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FOLLOWING A CARDIAC INTENSIVE CARE STAY 
(CICU) REDUCES WARD LENGTH OF STAY 
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Louisa Nielsen1 and Zoe Van Willigen1 

1University Hospital Southampton NHS FT 
*laura.borthwick@uhs.nhs.uk 

BACKGROUND 

Reduced mobilisation following Intensive Care Unit (ICU) 
discharge has been identijed as a common problem in 
avoidable deaths [1]. Additionally, patients needing the 
most rehabilitation following ICU discharge are de-priori-
tised on the ward [2]. ICU clinicians are also best placed 
to provide the continuity needed throughout the recovery 
journey, including on critical care discharge [3]. 

AIMS/OBJECTIVE 

A physiotherapy-led, step-down project was introduced for 
patients admitted to the CICU at a specialist centre from 
April to September 2023. The project aimed to provide a 
seamless rehabilitation service to patients and reduce ward 
length of stay (LoS). 

METHODOLOGY 

Patients who had been intubated and ventilated (I&V) > 
72 hours were included and given additional therapy in-
terventions using a holistic approach. A Physiotherapist 
undertook the project for 5months in addition to normal 
clinical caseload. First contact was made during CICU ad-
mission. This involved managing expectations about CICU 
discharge, alongside identifying cognitive, psychological, 
or physical impairments. Patients were then reviewed 
within three days of ward step-down, and prior to hospital 
discharge. Interventions provided in addition to usual ther-
apy included: Early respiratory reviews, CICU recovery 
leaket, post intensive care syndromes and delirium infor-
mation, a wellness check and delirium screen, extra mobil-
isation, goal setting, gym sessions and multi-disciplinary 
discussion around time of CICU discharge. Telephone fol-
low up was offered to patients discharged directly home. 
The primary outcome measures were CICU and ward LoS 
(days). The project group (group 1) had their LoS compared 
with two groups; group 2 were concurrently admitted and 
met the inclusion criteria but not included due to capacity, 
while group 3 were patients admitted to CICU for the 
12-month period prior to the project. Readmission rates for 

patients I+V >72hoursduring the project period was also 
collected. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Group 1 consisted of 15 patients, compared to 18 patients 
in group2 and 59 patients in group 3. Mean CICU LoS: 16.87 
for group 1,19.89 for group 2 and 23.47 for group 3. Mean 
ward LoS: 14.60 for group 1, 23.11 for group 2 and 18.69 for 
group 3. Mean overall hospital LoS: 31.46 for group 1, 43 
for group 2 and 42.15 for group3. 25 patients overall were 
re-admitted: No group 1 patients werere-admitted with a 
cause physiotherapy could treat e.g. bleed, however 11 pa-
tients from across groups 2 and 3 were re-admitted with a 
cause physiotherapy could treat e.g. pneumonia. Our step- 
down project, providing continuity for patients following 

ICU discharge, reduced CICU and ward LoS. Investment in 
therapy to provide continuity from CICU to the wards has 
the potential to reduce ICU and ward LoS, reduce readmis-
sions and maximise kow from theatre due to increased crit-
ical care capacity. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Quality improvement project approved locally through Uni-
versity Hospital Southampton audit system. Quality im-
provement project number: QI/0136 
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BACKGROUND 

A high proportion of staff on the on-call respiratory phys-
iotherapy rota self-report low conjdence and skill levels de-
spite comprehensive theory and practical training prior to 
commencing on the rota and competency sign off. As part 
of the Royal College of Nursing Clinical Leadership Pro-
gramme, a quality improvement project was implemented 
locally to tackle this issue over a period of year. 

AIMS/OBJECTIVE 

To increase the conjdence and skills of on-call respiratory 
physiotherapy staff by 20% by September 2024. 

METHODOLOGY 

After attending the ACPRC conference in April 2023, I re-
kected on some of the presentations given by other trusts 
on their models of on-call training and decided to reach 
out to further explore their methodologies and approach. 
Following discussion with the Respiratory Physiotherapists 
other trusts, I devised a survey to determine the self-re-
ported conjdence and skills levels of staff as well as their 
experience at practicing the individual respiratory skills 
and understanding of the on-call policies and procedures. 
All eighteen members of staff on the rota completed the 
survey providing valuable feedback which helped to plan 
the drop-in sessions. The survey was anonymous, individ-
uals were provided with participant numbers issued by our 
administrator. Initial self-reported conjdence and skills 
levels were rated at 6/10, with a range from 1-9. 40% of staff 
rated themselves as being anxious. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

After the initial 6 months of on-call drop-in sessions, staff 
conjdence and skill levels increased by 11% on a further 
anonymous survey. The lowest self-reported score rose 
from 1 to 3, with an up to 40% improvement in two cases. 
There was a 20%improvement in staff rating of their anxi-
ety level at being on-call, with 40% no longer feeling anx-
ious. Staff reports the monthly refresher and discussion 
amongst peers has been benejcial for their on-call experi-
ence. There has been a noticeable increase in staff picking 
up additional vacant shifts and less team lead utilisation re-
quired during on-call hours. Further survey is required to 
determine whether the overall aim has been met, but it is 
possible to infer from the results so far that there is a pos-
itive correlation between regular monthly on-call sessions 
and a self-reported increase in conjdence and skill utilisa-
tion. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Project completed alongside Trust QI team as part of the 
RCN clinical leadership programme. No exclusions. 

4. ASSESSING THE BENEFIT OF AN ADVANCED 
PHYSIOTHERAPY PRACTITIONER (APP) IN 
IMPROVING THE STANDARD OF CARE AND 
OUTCOMES PROVIDED TO PATIENTS 
REQUIRING ACUTE NON-INVASIVE 
VENTILATION WITHIN THE EMERGENCY 
DEPARTMENT AND MEDICINE 

Frazer Noyce*1 
1Frimley Park Hospital 
*frazer.noyce@nhs.net 

BACKGROUND 

This PDSA cycle aim was to improve the quality and stan-
dard of care provided to patients requiring acute non-in-
vasive ventilation (NIV) within medicine to meet the BTS 
quality standards1 set out for this patient cohort. This was 
line with the trusts ambition to improve quality for patients 
and transform our service. 

AIMS/OBJECTIVE 

To improve outcomes against the BTS NIV quality stan-
dards: - Reduction in door to mask time, ABG to mask time 
and NIV to repeat ABG - Reduce ventilation bed days - Im-
prove mortality related to NIV To reduce ventilation days 
and length of stay. 

METHODOLOGY 

Implement 1-year jxed term seconded APP in NIV/Respi-
ratory medicine (no backjll) from June 2023: - Provide ex-
pert clinical NIV and Physiotherapy skills in managing this 
cohort within ED, MADU and across medicine - Review pa-
tients in ED and MADU to assess, set up, optimise and wean 
NIV patients – Provide education to the MDT across the 
pathway -Develop pathways and standard practise utilising 
EPR. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Comparison with pre-trial data showed (32 patients vs. 58 
patients: - 67% improvement in door to mask time - 45.7% 
improvement in ABG to mask time -111% improvement in 
NIV to repeat ABG time - Reduction on average of 1ven-
tilation day per patient - equating to a ~£1200 saving per 
patient - No change in length of stay - Reduction in mor-
tality by 25% This service/role has the potential to improve 
patient outcomes, mortality and experience, achieve BTS 
standards and achieve cost savings for the trust. Further in-
vestment in the service and longer term audit and review is 
required to assess the full benejt of the service. 
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ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Approved as PDSA by the Frimley Excellence team Approval 
from chief of medicine, thoracic lead consultant and Phys-
iotherapy managers 

REFERENCES 

[1] BTS Quality Standards 2018 

8. AN EXPLORATION OF MULTIDISCIPLINARY 
EXPERIENCES AND PERCEPTIONS OF 
PROLONGED MECHANICAL VENTILATOR 
WEANING IN THE ADULT INTENSIVE CARE 
UNIT 

Hannah Mitchell*1, Harriet Shannon2 and Leyla Osman1 
1GSTT 2UCL 
*hannah.mitchell@gstt.nhs.uk 

BACKGROUND 

Weaning from mechanical ventilation is a complex process 
requiring clinical expertise and MDT collaboration. Insuf-
jcient or prolonged weaning periods may increase risk of 
reintubation or mortality, respectively. Physiotherapists 
play a key role in delivering collaborative and coordinated 
weaning. Studies exploring MDT perceptions/perspectives 
of weaning roles have not included physiotherapists. 

AIMS/OBJECTIVE 

To explore the multidisciplinary team’s understanding and 
perception of their role, including barriers and facilitators 
to ventilator weaning post tracheostomy for adults in the 
intensive care unit. 

METHODOLOGY 

This was a service evaluation exploring local weaning prac-
tices at a single tertiary centre, including roles and respon-
sibilities, teamwork and processes. Semi-structured inter-
views and focus groups with members of the 
multidisciplinary team (medical, nursing and physiother-
apy) were conducted between April and June 2023. The 
choice between interview or focus group was based on staff 
availability. Both interviews and focus groups were tran-
scribed, and data were analysed using thematic analysis 
with an inductive approach. Qualitative data analysis soft-
ware, NVivo, was used to aid coding and organisation of 
themes. 

RESULTS 

Twenty-two participants were involved, with a nursing fo-
cus group consisting of 12 nurses and a physiotherapy focus 
group consisting of 6 physiotherapists. Four doctors com-
pleted interviews. Themes identijed demonstrated both 

similarities and differences in professional perspectives 
across the multidisciplinary team in relation to weaning. 
There was generally strong support for close collaboration, 
with respect for individual professions’ roles in the weaning 
process. The main themes were (1) differences in multi-
disciplinary team roles and stafjng patterns, (2) the need 
for weaning consensus, (3) leadership and ownership con-
kict and (4) engagement of the whole team for weaning to 
achieve collaboration and successful patient outcomes. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Weaning from mechanical ventilation requires cohesive 
multidisciplinary team working. Study jndings suggest that 
to achieve this there must be respect and understanding 
amongst the multidisciplinary team, adequate training and 
support systems for staff, utilisation of experience and 
skills, alongside stafjng consistency, and effective commu-
nication. These suggestions, if considered and practically 
applied, may aid collaboration within the multidisciplinary 
team to enhance weaning success. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This study was classijed as a service evaluation, following 
use of the National Health Service (NHS) Health Research 
Authority decision tool (HRA 2022) and discussion with 
the University College London (UCL) joint research ofjce. 
There was no randomisation or practice change hence jnd-
ings are not generalisable beyond the service and ethical 
approval was not required. The study was registered on the 
Guy’s and St Thomas’s NHS Foundation Trust (GSTT) Clini-
cal Audit Database and authorised by the Directorate Qual-
ity Improvement Lead and Trust Clinical Governance Com-
mittee (approval ID number: 14415). 

10. BARRIERS TO REHABILITATION ON ICU- A 
CROSS SITE PROJECT 

Sophie Bench*1, Serajna Chan1, Natalie Coleman1, and 
Wataru Goto1 

1Barts Health Trust 
*sophie.bench@nhs.net 

BACKGROUND 

Post- ICU syndrome increases morbidity, hospital stays, 
and healthcare costs [1]. Early mobility in ICU is crucial to 
prevent and treat this syndrome, leading to improved pa-
tient outcomes. However, implementation of early mobility 
varies across units and due to multiple barriers [2]. To ad-
dress these inconsistencies and enhance patient outcomes, 
across-site project was launched across four ICU sites in 
Barts Health NHS Trust. 

