
Russian Federation
4The Research institute of Phthisiopulmonology, St. Petersburg,
Russian Federation

Last years economic migration to the megalopolises of the Russian

Federation (RF) has considerably increased. The preferred method of

screening for pulmonary tuberculosis (PTB) in the RF is the chest

radiography. The aim of the present study was to evaluate the role of

the chest radiography in the diagnosis of PTB among economic

migrants.

During 2008, 9,360 migrants and 62,954 settled residents have

been screened. The reason for inspection of migrants—the indepen-

dent reference to Federal Migration Service for reception of the work

permit or residence permit. Radiographic findings were comple-

mented by complete examinations. Obtained data have been

compared. Among migrants citizens of the former Soviet republics

prevailed (7,237 persons, 77%).

PTB was diagnosed in 28 migrants, of which 21 (75%) were cit-

izens of the former Soviet republics. Yield of screening was 299 per

100,000 individuals. Among settled residents, PTB was diagnosed in

36 persons; yield of screening was 57 per 100,000 individuals.

Conclusion: PTB was diagnosed in migrants in 5 times more

often, than in settled inhabitants. It is necessary community-wide

screening of this category of the population.

2.21 The CRB-65 Score in the Assessment of

Community Acquired Pneumonia in Primary Care

A. Murphy, I. Sulaiman, S. Lane

AMNCH, Tallaght, Dublin 24, Ireland

The CRB-65 community acquired pneumonia (CAP) severity score is

an evidenced based specific five point clinical score designed for use

in the community to stratify patients into different mortality groups

and subsequent management pathways.

The purpose of this prospective study was to establish (1) if the

CRB65 score is being used to assess CAP patients in primary care (2)

the component variables that are otherwise being recorded and (3) the

degree to which the score could be used to identify patients suitable

for home management or suitable for hospital referral and assessment.

The study was carried out at the Adelaide & Meath incorporating

the National Children’s Hospital over a 2 month period from June

2009. Of 50 patients entered in the study, with a possible pneumonia,

only 22 (44%) met the diagnostic criteria for CAP. Of these, six

patients (27%) were referred by their GP’s as CAP. Documentation of

CRB65 score was absent in all (0%). Recording of the component

core variables was 24%. When re-scored one of these six patients had

a score of 0 negating the need for referral.

In conclusion the CRB-65 score is not being used in the com-

munity, nor is there adequate recording of its component variables.

2.22 An Evaluation of the Safety and Efficacy, for

Patients with Acute Respiratory Illness, of a

Community-based Intravenous Medication Initiative

I. Sulaiman1, E.D. Moloney2, S.L. Lane2, J.P. Cullen1

1Short Term Acute Care Unit (SACU)
2Department of Respiratory Medicine, Adelaide and Meath Hospital,
Tallaght

Since 10.11.08 the Adelaide and Meath Hospital, Tallaght (AMNCH),

in partnership with the HSE Community Intervention Team (C.I.T.)

Dublin-South, has provided a community-based service for domicil-

iary administration of intravenous (IV) medications, therefore

facilitating early discharge (ED) or admission avoidance (AA) for

AMNCH patients.

We evaluated the efficacy of the service, to date, for patients with

acute respiratory illnesses.

Up to 31.08.09, 111 AMNCH patients had been referred to this ser-

vice, of which 37 patients (33%) had a diagnosis of acute respiratory

illness. Of the latter, ED was facilitated in 25 patients (68%) and AA in 12

patients (32%). Respiratory diagnoses were: pneumonia (23 patients),

exacerbation of COPD (4), exacerbation of asthma (4), exacerbation of

bronchiectasis (3) and lower respiratory infection without pneumonia (3).

Domiciliary treatment of these patients saved 171 bed-days for AMNCH.

Average length-of-stay in the service was 4.6 days (range 2–24 days).

There were no readmissions to hospital or adverse incidents during the

treatment period. Treatment has proved to be highly cost-effective.

Patient satisfaction is high (95% scoring the service at 10/10).

We conclude that this service is a safe, effective, inexpensive

modality for ED/AA for patients with acute respiratory illness, with

significant acute hospital bed-days saved.

2.23 IARS Special Interest Group: Infection Control

and Uniforms

D.L. Moran, B. O’Carroll, N. Smith, M. Varghese

Background:
A committee was set up by the IARS to examine the area of infection

control in respiratory laboratories in Ireland. We aimed to gather

information on current infection control methods and use this infor-

mation to produce a standardized infection control manual.

Method:
Questionnaires were designed using information from the national

hospital’s infection control strategy and issued to all laboratories. The

completed questionnaires were assessed.

Results:
Hygiene standards were shown to be high in the following areas:

• Hand hygiene policies were in place

• Floors and surfaces were cleaned daily

• Re-usable devices were disinfected/sterilised regularly

However, practices varied between laboratories in relation to the

use of chemical disinfectants, personal protective equipment and the

role of infection control departments in implementing standards.

Conclusion:
The document focuses on all areas of infection control including

decontamination of equipment. Decontamination includes guidelines

for cleaning, disinfection and sterilization of re-usable equipment.

Special precautions are designed for staff in contact with patients with

known transmissible infections, e.g. MRSA, VRE. Practices need to

be regularly updated and kept in line with International Standards.
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3. Oral Presentations: Basic Science

3.1 Does Chronic Exposure to IL-9 Alone or IL-9

Combined with IL-13 Effect the Differentiation of

Paediatric Asthmatic and Non-asthmatic Bronchial

Epithelial In Vitro Cultures?

S. Thavagnanam, J.C. Parker, G. Skibinski, M.D. Shields,

L.G. Heaney

Respiratory Medicine Research Cluster, Centre for Infection and
Immunity, Microbiology Building, Queen’s University Belfast,
Grosvenor Road, Northern Ireland, BT12 6BN, UK

Irish Thoracic Society—Boehringer Ingelheim Research Fellowship
Data from animal models suggests IL-9 and IL-13 may play an

important role in allergic asthma resulting in goblet cell hyperplasia

(GCH). The aim of this study was to establish whether IL-9 altered

mucociliary differentiation of paediatric non-asthmatic and asthmatic

primary bronchial epithelial cells (PBECs) and if there was a syner-

gistic effect with IL-13 PBECs.

Paediatric PBECs (obtained by non-bronchoscopic sampling) were

differentiated at the air–liquid interface over 28 days. IL-9 (20 ng/ml)

alone or IL-9 combined with 13 (20 ng/ml each) was added to the

culture for the duration. Using immunocytochemistry, percentage

number of ciliated and goblet cells were assessed as a measure of

tissue differentiation

Chronic exposure of non-asthmatic PBECs to IL-9 or IL-9 + IL-

13 did not result in GCH compared with controls (mean 22.03 [SD

6.5], mean 26 [SD 8.6] and mean 18.8 [SD5.3], respectively). Similar

findings were observed in our asthmatic PBECs. Interestingly, IL-9

decreased % ciliated cell numbers in both asthmatic and non-asth-

matic PBECs (p \ 0.05). However, IL-9 + IL-13 only reduced

ciliated cell numbers in non-asthmatic PBECs (p \ 0.01).

This study has shown IL-9 does not exhibit significant effect on

GCH in both non-asthmatic and asthmatic PBECs, contrary to data

from animal models. However, IL-9 has a significant effect on ciliated

cell numbers in both non-asthmatic and asthmatic cultures which may

be important in asthma. The mechanism of this IL-9 mediated

reduction in ciliagenesis now warrants further investigation.

3.2 Expression Profiling in Cystic Fibrosis Reveals

Differential Expression of miRNA

I.K. Oglesby, I. Bray, S.H Chotirmall, R.L. Stallings, S.J. O’Neill,

N.G. McElvaney, C.M. Greene

Department of Medicine, Royal College of Surgeons in Ireland,
Ireland

Expression profiling studies have identified altered microRNA

(miRNA) expression patterns in several human diseases. However

the role of miRNAs in Cystic fibrosis (CF) remains unexplored to

date.

We performed expression profiling on bronchial brushings (CF;

n = 5 and non-CF; n = 5) using Taqman Low Density Arrays

(TLDAs) v2.0. MiR-126 and its predicted target TOM1 were selected

for further analysis. Luciferase reporter systems were utilised to

demonstrate direct targeting of TOM1 by miR-126 and to measure

effects of TOM1 over-expression on IL-1b and LPS induced NF-jB

activity. IL-8 secretion was measured following TOM1 knockdown.

Expression of miR-126 was significantly decreased in 4/5 CF

samples compared to controls (p = 0.0095). A miR-126 mimic

inhibited luciferase activity in a reporter system containing the 30UTR

of TOM1. LPS or IL-1b induced NF-jB luciferase activity and IL-8

secretion were down-regulated or increased respectively following

TOM1 over-expression or knockdown.

These data show that miR-126 is differentially regulated in CF

airway epithelial cells in vitro and in vivo. TOM1 is a target of miR-

126 and may have an important role in regulating innate immune

responses in the CF lung. This is the first report to describe miRNA

involvement in CF and to propose a role for TOM1 in the TLR4

signalling pathway.

3.3 Effect of Lipoxin A4 in Modifying the Bronchial

Airway Surface Liquid Layer

Mazen Al-Alawi1, Valia Verriere1, Olive Mc Cabe1, Valerie Urbach2,

Brian J. Harvey1, Richard W. Costello3

1Department of Molecular Medicine, RCSI, Dublin, Ireland
2U661, INSERM, Montpellier, France
3Department of Respiratory Medicine, RCSI, Dublin, Ireland

Body:
A key aspect of the lung innate defence system is the ability of the

epithelium to regulate the airway surface liquid (ASL) volume. The

ASL electrolyte composition, volume and height are tightly regulated

by transepithelial ion and water transport. Regulation of ASL physi-

ology is required for an effective ciliary beat and muco-ciliary

clearance in the proximal airways. Lipoxin A4 (LXA4) is an endog-

enous anti-inflammatory molecule that has been reported to be

reduced in inflammatory Cystic Fibrosis (CF) lung [1]. The electro-

lyte imbalance in CF alters the ASL homeostasis and leads to a

dehydrated airway lumen. One of the therapeutic avenues in CF is to

restore the depleted ASL by correcting the ion transport defects. We

have investigated the effect of LXA4 on airway hydration by inves-

tigating ASL height in CF and non-CF cell lines.

Materials and methods:
CF and non-CF cell lines were grown to confluency to obtain a well-

differentiated polarised epithelium. Live cell ASL height was mea-

sured using a laser scanning confocal microscope.

Results:
The steady-state ASL height in the CF epithelium was reduced when

compared to the normal non-CF epithelium. The addition of LXA4

(1nM) for 15 min significantly increased the ASL height from a

baseline of 5 ± 0.28 lm (n = 18) to 15.25 ± 1.18 lm (n = 19) in

CF cells and from 9 ± 0.27 lm (n = 19) to 14.26 ± 0.67 lm

(n = 46) in non-CF cells. This effect was maintained at 30 and

45 min and abolished by using the LXA4 receptor antagonist.

Conclusion:
LXA4 treatment resulted in an increased ASL height in a CF bron-

chial epithelium cell line and may provide a novel avenue in

complementing existing therapy in CF.

Acknowledgements: This work was supported by a Higher Edu-

cation Authority of Ireland PRTLI Cycle 4 NBIPI grant to BJH. M

Al-Alawi is a Molecular Medicine Ireland Clinician Scientist Fellow.
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3.4 C-type Natriuretic Peptide Attenuates Vascular

Remodeling In Severe Pulmonary Hypertension

Brian Casserly, Jeffrey Mazer, Sharon Rounds, Gaurav Choudhary

Providence VA Medical Ctr/ Brown University, Providence, RI, USA

We hypothesized that CNP will attenuate severe PH through its effect

on pulmonary vascular remodeling. This model combines the use of a

VEGF receptor blocker, SU5416 (SU), and hypoxia to induce severe

PH and plexiform lesions.

Methods:
Adult male Sprague Dawley rats were implanted with osmotic pumps

to deliver CNP or vehicle for three weeks. Subsequently they received

a single dose of SU or diluant and were placed in either normoxic or

hypoxic (10% FiO2) environment for 3 weeks. The animals then

underwent echocardiogram, right heart catheterization, and carotid

catheterization to evaluate right ventricle (RV) function, RV mass,

and RV pressure (RVP). The lungs were fixed and evaluated for

vascular remodeling using H&E staining and immunohistochemistry.

Results:
Rats exposed to hypoxia alone developed moderate PH, while animals

given SU and exposed to hypoxia developed severe PH (RVP

(mmHg)- Normoxia: 27 ± 1; Hypoxia: 79 ± 6; Hypoxia+SU:

92 ± 3). RV hypertrophic response mirrored the RVP in each group.

Animals with severe PH receiving low dose CNP (0.75 lg/h) had

increased RV mass and RVP, similar to vehicle treated animals, but

demonstrated a 19% reduction in the microvascular wall thickness

(p \ 0.05 compared to vehicle).

Conclusion:

C-type natriuretic peptide attenuates vascular remodeling in severe

pulmonary hypertension

3.5 CXCL9 Signaling in the Regulation of TGF-b

Induced EMT

S. O’Beirne, C. Reviriego, R. Kane, J. Cramton, I. Counihan,

M.P. Keane

Department of Respiratory Medicine, St Vincent’s University Hospital
and The Conway Institute, University College Dublin, Dublin 4,
Ireland

3.6 Defective Toll-like Receptor—3 (TLR3) Function

Promotes Pulmonary Inflammation and Persistent

Fibrotic Disease Via an IL-13 Dependent Mechanism in

Sarcoidosis

Michelle E. Armstrong1, Amrita Joshi2, Gordon Cooke1, Ijaz Kamal1,

Ranjitha Ananda-Kumar1, Lili Li1, John Baugh1, Denis Shields3,

Cory M. Hogaboam2, Seamas C. Donnelly1

1School of Medicine and Medical Science, UCD Conway Institute of
Biomedical and Biomolecular Research and 3UCD Complex and
Adaptive Systems Laboratory, University College Dublin, Belfield,
Dublin 4, Ireland
2Department of Pathology, University of Michigan Medical School,
Ann Arbor, MI, USA

In this study, we investigated the hypothesis that defective Toll-like

receptor-3 (TLR3) activation in patients with sarcoidosis will pre-

dispose to the development of pulmonary inflammation and persistent

fibrotic disease. Previously, using an S. Mansoni-induced murine

model of pulmonary granulomatous disease, we demonstrated an

increase in granuloma size and fibrosis in TLR3-/- mice compared

with TLR3+/+ mice. These changes were accompanied by an increase

in IL-13 responses in lungs from TLR3-/- mice compared with

TLR3+/+ mice.

In this study, we employed a bioinformatic approach using Hap-

loview software to select 10 tagged, single nucleotide polymorphisms

from the TLR3 gene locus for investigation in patients with sar-

coidosis. In addition, we characterised activation of TLR3 in primary

fibroblasts from sarcoidosis patients.

We observed an increase in the frequency of the TLR3 poly-

morphism, Leu412Phe (L412F), in patients with persistent fibrotic

disease compared with non-persistent disease. Furthermore, we

observed a decrease in Poly(I:C)-induced apoptosis and an increase in

Poly(I:C)-induced IL-13 production, respectively, in fibroblasts from

L412F-homozygous patients compared with those from L412F-wild-

type cells.

These results support our hypothesis that defective TLR3 function

predisposes patients with sarcoidosis to developing a persistent dis-

ease phenotype with progressive fibrosis via an IL-13-dependent

mechanism.

4. Oral Presentations: Clinical

4.1 MRSA in Adults with Cystic Fibrosis (CF): An Irish

Perspective

L.A. Devine, P.J. Barry, J.C. Doyle, S. Fitzgerald, E.F. McKone,

C.G. Gallagher

Departments of Respiratory Medicine and Microbiology and the
National Referral Centre for Adult Cystic Fibrosis, St. Vincent’s
University Hospital, Elm Park, Dublin 4, Ireland

Background:
The incidence of MRSA infection in the sputum of people with CF is

increasing in North America. MRSA colonisation is associated with

an accelerated decline in pulmonary function in patients aged 8–

21 years.

Methods:
CF patients attending our centre have cultures sent every 3 months.

We analysed our microbiology records from 2000 to 2007. Incidence

and Prevalence for MRSA in CF patients attending our centre were

calculated for the years 2000 to 2007 inclusive and subsequent MRSA

cultures were reviewed.