AIMS/OBJECTIVE 

• Identify barriers to rehabilitation in Barts Health 
NHS Trust ICU and High Dependency Unit (HDU) • 
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METHODOLOGY 

In 2023, data was collected over four weeks from four UK 
hospital sites—Royal London Hospital, St Bartholomew’s 
Hospital, Whipps Cross Hospital, and Newham University 
Hospital. Daily data from ICU and HDU units was gathered, 
excluding weekends, using a standardized Excel spread-
sheet. Therapists recorded an ICU mobility score for each 
patient, and for patients with a mobility score below 2 
(indicating no active rehabilitation), barriers were docu-
mented [3]. For patients engaging in rehabilitation without 
improvement, barriers to progression were recorded. Ad-
verse events were also noted. Data was analysed and shared 
across the sites to identify trends and common themes, fa-
cilitating collaborative learning. 

RESULTS 

Data was collected for 528 patients, totalling 1,846 therapy 
contacts. Common specialisms included cardiothoracic 
surgery (45.70%), general medicine (7.46%), general 
surgery (6.50%), and trauma (6.12%). Active rehabilitation 
was noted in 850 contacts, with progress in 287 sessions. 
However, 54% (996 contacts) saw no active rehabilitation. 
Sedation/agitation was the main barrier, affecting 287 con-
tacts (15.55%), followed by neurological issues (192 con-
tacts, 10.04%). Low physiological reserve was the primary 
barrier to rehabilitation progression (155 contacts, 8.4%). 
19adverse events, including cardiovascular instability and 
respiratory compromise, were also reported. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Sedation, agitation, and neurological issues were the pri-
mary barriers to early mobility at Barts Health NHS Trust. 
The lack of qualitative insights limit full understanding of 
these barriers in detail ie. the reason for sedation. Low 
physiological reserve was identijed as the main barrier to 
progression of rehabilitation. Staff variability and human 
error with data collection also may have impacted results. 
We recommend further investigation into local sedation 
practices, along with enhanced staff education on safely fa-
cilitating early rehabilitation to ensure patients reach their 
full potential and improve outcomes. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Registered on Clinical Effectiveness Unit at Barts - ref num-
ber13409. 

REFERENCES 

[1] Hermans, G., Van Mechelen, H., Clerckx, B., Vanhulle-
busch, T.,Mesotten, D., Wilmer, A., Casaer, M. P., Meersse-
man, P.,Debaveye, Y., Van Cromphaut, S., Wouters, P. J., 

Gosselink, R., & Van den Berghe, G. (2014). Acute outcomes 
and 1-year mortality of intensive care unit-acquired weak-
ness. A cohort study and propensity-matched analysis. 
American Journal of Respiratory and Critical Care Medi-
cine, 190(4), 410–420. 
[2] Hodgson, C.,Needham, D., Haines, K., Bailey, M., 

Ward, A., Harrold, M., Young,P., Zanni, J., Buhr, H., Higgins, 
A., Presneill, J., & Berney, S. (2014). Feasibility and inter-
rater reliability of the ICU Mobility Scale. Heart& Lung, 
43(1), 19–24. 
[3] Dubb, R., Nydahl, P., Hermes, C., Schwabbauer, N., 

Toonstra, A.,Parker, A. M., Kaltwasser, A., & Needham, D. 
M. (2016). Barriersand Strategies for Early Mobilization of 
Patients in Intensive CareUnits. Annals of the American 
Thoracic Society. 

11. PULMONARY REHABILITATION 
HEALTHCARE PROFESSIONALS 
UNDERSTANDING AND EXPERIENCES OF THE 
PROTECTED CHARACTERISTICS OF SERVICE 
USERS: A QUALITATIVE ANALYSIS 

Holly Drover*1,2, Sally J Singh1,2, Mark W Orme1,2, and 
Enya Daynes1,2 

1Department of Respiratory Sciences, University of 
Leicester. 2NIHR Leicester BRC, Respiratory 
*hd225@leicester.ac.uk 

BACKGROUND 

Health inequalities can affect access and uptake to pul-
monary rehabilitation. An individual’s protected character-
istics (age, disability, gender reassignment, marriage and 
civil partnership, pregnancy and maternity, race, religion 
or belief, sex and sexual orientation [1]) may contribute to 
health inequalities. Healthcare professionals’ experiences 
of the inclusivity and representativeness of pulmonary re-
habilitation services and knowledge of protected character-
istics are unknown, however are vital for the identijcation 
and resolution of health inequalities. 

AIMS/OBJECTIVE 

This qualitative study explored healthcare professionals 
understanding of protected characteristics and their per-
ception of the inclusivity, representativeness and equitable 
benejt of their pulmonary rehabilitation services. 

METHODOLOGY 

Semi-structured qualitative interviews were conducted in 
person or via videoconferencing with healthcare profes-
sionals involved in pulmonary rehabilitation from two 
healthcare providers. Interviews were analysed following 
the stages of rekexive thematic analysis outlined by Braun 
and Clarke (familiarisation with the data, coding, genera-
tion of initial themes, development and review of themes, 
rejning, dejning and naming themes and writing up) [2] 
using a phenomenological theoretical framework. 

Identify barriers to progression of rehabilitation 
across Barts Health ICU and HDU • Compare themes 
across the four sites. • Suggest recommendations to 
improve early mobility and reduce future barriers. 
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RESULTS 

Twelve out of the 16 (75%) eligible qualijed healthcare 
professionals were recruited to the study (physiotherapists 
(n=6), occupational therapists (n=2), nurses (n=2) and ex-
ercise physiologists (n=2)). Participants had a median (IRQ) 
age of 43(13) and 75% (n=9) were female. Four themes were 
generated. 1: ‘I don’t really know as much as I should’ 
[about protected characteristics]; 2: It’s uncomfortable col-
lecting protected characteristics…; 3: ‘I don’t think [service 
users] are as representative as they could be’; 4: A conven-
tional rehabilitation programme does not meet the needs of 
all. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This study highlighted several challenges in healthcare pro-
fessionals understanding of protected characteristics and 
the representativeness of pulmonary rehabilitation that 
must be addressed to ensure equity for individuals eligible 
for pulmonary rehabilitation. Participants reported a lim-
ited knowledge of protected characteristics, therefore ed-
ucation sessions for healthcare professionals to improve 
their understanding, communication to service users and 
data analysis to support service improvement could be ben-
ejcial. Conventional pulmonary rehabilitation programmes 
were not viewed to be representative of the local population 
or inclusive of all eligible service users by healthcare pro-
fessionals. Strategies to understand barriers in accessing 
pulmonary rehabilitation that limit representativeness 
should be explored to improve the inclusivity and represen-
tativeness of pulmonary rehabilitation. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethical approval was granted by the University of Leicester 
Research Ethics Committee [reference: 35782]. 

REFERENCES 

[1] Government Equalities Ofjce and Equality and Human 
Rights Commission. Equality Act 2010, https://www.legis-
lation.gov.uk/ukpga/2010/15/contents 
[2] Braun Vand Clarke V. Thematic Analysis: A Practical 

Guide. SAGE Publications, 2021. 

12. MEDICAL ENHANCED CARE UNIT 
12-MONTH THERAPY SERVICE EVALUATION 

Chloe Tait*1 
1Blackpool Teaching Hospitals NHS Foundation Trust 
*chloe.tait1@nhs.net 

BACKGROUND 

The Medical Enhanced Care Unit (MECU) was a new unit 
opened in January 2023. It is an 8 bedded unit that cares for 
patients requiring additional monitoring and support from 
a general ward setting including patients requiring respi-

ratory support such as nasal high kow oxygen and non-in-
vasive ventilation. The Intensive Care Society and Society 
of Acute Medicine for Enhanced Care Unit (ECU) guide-
lines state that Physiotherapists (Physio) and Occupational 
Therapists (OT) are key members of the multidisciplinary 
teams on these units to encourage early mobilization to 
prevent deconditioning. Our MECU has an integrated ther-
apy team consisting of a full-time band 7 Physio, a full-time 
band 7 OT and a part-time band 6 physio. 

AIMS/OBJECTIVE 

This aim of this service review to evaluate the service pro-
vided by the integrated therapy team on MECU. 

METHODOLOGY 

Prospective service evaluation including all patients seen 
by the therapy team on MECU between 1st January 
2023-31st December2023. Data collected included new pa-
tient contacts, follow up contacts, unmet needs, percentage 
of patients seen within 24hours, number of days in hospital 
and on therapy caseload and discharge destination from 
MECU. Patient feedback obtained from completion of 
Friends and Family satisfaction surveys. Data analysed via 
descriptive statistics. 

RESULTS 

387 new patients were seen and there were 1650 follow up 
contacts. There were 31 unmet needs. Median number of 
days on therapy caseload was 4 days. The most common 
discharge destination was transfer to another inpatient 
medical ward. 100% of Friends and Family satisfaction sur-
veys rated the therapy service as the top rating of “Very 
Good”. 100% of new patients seen within24 hours of refer-
ral for every month except November and December. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Therapy service rated as “very good”. 100% of new patients 
seen within 24 hours of referral for every month except No-
vember and December. Identijed reasons for this shortfall: 
increased MECU caseload for those months and reduced 
stafjng levels across the therapy team due to staff sickness. 
Most unmet needs and patients not seen within 24 hours of 
referral occurred at weekends where there is reduced staff 
cover for MECU compared with in the week. This suggests 
that may benejt from increased stafjng cover at week-
ends. Most patients discharged from MECU remained an in-
patient suggesting patients require ongoing rehabilitation 
following MECU stay and may benejt from further therapy 
input on MECU and once stepped down to the wards. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This service evaluation was registered with and approved 
by Blackpool Teaching Hospitals NHS Foundation Trust’s 
Research and Development department (service evaluation 
reference SE913) who conjrmed that ethical approval was 
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not required. The HRA decision tool was used to conjrm 
that ethical approval was not required as the HRA tool con-
jrmed this was a service evaluation. 

13. AN AUDIT TO ASCERTAIN WHETHER 
PHYSIOTHERAPY (PT) AND OCCUPATIONAL 
THERAPY (OT) INTERVENTION ON THE 
MEDICAL ENHANCED CARE UNIT (MECU) 
MEETS NATIONAL INSTITUTE FOR HEALTH AND 
CARE EXCELLENCE (NICE) COPD GUIDELINES 

Chloe Tait*1 
1Blackpool Teaching Hospitals NHS Foundation Trust 
*chloe.tait1@nhs.net 

BACKGROUND 

Chronic Obstructive Pulmonary Disease (COPD) is a lung 
condition associated with chronic respiratory symptoms 
[1]. Individuals with COPD represent a signijcant portion 
of the integrated therapy team (PT and OT) caseload on the 
Medical Enhanced Care Unit (MECU). The National Insti-
tute for Health and Care Excellence (NICE) produced guide-
lines on management of COPD in 2018. 

AIMS/OBJECTIVE 

The aim of this audit was to ascertain whether the interven-
tions delivered by the integrated therapy team were in line 
with the NICECOPD guidelines. 

METHODOLOGY 

Relevant areas of the NICE COPD guideline for PT and 
OT were identijed. An audit tool was created to ascertain 
whether PT and OT provided seven recommended inter-
ventions to patients with COPD on MECU. The audit was 
conducted over a two-month period. Inclusion criteria: pa-
tients with a conjrmed diagnosis of COPD, located on 
MECU, and seen by the integrated therapy team between 
1st June and 31st July 2024. Data was collected retrospec-
tively from MECU therapy ward book. 

RESULTS 

31 patients with COPD were admitted to MECU and seen by 
therapy team between 1st June and 31st July 2024. Inter-
vention 1Screened for OT input - achieved in 29 patients. 
Intervention 2Assessed social circumstances and for needs 
for aids for daily living - achieved in 29 patients. Interven-
tion 3 Screened for breathlessness and advised on manag-
ing breathlessness -achieved in 30 patients. Intervention 4 
Screened for anxiety and depression - achieved in 30 pa-
tients. Intervention 5 Taught ACBT or positive expiatory 
pressure (PEP) device - achieved in 26 patients. Interven-
tion 6 Advised on self-management strategies - achieved in 
for 27 patients. Intervention 7 Advised on and encourage 
exercise and activity - achieved in 28 patients. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Documented reasons for interventions not being received 
were medically unwell and patient confusion. For taught 
ACBT or PEP device other reasons included patient declined 
and nil reason documented. Most patients with COPD seen 
by the MECU integrated therapy team received interven-
tions recommended by NICE COPD guideline. Areas for fu-
ture practice include use of passive chest clearance inter-
ventions for patients unable to engage in active treatment 
and exploring options for funding for PEP devices as cur-
rently no PEP devices available for patients with COPD. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This audit was registered with and approved by Blackpool 
Teaching Hospitals NHS Foundation Trust’s audit depart-
ment (Audit No00540) who conjrmed that ethical approval 
was not required. The HRA decision tool was used to con-
jrm that ethical approval was not required as the HRA tool 
conjrmed this was an audit. 

REFERENCES 

[1] Global Initiative for Chronic Obstructive Lung Disease 
(GOLD) (2024). Global Strategy for Prevention, Diagnosis 
and Management of COPD:2024 Report. https://gold-
copd.org/2024-gold-report 

14. IMPLEMENTATION OF AN EDUCATION-LED 
INTENSIVE CARE UNIT MOBILISATION 
PROTOCOL: A FEASIBILITY QUALITY 
IMPROVEMENT PROJECT. 

Emily Clibbens*, Sarah Rand, S Breese, E Halford, Harriet 
Shannon, Charlotte Pereira 

BACKGROUND 

Enhanced survival and quality of life is central to the man-
agement of critically ill patients. Improved functional out-
comes can be achieved with early and progressive mobilisa-
tion, beginning on the intensive care unit (ICU). Exploring 
the feasibility of implementing a mobility protocol from the 
staff perspective is conceptually different from studies eval-
uating service and clinical outcomes. This quality improve-
ment project aimed to explore whether it was feasible to 
implement such a protocol in a district general hospital. 

METHODOLOGY 

An evidence-based mobilisation protocol was developed 
and piloted by an ICU steering group. Education sessions 
were offered to nursing, physiotherapy and medical staff 
prior to, and during the four-month implementation pe-
riod. Data were collected to explore the programme’s j-
delity, staff perceptions of the process and its impact on 
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self-reported conjdence and perceived barriers to imple-
mentation. 

RESULTS 

Sixty-two ICU staff (nurses and physiotherapists) attended 
the education sessions. Staff perceived the ICU mobilisa-
tion protocol to be useful and understood it as a legitimate 
and valuable part of their work. Staff felt they could inte-
grate the mobilisation protocol into their working day and 
recognised that it was different to their usual way of work-
ing. There was an overall improvement in staff conjdence 
levels to mobilise patients in ICU following implementa-
tion. During implementation, 68% (n=94) of ICU patients 
were mobilised. Barriers included stafjng levels and uncer-
tainty around whether some patients were well enough to 
mobilise, given their high acuity levels. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Components of quality improvement methodology in-
cluded, dejning the project, empowering staff, using data 
to drive the improvement, and initial testing of ideas. ICU 
staff engaged in the process by testing the protocol, at-
tending the education sessions and reporting back on per-
ceived barriers to mobilisation. In sharing these barriers, 
they were empowered to explore them during the education 
sessions. These strategies resulted in a valued ICU mobili-
sation protocol, and staff who felt supported and motivated 
to engage. 
The ICU mobilisation protocol was easily integrated into 

clinical practice. Education to support implementation pro-
jects should include sharing of preliminary data, staff feed-
back about overcoming barriers specijc to their setting and 
evidence-based practice. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

The development and implementation of the early mobil-
isation protocol, with group education, met the individual 
needs of ICU staff, resulting in a protocol that was useful 
and valuable. Barriers could be addressed with further ed-
ucation and involvement of the wider multi-disciplinary 
team. 

15. BREATHING VIGILANCE IN AN ASTHMATIC 
POPULATION 

Adam Lewis*1, Yasmin Denehy2, and Elmar Kal2 
1Universty of Southampton. 2Brunel University 
*a.p.lewis@soton.ac.uk 

BACKGROUND 

Daily management and optimisation asthma control is re-
liant on a patients’ ability to correctly detect their symp-
toms. Previous studies have looked at the role of symptom 
perception accuracy and anxiety on asthma control. No pre-
vious work has assessed the role of breathing vigilance on 
asthma control. Breathing vigilance refers to the conscious, 

anxious monitoring of breathing. Increased vigilance en-
ables rapid detection of changes in sensation which may be 
interpreted as negative and indicative of imminent harm. 
This results in conscious regulation of the usually subcon-
scious process of breathing to try to regulate these changes 
leading to further inward attention and dysregulation of a 
usually conscious process. 

AIMS/OBJECTIVE 

The aim of the pilot study was to assess the strength of 
breathing vigilance, anxiety and asthma severity as predic-
tors of asthma control. 

METHODOLOGY 

Participants were recruited from Asthma and Lung UK Res-
piratory Voices Network, the Association of Chartered 
Physiotherapists in Respiratory Care Newsletter and Social 
Media channels. Participants completed a self-report ques-
tionnaire comprised of four sections: Demographic Infor-
mation, Breathing Vigilance Questionnaire, Asthma Con-
trol Test, Generalised Anxiety Disorder Assessment (GAD 
7). Multiple linear regression was used to assess breathing 
vigilance, anxiety and asthma severity as predictors of 
asthma control. 

RESULTS 

36 participants completed the questionnaire. 28 Females, 6 
Males, 2 Not Specijed, Mean age 52.6 (SD18.2). Increased 
breathing vigilance is a signijcant predictor of poorer 
asthma control (p = 0.009), increased anxiety is not a pre-
dictor of asthma control (p = 0.262) and increased asthma 
severity is the strongest predictor of poorer asthma control 
(p=<0.001). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

These results suggest that increased breathing vigilance is 
a stronger predictor of worsening asthma control than anx-
iety. This indicates breathing vigilance and anxiety are sep-
arate entities with respect to asthma control. Interventions 
focused on improving attentional processing may be bene-
jcial in improvement of asthma control. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethics approval was gained by the College of Health, Medi-
cine and Life Sciences Research Ethics Committee of Brunel 
University London (REF: 45370-A-Feb/2024. 49858-1). 
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16. EXPLORING THE ASSOCIATION BETWEEN 
VOICE-RELATED QUALITY OF LIFE AND 
EXACERBATION FREQUENCY IN PEOPLE WITH 
CHRONIC OBSTRUCTIVE PULMONARY DISEASE 
(COPD) 

Adam Lewis*1, Avakhshia Pourbemani2, and Nicholas Hop-
kinson3 

1Universty of Southampton 2Brunel University 3Imperial 
College London 
*a.p.lewis@soton.ac.uk 

BACKGROUND 

Voice is dependent on good laryngeal health and inkuences 
our quality of life, which can be measured as voice-related 
quality of life (VRQOL). Inhaled corticosteroids, non-in-
vasive ventilation, and inkammation during exacerbation 
events in Chronic Obstructive Pulmonary Disease (COPD) 
can potentially damage the larynx and reduce VRQOL. 
Therefore, studying the relationship between exacerbation 
frequency and VRQOL is important to better understand 
and reduce the burden of disease in COPD. 

AIMS/OBJECTIVE 

To investigate whether COPD patients who are frequent ex-
acerbators are more likely to experience poorer voice-re-
lated quality of life than infrequent exacerbators. 

METHODOLOGY 

This study analysed secondary data collected on adults with 
COPD recruited from the Advanced COPD Clinics at Royal 
Brompton Hospital in England. Participants were cate-
gorised into frequent (at least 2 exacerbations per year) 
and infrequent exacerbators (less than 2 exacerbations per 
year), and VROQL scores were compared between the two 
groups using a Mann-Whitney U test. A correlation analysis 
then took place to determine the strength and nature of the 
relationship between exacerbation frequencies and VRQOL 
total scores. 

RESULTS 

Data from 79 participants were analysed. Mean age 62.2 
(SD: 10.2), 45 males, 34 females. Disease severity (FEV1%): 
Mild n = 6, Moderate n = 17, Severe n = 27, Very Severe n = 
29. 43 (54.4%) of the participants were categorized as fre-
quent and 36 (45.6%) were infrequent exacerbators. VRQOL 
total scores were signijcantly higher in the infrequent ex-
acerbators 86.6±17 (Median±SD) compared to frequent ex-
acerbators 77.3±20.1 (Median±SD) (p=0.012), lower mean-
ing worse VRQOL. Spearman correlation analysis revealed 
that there was a signijcant and moderate negative relation-
ship between VRQOL scores and exacerbation frequency 
(r=-0.397, p=<0.001). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

The results of this study indicate that voice-related quality 
of life is negatively associated with exacerbation frequency 
in adults with COPD. To better understand the inkuence of 
exacerbation events on VRQOL of patients with COPD, fu-
ture prospective studies with a larger samples should in-
clude longitudinal follow-up and the inclusion of other out-
comes such as smoking status which is a likely confounder. 
These data suggest the potential use of the VRQOL ques-
tionnaire as a screening tool within COPD clinics for refer-
ral to speech and language therapy services. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The project was approved as a service evaluation and regis-
tered on the Royal Brompton and Harejeld hospitals CIRIS 
system reference number 3728. 

17. THE PERCEPTIONS AND EXPERIENCES OF 
ASTHMA PATIENTS WITH BREATHING PATTERN 
DISORDER (BRPD) ON ONLINE BRPD 
INTERVENTIONS: A QUALITATIVE STUDY 

Adam Lewis*1, Anna Wadley1, and Ben Ainsworth1 
1Universty of Southampton 
*a.p.lewis@soton.ac.uk 

BACKGROUND 

People with Asthma have a high prevalence of breathing 
pattern disorder (BrPD) which negatively impacts quality 
of life and can be treated with physiotherapy. An online 
physiotherapy breathing retraining intervention has been 
shown to be as effective as face-to-face methods for manag-
ing asthma and improving quality of life. However, we know 
little about what patients think and feel about these online 
programmes. Understanding these perceptions is important 
because how well patients adhere to their programme of ex-
ercises affects its success. 

AIMS/OBJECTIVE 

This study aimed to explore how asthma patients with BrPD 
perceptions and experiences of online interventions tar-
geted at improving their BrPD. 

METHODOLOGY 

We used a qualitative approach, conducting semi-struc-
tured interviews with participants. Patients were recruited 
through Facebook asthma support groups and the 
Southampton Asthma Participant Database. We screened 
participants for BrPD using the Nijmegen Questionnaire. 
Those scoring ≥23 screened positive for BrPD and were in-
vited to participate in the study. We recruited seven indi-
viduals (6 Females, 1 Male) Age 43.7 (SD:16.5), who shared 
their experiences of using an online physiotherapy breath-
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ing retraining intervention “Breathing Freely” 
(https://breathetrain.co.uk/main_login.html) through on-
line interviews. We analysed the data using rekexive the-
matic analysis. 