Results:
50 new cases of MRSA were identified in this time period. 22 of 50

patients became culture negative for MRSA for C12 months after

initial positivity. Average age at initial growth was 25.5 years. In the

period 2000 to 2003, the incidence and prevalence of MRSA

increased to a peak of 3.19 and 11.55%, respectively. From 2004 until

the year end 2007, there has been an annual decrease in incidence and

prevalence. If sputum cultures were positive for one quarter and

negative thereafter, 13 of 16 patients remained negative for MRSA. If

cultures were positive in three consecutive quarters then 75% sub-

sequently cultured MRSA.

Conclusions:
The incidence and prevalence of MRSA have decreased since 2003.

Regular sputum cultures post initial culture positivity for MRSA may

be important in predicting future carriage.

Supported by HRB and CFAI grants.
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4.2 Gender Bias in Chronic Obstructive Pulmonary

Disease (COPD) Patients using The Saint George’s

Respiratory Questionnaire (SGRQ). A Pan-European

Collaboration

P. Branagan1, J.A. Eustace2, V. Keatings3, S.C. Donnelly4,

C.M. O’Connor4, B.J. Plant1

1Department of Respiratory Medicine, Cork University Hospital,
University College Cork, Cork, Ireland
2Department of Renal Medicine, Cork University Hospital, University
College Cork, Cork, Ireland
3Letterkenny General Hospital, Letterkenny, Co Donegal, Ireland
4School of Medicine and Medical Science, The Conway Institute,
University College Dublin, Ireland

Gender disparity in Quality of Life scores have become an increas-

ingly important issue in smoking related diseases as increasing

numbers of women are affected. The SGRQ is measures health status

in patients with COPD. Scores are calculated for three domains:

Symptoms, Activity, and Impact. Higher scores indicate poorer health

status. SGRQ is an established outcome measure in COPD trials.

From six European centres (COPD Gene-Scan), clinically stable

COPD patients completed the SGRQ. Scores were correlated with

age, gender, lung function, and smoking history.

1018 patients completed the SGRQ (69% male). Numbers from

each site included: Barcelona (138); Bristol (129); Dublin (196);

Edinburgh (169); Leiden (188); Pisa (198). Significant differences

were seen in all three domains, and in the total SGRQ score: females

56.0 (CI 54.0–58.1); males 45.3 (CI 43.8–46.8) with females per-

forming worse, despite having a significantly lower smoking pack

year history (40.1 vs. 52.5, p \ 0.001). On multivariate linear

regression modelling, female versus male gender remained a signifi-

cant and independent predictor of SGRQ [b (95% CI) = 10.1 (7.7–

12.4), p \ 0.001), despite simultaneous adjustment for age, family

history, smoking pack years, FEV1, and centre.

Gender differences occur in the SGRQ. This may have implica-

tions for studies using this outcome measure.

4.3 The Impact of Acute Exacerbations on IPF Patients

Awaiting Lung Transplantation

E.P. Judge, J. McCarthy, A.E. Wood, J.J. Egan

National Lung Transplant Program, Mater Misericordiae University
Hospital, Dublin 7, Ireland

The importance of acute exacerbations (AE) in idiopathic pulmonary

fibrosis (IPF) has recently been acknowledged [1]. The aim of this

study was to examine the impact of AE in IPF patients awaiting lung

transplantation, and to explore any association between cytotoxic

antibody status and AE.

Baseline characteristics, including right heart function, pulmonary

function, and cytotoxic antibody status were obtained on 37 IPF

patients who underwent assessment from 2005 to 2009. AE was

defined as acute onset dyspnoea, increasing hypoxia and progressive

infiltrates in the absence of heart failure or infection.

The mean age at assessment was 58 years (±8) and 78% of patients

(n = 37) were male. 49% of patients experienced an AE. AE were

associated with a significant increase in PA pressures (12 mmHg ± 12,

p = 0.001). Left ventricular ejection fraction increased by 2% (±6,

p = 0.181). 49% of patients tested positive for cytotoxic antibodies,

with 8 of these 18 patients experiencing an AE. Cytotoxic antibody

status was comparable between the two groups. Mortality rates (50 and

58%) were similar in the AE and non-AE groups.

Acute exacerbations of IPF are associated with a significant

increase in PA pressure. There is no associated link between cytotoxic

antibody status and AE.

Reference
1. Acute Exacerbations of Idiopathic Pulmonary Fibrosis. Am J

Respir Crit Care Med 176:636–643, 2007

4.4 A Comparison of the Effects of Manual and

Ventilator Hyperinflation on Peak Expiratory Flow,

With and Without Chest Wall Vibrations, in an

Artificial Lung Model

M. Scanlan1, H. Shannon2, G. Ntoumenopoulos3, E. Main2

1St. James Hospital, Ireland
2UCL Institute of Child Health, London, UK
3Guys’ and St. Thomas’s NHS Foundation Trust, London, UK

Physiotherapists apply manual hyperinflations (MHI) with chest wall

vibrations (CWV) to increase peak expiratory flow (PEF) and clear

secretions in mechanically ventilated patients. Ventilator hyperinfla-

tions (VHI) may have similar effects to MHI, whilst avoiding

potentially detrimental effects of MHI (Brown et al. 1987). This study

compared PEFs generated by MHI and VHI, with and without CWV.

Physiotherapists performed ten CWVs during both MHI and VHI

to an artificial lung model. PEF was compared between conditions

and during both ventilation modes without CWVs. VHI was delivered

using a volume-preset mode.

Twelve physiotherapists participated in the study. MHI generated

significantly greater PEFs than VHI [mean (SD) MHI: 59.4 (16.1) L/

min, VHI: 49.4 (0.46) L/min]. The addition of CWVs to all ventila-

tion procedures significantly increased PEF (P \ 0.01: a further

37.8 L/min to MHI and 32.8 L/min to VHI). Increased tidal volumes

contributed most to the variance in PEF between MHI + CWV and

VHI + CWV. When the increased volume during MHI was accounted

for with multiple regression, however, VHI + CWV produced

approximately 8 L/min more than MHI + CWV.

While MHI+CWV appeared to be the most effective technique in

increasing PEF, this was primarily related to increased tidal volumes.

When these were accounted for, VHI produced a greater PEF for

equivalent volumes, pressures and forces. VHI may not only have a

protective advantage for patients but also improve therapeutic efficiency.

Reference
Brown SE, Stansbury DW, Merrill EJ, Linden GS, Light RW (1983)

‘‘Prevention of suctioning related arterial oxygen desaturation. Compari-

son of off-ventilator and on-ventilator suctioning’’. Chest 83:621–627.

4.5 We Conducted a National Audit of Bronchoscopy

Practice in Ireland and Compared Results with

Published Guidelines

T. Hassan, K. Hurley, R. Morgan

Department of Respiratory, Beaumont Hospital, Dublin 9, Ireland

72 of 103 (69.9%) consultant and trainee pulmonologists returned the

questionnaire. 83% of respondents had received no formal bron-

choscopy training. 81% performed bronchoscopy in mixed-use

endoscopy departments but only 33% had access daily to the suite.
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Prior to procedure, 62% fast patients for [8 hours and 3% for \4 h.

Routine pre-procedure tests included spirometry (39%), arterial blood

gas (17%) and coagulation studies (82%). Most respondents use 300–

500 mg of topical lignocaine per patient. 95% used procedural

sedation and 53% used benzodiazepine alone. Only 49% had

reversible agents immediately accessible and 29% had cardiac arrest

trolley in-suite. 31% of those surveyed routinely performed TBNA.

15% performed CT-guided TBNA. 2 perform endobronchial ultra-

sound TBNA. 13% do not check coags prior to transbronchial biopsy.

71% hold Aspirin in advance of transbronchial biopsy and 84% hold

clopidogrel. 36% had unplanned overnight admission due to direct

complication in the previous year and 2 bronchoscopists reported

complications more than once a week. 73% of repondents believed

advanced therapeutic and diagnostic techniques should be performed

in selected referral centres only.

In Ireland, there are wide variations in training, practice and

complications of bronchoscopy.

4.6 Multi-drug Resistant Tuberculosis: Experiences of

Two Irish Tertiary Referral Centres

B. Kennedy1, B. O’Connor1, B. Korn2, F. Gargoum1, N. Gibbons3,

T.M. O’Connor1, J. Keane2

1Department of Respiratory Medicine, Mercy University Hospital,
Cork, Ireland
2Department of Respiratory Medicine, St. James’s Hospital, Dublin 8,
Ireland
3Department of Microbiology, St. James’s Hospital, Dublin 8, Ireland

Isoniazid and rifampicin are potent anti-tuberculous drugs but are

ineffective in multi-drug resistant tuberculosis (MDR-TB). Second

line drugs are used instead but are less efficacious and more toxic;

consequently MDR-TB is associated with more morbidity and mor-

tality than drug-sensitive disease. We audited MDR-TB patients

treated in St. James’s Hospital, Dublin and the Mercy Hospital, Cork;

our aim was to describe these patients’ clinical characteristics and

compare our outcomes with international reports.

A retrospective chart review of all 13 patients treated for MDR-TB

across both institutions was performed. Demographic data, treatment

outcomes, resistance patterns and prevalence of adverse events were

abstracted from medical notes.

The median age is 37 years (range 24–82). Eight are foreign

nationals. Three received prior treatment for MDR-TB. Seven patients

have discontinued treatment; three met criteria for cure; three have

completed treatment; 1 has defaulted. The median number of drugs to

which the isolate showed resistance is 7 (range 2–10). 12 patients have

experienced an adverse event; eight have evidence of hearing loss.

So far no deaths have occurred. The level of drug resistance in our

cohort is similar to countries with high prevalence of MDR-TB [1].

The rate of hearing loss is a cause for concern.

Reference
1. Leimane V, Riekstina V, Holtz TH, Zarovska E, Skripconoka V,

Thorpe LE et al (2005) Clinical outcome of individualised treatment

of multidrug-resistant tuberculosis in Latvia: a retrospective cohort

study. Lancet 365(9456): 318–326.

5. Poster Review & Discussion: Lung Cancer

and Interstitial Lung Disease

5.1 Calcium Metabolism in a Cohort of Patients

with Sarcoidosis

I. Saleem, M. McCarthy, D. Divilly, A. O’Connor, K. Finan,

J.J. Gilmartin

Regional Respiratory Centre, Merlin Park University Hospital,
Galway, Ireland

Dysregulated calcium metabolism is well-recognized complication of

sarcoidosis, resulting in hypercalcaemia and hypercalcuria. Extrarenal

synthesis of calcitriol [1,25(OH)2D3] is central to the pathogenesis of

abnormal calcium homeostasis.

We describe abnormal calcium metabolism in a cohort of patients

attending a regional respiratory centre. Medical notes of patients

attending sarcoidosis clinic in our hospital were retrospectively

reviewed. Serum calcium and 24 h urinary calcium results at pre-

sentation and during the clinical course were recorded.

355 patients were identified with diagnosis of sarcoidosis. 260

patients had biopsy proven diagnosis and 95 had clinico-radiological

features consistent with sarcoidosis. Serum calcium results were

available in 310,147 male and 163 female patients and 24 h urinary

calcium results in 171, 89 male and 82 female patients. Hypercalcaemia

was detected in 24 patients at presentation. 12 of these patients also had

hypercalciuria. 5 patients developed hypercalcaemia during follow up.

Hypercalciuria was detected in 52(30%), 39 male and 13 female

patients. 40 of these patients had hypercalciuria with normal serum

calcium. Males were more likely to have hypercalciuria (39/89, 44 %.).

Hypercalciuria is more frequent than hypercalcaemia. Serum

calcium should be monitored during follow up. Undetected hyper-

calcaemia and hypercalciuria can lead to nephrocalcinosis, renal

stones and renal failure.

5.2 Characteristics of a Cohort of Sarcoidosis Patients

Attending a Regional Respiratory Centre

I. Saleem, D. Divilly, M. McCarthy, H. Miptah, K. Finan,

J.J. Gilmartin

Regional Respiratory Centre, Merlin Park University Hospital,
Galway, Ireland

We describe the characteristics of a cohort of patients attending

Sarcoidosis clinic at Merlin Park Hospital, Galway.

Medical notes, histology /radiology reports and PFT’s data were

retrospectively reviewed.

355 patients, 178 female and 177 male, were identified. Mean age

was 37 years. 21(6%) patients were asymptomatic. Respiratory

symptoms were presenting feature in 134 (38%), Lofgren’s syndrome

in 112 (32%), Uveitis in 40 (11%), Skin lesions in 18 (5%), parotid

enlargement in 12 (3%), constitutional symptoms in 10 (3%) and

peripheral lymphadenopathy in 4 patients.
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260 patients had biopsy proven diagnosis, 95 had clinico-radio-

logical features consistent with sarcoidosis. Transbronchial lung

biopsy was positive in 215, lymph node biopsy in 16, mediastinos-

copy in 16, skin biopsy in 7, Open lung biopsy in 3, parotid in 2 and

liver biopsy in 1 patient. CXR on presentation was stage 0 in 3, stage

1 in 184, stage 2 in 147, stage 3 in 18 and stage 4 in 3 patients. PFT’s

revealed FVC% less than 80% in 47 and [80% in 306 patients.

DLCO% less than 80% in 124 and [80% in 229 patients.

Male patients were more likely to present with respiratory

symptoms whereas Lofgren’s syndrome, uveitis and skin lesions were

more common in females.

5.3 An Audit on the Diagnostic Benefit of Lung Biopsies

in Pulmonary Sarcoidosis

D. Edgeworth1, B. Plant1, D. Murphy1, L. Burke1, M.T. Henry1

1Department of Respiratory Medicine and Interstitial Lung Disease
clinic, Cork University Hospital, Cork, Ireland

Sarcoidosis is diagnosed based on the combination of clinical data

and histological findings. We aimed to correlate the predictive value

of clinical suspicion of pulmonary sarcoidosis with the histological

findings at biopsy.

Clinical data of 35 patients in whom pulmonary sarcoidosis was

suspected was retrospectively and independently assessed by two

consultant respiratory physicians. Data was correlated with histology

findings using Chi squared analysis.

There was clinical concordance between observers in 77% (27/35) of

patients on likelihood of the biopsy result. Of the 20 patients who were

deemed to have a high clinical probability of pulmonary sarcoidosis,

seven (35%) had a positive histology result. Bilateral hilar lymphade-

nopathy was found to have predictive value of 30% that the biopsy would

be positive for granulomas (p = 0.025). Neither elevated serum ACE nor

the presence of pulmonary infiltrates was found to significantly predict

positive histology. High clinical suspicion of pulmonary sarcoidosis was

not predictive of positive sarcoidosis histology (p = 0.3841).

In this review the diagnostic histological yield was low. Review of

these biopsy samples will be undertaken to assess in particular the

number of specimens received and the number of levels examined, as

we know that these parameters affect the positive diagnostic yield for

these bronchial samples.!

5.4 The Frequency of Histological Acute Lung Injury

in Explanted IPF Tissue

E.P. Judge, A. Fabre, J. McCarthy, A.E. Wood, J.J. Egan

National Lung Transplant Program, Mater Misericordiae University
Hospital, Dublin 7, Ireland

The aim of this study was to assess the frequency of histological acute

lung injury (ALI) in IPF patients undergoing lung transplantation.

All IPF lung transplant recipients between 2005 and 2009 were

evaluated, and baseline pre-transplant characteristics were recorded.

Eleven IPF patients underwent single lung transplantation. The 3-

year survival was 100%. 82% (9/11) of patients were male. Mean age at

transplant was 57 years (±6 years). The mean body mass index was 26

(±3). 45% of patients were blood group A+ and 27% were O+. Cytotoxic

antibodies were identified in 45% of patients. The mean FEV1 was 55%

of predicted (±16%), mean DLCO 35% predicted (±14%) and mean

TLC 65% predicted (±11%). Mean left ventricular ejection fraction was

62% (±6%) and the mean pulmonary arterial pressure was 19 mmHg

(±6). The histological pattern of usual interstitial pneumonitis was

observed in nine cases. Four of the eleven patients had additional his-

tological evidence of ALI characterised by residual hyaline membranes

as well as fibrinous alveolitis and early organising pneumonia with

superimposed fibroblastic proliferation in alveolar walls.

Acute lung injury is common in IPF patients undergoing lung

transplant and this may represent ongoing occult pneumocyte injury.

5.5 Audit of Lung Cancer Pathways at Galway

University Hospital 2008

Maeve O’Reilly, Wen Law, R. Baggot, J.J. Gilmartin, K. Finan,

A. O’Regan

GUH

Rationale:
To assess the efficiency of care pathways in suspected pulmonary

malignancy prior to the implementation of a national lung cancer

strategy.

Methods:
Retrospective review of lung cancer cases discussed at multidisci-

plinary meetings in 2008.

Results:
112 patients were identified. 85 (76%) had bronchogenic carcinoma

(squamous cell 35%, adenocarcinoma 23%, small cell 10%); 13 (12%) had

metastases; 4 (4%) lymphoma, 9 (8%) benign disease. Bronchogenic

carcinoma was stage 1, 13%; stage 2, 13%; stage 3, 41%; stage 4, 33%.

Mean time from referral to respiratory review was 8 days (2–26); CT scan/

Bronchoscopy 8 days (1–29); PET scan 32 days (7–62). Pathology reports

were available 6 days (1–21) post procedure. Thirteen CT guided biopsies

were performed at a mean 33 days. Full diagnosis and staging was avail-

able at a median of 21 days and a mean of 42 days. Treatment was surgical

in 25 (16 lobectomy, 9 pneumonectomy) and radiation ± oncology in 53

patients. Time from referral to definitive treatment was unclear.

Conclusion:
The diagnostic and staging pathways at GUH generally meet inter-

national guidelines for this selected population. We are not capturing

the total number of cases and need to improve the data collection, the

efficiency of PET scanning, CT guided biopsy, full pathological

reporting and time to definitive treatment.

5.6 Audit on Lung Cancer services in Cork University

Hospital

M.E. O’Brien, S.M. O’Cathail, D.N. O’Dwyer, P. O’Dea, B.J. Plant,

D.M. Murphy, T.M. O’Connor, M.T. Henry

An audit on the lung cancer services in Cork University Hospital in

advance of the initiation of a rapid access lung cancer clinic this year. We

wished to stratify patients by histological subtype, disease stage at pre-

sentation, diagnostic investigations and quantify referral for treatment.

From 1 July 2008 to 30 June 2009 we performed an audit of all

multidisciplinary meeting forms in CUH. We cross-referenced our

data with all cardiothoracic procedures performed for diagnosis and

treatment of thoracic cancer. Pathology data was used to gather all

histologically confirmed thoracic cancers in CUH.

We collected data from 287 patients, 207 patients were histolog-

ically diagnosed with a thoracic malignancy. 237 patients were

discussed at the Thoracic Oncology Group meeting and had com-

pleted MDT forms for analysis. The distribution of thoracic

malignancy was: Adenocarcinoma 61; Squamous cell 59; Large cell

7; Undifferentiated 18; BAC 3; Small Cell 29; Metastatic Cancer 37;

Other 6. Table 1 illustrates referral by stage in NSCLC. There was a

20% referral rate for surgical treatment
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Table 1

Stage

N = 121

Treatment

surgery

CXT DXT CXT

and DXT

Specialist

palliative

care

IA

N = 16

11 (68%)

3 declined, 1 RIP

0 1(6%) 0 0

IB

N = 9

8 (89%) 0 0 0 1 (11%)

IIA

N = 3

0 0 0 0 2 (66%)

IIB

N = 12

4 (33%) 2 (16%) 1 (7%) 1(7%) 1 (7%)

IIIA

N = 12

1(7%) 4 (33%) 2 (17%) 4 (33%) 8 (66%)

IIIB

N = 19

1 (5%) 12 (63%) 7 (37%) 0 9 (47%)

IV

N = 50

0 18 (36%) 3 (6%) 11 (22%) 46 (92%)

This audit reveals that active treatment options for lung cancer

within our centre are in line with international standards of care. More

robust data will ensue with the establishment of the rapid access lung

cancer service in CUH.

Reference
1. CG24 Lung Cancer; NICE guideline. http://www.nice.org.uk/

CG024NICEguideline

5.7 Lung Cancer Care: Timing of the Diagnostic and

Surgical Pathways in Cork University Hospital

M.E. O’Brien, S.M. O’Cathail, D.N. O’Dwyer, P. O’Dea, B.J. Plant,

D.M. Murphy, T.M. O’Connor, M.T. Henry

We wished to evaluate the delivery of lung cancer care in a dedicated

centre of excellence in accordance with international guidelines

(NICE). We sought to determine where delays in diagnosis and

treatment of lung cancer are being encountered and to plan for future

service provision.

From July 2008 to June 2009 we performed an audit of all mul-

tidisciplinary meeting forms in CUH. We recorded the time from first

referral to key events in the diagnostic and therapeutic pathway for

lung cancer.

CUH

Median in days

Referral to time seen 7 (0–44)

Referral to diagnostic test 14 (0–86)

Referral to MDT decision 32 (0–396)

Referral to Surgery 81 (0–432)

MDT decision to Surgery 9 (-74–101)

Total new referrals for investigation was 211 patients; 14% GP;

38% CUH/internal; 48% external hospital. The results are presented

in Table 1 below. Our findings demonstrate that the diagnostic

pathway for lung cancer in CUH is in line with international stan-

dards. On the therapeutic pathway, referral to time of Surgery is

outside of international recommendations, 81 days (62 days NICE).

However median time of MDT decision to Surgery is 9 days.

The continuing development of lung cancer care in the South of

Ireland is vital for the provision of a safe, accessible and cost effective

service. Streamlining diagnostic and therapeutic cancer care pathways

is best achieved through an integrated multidisciplinary approach in

accordance with best international practice.

Reference
CG24 Lung Cancer; NICE guideline. http://www.nice.org.uk

/CG024NICEguideline

5.8 Is Transbronchial Needle Aspiration without

Ultrasound Guidance Still a Clinically Useful Tool?

F.S. Gargoum, B.M. Kennedy, C. Brennan, N. Brennan, D.R Curran,

T.M. O’Connor

Department of Respiratory Medicine, Mercy University Hospital,
Cork, Ireland

Transbronchial needle aspiration (TBNA) dates back to 1958 and has

widely been used in the diagnosis and staging of lung cancer and the

investigation of mediastinal adenopathy. More recently, endobron-

chial ultrasound (EBUS)-TBNA has shown a higher sensitivity. We

analysed the diagnostic yield of non-EBUS-TBNA in patients with

lung cancer and sarcoidosis over a 3-year period and at factors pre-

dicting a diagnostic aspirate.

One hundred and sixteen patients who had non-EBUS-TBNA

were analysed. Among these, 84 had bronchogenic carcinoma and 32

had sarcoidosis.

Forty eight percent of samples (n = 54) were diagnostic. In 43%

of these cases (n = 23), TBNA was the only diagnostic sample. There

were no correlations between positive TBNA samples and lymph

node size, station or number of TBNA passes. However, there was a

significant (although weak) correlation (r = 0.2851, p = 0.0176)

between positive samples and small cell lung cancer (SCLC) over

other cancers.

Non-EBUS TBNA remains a useful tool in centres that do not

perform EBUS-TBNA and is the only diagnostic specimen in almost

a quarter of patients, potentially preventing more invasive diagnostic

lymph node sampling. Patients with SCLC are more likely to have a

positive TBNA over those with NSCLC.

5.9 Experience of Bronchoscopy in a Small Endoscopy

Unit

I.P. Counihan, J. Das, T. McDonnell

Quality assurance in small hospital units is important to ensure com-

pliance with appropriate standards. We reviewed our experience in a

small unit to ensure that our practice was consistent with larger units.

We reviewed our bronchoscopy experience at St Michael’s Hos-

pital during the year from 1 January to 31 December 2008. We

undertook to assess the indications for bronchoscopy and the outcome

of the bronchoscopy with a particular view to the diagnostic yield for

lung cancer.

78 bronchoscopies were performed in 2008. The commonest

indications for bronchoscopy were cough in 33 (42%), lung mass or

pulmonary nodule in 24 (31%), and haemoptysis in 19 (24%). 49

bronchoscopies had an indication of possible endobronchial lesion

including haemoptysis, lung mass or pulmonary nodule on chest X-ray

or CT scan, or unstable cough in a smoker or ex-smoker. 19 of these

bronchoscopies resulted in a diagnosis of lung cancer and a total of 25

of these patients received diagnoses of lung cancer. This represents a

diagnostic yield of 76%, and is consistent with the published literature.
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The pattern of practice in our unit seems consistent with that of

larger units.

5.10 Changes in Quality of Life and Physical Activity

following Thoracic Surgery

Joanne Dowds1, Dr Stuart Warmington2, Mr Vincent Young3,

Ms Eilish McGovern3

1Physiotherapy Department, St James Hospital, Dublin 8, Ireland
2Deakin University, Melbourne, VIC, Australia
3Department of Cardiothoracic Surgery, St James Hospital, Dublin 8,
Ireland

Background statement:
Thoracic surgery patients may have a reduced quality of life (QoL)

prior to surgery, which declines further in the 6 months post surgery

(Handy et al., 2002). Little information is available measuring

changes in physical activity following surgery.

Methods:
Questionnaires examining QoL (ER-5D) and physical activity (IPAQ)

were completed (n = 23), once preoperatively (approximately

2 weeks prior to surgery) and once postoperatively (8–10 weeks

postoperatively). Due to the small number of subjects in the current

study (n = 23), inference from statistical analysis is limited and the

results presented below are qualitative.

Results:
Only 21% of subjects in the present study were meeting targets for health

enhancing physical activity (Sjostrom et al. 2006) in the period before

their operation. This dropped to 11.2% (n = 2) postoperatively. It is not

surprising to have high reported levels of anxiety and depression (60.8%)

preoperatively. Postoperatively the largest change was the increase in

reported pain (52.9%) but many remained self caring (88.2%).

Discussion:
While education on a gradual return to baseline physical activity is a

routine part of postoperative care, this does not seem restore preoper-

atively physical activity levels, which will have implications for QoL.

Reference
Handy JR, Asaph JW, Skokan L, Reed CE, Koh S, Brooks G, Dou-

ville EC, Tsen AC, Ott GY, Silvestri GA (2002) What happens to

patients undergoing lung cancer surgery? Ouctomes and quality of

life before and after surgery. Chest 122:21–30.

5.11 To Examine the Appropriateness of the Use of Red

Flag Referrals to the Lung Cancer Service at

Altnagelvin and Erne Hospitals

S. Rowan, M. Doherty, R. Sharkey, M. McCloskey, M. Kelly,

J.G. Daly Altnagelvin Hospital, Western Health and Social Care
Trust, Londonderry, Northern Ireland, UK

Purpose:
The DHSSPSNI has identified Timely Access to Diagnostics and

Treatment as a priority for action (PfA), 2007/2008. Guidance has

been issued to Primary care colleagues to identify those ‘‘suspect

patients’’ for urgent referral for investigation. Performance Manage-

ment targets have been determined for patients referred under this

scheme. The purposes of the study were to identify if patients con-

form to the category/categories meriting Urgent Referral and to

determine how the Western Trust Lung Cancer Services perform in

relation to the 31 and 62-day Cancer Access Standards.

Methods:
Criteria/Standards used were:

• NICaN GP Referral Guidance for Urgent, Suspected Lung Cancer

Referral and

• Cancer Access Standards (31/62 days targets), DHSSPSNI, PfA.

A retrospective trawl of Cancer Services database to identify ‘‘Red

flag’’ referrals and then case note audit was undertaken.

Summary of results:

• Compliance with the NICaN guidance is patchy.

• The relationship with Medical Imaging, whereby abnormal CXR

reports reach the Respiratory team, needs to be refined

Main implications:

• Amend the NICaN Guidance for Urgent Referral to Primary care

colleagues

• Introduce the Cancer Patient database (CaPPs) for the Lung

cancer patients, thereby facilitating the referral process through

from Cancer Unit to Cancer Centre.

5.12 Endoscopic Ultrasound Guided Fine Needle

Aspiration (EUS-FNA): A Safe and Effective

Alternative to Mediastinoscopy?

M.M. Anwar, S. O’Riordan, M. Nic an Fhaili, S. Gaine*, T.B.

Kelleher, P. MacMathuna, E. Clarke

Gastrointestinal Unit and Dept of Respiratory Medicine*, Mater
Misericordiae University Hospital, Dublin, Ireland

Mediastinoscopy is the ‘‘gold standard’’ for evaluation of mediastinal

adenopathy, (MA) however; it is an invasive procedure and carries

significant risks. EUS-FNA is minimally invasive day case procedure

used increasingly for evaluation of both GI and mediastinal disease.

Aim was to determine the accuracy and safety of EUS-FNA in

diagnosis and management of mediastinal disease.

Reviewing our EUS database (2003–2009), 55 patients were

referred for EUS ± FNA with MA or masses on CT/PET-CT.

Patients included 48 (87.2%) MA (of which 20 had subcarinal ade-

nopathy) and 7 (12.7%) thoracic masses. On site cytopathologist was

present in 13/55 (23.6%).

Adequate diagnostic material was obtained in 49/55 (89%)

reaching 100% with on-site cytopathology. Diagnoses included

benign inflammatory nodes 21/55 (38.1%), malignancy 18/55 (27%),

tuberculosis 7/55 (12.7%), sarcoidosis in 3/55 (5.4%) and 6 (10.9%)

being nondiagnostic. Minor complications occurred in two patients

with transient odynophagia and bleeding with chest pain.

EUS-FNA is a safe day case procedure with a high diagnostic

yield. Our results support the emerging central role for this modality

in both thoracic cancer staging and benign mediastinal disease.

5.13 Audit of New Lung Cancer Service at Waterford

Regional Hospital

S. O’Brien, A. Ismail, V. Young, S.C. Foley

Respiratory Medicine, Waterford Regional Hospital, Waterford,
Ireland
Cardiothoracic Surgery, St. James’ Hospital, Dublin 8, Ireland

The respiratory service at Waterford Regional Hospital has recently

been identified as a centre for lung cancer diagnosis and treatment by

the National Cancer Control Programme. A formal database does not

exist to accurately assess the incidence or burden of the disease in the
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south-east and information available is retrospective and inaccurate.

The resection rate for our hospital is unknown.

We prospectively audited new cases of lung cancer referred over a

12 month period from January 2008 to assess the demand for the

service, sources of referral, waiting times to be first seen, stage at

presentation and resection rate. Data were collected by one physician

as cases presented. Histology and staging were recorded following

multidisciplinary discussion or postoperative pathology reports.

83 new lung cancers were diagnosed in 2008. Referral sources

included physicians within the hospital 44 (53%), primary care or

external physicians 37 (44.6%) and radiology 2 (2.4%). 79 (95%)

underwent bronchoscopy within 14 days of referral. Non small cell

carcinoma (NSCLC) accounted for 73 (88%). The surgical resection

rates were 13.3% for all lung cancers and 15.1% for NSCLC.

Lung cancer is a significant burden to our under-resourced respi-

ratory service. Despite good access to the service, resection rates

remain well below the European average.

5.14 Audit of Times to Diagnosis and Assignment

to Therapy in Lung Cancer Patients

S. Gorman, C. Doyle, E. Byrne, A. O’Brien

Respiratory Medicine and Clinical Audit Department, Midlands
Regional Hospital Mullingar, Ireland

Introduction:
The lung cancer service at the MRHM has been established for

5 years and has set its standards in line with NICE and ITS guidelines.

We audited the results of this service with respect to time delays from

the initial abnormal CXR to assignment to therapy. We reviewed the

charts of 48 lung cancer patients who attended the MRHM over a 19

month period (Jun 2007–Jan 2009).

Results:
The median time taken from the initial abnormal chest X-ray to GP

referral was 0 days, i.e. same day referral (range 6–36 days). The time

to attend MAU/OPD after initial X-ray was 3 days (-1 to 45); time

taken to CT was 0 days (-14 to 49); time from CT to first diagnostic

procedure was 5 days (0–33); time from first diagnostic test to final

tissue confirmation was 9 days (2–43); time between tissue diagnosis

and the patient being informed was 2 days (-3 to 20); time from patient

being informed to presentation at MDT was 6.5 days (-4 to 25).

The median time from the initial abnormal CXR to assignment to

treatment was 36 days (range 7–141 days). 40.5% of patients

received assignment to treatment within 4 weeks, a further 24% had

achieved assignment at 8 weeks.

Conclusion:
The data collected gives vital information on the quality of the ser-

vice, and highlights areas to be addressed by the Respiratory

Medicine Department and allied health services.