RESULTS 

Three main themes were generated from the interviews: 
1) participants’ attitudes towards online learning, 2) how 
individual differences affect commitment to the program, 
and 3) the positive impact of breathing exercises on asthma 
management and quality of life. Participants found the on-
line program easy to access and understand, which helped 
them engage more. The kexibility of online learning was a 
positive experience, although they valued face-to-face in-
teraction for initial learning of the breathing techniques. 
They noted that support from others and personal dedica-
tion were vital for sticking to the program. Participants per-
ceived that the breathing exercises led to better control of 
asthma symptoms, improved sleep, and reduced anxiety. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This study shows that online interventions can signijcantly 
improve asthma management from the users’ perspective. 
The jndings highlight the need for creative approaches to 
manage chronic respiratory issues, which can help shape 
clinical practice with further evidence. Future research 
should focus on developing long-term strategies to encour-
age participation in breathing exercises, and examine how 
physiotherapy breathing retraining works effectively across 
different patient groups. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethical approval was granted by the University of 
Southampton Research Ethics Committee (ERGO: 94613). 

18. THE RELATIONSHIP BETWEEN BREATHING 
VIGILANCE AND BREATHING PATTERN 
DISORDER WITH CHRONIC PAIN IN A 
MUSCULOSKELETAL SETTING 

Adam Lewis*1,2, Ellen O’Sullivan2, Luke Champion2 and El-
mar Kal2 

1Universty of Southampton. 2Brunel University 
*a.p.lewis@soton.ac.uk 

BACKGROUND 

Breathing hypervigilance is where individuals consciously 
monitor their breathing, often in response to fearful or un-
known stimuli. Chronic pain is often described as a fearful 
stimulus, as the onset of pain is unknown, unpredictable 
and persists beyond normal healing times. Such conditions 
include, but are not limited to, joint and muscle pain. Pain 
elicits many different bodily responses, one of these being 
maladaptive changes to breathing patterns. Therefore, it is 

essential that the relationship between chronic pain and 
breathing is understood, in order to assess if these patients 
are at risk of breathing pattern disorder (BrPD). 

AIMS/OBJECTIVE 

1) To determine the association between chronic muscu-
loskeletal pain (CMP) severity and breathing hypervigi-
lance. 2) To determine the association between chronic 
musculoskeletal pain and BrPD. 

METHODOLOGY 

CMP participants were the population of interest in this on-
line cross-sectional questionnaire survey design. They were 
recruited via online advertisement on social media plat-
forms, in private physiotherapy clinics and the Brunel Older 
Persons Reference Group. Participants jlled out a question-
naire recording their perceived pain severity via a numeri-
cal rating scale, pain condition, co-morbidities, Breathe-VQ 
questionnaire and a Nijmegen Questionnaire. Correlation 
analyses were performed for the associations aligned with 
the aims. 

RESULTS 

36 chronic musculoskeletal pain participants completed the 
questionnaire. The mean age was 26.7 (SD: 19), 66% female 
participants. Mean pain severity was 4.5 (±2) and Breathe-
VQ score was 16.4 (±5.4). 13 participants scored ≥23 on the 
Nijmegen questionnaire. Spearman’s correlation demon-
strated a moderate positive relationship between chronic 
pain severity and Breathe-VQ scores (r = 0.48, p = 0.0032), 
and a moderate positive relationship between chronic pain 
scores and Nijmegen scores (r = 0.35 p = 0.0391). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Results should be interpreted with caution due to the small 
sample size. Nevertheless, this pilot study demonstrates a 
correlation between CMP with BrPD and breathing vigi-
lance. The study can be used to aid further research in this 
jeld. Indeed, we have now got ethical approval to run a 
larger study in an NHS physiotherapy outpatient service 
setting to overcome any type errors found in this study. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethical approval was granted by the College of Health, Med-
icine and Life Sciences Research Ethics Committee (REF: 
40879-MHR-Feb/2023-43964-3) 

19. NORTH CENTRAL LONDON COMPLEX 
RESPIRATORY AND ALTERED AIRWAY SERVICE- 
SETTING UP A NEW SERVICE. 

Jessica Bell*1, Hannah McDonald1 and Jessica Lipman1 
1Universty College London Hospital 
*jessica.bell@nhs.net 
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Gaps were identijed in managing the complex respira-
tory care for patients in the North central London (NCL) 
community. In 2014, the provision of community respira-
tory equipment was suboptimal leading to the death of a 
patient who couldn’t obtain the correct suction equipment. 
There were ongoing delays in obtaining suction and neb-
ulisers for patients discharged from acute trusts with al-
tered airways (tracheostomies and laryngectomies) and dif-
jculty with consistent community supply of consumables. 
The leader report (2022) highlights that respiratory com-
plexities are the leading cause of death in patients with 
Learning disabilities (LD) and autism. In 2023 a patient 
was provided with a suction machine but no training was 
provided to parents or carers and the patient was referred 
to an outpatient respiratory service where the patient’s 
needs were not met. As a result an NCL altered airway 
and complex respiratory service was established in Febru-
ary 2023.Aims To scope out the need for the service (iden-
tify patients and understand gaps in provision of respi-
ratory equipment). To reduce hospital length of stay for 
complex respiratory patients. Reduce respiratory clinic and 
hospital transport appointments by transferring care to the 
community. Reduce Accident and Emergency attendances 
for altered airways. Establish an expert team and provide 
key worker input. Improve service user experience. Improve 
governance. Improve pathways from acute to community 
and paediatrics transition to adult respiratory services. Op-
timise respiratory consumables supply, infection control 
prevention and clinical use. Results Patients identijed (247 
with 93on active list (October 2024)) Inclusion criteria 
Adult patients Living with a tracheostomy/ laryngectomy in 
the community Neurological condition prone to respiratory 
conditions and hospital admission e.g. Multiple sclerosis 
LD/ autism patients prone to respiratory conditions or with 
an altered airway Community respiratory Team established 
1 WTE (band 7) physiotherapist, 0.8 WTE (band 8)phys-
iotherapist recruited, respiratory consultant (1PA per 
month)being established and 0.8 WTE (band 7) respiratory 
practitioner -interviewing. Physiotherapists recruited had 
signijcant respiratory experience. Community networking 
established to enhance MDT working. Service promotion 
activity undertaken. Many respiratory products are now 
available through community supplies. Acute hospital pe-
ripheral store of respiratory equipment established to ad-
dress emergency out of hours needs. After initial assess-
ment equipment orders are placed by the community 
respiratory team, patients then interact with community 
equipment providers for resupply. Respiratory equipment 
training sessions undertaken to educate carers (e.g. suc-
tioning, LVR bags, cough assists) Acute hospital complex 
respiratory discharges facilitated. Staff and patient feed-
back surveys- underway. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

A new service write up- the service was set up by and 
north central London commissioner. The service has had 
endorsement from clinical advisory groups and has been 
regularly discussed at stakeholder meetings. 

20. DEBRIEFING WITH A SHARP DIAMOND IN 
RESPIRATORY PHYSIOTHERAPY EDUCATION 

Debbie Thackray*1, Robyn Stiger2 and Adam Lewis1 
1Universty of Southampton. 2Oxford Brooked University 
*d.thackray@soton.ac.uk 

BACKGROUND 

Simulation-based education (SBE) plays a pivotal role in 
preparing physiotherapy students for clinical practice. De-
briejng is a cornerstone of SBE, fostering a psychologically 
safe environment for rekection and making best use of 
learning. Here we rekect on the application of two debrief-
ing models, the SHARP [1] and Diamond [2] frameworks 
and their use in respirator y modules within prequalifying 
physiotherapy programmes, exploring their advantages and 
alignment with Bloom’s Taxonomy. 

SHARP FRAMEWORK 

(Set learning objectives, How did it go?, Address concerns, 
Review learning points, Plan ahead) The SHARP model of-
fers a structured, accessible approach for facilitators of 
varying experience levels. Its stepwise process anchors dis-
cussions around session learning outcomes and promotes 
the development of rekective and analytical skills essential 
for early-stage learners. The simplicity of SHARP makes it 
an effective tool for scaffolding rekection, especially for un-
dergraduate students engaging with foundational respira-
tory content. 

DIAMOND DEBRIEFING FRAMEWORK 

The Diamond model provides a more intricate structured 
framework, better suited to advanced learners. Its three 
stages; description, analysis, and application, encourage 
deeper self-rekection and group analysis. By incorporating 
advocacy-inquiry questioning [3], the facilitator guides the 
learners to critically examine actions, emotions, and clin-
ical decisions, facilitating a deeper exploration of clinical 
reasoning. The model’s initial descriptive phase, engaging 
active observers jrst, allows participants to rekect before 
analysing their performance, fostering emotional regula-
tion and cognitive processing. However, its implementation 
requires skilled facilitation to maintain psychological safety 
and maximise leaner engagement. This model aligns with 
Bloom’s higher-order cognitive domains, such as evalua-
tion, synthesis, conceptualisation making it highly effective 
for level six undergraduate and postgraduate learners navi-
gating complex clinical scenarios. 

ADVANTAGES LINKED TO BLOOM’S TAXONOMY 

The selection of debriejng models can be strategically tai-
lored to the learner’s educational stage and the complexity 
of the simulation scenario. 
• Lower Levels (Knowledge, Comprehension, Applica-
tion): The SHARP model effectively supports early-
stage learners by providing clear, structured rekec-
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CONCLUSIONS/IMPLICATIONS FOR PRACTICE 

The integration of the SHARP and Diamond debriejng 
models into respiratory physiotherapy SBE has proven ben-
ejcial in enhancing rekection-in-action, peer learning, and 
overall student engagement. When aligned with Bloom’s 
Taxonomy, these models provide a scalable framework that 
meets the evolving needs of learners, from foundational 
knowledge acquisition to advanced clinical reasoning and 
metacognition. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This is a rekection on different education delivery methods. 
This was not a clinical service evaluation, audit or research 
and therefore no such approvals were required. 

REFERENCES 

[1] Ahmed M, Arora S, Russ S, Darzi A, Vincent C, Sevdalis 
N. Operation debrief: a SHARP improvement in perfor-
mance feed backi n the operating room. Ann Surg 2013 
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‘There’s no such thing as “nonjudgmental” debriejng: a 
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Simulation in Healthcare: Journal of the Society for Simu-
lation in Healthcare, 1(1), pp. 49–55. 

22. A DIGITALLY INNOVATIVE ALERT SYSTEM 
TO IDENTIFY PATIENTS WITH BRONCHIECTASIS 
WHO ARE ADMITTED TO WARRINGTON AND 
HALTON HOSPITALS (WHH), TO IMPROVE 
THEIR PROVISION OF CARE 

Louise Cowell*1 and Jaclyn Proctor1 
1Warrington and Halton Hospitals 
*louise.cowell1@nhs.net 

BACKGROUND 

Bronchiectasis is a chronic lung condition, dejned as the 
abnormal, irreversible dilatation of the bronchi. This dam-
age impairs the natural drainage of secretions which can 
become chronically infected, resulting in mild to moderate 
airway obstruction. Unless appropriately managed, the 

combination of infection and chronic inkammation, results 
in progressive lung damage. Prior to the development of 
the ALERT, patients admitted to WHH were referred to the 
physiotherapy team by the ward staff, either verbally, via 
bleep, or via an electronic referral system. This process was 
not efjcient or effective and resulted in patients not being 
seen during admission or delays to specialist involvement. 
Engagement with local stakeholders demonstrated clinical 
services had implemented similar ALERT systems resulting 
in a timelier clinical assessment, review and facilitation of 
safe discharge. 

AIMS/OBJECTIVE 

The aim of this alert is to facilitate early identijcation of 
patients with Bronchiectasis when admitted to hospital, to 
improve the pathway and provision of care that they re-
ceive. 