5.15 Lung Nodule Protocol results at the Midland

Regional Hospital Mullingar using the Fleishner Society

Guidelines

S. Zaidi, A. O’Brien

Department of Respiratory Medicine, Midland Regional Hospital
Mullingar, Ireland

Introduction:
With introduction of CT scan and especially with newer generation

scanners, an increasing number of incidental lung nodules are been

identified. These may be early stage lung cancers and thus further

evaluation is warranted. A lung mass/nodule service was established

at our hospital in 2004. We now present the most recent results of this

service.

Results:
395 patients were reviewed between May 2004 and June 2009. After

initial evaluation 63 (16%) patients were eligible to enter the protocol.

Average age was 60 (range 33–95); 38 (55%) were male. During the

course of evaluation, 22 (32%) had bronchoscopies, 6 (9%) CT/US

guided biopsy, 6 (9%) PET CT. 6 (9%) patients were subsequently

diagnosed with lung cancer; 5 (7%) with non-small cell carcinoma, (3

squamous cell, 2 adenocarcinoma), and 1 (1.5%) with small cell

carcinoma. 4 (6%) received chemotherapy, 2 (3%) radiotherapy and 1

had surgical treatment. 5 (8%) patients died during the follow up

period. 5 (7%) are still under investigation. 3 (4.5%) refused further

follow-up. In 49 (78%) patients, their nodules resolved or remained

unchanged and were thus considered benign and were discharged

back to their GP.

Conclusion:
Incidental lung nodules require follow-up, as a significant minority

may have be early lung cancers. We recommend that a lung nodule

protocol/service be established in all acute care hospitals to deal with

this poorly addressed and growing issue.

5.16 The Use of CT-FNA in the Diagnosis of a Solitary

Pulmonary Nodule

Dr. Kashif Ali Khan1, Dr. Syed Zaidi1, Dr. Niall Swan2, Dr. Ronan

Browne3, Professor Stephen Lane1, Dr. Eddie Moloney1

1Department of Respiratory Medicine, Adelaide and Meath Hospital,
Tallaght, Dublin, Ireland
2Department of Pathology, Adelaide and Meath Hospital, Tallaght,
Dublin, Ireland
3Department of Radiology, Adelaide and Meath Hospital, Tallaght,
Dublin, Ireland

Introduction:
Percutaneous CT-guided fine needle aspiration (CT-FNA) aids in the

diagnosis of a peripheral solitary pulmonary nodule (SPN) where

bronchoscopy is unhelpful. Our aim was to evaluate the diagnostic

and complication rate of CT-FNA at our tertiary centre.

Method:
A retrospective analysis was performed of all patients who had CT-

FNA from January 2007 to June 2009. CT-FNA was performed with a

spinal needle by a radiologist, with a cytopathologist in attendance to

confirm the adequacy of the sample obtained. The sample material,

size of nodule, diagnosis and complications were recorded.

Results:
101 patients were included. The mean age was 68 ± 11 years. 54

were male. The mean size of the SPN was 2.3 cm (range 1–11 cm).

56 patients had a right SPN, 45 had a left SPN. CT-FNA was diag-

nostic in 80 patients and non-diagnostic in 21 patients. The sample

was insufficient for immunohistochemistry, although the morpho-

logical appearance was diagnostic in 20 of the 80 patients.

Adenocarcinoma was diagnosed in 35, squamous cell cancer in 14,

NSCLCA (unspecified) in 12, large cell cancer in 6, small cell car-

cinoma in 3, benign lesion in 2, aspergilloma in 1 and organizing

pneumonia 1, and others in 6.

Pneumothorax occurred in 26 patients post CT-FNA, of these 7

required chest drain insertion and 19 were managed conservatively.

Conclusion:
CT guided FNA is a useful tool for the diagnosis of solitary pul-

monary nodule, with our diagnostic accuracy comparable to that
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reported in the literature [1, 2]. However, CT-FNA has a moderate

complication rate.

References
1. The Diagnosis and Treatment of Lung Cancer NICE guidelines Feb

2005.

2. Schreiber G, McCrory DC (2003) Performance characteristics of

different modalities for diagnosis of suspected lung cancer: summary

of published evidence. Chest 123(1 Suppl):115S–28S.

5.17 Palliative Care for All—Developing a Framework

for Palliative Interventions in Respiratory Services in

Ireland

M. Lynch1, R. O’Donnell2, B. Korn2, A. Edghill1

1Irish Hospice Foundation, Dublin, Ireland
2Department of Respiratory Medicine, St. James’s Hospital, Dublin,
Ireland

The joint Irish Hospice Foundation/HSE report ‘‘Palliative Care for

All: Integrating Palliative Care into Disease Management Frame-

works’’ concluded that there was little evidence of palliative care

being delivered to people with advanced respiratory disease (ARD)

within respiratory services in Ireland [1].

Integration of palliative care into routine care of people with ARD

is challenging, requiring co-ordination between complex relationships

in health services/organisations and care pathways which include

multiple players and interfaces.

An action research project initiated by the Irish Hospice Foundation

has begun to devise, implement and evaluate appropriate palliative care

responses for people with ARD. Projected outcomes include:

• how palliative care needs can be included in the routine

assessment and care pathway of people with ARD

• clarity on the nature and timing of palliative interventions within

the care pathway

• guidelines for the introduction of palliative interventions and

referral to specialist palliative care (SPC)

• educational material to assist key personnel and information for

patients, family members and staff

• identifying future research needs in policy and practice.

The ARD 2-year action research project will be based in the

Respiratory Department St. James’s Hospital, Dublin. Primary care,

acute care and SPC are key partners in the project.

Reference

1. Irish Hospice Foundation and HSE (2008) Palliative Care for All:

Integrating Palliative Care into Disease Management Frame-

works. Irish Hospice Foundation, Dublin

5.18 Smoking Shelters of Licensed Premises in Dublin,

Particulate Pollution Levels and Emerging Social

Aspects

P. Goodman1,2, J. Fox1, M. McCaffrey1,2,3, L. Clancy2

1Dublin Institute of Technology, Dublin, Ireland
2Tobacco-free Research Institute, Dublin, Ireland
3HSE, Ireland

Introduction:
The Irish workplace smoking ban, introduced on the 29th March

2004, has been a success in reducing the exposure of workers,

especially in the hospitality sector, to environmental tobacco smoke

(ETS), and has also been shown to improve the health status of

workers [1].

Methods:
A consequence of the smoking ban was the emergence of legal

smoking areas adjacent to licensed premises. We measured the par-

ticulate levels (PM2.5) in these areas and inside the licensed premises

(n = 22), in addition observational data was collected, detailing

occupancy, staff levels, numbers of active smokers and non smokers,

and the provision of conveniences within the smoking shelters.

Results Inside premises Outside areas

(PM2.5, lg m-3) 13 29 p \ 0.0005

Non smokers 0% 100% 71%

Facilities provided in the smoking areas %

Heating Tables and seating Music TV Table service

100% 100% 72% 18% 50%

Conclusions:
Particulate pollution levels inside these areas are similar to preban

indoor levels. Some publicans are making these areas attractive by

providing facilities and table service. A large percentage of non-

smokers accompany smokers and are exposed to ETS assuming these

outside areas to be safe. This changing social behaviour and exposure

consequences need to be addressed especially as most people outside

are non-smokers.

5.19 Smoking Exposure and Policy in Nursing Homes

P. Goodman1,2, C. Kenny1,2,3, S. Keogan2, L. Clancy2

1Dublin Institute of Technology, Dublin, Ireland
2Tobacco-free Research Institute, Dublin, Ireland
3HSE, Ireland

Introduction:
As part of the Irish workplace smoking ban, introduced in 2004,

nursing homes were exempted. This has given rise to a situation

where some health care staff in nursing homes are potentially exposed

to environmental tobacco smoke (ETS) in their workplace.

Methods:
We measured particulate levels (PM2.5) and nicotine in air in 11 nursing

homes. Staff wore personal nicotine dosimeters while working. We

noted the smoking policy and arrangements in the different homes.

Results: Smoking area

(mean)

Non-smoking

nursing home

(control)

(PM2.5, lg m-3) 38 4.7 p \ 0.001

Nicotine (lg m-3) 39 0.11 p \ 0.002

Nicotine lgm-3 0.4 (personnel

monitors)

0.11 p \ 0.09

Discussion:
This work shows that high levels of ETS exposure are present in some

nursing homes, with staff exposed to levels comparable to preban

levels in pubs. Personnel levels of nicotine exposure are elevated
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above those in the non-smoking nursing homes. Non smoking resi-

dents are exposed to high ETS and nicotine levels. Some nursing

homes allow smoking anywhere, some in designated areas, but

enforcement is variable, the levels of ETS and nicotine reflect the

differing smoking policies in the various homes.

We recommend that policies be implemented to ensure staff and non-

smoking residents are not exposed to ETS from other smoking residents.

5.20 Smoking Cessation Service in Ireland: Patients’

Satisfaction Questionnaire Survey

S. Keogan, L.M. Currie, Z. Kabir, V. Clarke, L. Clancy

Research Institute for a Tobacco Free Society (RIFTFS), Dublin,
Ireland

Recently, we reported that intensive smoking cessation (SC) services

are available in all four Health Service Executive Areas in Ireland but

there was little uniformity or consistency countrywide in the scope

and structure of these services [1]. As a follow-up, we conducted this

study to ascertain patients’ perception of satisfaction when attending

SC clinics currently available in Ireland.

A cross-sectional self-administered questionnaire-based survey

was conducted across 41 potentially identifiable SC providers’

countrywide. A total of 342 patients reported to have availed of SC

services between May 2008 and August 2008.

Of the 342 patients, all were above 18 years of age. Almost half

were 18–35 years of age and 172 were females. The majority pre-

ferred weekdays to weekends and also morning hours for seeking

advice. Only\7% had to wait for[4weeks. Overwhelmingly,[80%

were satisfied with the current service (including staffs’ training),

time and location and a similar proportion would recommend such

services to friends and family. Almost half perceived group and

individual support helpful for quitting and\10% preferred telephone/

online support. A third of the patients paid for NRT prescriptions.

Within a selected sample of patients, current smoking cessation ser-

vices are patient compliant, with almost 100% patient satisfaction score.

Reference
1. Currie LM, Keogan S, Campbell P, Gunning M, Kabir Z, Clancy L

(2009) An evaluation of the range and availability of intensive

smoking cessation services in Ireland. Ir J Med Sci June 27.

5.21 Prevalence of Oral Candidiasis at Bronchoscopy

and Response to Treatment

R. Baggott1, S. Glavey1, M. Power1, A. O’Regan1

1Galway University Hospital, Galway, Connaught, Ireland

Introduction and Rationale:
Candidiasis of the oral cavity is a frequently observed finding in

patients undergoing bronchoscopy. The significance and management

of this finding is not clear.

Method:
Patients attending for bronchoscopy where assessed for symptoms

and risk factors for pharyngeal candidiasis. The oropharynx was

examined for evidence of candida by indirect examination prior to

FOB and directly at FOB. Nystatin was prescribed to those with

candidiasis and a follow-up phone call was made at 2 weeks.

Results:
15/38 (39%) patients had symptoms on questioning. 11/15 (73%)

were using steroid inhalers. None were on antibiotics or systemic

corticosteroids. Candidiasis was seen in 9/39 (23%) patients: 7 (78%)

were symptomatic and 6 (66%) were on inhaled steroid. All 9 were

prescribed nystatin. 7/7 (100%) of the symptomatic patients reported

resolution of their symptoms with treatment. The other two remained

asymptomatic.

Discussion:

Unsuspected posterior pharyngeal candidiasis is common, especially

in patients using inhaled corticosteroids. We recommend reinforcing

the need to gargle after inhaled corticosteroids. Furthermore it would

seem reasonable to prescribe empiric nystatin in patients using

inhaled corticosteroids who have symptoms suggestive of pharyngeal

candidiasis even if they have no evidence of candidiasis on indirect

examination.

5.22 Use of Midazolam and Fentanyl for Sedation

during Flexible Bronchoscopy

J.P. Das, I.P. Counihan, T.J. McDonnell

Department of Respiratory Medicine, St. Michaels Hospital, Co.
Dublin, Ireland

At our institution we have recently included an opiate, fentanyl, to the

benzodiazepine midazolam used during flexible bronchoscopy. Fenta-

nyl has the benefit of cough suppression in addition to sedation often

improving patient comfort during bronchoscopic procedures but can

also induce respiratory depression. We aimed to assess the safety of

using a combination of fentanyl and midazolam, with midazolam alone.

We reviewed the charts of patients who underwent flexible

bronchoscopy at St Michael’s hospital between 1 January and 31

December 2008. Significant respiratory depression was determined as

the requirement of flumazenil to reverse sedation.

76 patients underwent bronchoscopy with 51 patients receiving

midazolam alone and 25 patients receiving fentanyl and midazolam.

19 patients required flumazenil. 13(25%) receiving midazolam alone

and 6(24%) of the patients receiving the combination required reversal

of sedation. This represented an absolute risk reduction of significant

respiratory depression of 1% with midazolam and fentanyl.

Our findings suggest that there is no increased risk of respiratory

depression with the use of fentanyl in addition to midazolam. This is

not consistent with other literature and overall requirement for

reversal was high. This may be due to our patient population which

are elderly, including a large number with severe COPD.

5.23 The Importance of a Histological Diagnosis

in the Management of Pneumothorax

S.A. Early, L. Sutton, V.K. Young, E. McGovern

Keith Shaw Cardiothoracic Surgical Unit, St James’s Hospital Dublin
8, Ireland

Pneumothorax is a common medical emergency. Surgical interven-

tion in the form of pleurodesis is often required particularly in the

setting of recurrent pneumothorax. However, the incidence of

underlying previously undiagnosed lung disease has not been reported

in an Irish population. The aim of this study was to determine the

incidence of undiagnosed underlying lung disease in patients with

pneumothorax undergoing surgical pleurodesis.

A Retrospective review of all patients who underwent surgical

pleurodesis for pneumothorax over an 18 month period was per-

formed. Patient demographics which were recorded included age at
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operation, previous pneumothorax, medical history, medications,

operation performed and histological diagnosis.

28 pleurectomies and bullectomies were performed for pneu-

mothorax between January 2008 and July 2009. The reason for

surgery in 23 patients was for recurrent spontaneous pneumothorax,

in 5 for unresolving spontaneous pneumothorax. All patients had

tissue sent for histological examination. 10.7% (n = 3) patients

were found to have abnormal histology that had not been previously

diagnosed. Two patients had a diagnosis of Lymphangioleiomy-

omatosis (LAM) one a diagnosis of Langerhans cell histiocytosis

(LCH).

This study demonstrates the importance of obtaining a histological

diagnosis in all patients undergoing surgical pleurodesis as patients

may have significant previously undiagnosed underlying pathology

that requires aggressive medical management and follow-up.

5.24 An Unusual Cause of Spontaneous Pneumothorax

B.D. Kent, E.D. Moloney, S.J. Lane

Department of Respiratory Medicine, Adelaide & Meath Hospital,
Tallaght, Dublin 24, Ireland

5.25 Recurrent Spontaneous Pneumothorax during

Pregnancy

J.M. Chamberlain1, K.L. Burrows1, J.M. Jones2, T.E. McManus1§

1Department of Respiratory Medicine, Erne Hospital, Enniskillen,
Northern Ireland BT74 6AY, UK
2Department of Thoracic Surgery, Belfast Health and Social Care
Trust, Belfast, Northern Ireland BT12 6BA, UK

We report a case of recurrent spontaneous pneumothorax during

pregnancy in a 32 year old woman. The patient had an uneventful

pregnancy until 12 weeks gestation when she presented with right

sided pleuritic chest pain and shortness of breath. A chest radiograph

with abdominal shield confirmed a right sided pneumothorax. A chest

drain was inserted, but the patient developed a persistent air leak

which resolved following the application of suction and no surgical

intervention was required.

Her past obstetric history included two uneventful prior preg-

nancies and a third pregnancy which was also complicated by a left-

sided spontaneous pneumothorax. She had a history of asthma and

smoking (1 pack year).

This case is unusual as it describes recurrent spontaneous pneu-

mothoraces during sequential pregnancies on contralateral sides.

Acute respiratory failure during pregnancy is a cause of maternal and

foetal morbidity and mortality. Any additional stress on the maternal

respiratory system can precipitate hypoxia more readily than in the

non-pregnant state due to increased oxygen consumption. Although

spontaneous pneumothorax in pregnancy is relatively rare it should be

considered in the differential diagnosis of a pregnant patient pre-

senting with chest pain and dyspnoea.

5.26 The Initial Management of Patients with Pleural

Effusions in the Acute Assessment Unit: Can We do

Better to Improve Patient Care and Reduce Length

of Hospital Stay?

M.J. McDonnell, M. Fitzgibbon, A.R. Guhan

Department of Respiratory Medicine, James Cook University
Hospital, Middlesbrough, UK

Patients with pleural effusions (PPE) commonly present as emergency

admissions to the Acute Admissions Unit (AAU). Thoracocentesis is an

important first step in diagnosis. Delays in thoracocentesis may con-

tribute to diagnostic delay and increased hospital stay (LOS). We present

our audit of the initial management of PPE in a regional UK hospital.

Case-notes were reviewed over a 6-month period for route of

admission, timing of thoracocentesis, grade performing procedure, use

of ultrasound guidance, complication rate, final diagnosis and LOS.

There were 81 admissions [69 patients: mean age 70.6 years

(range 34–99)] during study time-frame. 21 (26%) were discharged

from AAU with outpatient follow-up, the remainder were admitted.

Thoracocentesis was performed in 49 (82.7%) admissions: 30%

consultants, 25% specialist- registrars, 45% junior-trainees. Ultra-

sound-guidance was used in 32/49 (65.2%). Mean time between

presentation and thoracocentesis 1.7 days (range 0–20, median 1).

Complications occurred in 5/97 (5.1%) comparable with other pub-

lished series. Mean time from admission to diagnosis 5.1 days (range

0–27). Mean LOS 7.8 days (range 0–30).

Our audit suggests improving time of 1.7 days between admission

and thoracocentesis could improve LOS. Focussed junior doctor

education and skills-training in thoracocentesis at first point of contact

with PPE in AAU, is one solution that can be adopted.
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6. Poster Review & Discussion: Physiology, Pulmonary

Hypertension, Sleep

6.1 Comparison of Arterial and Venous Blood Gases

and the Effects of ABG Analysis Delay

A. El-Gammal1, P.J. Barry1, A. Jahangir1, C. Finn2, B.M. Buckley2,

T.M. O’Connor1

1Department of Respiratory Medicine, Cork University Hospital,
University College Cork
2Biochemistry, Mercy University Hospital, Cork, Ireland

Arterial blood gases (ABGs) are often sampled incorrectly leading to

a ‘mixed’ or venous sample. Delays in analysis and air contamination

are common. We measured the effects of these errors in patients with

COPD exacerbations and controls.

Arterial and venous samples were analyzed from 30 patients with

COPD exacerbation and 30 controls. Venous samples were analysed

immediately and arterial samples separated into non-air contaminated

and air contaminated specimens and analysed at 0, 30, 60, 90 and

180 min.

Mean venous pH was 7.371 and arterial pH was 7.407

(p \ 0.0001). There was a correlation between venous and arterial pH

(r = 0.5347, p \ 0.0001). Arterial pO2 was unaffected by analysis

delay. A statistically significant decline in pH was detected at 30 min

in patients with COPD exacerbation (p = 0.0042) and 90 min in

controls (p \ 0.0001). A clinically significant decline in pH emerged

at 42 min in patients with COPD exacerbation and 70 min in controls.

Air contamination was associated with a significant increase in pO2 in

all samples.
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Arterial and venous pH differ significantly. Venous pH cannot

accurately replace arterial pH. Temporal delays in ABG analysis

result in a significant decline in measured pH. Air contamination

leads to an immediate increase in measured pO2.

6.2 Review of Open Access Flight Assessment Service at

a District General Hospital in the UK

L. Grimes, N. Chapman, R.P. Convery, A. John

Air Lab, Craigavon Area Hospital, Craigavon, Northern Ireland, UK

Air travel is very common. Patients with severe respiratory disease

can be worsened by hypoxaemia and require assessment before flying.

We reviewed hypoxic challenge tests [1] carried out in our unit in

2008 and compared our standards to those set out in the British

Thoracic Society guidelines [2].

Observations:
27 referrals for hypoxic challenge testing were received. 18 were

female. Patient average age was 71 years. The majority of patients

had COPD.

Baseline saturations on room air averaged 83%. One was hypoxic

on room air. Long term oxygen therapy (LTOT) was commenced and

advised to defer flying until stabilised. Two were already on LTOT at

2L. They were advised to increase Oxygen by 1L for duration of flight

and asked to ensure they have LTOT available throughout their stay.

24 tests were carried out with 11 positive results.

Conclusions:
Flight destinations and durations were poorly recorded. Arterial

Blood Gases were not always carried out. Given the prevalence of

COPD, the flight assessment service is underused. In light of these

findings, our proforma was amended and our Respiratory Clinical

Physiologist completed the ARTP Certificate in Blood Gases [3] We

plan to hold service awareness sessions with community COPD team

and advertise to GPs.

References:
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6.3 Relevance of D-dimer in Diagnosing Pulmonary

Emboli (PE)

K. Cavan, C. Chapman, R.P. Convery, A. John

Craigavon Area Hospital (CAH), BT63 5QQ, Craigavon, UK

Background:
Imaging techniques like CTPA are used to confirm the presence of a

PE.

The reliability of a d-dimer test in PE varies from study to study.

Scoring systems like Geneva [1] and Wells [2] pre-test probability

scoring systems are also used.

So what is the role of a D-dimer in diagnosing PE?

In low suspicion of PE, normal D-dimer is enough to exclude the

possibility of thrombotic PE [3].

Recent recommendations for a diagnostic algorithm have been

published by the PIOPED investigators [4].

Method:
A list of all CTPAs done in CAH over a 10 month period was

compiled. Patient records were checked for radiology results, D-

Dimer results and for evidence of use of any formal scoring system at

initial assessment.

Results:
148 CTPAs were carried out. 39 were positive. 109 were negative. 70

D-Dimers were positive, 39 negative and 39 were not done.

D-Dimer test appear to have a 88% sensitivity and a 43%

specificity.

No formal scoring system was used in any patient.

Implications:
A negative D-Dimer is more useful in outruling PE. This combined

with a simple scoring system as an initial assessment could help

reduce the number of CTPAs requested saving in cost and unneces-

sary radiation exposure to patients.
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6.4 The Role of Natriuretic Peptide Receptor Type-C

in Endothelial Barrier Restoration.

B. Casserly1,2, K.L. Grinnell1,2, J. Newton2, J.R. Klinger1,2,

E.O. Harrington1,2

1Vascular Research Laboratory, Providence Veterans Affairs Medical
Center, Providence, RI, USA
2Department of Medicine, Warren Alpert Medical School of Brown
University, Providence, RI, USA

Pulmonary edema is a major cause of lung dysfunction in acute lung

injuries, such as the acute respiratory distress syndrome (ARDS) and

severe acute respiratory syndrome (SARS). Several studies have

shown that the natriuretic peptides (NP) protect against increases in

permeability in pulmonary endothelial cells. However, the mecha-

nism(s) by which NP improve pulmonary endothelial barrier function

are not well understood. Natriuretic peptide receptor type-C (NPR-C)

has been felt to be biologically silent and function exclusively as a

clearance receptor for all three NP.

However, recent data has shown that NPR-C activation inhibits

cAMP production. We tested the hypothesis that NPR-C delays bar-

rier restoration through inhibition of cAMP. Using c-ANF to activate

NPR-C, we noted a diminution in levels of cAMP in lung micro-

vascular endothelial cells (LMVEC) at baseline and upon PKA

activation with forsokolin. We further noted that thrombin-induced

Rap 1 GTPase activation was mitigated by c-ANF. We also noted that

c-ANF-mediated delay in barrier restoration and adherens junction
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reassembly of LMVEC following thrombin treatment was attenuated

by forskolin. Thus, our data supports an inhibitory role of NPR-C

activation in endothelial barrier restoration and suggests that cAMP

plays a central role in the signal transduction pathway mediating this

effect.

6.5 Differential Gene Expression in Hypoxic Lung and

their Potential Role in Pulmonary Vascular Disease

B.N. McCullagh, C.M. Costello, K. Howell, M. Leonard, S. Gaine, P.

McLoughlin

School of Medicine, Medical Science, Conway institute, University
College Dublin, Ireland
Centre for Lung Health, Mater Misericordiae Hospital, Eccles St,
Dublin, Ireland

Lung vasculature is unique in its development of vasoconstriction,

intimal hyperplasia, fibrosis and medial hypertrophy in the presence

of prolonged hypoxia. Pulmonary hypertension is a life threaten-

ing illness of the pulmonary vasculature that results from this

damage. The underlying aetiology is multifactorial and not fully

understood.

In previous in vitro work we identified 90 genes differentially

regulated in hypoxic human pulmonary microvascular endothelial

cells when compared to cardiac endothelial cells. The present study

was undertaken to determine which of these genes showed lung

selectivity in vivo.

Genes (21) with links to vascular remodelling or angiogenesis

were chosen for further analysis on a custom made Taqman array

plate. Mice were placed in hypoxia (n = 8) or normoxia (n = 8) and

sacrificed at 2 days under general anaesthesia. Lungs, heart, liver,

kidney and spleen were harvested for RNA.

Using this unbiased approach altered regulation unique to hypoxic

lung was seen in Transient Receptor Potential Cation Channel 6 and

Peroxisome Proliferator Activated Receptor Gamma, two genes pre-

viously implicated in hypoxic pulmonary hypertension confirming the

validity of our approach. Novel genes (e.g. LIM domain kinase 1) also

displayed altered expression unique to hypoxic lung. We are currently

exploring the functional roles of these genes in the development of

pulmonary hypertension.

Funded by Actelion Pharmaceuticals and Health Research Board

Ireland.

6.6 Potential Selective Role For CXCR7/CXCL12

Signalling in the Lung in Response to Hypoxic Stress

C.M. Costello1, K. Howell1, S. Doherty2, F. Martin3, J. Belperio4, M.

Ke ane1, S. Gaine2, P. McLoughlin1

1School of Medicine and Medical Science, Conway Institute, UCD,
Ireland
2Department of Respiratory Medicine, Mater Misericordiae
University Hospital, UCD, Ireland
3School of Biomolecular and Biomedical Science, Conway Institute,
UCD, Ireland
4Division of Pulmonary and Critical Care Medicine, David Geffen
School of Medicine, UCLA, USA

Hypoxia, a common complication of lung diseases, causes unique

changes in the pulmonary vasculature that contribute to disease

progression and the development of pulmonary hypertension. We

undertook Affymetrix chip experiments to identify novel genes

involved in the pulmonary vascular response to hypoxia and identified

a CXCL12 (a potent pro-angiogenic chemokine) receptor, namely

CXCR7, as selectively upregulated in response to hypoxia in human

lung endothelium.

To investigate this finding further, TaqMan analysis of a panel of

murine tissues isolated following exposure to hypoxia showed a

[twofold increase in CXCR7 mRNA uniquely in lung tissue.

Immunohistochemistry demonstrated that CXCR7, CXCR4 (a second

CXCL12 receptor) and CXCL12 protein were significantly increased

in the hypoxic lung in vivo (p \ 0.05). In vitro experiments showed

that CXCL12 induced scratch wound healing and migration in lung

microvascular endothelial cells; interestingly inhibition of CXCR4

had no effect on CXCL12 induced wound healing. In chronic

hypertensive lung disease patients, CXCL12 was significantly ele-

vated in plasma; and CXCL12 and both receptors were also highly

expressed in explanted lungs from these patients.

These novel results suggest that signalling via the CXCL12

pathway is selectively up-regulated in the lung in response to hypoxia

and may play a role in pulmonary vascular disease.

Funding: HRB, HEA, SFI, NIH HL080206.

6.7 Venousthromboembolism (VTE) Prophylaxis in

Acute Medical Admissions to a Dublin Teaching

Hospital

Owen Lyons, Julian Loh, Marvin Lim, Deirdre O’Riordan

St. James’ Hospital, Dublin, Ireland

VTE is the commonest preventable cause of inpatient mortality. The

aim of the study was to assess VTE prophylaxis prescribing practices

in a teaching hospital.

Patients admitted medically to this institute over a 28 day period

were included. Risk factors for VTE, contraindications to the use of

heparin and prescription of VTE prophylaxis were recorded for each

patient. Exclusion criteria included treatment with warfarin or ther-

apeutic dose heparin, admission to the intensive care unit and death or

discharge within 48 h of admission.

Of 523 patients admitted 149 were excluded. Of the remaining 374

patients, 283 (76%) were identified as having one or more risk factors

for VTE. Of these, heparin was contraindicated in 18(6%).Of the

remaining 265 patients at risk for VTE, 104 (39%) were placed on

appropriate VTE prophylaxis.

The low rate of appropriate VTE prophylaxis in this study is of

concern given the significant mortality associated with VTE . Given

the findings of this study several steps have been taken to improve

prescribing practice including re-education sessions for admitting

physicians and a role for the clinical pharmacists in ‘‘red-flagging’’

those patients in whom VTE prophylaxis is indicated. Currently, a re-

audit of VTE prophylaxis prescribing practices is underway

6.8 Effects of Posture and Obesity on Spirometry

Measurements

A. Martin, M. Agnew

Respiratory Lab, St. James’s Hospital, Dublin, Ireland

Current spirometry guidelines state that ‘for safety reasons, testing

should be preferably done in the sitting position’, however, obese
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patients often demonstrate a restricted pattern on testing. We won-

dered if carrying out spirometry in the standing position would alter

diagnosis in these patients.

41 patients underwent spirometry in both the sitting and standing

position to evaluate the effects of obesity on function. The patients

were categorised according to body mass index (BMI). A comparison

of the spirometry results was carried out.

Sample Mean

BMI

Mean

FVC

sitting

Mean

FVC

standing

%

difference

P
value

Healthy 7 22.6 4.1 4.17 1.7 0.41

Overweight 6 28.2 3.88 4.04 4.1 0.043

Obesity (1) 10 32.3 3.78 3.92 3.7 0.024

Obesity (2) 12 36.9 2.65 2.81 6 0.0003

Obesity (3) 6 44.3 3.2 3.33 4.1 0.052

From the results obtained, it can be concluded that testing position

affects the results in obese respiratory patients. Spirometry was not

significantly different in healthy patients in either position, however

as BMI increased there were significant improvements in FVC when

tested in the standing position.

Further studies are needed to evaluate the relationship between

BMI and respiratory function, and to identify if spirometry in obese

patients should be carried out in the standing position. It is also

recommended that BMI is taken into account when assessing spi-

rometry results.

6.9 Irish Association of Respiratory Scientists Special

interest group- Legal issues with Pulmonary Function

Test’s

Ann Marie O’Connell, Orla Corrigan, Louise Clarke

A questionnaire was circulated on behalf of the IARS to 28 Respi-

ratory laboratories asking how pulmonary function tests are requested

and how patient consent is obtained. 21 laboratories responded (75%).

100% request patient history.

52% request patients prescribed medications.

95% request referral signature and date.

95% of laboratories receive written requests, 29% electronic

requests, 24% verbal requests, 19% fax/text.

81% of laboratories accept requests only from consultants or their

teams.

14 % accept requests from nursing staff.

5% accept requests from secretarial staff.

85% of laboratories obtain implied consent for routine tests. 10%

obtain verbal consent, 5% obtain written consent. Only 38% of

hospitals surveyed had a consent policy. 24% were unsure if their

hospital had a consent policy and 24% did not have a consent

policy.

Currently there is no standard request form for pulmonary function

tests, with all labs requesting different information and offering dif-

ferent test procedures. While written requests are received by the

majority of sites there is no standard requesting method.

Consent is implied in the majority of hospitals, this may need to be

further investigated to ensure that all qualified Respiratory Scientists

are covered in the event of any issues arising during testing.

6.10 How Accurate is Spirometry at Predicting

Restrictive Lung Defect (RLD) in an Irish Population?

O. Farrelly, M. McNeill, E. O’Rourke, A. O’Brien

Midland Regional Hospital Mullingar, Ireland

Objective:
To determine the accuracy with which spirometric measurements of

FVC and combined FEV1/FVC ratio can diagnose the presence of a

restrictive lung defect and the comparison of Body Plethysmography

v Nitrogen Washout techniques.