METHODOLOGY 

The development of the new alert system required approval 
from the Patient Safety and Clinical Effectiveness commit-
tee and support from the digital team. This process was 
completed in September 2022 and the Alert system was 
active from December 2022. The ALERT system was de-
veloped by the Respiratory Advanced Clinical Practitioner 
running the Bronchiectasis service at WHH. A clinical re-
view was completed to conjrm a diagnosis of Bronchiecta-
sis, conjrmed by HRCT, providing assurance that the cor-
rect patients are being added to the system and the ALERT 
will not become obsolete. Daily reports are then generated 
and displayed in a pivot table. This can be used to identify 
and locate any patients who have been admitted with 
Bronchiectasis. A virtual review can then be conducted, li-
aising with the medical and therapy teams to provide clini-
cal management suggestions with facilitation of supported 
discharge via the Rapid Response Respiratory Team or 
Acute Respiratory Illness Virtual Ward. 

RESULTS 

The results show a cumulative increase in Bronchiectasis 
ALERTS being added to the patient’s electronic patient 
record. It highlighted the split between those admitted due 
a respiratory or non-respiratory cause, and the number 
supported post discharge. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This ALERT is a quick and easy way to identify patients with 
Bronchiectasis who have been admitted to hospital. It has 
been successful in enabling a virtual review to be carried 
out and allowed information to be shared regarding the pa-
tient from a holistic leading to optimisation of care in a 
timely, efjcient and patient-centred way. 

tion and promoting foundational clinical reasoning 
skills. 

• Higher Levels (Analysis, Synthesis, Evaluation): The 
Diamond model’s capacity for dissecting complex be-
haviours and decisions enhances metacognition, sit-
uational awareness, and self-awareness, critical for 
advanced learners engaging in nuanced clinical con-
texts 
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23. PROVISION OF PRE-OPERATIVE 
PHYSIOTHERAPY FOR IN-PATIENTS AWAITING 
CARDIAC SURGERY IN AN ADULT TERTIARY 
CARDIOTHORACIC CENTRE 

Kira Neal*1 
1Mid & South Essex NHS Foundation Trust 
*kira.neal1@nhs.net 

BACKGROUND 

Currently, patients waiting in hospital for cardiac surgery 
do not routinely receive physiotherapy. This pre-operative 
phase is often prolonged and could be used to prepare for 
the expectations regarding post-operative recovery, teach/
practice post-operative breathing exercises and optimise 
function/mobility [1, 2]. 

AIMS/OBJECTIVE 

To provide pre-operative physiotherapy to all patients wait-
ing as inpatients for cardiac surgery for a 4 month ‘trial’ pe-
riod with the aim of: • Reducing post-operative length of 
stay by 10% compared to baseline data collected prior to in-
tervention • Reducing the incidence of post-operative pul-
monary complications (PPCs) by 5%compared to baseline 
rate of 12% • Determining feasibility of providing pre-op-
erative intervention to this cohort of patients on current 
stafjng levels. 

METHODOLOGY 

Baseline data was collected prior to implementing pre-op-
erative physiotherapy to identify length of stay and inci-
dence of PPCs within this cohort. Physiotherapy interven-
tion was then provided which consisted of education, chest 
physiotherapy and exercise as indicated, at a frequency de-
termined by clinical presentation. Data was concurrently 
collected for this group to capture length of critical care & 
post-operative length of stay, incidence of PPCs and num-
ber of physiotherapy contacts pre-operatively, as well as 
patients that were not seen due to stafjng/caseload con-
straints. 

RESULTS 

24 patients were seen for pre-operative physiotherapy 
&discharged post-surgery. Average post-operative length 
of stay was9.13 days (compared to 10.04 days pre-inter-
vention) and average critical care stay was 1.5 days (3.23 
days pre-intervention) for this group. There were no re-
ported incidences of PPCs as determined by the Melbourne 
Group Score, which was a 12% reduction compared to base-
line data. There were 2 patients who were not seen due 
to stafjng levels and 2 patients listed and worked up for 
surgery too quickly to be seen pre-operatively. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Pre-operative physiotherapy intervention appears to bene-
jt post-operative length of stay and incidence of post-op-
erative pulmonary complications. However, to what extent 
these benejts can be attributed to physiotherapy interven-
tion alone remains unknown, as it is acknowledged that 
there are a multitude of factors that also impact length of 
stay post cardiac surgery. There were very few patients who 
were not seen due to stafjng/caseload constraints, indicat-
ing the provision of pre-operative therapy intervention is 
feasible on current stafjng levels, therefore this service will 
be maintained going forwards. In light of the small data set 
collected during the trial period, data collection is ongo-
ing and it is intended that patient experience/health related 
quality of life data will also be collected. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Project is registered and has approval from the QI team 
within the trust. 
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24. AN EXPLORATION OF STAFF EXPERIENCE 
AND PREFERENCES REGARDING RESPIRATORY 
PHYSIOTHERAPY ON-CALL TRAINING 

Nicola Long*1, Vicky MacBean2 and Meriel Norris2 
1University Hospitals Derby and Burton. 2Brunel Univer-

sity 
*Nichola.long3@nhs.net 

BACKGROUND 

Emergency respiratory on-call physiotherapy is viewed as 
a potential source of stress with many staff expressing a 
lack of conjdence. Staff should be viewed as stakeholders 
in the planning of on-call induction and training, in order 
that training and support meets their needs. 

AIMS/OBJECTIVE 

To explore on-call staff members’ opinions and experiences 
of on-call training and factors inkuencing conjdence and 
readiness for on-call working. 
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METHODOLOGY 

Eleven one-to-one, semi-structured interviews were carried 
out with members of the on-call rota. Interviews were tran-
scribed verbatim and rekexive thematic analysis was per-
formed on the transcripts using the method described by 
Braun and Clarke [1] to identify themes. 

RESULTS 

Three themes were identijed 

THEME ONE - PAST EXPERIENCE IN TRAINING MATTERS 

Staff with more positive experiences of university teaching, 
including an acute respiratory placement, expressed more 
conjdence with on-call working. Those whose education 
or early professional life had been disrupted, including by 
COVID-19, felt less conjdent, with some reporting in-
creased stress. 

THEME TWO - ENSURING AND MAINTAINING 
COMPETENCE – THE IMPORTANCE OF IDENTIFYING 
TRAINING NEEDS. 

Staff highlighted the importance of individualised training 
and the need for practical and simulation training as well 
as theoretical teaching. They stressed the need for ongoing 
opportunities to maintain competence and appreciated op-
portunities to practice skills with their peers in small group 
settings. 

THEME THREE - CONFIDENCE IN DELIVERING ON CALL 
IS KEY. 

This explored participants’ experiences and feelings re-
garding on-call work. Some expressed fear, anxiety and ner-
vousness as well as a need to `get it over with’. They re-
kected on factors that support or challenge conjdence; 
interactions with other staff, location of call-out, patient 
complexity, quantity and quality of training. Strategies that 
staff used to manage stress and gain a feeling of compe-
tence included the buddy system, use of phone applica-
tions, pocket guides and debrief sessions following on-call. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

These jndings have led to various planned or actioned 
changes in our practice. We aim to increase simulation 
training provision, with small group sessions. Staff with 
infrequent exposure to respiratory patients in their daily 
roles will be offered more frequent `keep in touch’ days. 
Quick-start guides for key on-call equipment and informa-
tion on ward layout and equipment storage have been made 
available. Education sessions for the wider multi-discipli-
nary team will be offered to improve appropriateness of 
callouts and service efjciency. We plan to undertake reg-
ular service evaluation to allow staff to input into current 
and future on-call training provision. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The audit team and information governance team at Uni-
versity Hospitals of Derby and Burton approved the project 
as a service evaluation. Approval for secondary analysis of 
anonymised data was granted by the College of Health, 
Medicine and Life Sciences Research Ethics Committee at 
Brunel University of London, with Trust permission. 

REFERENCES 

[1] Braun, V. and Clarke, V. (2022) Thematic Analysis A Prac-
tical Guide. London: Sage Publications Limited. 

25. WEEKEND PHYSIOTHERAPY PILOT FOR 
PATIENTS ON HEPATOBILIARY ENHANCED 
RECOVERY PATHWAYS: EXAMINING THE 
IMPACT OF A 7-DAY 

Hannah Wilkinson*1 
1Newcastle upon Tyne Hospitals NHS Foundation Trust 
*hannah.wilkinson24@nhs.net 

BACKGROUND 

Enhanced recovery after surgery (ERAS) is a safe, multi-
disciplinary, evidenced-based approach to optimise the pe-
rioperative management and outcomes after hepatobiliary 
(HPB)surgery. Despite the adoption of the ERAS mobilisa-
tion protocols to improve recovery time, one limitation is a 
traditional 5-day service model (Monday-Friday). This can 
result in an inequality of service provision for those pa-
tients operated Thursday or Friday and lead to increased 
length of stay (LOS) in hospital. Mobilisation across 7days 
can ensure improved compliance with ERAS mobilisation 
protocols, better continuity of care, facilitate improved out-
comes and timely discharge from hospital. 

AIMS/OBJECTIVE 

To evaluate the impact of a 7 day physiotherapy for patients 
on hepatobiliary enhanced recovery pathways. 

METHODOLOGY 

Data was collected pre-introduction of the 7-day physio-
therapy service from May-October 2022. During November 
2022 – April2023 a 7-day physiotherapy service was piloted. 
This service included 1 qualijed physiotherapist and 1 non-
qualijed physiotherapist on Saturday and Sunday. This 
7-day service provided continuity of care for patients from 
intensive care or post-anaesthesia care unit to the ward, 
facilitating discharges and accelerating return to indepen-
dence. Data was collected during the7-day service as well as 
6 months post intervention (May 2023-October 2023). Ac-
ceptability of the intervention was assessed among the HPB 
multi-disciplinary team (MDT) using a survey consisting of 
5 qualitative questions. 
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RESULTS 

A reduction in mean LOS was seen in all 4 HPB surgeries 
that follow ERAS protocols (Pancreaticoduodenectomy, dis-
tal pancreatectomy, total pancreatectomy and liver resec-
tion) during the 7-day physiotherapy service. It was also 
shown that 6-monthspost intervention (returning to a 
5-day service) all 4 HPB ERAS surgeries mean LOS in-
creased. To determine the acceptability of the 7-day phys-
iotherapy service, 22 members of the MDT responded to a 
survey (5 consultants, 4 physiotherapy staff, 4sisters, 5 staff 
nurses, 1 nursing assistant, 2 healthcare assistants). All 22 
members of the MDT agreed that a 7-day physiotherapy 
service was acceptable and improves recovery. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

A 7-day physiotherapy service has shown to reduce mean 
LOS in comparison to a 5-day physiotherapy service within 
HPB ERAS pathways. From an MDT perspective the 7-day 
physiotherapy service was also deemed to be benejcial and 
improves patient recovery. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Service evaluation project. Approval received from the 
Head of Therapy Services to be completed. 

26. A PILOT ‘PHYSIOTHERAPIST IN ORGAN 
DONATION’ (POD) ROLE TO IMPROVE STAFF 
CONFIDENCE IN THE RESPIRATORY 
MANAGEMENT OF PATIENTS ON THE ORGAN 
DONATION PATHWAY. 

Stefka Taneva*1 and Zoe van Willigen1 
1University Hospital of Southampton 
*tanevastefka@yahoo.co.uk 

BACKGROUND 

Physiotherapy is an essential component in the manage-
ment of critically ill patients admitted to the intensive care 
unit (ICU). Respiratory physiotherapy adjuncts for airway 
clearance and improving lung volumes remain a major fo-
cus for both the spontaneously breathing and mechanically 
ventilated patient. The increasing demand for organ dona-
tion in recent years requires physiotherapists and nurses 
working within ICUs to be conjdent in delivering respira-
tory care to patients on the organ donation (OD)pathway. 

AIMS/OBJECTIVE 

-To determine a baseline of how often patients on the OD 
pathway were prioritised for respiratory care prior to the pi-
lot role. -To establish the training needs of ICU nurses and 
physiotherapists in delivering respiratory physiotherapy for 
patients on the OD pathway. -To design and deliver a mixed 
methods approach to addressing the training needs once 

established -To create an educational resource to be used to 
continue the aims of the project after completion of the pi-
lot role. 

METHODOLOGY 

Baseline data was collected for patients on the OD pathway 
at University Hospital Southampton (UHS), between Jan-
uary 2023 and January 2024. A survey was completed to 
establish the respiratory learning needs and conjdence of 
ICU physiotherapists and nurses. A combination of bedside 
1:1, classroom based, and online educational sessions were 
delivered to address these training needs. Post-pilot sur-
veys and data collection will be completed in January 2025. 

RESULTS 

Baseline data collection revealed that 42% of the OD pa-
tients were not prioritised by physiotherapists for chest 
care, and 28% of them were not prioritised by nurses. 66% 
of nurses reported they do not know who to contact for help 
or where to look for resources guiding them in the chest 
care for this patient group. 37% of the physiotherapists and 
16% of the nurses did not feel conjdent to deliver respira-
tory care to the OD patients. 14% of physiotherapists would 
not attend to a request for on call physiotherapy for this pa-
tient group, and a range of reasons was cited for this. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This role generated huge national interest and has raised 
the issue of optimising the respiratory care of patients on 
the OD pathway. Early data suggests that the nurses and 
physiotherapists at UHS feel far more conjdent in treating 
this patient group since the start of this role. To compli-
ment the educational recommendations from the national 
survey of current practice, educational role is already under 
way at UHS. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This audit was registered at UHS, ZAUD number: 7920 

27. PHYSIOTHERAPY-LED WEAN OF APRV IN 
EXTREME OBESITY: A CASE REPORT 

Georgina Linstead*1 and Louise Coase1 
1Frimely Health NHS Foundation Trust 
*georgina.linstead@nhs.net 

BACKGROUND 

Obesity is prevalent in the UK, affecting 20% of adult ad-
missions to intensive care units. Obesity causes restrictive 
lung pathology, increasing the risk of hypercapnic respira-
tory failure. Higher positive end expiratory pressure (PEEP) 
levels in this patient group, facilitates expeditious weaning. 
Airway Pressure Release Ventilation (APRV) utilises high 
mean airway pressures (MAP) for alveolar recruitment and 
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can be of therapeutic use in mechanically ventilated (MV) 
obese patients but is not currently widely utilised. Patient 
X was a young adult, BMI of 70kg/min/m2, presenting with 
a differential diagnosis of severe pneumonia &pleural ef-
fusion, requiring intubation & ventilation. From Day 1-8 a 
variety of MV modes were utilised, requiring high MAPs – 
at times with plateau pressures of 33 & peak inspiratory 
pressures of35cmH2O, until they were stabilised onto 
APRV. 

AIMS/OBJECTIVE 

Examine the role of APRV in managing complex ventilation 
in the presence of extreme obesity. 

METHODOLOGY 

Once established on APRV with a consistent underlying 
spontaneous respiratory effort, Patient X’s gas exchange 
improved, with reducingFiO2 requirements. On day 9 a 
consultant agreement was made fora physiotherapy co-or-
dinated wean. The ventilation at this point was: APRV 
FiO2 0.30 Phigh 28 Thigh 8 Plow 0 Exp Term 75Vtmand 
700 Vspont 650 %MV spont 75 Pmean 28 PIP 31 ABG: 
PaO2 <9. A weaning plan was instigated which involved in-
cremental decrease in P-High & increase in T-High or a 
‘drop &stretch’ wean. The MDT aim was to extubate onto 
NIV when MAPwas between 16-20cmH2O given the signif-
icantly altered thoracic compliance and likelihood of Obe-
sity Hypoventilation Syndrome (OHVS). Within 24-hours 
the APRV was weaned, delivering a MAPof 20cmH2O. Post 
an MDT review the patient was extubated onto NIV. They 
were established on NIV: PEEP 12 & total inspiratory pres-
sure of 24. A physio-led NIV weaning plan was made, to 
maintain NIV settings & to increase ventilator free breath-
ing (VFB)periods onto conventional oxygen therapy. Out-
come: Within 72hrspost-extubation they were tolerating 
intermittent NIV & medically jt to step down the medical 
acute dependency unit (Level 2 care). Within 6 days post-
extubation he was fully weaned from NIV, independently 
mobile & had completed the stairs with physiotherapy. He 
was discharged home the following day. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Robust understanding of APRV & the impact of extreme 
obesity on ventilation mechanics, underpins a successful 
application of the described wean rationale to extubate at 
high MAP in cases of extreme obesity. 

28. QUALITATIVE EXPLORATION OF EARLY 
REHABILITATION AND MOBILISATION IN UK 
NEONATAL AND PAEDIATRICS ECMO CENTRES 

Paula Ruiz Gonzalez*1, Jane Simmonds1, Harriet Shannon1 

and Emma Shakurka2 
1University College London 2Great Ormond Street Hos-

pital 
*paula.gonzalez.23@ucl.ac.uk 

BACKGROUND 

Extracorporeal Membrane Oxygenation (ECMO) is a life 
support strategy used for various life-threatening condi-
tions in children. Early rehabilitation and mobilisation 
(ERM) is reported to be safe and feasible in neonatal and 
paediatric patients on ECMO. However, there is little evi-
dence to support best practice, consequently, before under-
taking interventional studies, it is important to understand 
current clinical practice and develop a shared understand-
ing of best practices within this setting. 

AIMS/OBJECTIVE 

METHODOLOGY 

A qualitative study using semi-structured interviews with 
physiotherapists working with neonatal and paediatric pa-
tients on ECMO was undertaken. Purposive sampling was 
used to recruit participants via a physiotherapy ECMO clin-
ical group. Data was analysed using framework analysis. 

RESULTS 

Eight physiotherapists from jve UK ECMO centres partic-
ipated. Six frameworks and 28 themes were identijed. 
Frameworks included the multidisciplinary team (MDT) in 
the ERM process, ERM in clinical practice, goal setting and 
evaluation, the role of the UK and Ireland consensus doc-
ument in clinical practice, and barriers and facilitators to 
ERM. Physiotherapists played a leading role in ERM. Wider 
and more specialised MDT involvement was directly associ-
ated with patients’ complexity. Overall, the most common 
criteria used to assess patients’ readiness to start ERM were 
medical and ECMO-related stability, alongside patient’s 
tolerance to passive in-bed activity. Risk assessment was 
performed beforehand and ERM sessions were mostly 
planned based on a trafjc light system. In general, the 
MDT, parents and patients, when appropriate, were in-
volved in goal setting. Various types of assessments were 
described, however, the use of standardised outcome mea-
sures was limited by time, appropriateness in a paediatric 
critical care context and practical clinical utility. Mobilisa-
tion culture, evidence available and MDT experience were 
identijed as factors that could positively or negatively im-
pact adherence to ERM. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This study provides novel data about ERM practice in 
neonatal and paediatric ECMO populations in the UK, de-
tailing the MDT interaction in the decision-making process, 

• To describe current ERM practice for neonatal and 
paediatric patients on ECMO in the UK. • To explore 
the evaluation process and identify outcome mea-
sures used by physiotherapists to assess ERM for 
neonatal and paediatric patients on ECMO. • To 
identify perceived barriers and facilitators in imple-
menting national ERM recommendations. 
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type of activities and assessment. Specijcations such as the 
frequency and duration of mobilisation activities are still 
unknown. Future research including a wider MDT perspec-
tive and focusing on the use of standardised outcome mea-
sures could further enhance clinical practice. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethical approval was obtained by the UCL Research Ethics 
Committee (UCL REC) on March 22, 2024 (Project ID: 
27231/001)(Appendix C). Appropriate management and 
storage of personal data and records were followed accord-
ing to the Data Protection Legislation, the research project 
was registered with the UCL Data Protection Ofjce (Regis-
tration number: Z6364106/2024/04/06health research). 

29. RESTORE - REHAB STEP-DOWN THERAPY 
OUTREACH SERVICE TO DECREASE LENGTH OF 
STAY AND IMPROVE FUNCTIONAL ABILITY 
POST INTENSIVE 

Gemma Rix*1, Sam Woodcock1 and Zoe van Willigen1 
1University Hospital Southampton 
*gemma.rix@uhs.nhs.uk 

BACKGROUND 

The long-term negative impacts of a critical care admission 
on patient outcomes and quality of life are well recognised. 
National guidance recommends that continuity of rehabil-
itation is vital because any breaks or gaps can set back or 
slow down recovery. Patients and their families have told us 
that the transition to the ward after being in the Intensive 
Care Unit (ICU) is daunting and that they wished someone 
had told them what to expect regarding the ICU recovery 
journey. 

AIMS/OBJECTIVE 

This 6-month project aimed to improve patient experience 
in addition to reducing their ward length of stay (LOS) and 
improving their functional ability. 

METHODOLOGY 

Patients who were ventilated for >72hours on either the 
General Intensive Care Unit (GICU) or the Cardiac Intensive 
Care Unit (CICU) at University Hospital Southampton (UHS) 
were included in the RESTORE project following ICU dis-
charge. Daily, patients were given two therapy sessions in 
addition to usual care – these sessions included; physical 
and non-physical interventions, delirium management, 
wellbeing sessions and education on Post Intensive Care 
Syndrome (PICS) for both staff and patients, alongside dis-
charge co-ordination. Once discharged home patients were 
given a follow up phone call 2 months later to check their 
progress and signpost accordingly if needed. 

RESULTS 

32 out of the 46 patients discharged by the end of month 6 
were matched with previous patients using a matching al-
gorithm. There was an average LOS reduction of 5.89 days 
for the matched patients. The cost of this LOS saving was 
£63,332.64. The ‘Post Intensive Care Presentation Screen’ 
(PICUPS) was used to screen patients at risk of PICS at both 
ICU discharge and hospital discharge, and all domains of 
the tool showed improvements following the RESTORE in-
terventions. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Having a single focus on recovery after ICU, from a dedi-
cated team with knowledge of the recovery pathway whilst 
also advocating for the patient were key to the success of 
this project. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

ZAUD 7911 - audit number 

30. PHYSIOTHERAPY IN DECEASED ORGAN 
DONATION: A MIXED METHODS STUDY OF 
CURRENT PRACTICE AND PERCEPTIONS 
AMONGST UK-BASED INTENSIVE CARE 
PHYSIOTHERAPISTS 

Shannon Saunders*1, Emma Swingwood2, Zoe van Willi-
gen1, Sarah Rand3 and Harriet Shannon3 

1University Hospital Shouthampton. 2University Hospi-
tals Bristol and Weston. 3University College London 
*shansaunders@hotmail.co.uk 

BACKGROUND 

Potential organ donors are often identijed in intensive care 
following brainstem or circulatory death. Once identijed, 
clinical optimisation is fundamental for maintaining organ 
viability. Physiotherapists are well placed to facilitate this 
through targeted interventions that reduce respiratory 
complications. Despite this, little attention has been given 
to the physiotherapy role in deceased organ donation to 
date. 

AIMS/OBJECTIVE 

This study aimed to describe current practice and explore 
perceptions of physiotherapists working in the United 
Kingdom involved in the management of deceased organ 
donors. 

METHODOLOGY 

An explanatory sequential mixed methods design was 
utilised. An online survey was developed to describe the na-
tional picture of current physiotherapy practice. It was val-
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idated and piloted before distribution via social media and 
the Association for Chartered Physiotherapists in Respira-
tory Care newsletter. At the end of the survey, participants 
were invited to leave an email address for further participa-
tion in interviews. Online, semi-structured interviews were 
conducted to explore physiotherapists’ perceptions and at-
titudes of the physiotherapy role in deceased organ dona-
tion. Survey data were analysed descriptively, using fre-
quencies and percentages. Interview data were analysed 
using framework analysis. 