In the pulmonary function lab retrospective data from February 2004

to February 2009 was examined. 625 patients had undergone spirometry

and lung volumes by whole body plethysmography. 3289 patients had

undergone spirometry and lung volumes by nitrogen washout.

Results:
15% had a restrictive defect measured by Body Plethysmography

compared to 18% by Nitrogen Washout. The positive predictive value

(PPV) of spirometry alone was relatively low on both subgroups;\62%

demonstrated a restrictive component. When the analysis was confined

to a restrictive pattern on spirometry plus normal or above normal

FEV1/FVC ratio, the PPV fell to 44% for body box and fell to 37% for

nitrogen washout. Conversely, spirometry had a very favourable neg-

ative predictive value obtained by both methods;\10% of patients with

a normal FVC on spirometry had a restrictive defect by both methods.

Conclusion:
Spirometry is not an accurate predictor of restriction. However, if

restriction is not suspected, lung volume measurements can poten-

tially be avoided if the FVC is normal.

6.11 Standardisation of Lung Function Testing

in Respiratory Labs across Ireland

P. Coss, A. Donnelly, O. Farrelly

Irish Association of Respiratory Scientists (IARS), Ireland

Objective:
To assess by Questionnaire the standards and guidelines applied to

pulmonary function testing in Respiratory Labs in Ireland.

Results:
27 Hospitals responded (93%).

Areas of assessment:
100% of labs perform basic tests. 82% perform provocation studies.

59% perform cardiopulmonary exercise tests (CPET). 82% have skin

allergy testing and 70% perform respiratory muscle testing.

Staff grading/level of experience:
Senior staff mainly conducts advanced tests. Some labs did report

inappropriate staff grading for certain tests, including high risk.

Employment of personnel without clinical measurement science

qualifications exists in 2 labs.

Staff grading/level of experience:
11% of labs have resuscitation trolleys. 63% report a trolley within

50 m. Medical Cover for At Risk Tests: Inter-laboratory medical

cover for bronchial provocation testing and CPET varies hugely.

Guidelines:
100% of labs follow recognised guidelines for both basic and

advanced lung function testing. Over 50% of the laboratories are

unaware of skin allergy testing guidelines.

Conclusions:
The IARS website will make available all relevant guidelines on lung

function testing and recommendations for implementing medical

cover. The IARS has directed to all members that the ATS/ERS 2005
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guidelines be used. Grading structures and minimum qualifications

are currently being dealt with under a working party directive in the

Labour Court.

6.12 Audit of Nebulised Lignocaine for Chronic Cough

P. Davis, B. Korn, F. O’Connell

Respiratory Assessment Unit, St. James’s Hospital, Dublin 8, Ireland

Nebulised lignocaine as a treatment for idiopathic chronic cough [1]

is an under investigated area. We have prescribed this treatment for

severe persistent cough in non-smokers, where underlying causes of

cough have been excluded including asthma, gastric oesophageal

reflux disease and rhinosinusitis.

A retrospective audit was carried out using phone interviews with

patients and chart reviews to gather data.

Nine patients were treated with nebulised lignocaine from 2004 to

2009. The ratio of male: female was 4:5, ranging in age from 31 to

71 years. Duration of cough prior to treatment was from 6 months to

15 years, which had a dramatic impact on quality of life. Time using

the treatment ranged from 2 weeks to 5 years, with some using it

intermittently as the cough returned. Of the nine, six patients per-

ceived benefit ranged from 50 to 100%. Few adverse events were

noted.

The audit revealed a broad variation in patient’s experience.

Numbers of patients receiving the treatment are small and respiratory

services have limited exposure to it. The development of guidelines

would enhance this service. The introduction of a cough questionnaire

[2] would help to quantify the effectiveness of the treatment. This

area warrants further investigation.
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6.13 IARS Special Interest Group—Quality Assurance

and Lab Procedure Manual

M. Chubb, A. O’Brien

Respiratory Departments, Our Lady’s Children’s Hospital, Connolly
Hospital, Dublin, Ireland

Quality assurance (QA) is essential to the operation of the Respi-

ratory Laboratory to obtain valid and reproducible test results. It is

necessary that each laboratory should have a written QA document.

This group was set up to determine the standards of QA in Respi-

ratory Laboratories in Ireland and to utilise the data obtained to

design a template upon which a laboratory procedure manual can be

based.

In 2007 a questionnaire on QA practices was sent to all 29

Respiratory laboratories in the country.

19 Labs responded (66%).

74%: of Labs have documented evidence of day to day procedures,

policies, guidelines and QA checks.

93%: Documented Procedures and Guidelines.

86%: Detailed description of all tests performed.

86%: Infection Control Policies.

79%: Calibration and Quality Control Procedures.

79%: Perform Biological controls and back up data on a regular

basis.

74% of departments have detailed documentation in place. The

remainder of the respiratory laboratories were examined and it was

found that the majority are operated by qualified staff, trained spe-

cifically in respiratory testing procedures but some departments have

limited resources. The completed QA document will be made avail-

able to all laboratories nationally to encourage and promote best

practices and standardisation.

6.14 Quality of Life after Weaning: Difference Between

Being in ICU Versus a Weaning Facility

B. Canavan, S. Halabi, E.G. Collins, D.M. Lanuza, M.J. Tobin,

A. Jubran

RML Specialty Hospital-Hinsdale, Loyola University-Chicago,
USAHines VA Hospital-Hines, Illinois, USA

To determine whether the ‘‘kind’’ of mechanical ventilation (MV)

affects long-term quality of life, we administered the Katz Activities

of Daily Living (ADL) and short form-36 (SF-36) questionnaires to

two groups: 37 patients who were weaned during their stay in the ICU

of an acute care hospital, and 46 patients who were transferred to a

specialized facility and required prolonged weaning. Questionnaires

were administered at discharge and 6 months later. At discharge,

patients were asked to estimate what their answers would have been

before they became ill; these answers were taken as baseline. Mean

age was 64.8 ± 13.6 years and 34% were women. Mean APACHE II

score was 15.2 ± 5.9. At 6 months after discharge, 62% of the

patients weaned in the ICU and 83% of patients weaned at the

weaning facility were still alive; and 74% of the ICU patients and

71% of the weaning facility patients were living at home.

Mech vent at ICU Mech vent at weaning facility

Baseline 6 months

post

discharge

p value Baseline 6 months post

discharge

p value

SF-36

Physical

score

40 ± 11 31 ± 10 0.01 38 ± 12 31 ± 7 0.05

SF-36

Mental

score

49 ± 11 50 ± 7 0.77 49 ± 11 53 ± 11 0.18

ADL 0.3 ± 0.8 1.8 ± 3.0 0.02 1.0 ± 2.5 4.0 ± 5.3 0.03

The decrease in the physical summary scores at 6 months after

discharge was similar in the two groups (p = 0.65). The increase in

ADL scores (greater need for assistance) tended to be greater in

patients who were weaned at the specialized weaning facility

than patients who were weaned in the ICU (p = 0.06). In conclusion,

patient ratings of physical or mental function at 6 months after hos-

pital discharge were similar in patients who were weaned in a ICU

and patients who were transferred to a specialized facility and

required prolonged weaning; ability to perform daily activity, how-

ever, tended to be worse in patients who required prolonged weaning

from the ventilator.
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6.15 The Use of Domiciliary Non Invasive Ventilation

in a District General Hospital

H. Phelan, M. Logue, M.G. Kelly, R. Sharkey, J.G. Daly,

M. McCloskey

Respiratory Unit, Altnagelvin Area Hospital, Glenshane Road, Derry,
Northern Ireland, UK

Altnagelvin Hospital serves an immediate population of 18,000 and

receives referrals from a total population of 300,000. Domiciliary

Non Invasive Ventilation (NIV) was introduced in 2001. The aim of

this audit was to assess the characteristics of patients on domiciliary

NIV from 2001 to August 2009.

This was a retrospective chart audit. All patients commenced on

domiciliary NIV from 2001 were identified. Their age, diagnosis,

mode of presentation and current well being was assessed.

Fifty-eight patients have been on domiciliary NIV since it was

introduced. There are presently 36 patients living on the treatment.

The most common diagnosis of patients on domiciliary NIV was

Obesity Hypoventilation/Obstructive Sleep Apnoea Overlap Syn-

drome, 22 patients had this diagnosis, all of these patients presented

acutely in severe Hypercapnic Respiratory Failure, some needing

Invasive Ventilation initially. Ten patients had kyphoscoliosis. Other

reasons for starting NIV were Muscular Dystrophy, Motor Neurone

Disease, Bronchiectasis and Praedar Willi Syndrome. Three patients

on domiciliary NIV had not been followed up; all other patients had

follow up with a Respiratory Consultant. Three patients stopped

treatment; all other patients had very good compliance.

Domiciliary NIV is an expanding service with a wide range of

diagnoses prompting initiation of treatment. Health Service planning

for the future should take this into account.

6.16 Review of a New Sleep Service at a District General

Hospital

D. Allen, L. Spiers, N. Chapman, R.P. Convery, A. John

Sleep Lab, Craigavon Area Hospital, BT63 5QQ, Craigavon, UK

Obstructive sleep apnoea (OSA) is underrecognized and underdiag-

nosed. It is associated with impaired daytime alertness, defects in

neurocognition, hypertension, increased Road Traffic Accidents and

impaired quality of life [1]. Continuous positive airway pressure

(CPAP) is the mainstay of treatment of OSA.

The 2007 Strategic Framework for Respiratory Diseases in

Northern Ireland [2] recommends that appropriate services for the

management of OSAHS should be in place. A new service is being

established for the Southern Trust and a sleep technician has been

appointed.

The activity of this new service were audited for a six month

period. 207 sleep studies were done. 112 were negative. We review

the demographics including gender, BMI, past medical history,

smoking and driving status. Epworth scores pre and post CPAP,

CPAP settings, compliance with treatment and other interventions

undertaken were also assessed.

95 patients were offered CPAP treatment. 9 handed their CPAP

machines back, the remainder are under review.

The estimated prevalence of OSA for the trust covered by our ser-

vice is 4000. This highlights need for a fully established sleep service.

Once fully developed, it will not only have benefits for treating

sleep disordered breathing but will also have benefits in reducing

cardiovascular risks.

References:
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6.17 Analysis of Oxygen Desaturation Index (ODI)

Versus Apnoea Hypopnoea Index (AHI) of a limited

sleep study.

E. O’Rourke, O. Farrelly, M. Mc Neill, A. O’Brien

Midland Regional Hospital, Mullingar, Ireland

Introduction:
From 2006 Pulse Oximetry screening has been used in the sleep

department at MRH, Mullingar, to prioritise sleep studies.

Method:
Overnight pulse oximetry was used to screen all patients with suspected

OSA to help determine the priority of their sleep study. This was sub-

sequently followed by a formal limited sleep study at a later date.

In this study, the results of 50 patients were analysed. Their ODI

from pulse oximetry was compared to their AHI from the subsequent

sleep study to determine if the oximetry screening had accurately

predicted the severity of OSA.

Results:
34% (17 patients) had an ODI [ 30. All 17 of these patients had an

AHI [ 30 on their sleep study. Three patients with severe sleep

apnoea had an ODI \ 30.

20 out of the 50 patients (40%) were shown to have severe sleep

apnoea based on their sleep study results. 34% were shown to have

severe sleep apnoea based on their wrist oximetry alone. Therefore wrist

oximetry was accurate in predicting severe OSA in 85% of the patients.

Conclusion:
Pulse Oximetry screening is a cost effective and efficient way of

accurately predicting severe sleep apnoea. It ensures that those

patients with resultant greater cardiovascular risk undergo sleep

studies within a much shorter period of time. In an environment of

limited resources, with prolonged waiting lists, consideration of this

method to screen all referrals, with resultant appropriate prioritiza-

tion, is advisable.

6.18 The Impact of Restless Legs Syndrome on Patients

with Obstructive Sleep Apnea, Who Have Persistent

Symptoms

G. O’Malley1, M. Geehan2, J.J. Gilmartin2, S. O’Keeffe1

1Department of Medicine for the Elderly, Merlin Park Hospital,
Galway, Ireland
2Department of Respiratory Medicine, Merlin Park Hospital, Galway,
Ireland

Restless legs syndrome (RLS) and obstructive sleep apnea (OSA) are

common and treatable causes of sleep disturbance and fatigue. Sev-

eral studies have suggested an association between these conditions.

We hypothesised that RLS might be more common in OSA patients

with persistent daytime sleepiness.

All patients receiving treatment for OSA at a tertiary referral

centre were invited to participate in the study. They received a postal
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questionnaire including the Epworth sleepiness scale (ESS) and the

MEMO-NIH questionnaire, a well-validated instrument for identify-

ing and quantifying RLS.

Of the 420 patients surveyed, 205 (55%) patients fully completed

the questionnaire. There were 173 males (86%); median (range) age

of respondents was 57 (30-83) years. Overall, 45 (22%) patients

reported clinically significant (symptoms at least twice a week) RLS

and 72 (35%) patients had an ESS score of 10 or more. RLS was

found in 25/72 (34.7%) patients with an elevated ESS and in 20/133

(15.0%) patients with an ESS less than 10 (p = 0.004).

RLS is a common and potentially treatable problem in OSA

patients with persistent daytime sleepiness.

6.19 Compliance With CPAP in Patients with

Obstructive Sleep Apnoea

I. Masih, E. Cousins, L. McManus, B. Buick, I. Gleadhill

Regional Respiratory Centre, Belfast City Hospital, Belfast, UK

A retrospective study of continuous positive airway pressure (CPAP)

compliance in patients with obstructive sleep apnoea (OSA) was

conducted at Belfast City Hospital. During 6 months (January–June

2008) 91 patients [89% male, mean age 50 (±12) years, mean BMI

36.3 (±6.6) kg/m2] started on CPAP. Subsequent compliance data

was available on 61 patients.

At baseline, the mean Epworth Sleepiness Score was 14.7 (±5.2)

and mean O2 saturation dips were 33.4 (±20.6)/h. Compliance checks

were carried out 6 weeks after starting CPAP. A humidifier was

included in the circuit in 22% patients.

Compliance was scored ‘excellent’ if the CPAP unit compliance

meter showed C6 h/night, ‘good’ if 4–6 h, ‘borderline’ if 2–4 h, and

‘poor’ if\2 h. Compliance was ‘excellent’ in 45% patients, ‘good’ in

28%, ‘borderline’ in 18% and ‘poor’ in 9%. The follow-up mean

Epworth Score was 8 (±6) and mean O2 saturation dips were 3.6

(±4.4)/h.

Conclusion:
Compliance in new CPAP patients at 6 week follow-up was ‘excel-

lent’ or ‘good’ in 73% but ‘borderline’ or ‘poor’ in 27%. Compliance

may improve or worsen with time. We recommend that centres pro-

viding CPAP should monitor compliance as part of their service.

6.20 Compliance of CPAP Therapy in Mullingar

Hospital from 2004 to Date

M. McNeill, O. Farrelly, E. O’Rourke, A. O’Brien

Introduction:
From February 2004–December 2008, 573 patients had sleep studies

performed.

377 patients with positive sleep studies commenced CPAP Ther-

apy. Our study looked at the compliance rate for these patients.

Method:
Compliance data was collected in 3 ways. 1. from our database 2.

Review meeting with patient 3. Direct telephone call to patients

Results:
68% of patients started on CPAP therapy were compliant.

32% were non compliant.

Of the 32% non compliance 34% were in the over 60 year old

category. The predominant factor for non compliance (50%) was the

patient’s inability to tolerate CPAP. In 42% of these cases the pre-

dominant factor was poor motivation.

Other factors for non compliance were: found no benefit 10%;

Refused to wear (vanity) 10%; Wanted alternative therapy 7%; Could

not sleep with it on 4%;Central sleep apnoea 7%; Cost issues 3%.

Of the 115 non compliant patients 15% had severe sleep apnoea;

24% moderate sleep apnoea and 61% mild sleep apnoea.

55% of the non compliant group had an Epworth sleepiness score

(ESS) \ 10

Conclusion:
Patients with less severe sleep apnoea who are a symptomatic

(ESS \ 10) find it more difficult to tolerate CPAP however with ade-

quate follow up and support high compliance rates can be achieved.