RESULTS 

Fifty-six physiotherapists completed the survey. They 
worked in hospitals across the UK and had a median (range) 
of 10 (1-42)years of intensive care experience. Of these, 
52% (n=29) were involved in the management of deceased 
organ donors ‘always’ or ‘most of the time’. The most com-
mon treatment aims were secretion clearance (49%, n=27) 
and lung optimisation (45%,n=25). Suction was the most 
frequently performed intervention(95%, n=53), followed by 
positioning (71%, n=40) and manual techniques (71%, 
n=40). Only 5% of participants (n=3) had a local guideline in 
place. Interviews were completed with seven participants. 
In total, 22 themes were identijed across 6frameworks: ex-
periences, barriers, perceptions, physiotherapists’ learning 
needs, multidisciplinary team learning needs and future 
needs. Clinicians generally viewed their role in treating de-
ceased organ donors positively. Barriers included a lack of 
a unijed approach, clinician discomfort, and sensitivities 
around the presence of relatives. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

The role of physiotherapy for potential organ donors is un-
der-explored. Our jndings suggest disparities in practice 
nationally and a lack of consensus over how to manage this 
patient group. There is a need for further training to sup-
port clinical reasoning as well as guideline development, 
that considers the complexities (practical, ethical and emo-
tional) surrounding this topic. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Low-risk ethics approval was obtained from the University 
College London (UCL) ethics committee (project ID: 26647/
001) as part of a MSc dissertation. 

31. INOTROPIC SUPPORT AND MOBILISATION 
WITHIN ADULT INTENSIVE CARE UNITS IN THE 
UNITED KINGDOM: A NATIONAL SURVEY 

Alexandra Ward*, Harriet Shannon and Charlotte Pereira 
*alexandra13williams@gmail.com 

BACKGROUND 

Patients in intensive care require life-saving support, care 
and interventions for reasons including sepsis, pneumonia, 

major surgery, trauma or a sudden event such as a heart at-
tack. Patients in intensive care often require inotropic med-
ication to support their cardiac function and, in turn, opti-
mise organ perfusion. Historically, these medications have 
been considered a precaution or barrier to patient mobilisa-
tion. Currently, there are no national guidelines regarding 
safe mobilisation for patients requiring inotropic support. 
National variations in practice remain unknown. 

AIMS/OBJECTIVE 

To survey physiotherapists in the United Kingdom (UK) to 
understand current practice in mobilising patients requir-
ing inotropic support in intensive care. Objectives; 1. To 
explore factors inkuencing clinical reasoning and decision-
making 2. To explore inotropic medication used and safety 
limits 3. To explore the variance in practice within the UK. 

METHODOLOGY 

Physiotherapists, with experience of treating patients in 
UK intensive care units, were recruited via clinical interest 
groups and social media. They completed a twenty-jve 
question online survey consisting of open, closed and vi-
gnette questions. Questions related to inotropic agents 
used, safety parameters, and clinical reasoning. The survey 
was piloted and validated prior to distribution. 

RESULTS 

There were 52 completed surveys from physiotherapists 
across nine different regions. They were predominantly 
agenda for change band 6 (35%, n=18) or band 7 (44%, 
n=23) therapists. Hospital characteristics varied, and most 
were district general hospitals (65%, n=34). Noradrenaline 
(94%, n=49) was the most commonly used inotrope, fol-
lowed by metaraminol (60%, n=31) and vasopressin (54%, 
n=20). In total, 45 (87%) participants reported mobilising at 
least ‘a few’ patients receiving inotropic support. Th e main 
factor considered prior to mobilising was the reason for in-
otropic support (94%, n=49). Of the responses, 40% (n=21) 
had safety parameters for each medication. Most respon-
dents (96%, n=50) stated that inotrope dosage was the main 
limitation to mobility. Within the vignettes, main consid-
erations were; the patient’s response throughout mobility 
(52%, n=80/155), the stability of the patient’s observations 
(21%, n=33/155), the patient’s past medical history (13%, 
n=20/155).There were no statistically signijcant differences 
in the years of clinical experience and decision to mobilise 
any of the vignette examples (vignette 1:p=0.45, vignette 2: 
p=0.11 and vignette 3: p=0.42). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Mobility was frequently considered when treating patients 
who were receiving inotropic support in the UK. Although 
respondents stated inotropic dose as the primary barrier to 
mobilisation, the specijcs around this varied. Further work 
is needed to build guidelines for consistent clinical practice. 
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ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

A low-risk ethics application was submitted and approved 
by the University College London (UCL) research ethics 
team under the project identijcation number: 24857/001. 

32. SERVICE EVALUATION OF BREATHING 
PATTERN DISORDER (BRPD) ASSESSMENTS: 
DEVELOPMENT OF A PROFORMA AND 
EXPLORATION OF ASSESSMENT PRACTICES AT 
TWO LONDON HOSPITALS 

Qianci Zhu*1, Lizzie Grillo2, Kit Pollard3, Leyla Osman3 and 
Harriet Shannon1 

1University College London. 2Royal Brompton Hospital. 
3St Thomas’Hospital 
*sejjzhu@ucl.ac.uk 

BACKGROUND 

Breathing Pattern Disorders (BrPD) are conditions where 
dysfunctional breathing disrupts metabolic homeostasis. 
Physiotherapists are pivotal in diagnosing and managing 
BrPD; however, the absence of a gold-standard assessment 
framework leads to variability in practice, potentially af-
fecting diagnostic accuracy and patient outcomes. This 
study evaluates physiotherapy assessment practices at two 
London hospitals to identify opportunities for standardiza-
tion and improvement in clinical care. 

AIMS/OBJECTIVE 

This study aimed to evaluate and compare physiotherapy 
assessments for BrPD at two different London hospitals 
within the same Trust, identifying variability and con-
tributing factors. The study sought to provide insights to 
guide the development of local standardized BrPD assess-
ment protocols. 

METHODOLOGY 

This service evaluation was undertaken in two stages: Stage 
1: A literature review identijed the most frequently re-
ported and clinically relevant components of BrPD assess-
ment. These jndings guided the development of a data col-
lection tool, collaboratively designed by the project team 
and peer-reviewed by two BrPD experts from the partici-
pating hospital sites. The tool captured key subjective, ob-
servational, and objective assessment components, ensur-
ing clinical relevance and alignment with evidence-based 
practices. Stage 2: A retrospective review of physiotherapy 
notes was undertaken for patients assessed for BrPD at 
both hospitals between May 2021 and May 2022 (inclusive). 
Records from initial and follow-up assessments were in-
cluded, excluding incomplete or ambiguous cases. Data 
were extracted to assess the application and frequency of 
BrPD assessment components. 

RESULTS 

355 BrPD assessments were reviewed, including 55 and 52 
initial assessments and 139 and 109 follow-up assessments 
at hospitals1 and 2, respectively. Key jndings revealed sig-
nijcant variability in assessment approaches. Hospital 1, 
which implemented structured proformas, demonstrated 
more consistent documentation of subjective and observa-
tional components, including frequent use of the Breathing 
Pattern Assessment Tool (BPAT) in >90% of initial assess-
ments. In contrast, Hospital 2 tended to have a more kex-
ible approach to assessment that was aligned with specijc 
aspects of the patients’ presentations. Objective assess-
ment components, such as musculoskeletal and exercise 
evaluations, were underutilized across both sites. Varia-
tions in service design, including in-patient stays and pro-
forma use at Hospital 1, may explain the observed differ-
ences. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This study revealed variability and gaps in current BrPD as-
sessment practices, underscoring the need for a standard-
ized approach to assessment. Benchmarking current prac-
tice provided an opportunity for identijcation of future 
quality improvement changes within both services around 
BrPD assessment. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This service evaluation utilized a retrospective case note 
review. Ethical approval was not required but was regis-
tered with local audit departments at RBH and GSTT. 

33. UNVEILING EVIDENCE GAPS: ASSESSING 
INSPIRATORY MUSCLE TRAINING FOR 
INPATIENT COPD MANAGEMENT 

Ellis Porter*1, Daniel Holland1, Chloe Tait1, James Hill2 and 
Catherine Harris2 

1Blackpool Victoria Hospital. 2University of Central Lan-
cashire 
*ellis.porter@nhs.net 

BACKGROUND 

Chronic Obstructive Pulmonary Disease (COPD) is the most 
prevalent chronic respiratory disease worldwide affecting 
300million people globally with a prevalence rate of 
10-12.2%. Respiratory muscle dysfunction in COPD is as-
sociated with dyspnoea and reduced exercise capacity. This 
modijable weakness can be addressed through Inspiratory 
Muscle Training (IMT) improving inspiratory muscle 
strength and patient quality-of-life (QOL). In 2024, Black-
pool Teaching Hospitals initiated a Quality Improvement 
project to assess the adoption of IMT using the Power-
breathe KH2-IMST device for mechanically ventilated and 
tracheostomy patients in intensive care. The evaluation 
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yielded positive results. With the trust’s recent investment 
in this technology, clinicians sought to maximise its utility 
by exploring its application in other clinical contexts. To 
this end, a critical appraisal was conducted and a commen-
tary paper produced examining the potential benejts of 
IMT in managing inpatients with COPD. 

AIMS/OBJECTIVE 

This project aimed to review the body of evidence using 
IMT as a treatment modality in the management of patients 
with COPD. This abstract presents our specijc rekections 
and lessons learnt from completing the project. 

METHODOLOGY 

With support from the University of Central Lancashire 
and NIHRARC Northwest, a Rapid Conversion of Evidence 
Summaries project was undertaken. The aim of this project 
was to identify a systematic review relevant to the clinical 
area, critically appraise it, and summarize its main jndings. 
These jndings were then contextualized in relation to the 
project proposal in this case, the use of IMT for inpatients 
with COPD. 

RESULTS 

The jndings from the methodologically robust systematic 
review indicated that IMT is effective in improving dys-
pnoea, functional exercise capacity, inspiratory muscle 
strength, and health-related QOL. However, all but one of 
the studies included in the review excluded patients who 
had experienced an exacerbation within the preceding 
three weeks. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Findings from this project have identijed that although 
IMT has been presented as benejcial in this patient pop-
ulation, further research is required for the use of IMT in 
patients with an acute exacerbation of COPD. This project 
aimed to evaluate IMT as a potentially benejcial treatment 
modality. Although the evidence indicates its potential ef-
fectiveness, further research is required to assess its safe 
application specijcally for patients experiencing an acute 
exacerbation of COPD, prior to its implementation in clini-
cal practice. Although the results of the project did not pro-
vide the information required to complete a service evalua-
tion of this treatment modality, it identijed the importance 
of evidence-based practice and absence of evidence chang-
ing clinical decision making. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This project did not require ethical approval as this was 
a critical appraisal of evidence and did not impact patient 
care. The Health Research Authority decision tool was used 
prior to the project and ethical approval was not indicated. 

34. PROVIDING VIRTUAL PULMONARY REHAB 
FOR INTERSTITIAL LUNG DISEASE PATIENTS AT 
A TERTIARY CARE CENTRE: A SERVICE 
IMPROVEMENT 

Bethan Murphy*1, Rebecca Gore1, Rebecca Livingstone1 
1 University College London Hospital NHS FT 
* bethan.murphy2@nhs.net 

BACKGROUND 

Interstitial lung disease (ILD) is an umbrella term for a 
group of conditions that cause inkammation and scarring 
of the lungs. The2023 BTS clinical statement recommends 
offering pulmonary rehabilitation (PR) to symptomatic in-
dividuals with ILD [1]. There is a growing body of evidence 
for improved symptoms, health related quality of life and 
functional status associated with PR in ILD [2]. However, 
a tertiary care model spread over a large geographical dis-
tance, and high disease burden, often makes PR inacces-
sible for ILD patients. This service improvement aimed to 
provide PR to an ILD cohort via virtual model, and to assess 
the feasibility, safety, and effectiveness of providing this 
course on a permanent basis. 