6.21 Prevalence of Obstructive Sleep Apnoea in Patients

with Idiopathic Pulmonary Fibrosis

R. Lee, E. Kelly, G. Nolan, M.P. Keane, W.T. McNicholas

Department of Respiratory Medicine, St. Vincent’s University
Hospital, Dublin, Ireland

Idiopathic pulmonary fibrosis (IPF) is a chronic disorder with 70%

mortality 5 years after diagnosis [1]. Obstructive sleep apnoea (OSA)

has been reported as common among IPF patients [2]. We recruited

10 IPF patients not on ambulatory oxygen, diagnosed by ATS criteria,

by random selection from our IPF database, to determine the preva-

lence of OSA in IPF.

Full polysomnography (1 night acclimatization and 1 night study),

pulmonary function testing, arterial blood gases (ABG), and Epworth

sleepiness scores (ESS) were obtained.

Patients were three females and seven males, aged 72.4 ± 4.09

years (mean ± SD). BMI was 29.4 ± 3.25, neck circumference

38.9 ± 2.88 cm, FEV1 2.41 ± 0.49L (105% predicted), FCV

2.59 ± 0.60L (85.3% predicted), TLC 4.2 ± 0.97L (72% predicted).

Mean PaO2 was 10.5 kPa and PaCO2, 5.25 kPa. Total sleep time

averaged 311 min and sleep efficiency was 72.6%. Slow wave and

REM sleep durations were normal although sleep was fragmented

with a mean of 27.3% stage wake. Cumulative time for SaO2 \ 90%

overnight averaged 4.7%.

Five patients had an apnoea hyponoea index [5/h but only one

reported daytime sleepiness (ESS, 11), thus having a sleep apnoea

syndrome (OSAS). We conclude that OSAS is as prevalent in IPF as

an equivalent general population.
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6.22 Screening for Type 2 Diabetes in Patients Referred

for Polysomnography to Investigate for Obstructive

Sleep Apnoea Syndrome

S. Walsh, M. McCarthy, D. Divilly, K. Finan, J.J. Gilmartin

Regional Respiratory Centre, Merlin Park Hospital, Galway, Ireland

OSA is known to be independently associated with an increase in the

cardiovascular risk factors that comprise the metabolic syndrome,

including diabetes mellitus and impaired glucose tolerance. Patients
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referred for inpatient polysomnography in our unit are screened by an

oral glucose tolerance test. We aim to evaluate rates of impaired

fasting glucose and impaired glucose tolerance that would not have

been detected by fasting glucose alone.

A retrospective review of 208 consecutive patients admitted for

inpatient sleep assessment from 1 September 2007 to 31 December

2008 was performed. Laboratory results, polysomnographs and charts

were analysed.

13/208 (6%) were known diabetics pre-study. Of the 195 non-

diabetics, all had a fasting glucose available and 125 had 2-h post-

prandial plasma glucose results available.

Of the 195 non-diabetics, 8 had fasting glucose [7.0 and 3 had a

2 h post-prandial [11.1, therefore 11 (5.6%) newly diagnosed

diabetics.

20/195 (10%) had fasting glucose 6.1–7.0, indicating impaired

fasting glucose.

6/125 (4.8%) had a post-prandial glucose of 7.8–11.1, indicating

impaired glucose tolerance.

Overall, 37/195 patients had an abnormal OGTT. Average BMI in

this cohort of patients was 38.9, compared to 36 in those with a

normal OGTT. An overwhelming 34/37 (92%) patients had a positive

polysomnogram, with an average AHI of 47.

This data supports active screening of patients referred for sleep

assessment with OGTT, in order to allow earlier recognition and

treatment of diabetes.

6.23 An Evaluation of Nebuliser Prescribing Practices

in an Acute General Hospital and Comparison with

Nebuliser Prescribing Guidelines

Y. Vapra, L. Brown, E. McKone

Nebulisers are widely used in hospitals to treat a variety of patients

with respiratory disease which can result in substantial annual costs.

We sought to review our hospitals experience with nebuliser pre-

scription and examine whether this practice was in agreement with

published guidelines.

A random sample of medication charts and health care records

were examined for indications and duration of nebuliser treatment.

This was followed by interventions to improve nebuliser prescribing

with subsequent re-audit.

68 patients on nebuliser therapy were audited. Our initial audit

indicated that nebuliser therapy was over prescribed, for excessive

durations and inappropriately used in many cases. A nebuliser pre-

scribing guideline was presented at NCHD induction together with an

NCHD/Nursing handout that was displayed in all clinical areas. These

interventions resulted in a significant reduction in nebuliser pre-

scribing within the hospital.

Issue reviewed Pre-intervention

(%)

Post-Intervention

(%)

Nebuliser B10 days 31 48

Nebuliser B5 days 12 32

Discontinued 0 20

Inappropriate use 80 42

Review date on prescription 0 29

Driving gas: oxygen.

Air

96

4

74

26

Nebuliser prescribing in an acute general hospital often deviates

from published guidelines. Interventions to improve nebuliser

prescribing are effective and should result in substantial cost

savings.

6.24 Prevalence of Pulmonary Hypertension in COPD

in a Community Hospital Setting

B. Casserly, M.F. Blundin, V. Fayngersh, J.R. Klinger, S.S. Braman,

F.D. McCool

1Memorial Hospital of Rhode Island, Pawtucket, RI, USA
2Rhode Island Hospital, Providence, RI, USA

Rationale:
Little is known regarding the prevalence of PHTN in COPD.

Methods:

To evaluate the prevalence PHTN in COPD in a community setting,

data from 212 patients with stable COPD referred by their primary care

physician to our PFT lab between 2002-2007 was reviewed. All had

out-patient 2D-echocardiography within 1 year of PFT and an FEV1/

FVC \ 0.7. PHTN was defined as RV systolic pressure (RVSP)

[35 mmHg.

Results:
We found a prevalence of 35.4%. RVSP was 48 ± 12 mmHg

(mean ± SD) in patients with COPD and PHTN (n = 75). Patients

with PHTN were older (71.9 ± 11.5 years vs. 62.5 ± 11.1 years) and

had more airflow obstruction (55.7 ± 17.3 vs. 62.9 ± 19.4% pre-

dicted FEV1; p \ 0.02). They did not differ with regards to gender,

BMI or smoking exposure when compared to COPD patients without

PHTN. In a pilot study, we prospectively recruited stable COPD

patients from the same community and found 2/6 had PHTN (RVSP

of 44 ± 1 mmHg).

Conclusions:
We conclude that PHTN may be a common co-morbidity in patients

with COPD in the community setting and that it can be present in

patients with only moderate degrees of airflow obstruction.

7. Oral Presentations: Sleep

7.1 In Vivo Intermittent Hypoxia Induces NFjB

Activity in an Organ-specific Manner

J.F. Garvey1,2, S. Ryan1, S. Fitzpatrick2, M. Tambuwala2, D. Edge2,

A. O’Connor2, K.D. O’Halloran2, W.T. McNicholas1,2, C.T. Taylor2

1St. Vincent’s University Hospital, Dublin, Ireland
2School of Medicine and Medical Science, Conway Institute,
University College Dublin, Dublin, Ireland

We have previously demonstrated selective activation of the NFjB

inflammatory signalling pathway in response to intermittent hypoxia

(IH) both in vitro and in patients with obstructive sleep apnea syndrome

(OSAS). In the current study, we hypothesized that IH activates NFjB

activity in vivo and that nitric oxide (NO), an important physiologic

regulator of cellular metabolism, modulates this response.

Transgenic BALB/C mice that express a luciferase reporter whose

transcription is dependent upon NFkB activity (BALB/C-Tg (NFkB-
RE-luc)-Xen) were exposed to IH for 3 weeks, with or without the

NO synthase inhibitor L-NAME in their drinking water. Control

animals were treated with normoxia alone.
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Haematocrit levels increased significantly in response to IH

(p \ 0.01). Neither IH nor L-NAME significantly affected NFjB

activity in the heart or lungs (ANOVA p = 0.387 and p = 0.175

respectively). IH significantly increased NFjB activity in the large

bowel (p = 0.02). Concomitant treatment with IH and L-NAME

significantly increased NFjB activity in the brain (p = 0.001)

Our data indicate that IH activates inflammatory pathways in

specific tissues and that NO may also play a role in modulating this

response.

7.2 Precision and Utility of an Ambulatory Sleep

Diagnostic System Based on Peripheral Arterial

Tonometry (PAT) Compared to Simultaneous

Polysomnography in Patients with OSAS

Dr. Kashif Ali Khan1, Dr. Vellinga Akke2, Mr. Maurizio Amoia1,

Dr. Katherine Finan1, Prof. J.J. Gilmartin1

1Department of Respiratory Medicine, Merlin Park university
Hospital, Galway, Ireland
2Department of General Practice, National University of Ireland
Galway, Galway, Ireland

Introduction:
The ambulatory systems Watch PAT 100 (WP 100) {Itamar Medical,

Caesarea, Israel} is used to assess patients with suspected sleep

apnoea (OSAS).

Objective:
To evaluate the bias and precision of the WP 100 compared to

standard Polysomnography (PSG).

Methods:
30 subjects with suspected OSAS had standard overnight in-labora-

tory PSG and simultaneously wore the WP100. PSG data were

analysed according to AASM criteria. The WP100 data were analysed

using an automated computerised algorithm which yielded a PAT

apnea-hypnoea index (AHI), respiratory disturbance index (RDI), and

oxygen desaturation index (ODI).

Results:
The patients (7 females, 23 males) had a mean age of 52.7 (range 32–

70) years and were obese mean BMI 37.1 (range 26–60).The mean

RDI was 46.6 (range 7.9–175.4) See Table.

Table 1

Polysomnography and Watch PAT100 comparison

PSG WP100 Difference Correlation

(r)
Mean Range Mean Range Mean SD

RDI 46.6 7.9–175.4 43.5 14.3–

96.2

-3.1 24.7 0.841**

AHI 32.6 5.35–

105.6

41.4 13.5–

96.1

8.8 16.8 0.754**

ODI 28.8 2.9–139 30.2 4.5–78.7 1.4 13.9 0.897**

**Correlation significant at 0.01 level is l

Conclusion:
Although the WatchPAT can accurately detect severe OSAS, these

data do not support its use in excluding this diagnosis.

7.3 National Survey of Narcolepsy in Ireland

L.S. Doherty1, B. Sweeney2,

1Department of Medicine, Bon Secours, Cork, Ireland
2Department of Neurology, Cork University Hospital, Cork, Ireland

Narcolepsy is a rare disease characterised by excessive daytime

sleepiness and cataplexy. Published data suggests a prevalence rate of

25 per 100,000. We strongly suspect this is much higher than pres-

ently seen in the Republic of Ireland. It was our aim to compare this

with the Irish prevalence of Narcolepsy and to examine current

management practices.

We conducted an online survey of respiratory physicians, neu-

rologists, paediatric neurologists, and psychiatrists with an interest in

sleep disorders. An initial questionnaire established treatment centres.

A follow-up questionnaire examined the management of narcolepsy

in more detail.

A total of 39 respiratory physicians, 9 neurologists, 10 paediatri-

cians, and 1 psychiatrist answered the initial email (80% response

rate). Of this group, a total of 16 physicians managed 177 patients

prior to January 2009. Only 14 (8%) were diagnosed on clinical

grounds alone, the remainder by polysomnography or multiple sleep

latency testing. No patients were diagnosed by cerebro-spinal fluid

analysis of hypocretin levels. While 74 (42%) patients received mo-

dafanil, only 7 (4%) were treated with sodium oxybate.

Even allowing for missing data it is apparent that Narcolepsy is

hugely under-diagnosed in Ireland. However, current practises are in line

with new international guidelines in the management of Narcolepsy.

Conflict of interest: This survey received funding from Cephalon.

7.4 Detection of Respiratory Events during Full

Polysomnography: A Comparison of Three Different

Methods Using Nasal Pressure Transducer, Thermistor

and Both in Conjunction

M. Varghese, M. Agnew, P. Coss, F. O Connell

Sleep and Respiratory Laboratory, St. James’s Hospital, Dublin,
Ireland

The method used to measure airflow may influence the diagnosis of

Obstructive sleep apnea and its severity.

This study was to measure apnea hypopnea index (AHI) using

nasal pressure transducer (NP) alone, Thermistor (Th) alone and both

in conjunction (NP + Th), and to determine which method had higher

sensitivity in detecting respiratory events.

Full polysomnography recording of 30 adult patients with clini-

cally suspected Obstructive Sleep Apnea were examined. Respiratory

events were scored separately using NP alone, Th alone and NP + Th.

When used in conjunction hypopneas were detected from NP and

apneas from Th. A comparison between three methods were done

using Paired t test.

NP + Th vs. Th NP + Th vs. NP NP vs. Th

Mean AHI 30.720 (NP + Th)

25.597 (Th)

30.720 (NP + Th)

30.010 (NP)

30.010 (NP)

25.597 (Th)

P value \0.0001 \0.05 \0.0001
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NP + Th detected more events than Th alone (P \ 0.0001);

NP + Th detected more events than NP alone (P \ 0.05) and NP

alone detected more events than Th alone (P \ 0.0001)

The study concluded that the use of NP + Th has higher sensitivity

in detecting respiratory events than NP and Th used alone.

8. Irish Thoracic Society Paediatric Forum: Poster &

Oral Presentations

8.1 The Utility of the Annual Six Minute Walk Test

(6MWT) in Children with Cystic Fibrosis (CF)

Karen Ingoldsby1, Maire Gilbourne1, Gerry Canny1, Barry Linnane1

1Our Lady’s Children’s Hospital, Crumlin, Dublin, Ireland

The aim of this study was to explore the utility of the 6MWT in

children with CF.

Each patient completed a 6MWT as part of their annual assess-

ment in 2007. Oxygen saturation levels (sats) were measured at one

minute intervals. The distance covered during the test was recorded.

Spirometric and 6 min walk distance (6MWD) values were expressed

as z scores. Pearsons correlation was used to explore the relation

between continuous variables.

Data was available on 68 children (53% boys) aged between 4 and

17 years. The mean (SD) distance walked was 559 (101) metres. The

mean (SD) 6MWD z-score was -1.05 (1.59). The mean (SD) FEV1 %

predicted was 85 (20) %. No correlation was demonstrated between

FEV1 z-score and the 6MWD z-score, baseline sats, or drop from

baseline sats. Of the 30 patients with abnormal FEV1 (B-2 z-scores),

3 maintained their sats over 97%, with 13 dropping their sats below

92%, a level where O2 may be required. Of 38 children with normal

FEV1, 14 maintained their sats C97%, and six dropped their sats

below 92%.

We conclude that the 6MWT does not correlate with lung func-

tion, but may reveal hypoxia during exertion at normal daily activity

levels.

8.2 Comorbidities with Cystic Fibrosis

M. Williamson1, S. Connor1, M. O’Neill2, M. Morgan1, D.M. Slattery

1Children’s University Hospital, Temple St, Dublin 1, Ireland
2Department of Paediatrics, Mayo General Hospital, Castlebar,
Ireland

Cystic fibrosis (CF) is the most common life shortening autosomal

recessive disease in Ireland. The purpose of the study was to describe

three cases with uncommon comorbidities of CF.

Case 1: a 5 month old who while being investigated for failure to

thrive and pancreatic insufficiency also developed a bulging fonta-

nelle and sixth nerve palsy. Idiopathic Intracranial Hypertension (IIH)

was diagnosed. IIH is uncommon in infancy and despite CF providing

several risk factors that have been associated with the onset of IIH

there are very few cases of IIH as a comorbidity of CF.

Case2: a male CF patient was symptomatic despite adherence to

diet and medications. Coeliac disease was diagnosed. Compliance

with dietary restrictions was challenging. These two common diseases

are less frequently seen in combination than expected.

Case 3: a neonate diagnosed with CF and Medium Chain Acyl

CoA Dehydrogenase Deficiency (MCADD). MCADD can result in

profound hypoglycaemia and hypoketonaemia during periods of ill-

ness. She underwent 6 laparotomies, one MLB and a PEG insertion.

She was an inpatient for 9 months. There are no cases of MCADD as

a comorbidity with CF previously described.

Unusual comorbidities add to the complexities of treatment in an

already challenging disorder.

8.3 Audit of Routine Bronchoscopies and

Bronchoalveolar Lavage in Patients with Cystic

Fibrosis Aged Less Than Six Years, Attending Our

Lady’s Children Hospital Crumlin

S. Vaish1, P. McNally1, G. Canny1, P. Mc Nally1, B. Linnane1

1Respiratory Department, Our Lady’s Children Hospital, Crumlin,
Dublin, Ireland

Our Lady’s Children’s Hospital, Crumlin recently introduced an

annual bronchoalveolar lavage (BAL) surveillance programme to

detect early cystic fibrosis (CF) lung infection, in children less than

6 years old.

The study aim was to identify the number of BAL cultures in

which airway pathogens were identified, and to describe the organ-

isms isolated. To make a direct comparison between the organisms

detected in BAL samples, with those detected in the most recent

upper airway samples (UAS).

All patients with CF less than 6 years old, who underwent bron-

choscopy and BAL in the 15 months from April 2008 to July 2009

were included in the study.

33 BAL samples were taken from 28 patients (15 girls). 5 patients

had two BALs. A significant airway pathogen was detected in 24

(73%) BALs, with 16 having more than one pathogen present. S.

aureus was detected in 8 (24%) BALs, H. influenzae in 8 (24%), and P

aeruginosa in 6 (18%). The most recent UAS taken prior to BAL,

detected significant airway pathogens in 11 (34%) of 32 samples.

Eleven (33%) BAL samples correlated with UAS, 5 of which had no

growth. In all 6 P. aeruginosa positive BAL samples, the UAS was

negative.

This study adds significant weight to the argument that all children

less than six years old should have an annual BAL.

8.4 Impact of Infection Control Measures on Chronic

Pseudomonas aeruginosa Colonisation Rates in a

Paediatric Cystic Fibrosis Unit

M. O’ Callaghan, M. Nı́ Chróinı́n

Cork University Hospital, Wilton, Cork, Ireland

New infection control guidelines based on best international practice

were adopted by the cystic fibrosis (CF) unit of Cork University

Hospital in 2007 to reduce colonisation with P. aeruginosa. Segre-

gation of clinics was introduced and written advice was sent to parents.

To determine compliance, a parental questionnaire was used. A

chart review investigated the pattern of P. aeruginosa colonisation.

38/65 parents responded to the questionnaire with the majority

(34/38) displaying strong support of the measures. Parental concern

regarding P. aeruginosa was high. Compliance with cleaning of

nebulizers was poor; 15/29 of those used were not being cleaned in

accordance with the guidelines. Only 4/38 children mixed with other

people with CF outside of the clinical setting. 12/38 reported mixing
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in OPD, 19/38 in the day ward and 9/38 mixed with another patient

with CF as an inpatient. In 2007 the number of children who became

first colonised was increased, but those chronically colonised was

decreased from previous years. Having a sibling was associated with

an increased risk of chronic colonisation (p = 0.08). Females were

more likely to be chronically colonised than their male counterparts

(p = 0.01).

The implementation of the guidelines appears to have improved

eradication rates in comparison with previous years.

8.5 Review of Paediatric Flexible Bronchoscopy service

in a Tertiary centre in Ireland

C. O’Carroll, L. Doherty, F. Cunningham, D. Slattery

Respiratory Department, Children’s University Hospital, Temple
Street, Dublin 1, Ireland

Flexible bronchoscopy (FB) with bronchoalveolar lavage (BAL) is an

increasingly important investigation in paediatric respiratory medi-

cine, allowing for diagnostic tests to be performed deep in the airway.
In this study we aimed to (1) assess indications (2) assess diagnostic

yield (3) analyse changes in patient management (4) assess FB

complication rate and (5) to determine if international best practice

guidelines are being followed based on FB procedure, equipment and

patient care.

A retrospective review of 158 paediatric FB performed over a 4

year period was undertaken. Indications for bronchoscopy included

lower respiratory tract infection, chronic cough (unresponsive to

asthma therapy), persistent lobar collapse/atelectasis, cystic fibrosis,

bronchiectasis, primary ciliary dyskinesia and haemoptysis.

Normal airway anatomy was seen in the majority of cases.

Abnormal bronchoscopic findings included purulent secre-

tions ± occluding airway, bronchomalacia, abnormal anatomy of the

bronchial tree, alveolar haemorrhage and carcinoid tumour. The

commonest organisms cultured included Haemophilus Influenzae and

Moraxella Catarrhalis. CMV was identified and Aspergillus Fumig-
atus the only fungus identified. Haemosiderin and lipid laden

macrophages were tested in all patients. Equipment care, bronchos-

copy procedure and post operative patient care were in adherence

with best practice guidelines.

Paediatric FB is a safe and useful procedure when clinically

indicated.

8.6 Paediatric Sleep Disordered Breathing and Non

Invasive Ventilation: Service Audit

C. Carrig, M. Devitt, M. Mc Donald, P. Greally

Department of Paediatric Respiratory, The National Children’s
Hospital, Dublin 24, Ireland

Introduction:
Services for sleep disordered breathing (SDB) in children were

established in 2002.

These included polysomnography (PSG) and non invasive venti-

lation (NIV). We audited the service with a view to determining the

referral sources, clinical details of patients referred and their

requirement for NIV.

Methods:
A retrospective chart review was performed on those children referred

for PSG and those who subsequently required NIV.

Results:
Otolaryngolosists, paediatric endocrinologists, neurologists, respiratory

and general paediatric consultants referred patients for PSG. The most

common diagnoses on referral were: suspected obstructive sleep apnoea

secondary to adeno-tonsillar hypertrophy, prader willi syndrome (PWS)

on GH therapy, other chromosomal disorders and endogenous obesity.

Eight per cent (16/197) of new patients’ referred for PSG required NIV.

PWS and Obesity accounted for the majority of those needing NIV.

Three patients declined treatment; two were transferred to adult

services after treatment was commenced while two more patients are

pending admissions at the time of audit. Of the patients currently

requiring NIV, 50% (5) are compliant while the remaining five are

partially or non-compliant. Non-compliant patients were predomi-

nantly those with obesity.

Conclusion:
The profiles of the paediatric patients requiring NIV are complex and

multifactorial. Liaising with the multidisciplinary teams and focusing

on the respiratory component of these multifaceted patients will

require further resources and support in order to improve par-

ent’s/children’s compliance with treatment.

8.7 A One Stop Shop: Audit of Respiratory Outpatient

Service for patients with Neuromuscular Disease

(NMD)

S. Connor, M. Williamson, U. Caulfield, D.M. Slattery

Respiratory Department, Childrens University Hospital, Temple
Street, Dublin 1, Ireland

Patients with NMD attending the respiratory afternoon clinic have all

investigations performed that morning with results available for dis-

cussion at clinic.

We aimed to assess the clinical status of patients and the respi-

ratory service offered in this ‘one stop shop’.

Retrospective review of patients charts, lung function tests, blood

tests, radiology investigations and overnight oxygen study results.

25 patients were sampled, aged 2–17 years (mean 12.6). 88%

(n = 22) had Duchenne’s Muscular Dystrophy, all wheelchair bound.

40% (n = 10) had scoliosis surgery. 4% (n = 1) were on daily respi-

ratory medications. 25 patients had normal FBC and 20% (n = 5) had

CO2 retention. Lung function was reduced mildly in 20% (n = 5),

moderately in 12% (n = 3) and severely in 16% (n = 4). Mean inspi-

ratory and expiratory pressures were \40 cmH2O in 56% (n = 14)

indicating an ineffective cough. Snip nasal pressures were\ 40cmH2O

in 52% (n = 13). 56% (n = 14) had reduced lung volumes on chest

radiographs. 8% (n = 2) had abnormal overnight oxygen studies

requiring noctural oxygen. 16% (n = 4) were on noctural BIPAP. All

patients had BIPAP education at clinic. Cough assist, suction machine

and nebuliser when clinically indicated were provided.

The respiratory service for neuromuscular disease is in agreement

with ATS guidelines.

8.8 Big Lung, Little Lung

C. O’Carroll, L Doherty, F. Cunningham, T. Bates, E. Twomey,

D. Slattery

Respiratory Department, Children’s University Hospital, Temple
Street, Dublin 1, Ireland

Congenital lung lesions may be identified antenatally, soon after birth

or as an incidental finding on chest radiograph.
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We describe a series of four patients with asymmetric lung size

presenting in childhood.

Case 1. 13 month old boy with history of tracheoesophageal (TOF)

repair presented with stridor, cough and wheeze with normal au-

scultatory findings. Chest radiographs revealed small right lung. CT

thorax demonstrated abnormal right bronchial anatomy. Case 2. 22

month old asthmatic girl referred with cough, wheeze and hyperin-

flation of left lung persistent on chest radiographs. Flexible

bronchoscopy revealed significant bronchomalacia at origin of left

main stem bronchus and right middle lobe bronchus. Case 3. 7 month

old girl with history of laryngomalacia presented with cough and

hyperinflation of right lung field on chest radiograph. Examination

revealed micrognathia and Harrison’s sulci. CT thorax showed

smaller left lung volume. MRI thorax revealed smaller left pulmonary

artery in association. Case 4. 6 year old asthmatic girl presented with

hyperinflation of left lung on chest radiograph. CT thorax revealed a

small volume right upper zone with mediastinal shift. MRI/MRA

showed absent right pulmonary artery.

Asymmetry of lung size is an important finding. Investigations

include excluding foreign body aspiration and other rarer causes.

8.9 An Unusual Case of Congenital Tuberculosis

M. Price, D. Cox, P. Gavin, M. O’Sullivan, G. Canny

Our Lady’s Children’s Hospital Crumlin, Drimnagh Road, Crumlin,
Dublin 12, Ireland

We are describing a case of congenital tuberculosis in a 5 week old baby

acquired from his mother who had endometrial tuberculosis. The extent

of the child’s pulmonary infection was extraordinary as well as the fact

that the infection doesn’t seem to have spread to any other organ.

C.K. was transferred to our hospital at 5 weeks of age for inves-

tigation of bilateral patchy lung infiltrates and poor clinical

improvement despite antibiotic treatment.

On admission at OLCHC, C.K. was febrile and showed increased

work of breathing with an oxygen saturation of 95% on 1.5l of

oxygen. His chest was clear to auscultation with good bilateral air

entry. Otherwise his exam was unremarkable. The chest X-ray

showed widespread nodular infiltrates. A subsequently performed

HR-CT showed multiple rounded lesions throughout both lungs, as

well as extensive lymphadenopathy. Due to further deterioration, an

urgent lung biopsy was performed showing necrotizing granuloma-

tous inflammation with a large population of acid fast bacilli on Ziehl-

Neelsen stains. The PCR subsequently was positive for Myco-

bacterium tuberculosis complex. To establish concurrent infections

with other organs extensive investigations were performed which all

were negative.Antituberculous treatment was initiated and C.K. has

since been improving on this treatment.

8.10 Skin Prick Testing audit in Irish Children

Anita Doggett, Denise L. Moran, Niall Smith, Dubhfeasa Slattery

Introduction:
Skin prick testing (SPT’s) measures the sensitivity of a patient to

certain allergens. A dermal response is produced in sensitized

patients, with the size of the weal indicating the degree of sensitivity.

Methods:
We audited SPT’s in children aged 0–15 years (male and female) who

attended the respiratory laboratory between January 2005 and October

2008.

We tested for 11 standard allergens including positive (histamine)

and negative (saline) controls.

A weal diameter of C3 mm was taken as positive test.

Results

• A total of 335 patients were tested, males (60%)/females (40%)

• 30% of males and females showed a negative response (B3 mm)

to the positive control.

• Of those patients with a positive response to histamine, 18% had

positive reactions to more than three allergens

• Common allergens were house dust mite (males 44%, female

35%), grass pollen (males 28%, females 24%) and cat fur (males

14%, females 12%).

Conclusion:
The 30% non-response to histamine (10 mg/ml) reported was much lower

than current literature findings. We would like to compare results using

different concentrations of histamine as a positive control in the future.

8.11 Air Pollution and Seasonal Acute Childhood

Asthma

A. Loftus, I. O’Muircheartaigh, S.G. Jennings, B.G. Loftus

School of Medicine, and Environmental Change Institute,
NUI Galway, Ireland

Admissions to hospital with acute asthma in children in the Northern

hemisphere have a well recognised seasonal pattern. We examined the

role of climatic variables and air pollution in this pattern.

Galway is on the west coast of Ireland. Traffic is the major source

of air pollution. Black smoke levels, change in smoke levels from

previous month, temperature, humidity, rainfall, wind-speed, and

sunshine were averaged for each of the 240 months over 20 years and

were compared with asthma admission rates. Average values for all

variables for each of the 12 calendar months over the same period

were also compared.

The typical seasonal pattern for asthma admissions was observed.

Stepwise logistic regression was applied to the 240 months data and

data aggregated over each of the 12 months. Incremental change in

smoke levels from the previous month (P \ 0.01) was significantly

predictive of admission rate, and no further additional variable added

to the explanatory capacity of the model.

These results suggest that the seasonal nature of asthma admis-

sions may be related in part to changes in exposure to black smoke.

The largest rise in smoke levels and the peak of asthma admissions

occurs in September, a time when children recommence commuting

to school or day care in cars and buses, further increasing their

exposure to vehicular exhaust pollution.

8.12 Maternal Smoking and Adverse Birth Outcomes

in Ireland

Z. Kabir, V. Clarke, S. Daly*, S. Keogan, L. Clancy

Research Institute for a Tobacco Free Society (RIFTFS) Dublin, Ireland
*Coombe Women and Infant, Dublin, IrelandUniversity Hospital
Dublin, Dublin, Ireland

Maternal smoking shows a twofold increased risk of low birthweight

(LBW), but such risks on both LBW and preterm births have not been

adequately assessed in an Irish context.
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Individual-level routine data on singleton live-births using Euro-

king K2 maternity database system of Coombe Hospital (n = 15,241),

a tertiary-level maternity hospital based in Dublin, were analysed for

years 2003 and 2005. Multivariable stepwise logistic regression

analyses were performed to estimate maternal smoking risks on LBW

and preterm births, adjusting for all potential confounders, including

alcohol intake, gestational hypertension and caesarean section rates.

Maternal gestational, socio-economic and demographic characteristics

were also accounted for, including sex of the baby. All such analyses

were performed using SAS (9.1.2 version) statistical software.

Compared to non-smoking mothers, former smokers had lower

risks of both LBW and preterm births -adjusted odds ratios: 0.89

(95% CI: 0.68–1.16) and 1.06 (95% CI: 0.84–1.33) relative to cur-

rently smoking mothers: 1.99 (95% CI: 1.57–2.52) and 1.42 (95% CI:

1.15–1.75), respectively.

Smoking mothers had almost two-fold increased risks of LBW and

preterm births compared to non-smoking mothers. Former smokers have

a relatively low adverse birth outcome risk but detailed information on

the timing of giving up smoking during pregnancy was not available.

8.13 Cigarette Smoking as a Marker for Drug Use and

Risk Taking Behaviour in Irish Teenagers

S.M. O’Cathail1,2, O.J. O’Connell1, N. Long2, M. Morgan3,

J. Eustace4, B.J. Plant1, B. Hourihane JO’B2

1Department of Respiratory Medicine
2Department of Paediatrics and Child Health, UCC
3St. Patrick’s College, Dublin City University, Dublin, Ireland
4Department of Renal Medicine, CUH

Cigarette smoking has previously been shown to act as a ‘gateway’ to

cannabis use and further risk taking behaviours. Our aim is to

establish the prevalence of cigarette smoking and cannabis use in

Cork teenagers and to quantify the relationship between these and

other risk taking behaviours.

Adolescent students across five urban, non-fee paying schools

completed an abridged European schools survey project on alcohol

and other drugs (ESPAD) questionnaire.

370/417 (88.7%) students completed the questionnaire. 228

(61.6%) were female, 349 (94.3%) were aged 15–16 years. 48.4% of

those surveyed had smoked tobacco at some stage in their lifetime,

18.1% in the last 30 days. 15.1 % have used cannabis with 5.7% using

it in the last 30 days. 30% of cigarette smokers have used cannabis in

comparison to 1.5% of non-smokers. On multivariate analysis lifetime

cigarette smoking status was independently associated with hard drug

use, adjusted OR = 6.2, p = 0.005; soft drug use, adjusted OR= 4.6,

p = 0.002 and high risk sex practices, adjusted OR=10.8, p \ 0.05.

Cigarette smoking prevalence remains high in Irish teenagers and

is significantly associated with other risk taking behaviours. Specific

teenage smoking cessation strategies, targeting these combined high

risk health behaviours need to be developed.
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