METHODOLOGY 

9 Patients (4 male, 5 female, median age 69.5, Median FVC 
58.4%, Median predicted KCO, median TLCO_SB 37.2 
mmol/(min kPa)) from a tertiary ILD service undertook an 
8-week programme of PR comprising of a 1-hour weekly 
exercise group. A total of jve 30-minute ILD specijc ed-
ucation sessions were delivered over Zoom. Exercise focus 
alternated between strength and cardiovascular. Exercises 
were adapted to different levels depending on individual 
needs of the patient and comprised of 3 sets each for 1 
minute, with 1 minute rest in between. Patients were en-
couraged to keep their BORG score at a 3-4, and to take ex-
tra rests if required. Saturations were measured as needed. 
6 minute walk test (6MWT) distance, sit to stand test (STS), 
and KBILD quality of life measures were completed before 
and after the programme. 

RESULTS 

Post completion of course, the data was analysed and the 
P scores calculated using the Wilcoxon Signed Rank Test. 
Median KBILD scores improved in the psychological and 
chest symptoms domains (3.785 pre, 4.428 post (p=0.016) 
and 3.666 pre, 4.833 post(p=0.022) respectively). Change in 
6MWT and STS showed improvement but did not reach sta-
tistical signijcance (265m pre,338.5 post (p=0.233) and 15 
pre, 19 post (p=0.136) respectively). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

A virtual pulmonary rehabilitation class is feasible for ILD 
patients. Improvements were seen in quality of life. In this 
progressive lung condition exercise tolerance was main-
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tained, but did not statistically signijcantly improve. The 
programme showed that a virtual model. Pulmonary rehab 
course is safe to implement with the ILD cohort on a per-
manent basis. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Not applicable due to project design (service improvement 
project) 
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36. EVALUATING THE IMPACT OF THE CARDIAC 
ARREST PREVENTION QUALITY IMPROVEMENT 
PROJECT ON RESPIRATORY PHYSIOTHERAPY 
SERVICES ON CARDIAC INTENSIVE CARE: A 
SINGLE CENTRE SERVICE EVALUATION 

Paige McMurchie*1, Stephanie Clarke1 
1Birmingham Children’s Hospital 
<*paige.mcmurchie2@nhs.net> 

BACKGROUND 

The Cardiac Arrest Prevention Quality Improvement (CAP-
QI) highlights children at high risk of cardiac arrest follow-
ing cardiac surgery. The CAP-QI recommends a protocol-
ised package of care and has led to a signijcant reduction 
in the number of cardiac arrests occurring. Following the 
introduction of CAP-QI one year ago, clinically it has been 
observed that more children have been re-referred to phys-
iotherapy. 

AIMS/ OBJECTIVE 

To evaluate the impact of CAP-QI project on respiratory 
physiotherapy service provision. 

METHODOLOGY & MAIN BODY 

Respiratory physiotherapy service provision was evaluated 
in 25children day one of admission to the cardiac intensive 
care unit (CICU) in November 2024. Number of children 
discharged, re-referred within 72 hours of discharge and 
children managed via CAP-QI were recorded. Data collected 
was directly compared to results obtained as part of a ser-
vice evaluation conducted in November 2023 
(CARMS-31712). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

The introduction of the CAP-QI project does not appear to 
impact physiotherapy service provision and patients are ap-
propriately re-referred to physiotherapy. However, propor-

tionally few patients were managed via CAP-QI therefore a 
longer period of evaluation is required to fully explore the 
impact of CAP-QI on physiotherapy service provision. 

RESULTS 

25 patients ranging from day 1 of life to 16 years old, with 
a mean age of 2.1 years, with a range of cardiac conditions 
were included in the study. Four patients were managed via 
CAP-QI. Patients re-referred within 72 hours of discharge 
has remained comparable (2,8%) to the service evaluation 
conducted in November 2023 (1, 4%). The re-referrals were 
due acute deterioration following non-bronchoscopic bron-
choalveolar lavage and following establishment of Extra-
corporeal Membrane Oxygenation. No patients included in 
the CAP-QI study were re-referred to physiotherapy within 
72 hours of discharge. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

CARMS-31712 

37. SINGING AS AN INTERVENTION TO 
IMPROVE RESPIRATORY MUSCLE STRENGTH IN 
CHRONIC RESPIRATORY DISEASES – A 
SYSTEMATIC REVIEW AND META-ANALYSIS 
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BACKGROUND 

Chronic respiratory disease (CRD) often results in respi-
ratory muscle weakness, negatively impacting health and 
quality of life. Singing could potentially improve respira-
tory muscle strength inpatients with CRD. A previous study 
reported a minimal clinical important difference (MCID) 
for Maximum Inspiratory Pressure (MIP) ranging between 
7.9-13.5cmH2O from Pulmonary Rehabilitation [1]. 

AIMS/ OBJECTIVE 

This systematic literature review investigated whether 
singing is an effective intervention to improve respiratory 
muscle strength in adults with CRD. 

METHODOLOGY & MAIN BODY 

Search Strategy: Four online databases (APA PsychINFO, 
CINAHLPlus, PubMed and Scopus). Inclusion Criteria: 
Studies that had adults with stable CRD, the intervention 
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of singing or phonated exercises in comparison to standard 
care or control group. Study designs of Randomised Con-
trolled Trials (RCTs) and observational cohort studies. The 
primary outcome measure: Change in MIP. Secondary out-
come measures: Changes in Maximum Expiratory Pressure 
(MEP), Sniff Nasal Inspiratory Pressure (SNIP), Peak Ex-
piratory Flow Rate (PEFR). Study selection: Articles were 
jrst screened for duplicates, then titles and abstracts, their 
availability in full text, then assessed by eligibility based 
on Population, Intervention, Control, Outcome and Study 
Design criteria and inclusion and exclusion criteria. Data 
extraction and data analysis: Data were accessed by jrst 
author, moderated by AL, for year of publication, study 
design, participant characteristics (both intervention and 
control groups) and outcome measures. Mean difference, 
weighted mean difference (WMD), conjdence intervals, 
and heterogeneity values like I2 and degrees of freedom 
were calculated. Quality assessment and risk of bias: The 
PEDro scale assessed risk of bias for RCTs and JBI appraisal 
tool assessed other study designs for risk of bias. GRADE 
criteria were used to assess quality of evidence in the study. 

RESULTS 

Of 834 papers screened, three were eligible for review. The 
meta-analysis of MIP WMD was 2.95 cmH2O (95% CI, 
0.21-5.70cmH2O), Heterogeneity of the study: Chi² = 0.03, 
df = 1 (P = 0.87);I² = 0%, overall effect: Z= 2.11 (P = 0.04). 
MEP, SNIP and PEFR were unable to be used in meta-analy-
ses due to lack of data across studies. According to GRADE 
there was a high risk of bias, indirectness and imprecision. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Singing has the potential to improve MIP for people living 
with CRD. These results should be interpreted with caution 
due to the lack of studies and quality assessment. More re-
search is needed to conclude whether singing classes im-
prove respiratory muscle strength in people with CRD. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

No ethical approval was required for this study because it 
was a systematic review. It was pre-registered on Open Sci-
ence Framework (https://osf.io/ebvfk) 
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BACKGROUND 

Singing for Lung Health (SLH) is an Arts in Health inter-
vention with positive results from randomised controlled 
trials [1] and qualitative data supporting improvements in 
physical related quality of life. SLH was used as a mainte-
nance intervention within a Randomised Controlled Trial 
(RCT) and singing taster sessions were integrated within 
Pulmonary Rehabilitation (PR) education. The research 
study was funded by the National Institute for Health Re-
search (NIHR) under its Research for Patient Benejt (RfPB) 
Programme (Grant Reference Number NIHR201539). The 
views expressed are those of the author(s) and not neces-
sarily those of the NIHR or the Department of Health and 
Social Care. 
Here we present the experience, from a PR education 

lead, regarding the experience of SLH integration within a 
PR education programme. 

EXPERIENCE 

The Harejeld PR programme consists of a comprehensive 
education component across face-to-face, virtual, and 
home exercise programmes. We were approached by the Di-
rector of The Musical Breath to see if it would be possible 
to incorporate a SLH taster session into our education pro-
gramme to help improve uptake and recruitment into a re-
search study. 
We had recently recruited lots of new members of staff, 

so these sessions were welcomed to help staff to under-
stand what SLH is and be better able to promote referral of 
patients to a local SLH groups outside of the research study. 
Initially, the WHAM taster session was done via a short 

video which included a practical component. Later, we were 
fortunate enough to have members of the Arts in Health 
Department attending classes and performing live sessions 
both at Harejeld, and in all our community classes. 
Patients and staff appeared to enjoy these sessions, and, 

in most cases, patients took part in the practical element. It 
brought out the singers within our cohort, for example with 
one patient creating harmonies to the music which encour-
aged others to take part. We have been exploring new ways 
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of delivering education and this certainly helped to create a 
less didactic approach. Other patients were less enthusias-
tic, with one patient walking out of a session! 

FUTURE PLANS 

The Harejeld PR Team has an online education platform 
which can be accessed by all patients. It would be benejcial 
to have a short video incorporated into this platform so 
patients can access SLH education in their own time and 
can be directed to it during formal education sessions. This 
would nicely complement our breathing techniques ses-
sion. 
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BACKGROUND 

Children with Primary ciliary dyskinesia (PCD) use person-
alised airway clearance techniques (ACT) to facilitate clear-
ance of secretions from their airways, yet the effects of ACT 
regimens on regional lung ventilation are unknown. 129Xe 
Ventilation MRI(129Xe-MRI) is a lung imaging method that 
images the distribution of ventilation within the lungs. 
Whilst 129Xe-MRI ventilation defect percentage (VDP), 
which represents the proportion of the lung without ven-
tilation, is an established sensitive, whole lung met-
ric,129Xe-MRI can also provide information on regional 
lung ventilation. 

AIMS/ OBJECTIVE 

We aimed to assess the effects of a single personalised ACT 
regimen on regional ventilation using 129Xe-MRI. 

METHODOLOGY & MAIN BODY 

Children with PCD were imaged with 129Xe-MRI at three 
time points on one day: pre, post and 4-hours post-ACT. 
Participants completed personalised ACT regimens as rec-
ommended by their local physiotherapist. Regional ventila-
tion was assessed by categorising each voxel in the 129Xe-
MRI according to signal intensity. Ventilation was 
categorised as: high, normal, low, or ventilation defect 
(VDP). Regional change following ACT was assessed using 
treatment response mapping, comparing images acquired 
post-ACT and 4-hours post-ACT with those acquired at 
baseline. We then calculated the proportion of VDP that 
persisted post-ACT (P-VD) and the proportion of lung vol-
ume changing to or from low ventilation or VDP (%change). 
Data is presented as median (IQR) or mean [SD]. 

RESULTS 

26 children were assessed (14 male, age 7-17years, FEV1 z-
score=-1.5 [1.6]). Most had visible defects at baseline pre-
ACTVDP= 6.0 (12.8) %. Post-ACT more than 50% of baseline 
VDP had improved in most individuals (20/26 (76.9) %)), 
but some individuals had signijcant persistent defects; P-
VD = 23.9 (36.2) %. Widespread ventilation changes were 
seen %change = 21.3(15.4) %. Similar changes were seen 
4-hours post-ACT: P-VD =21.4 (36.9) %; %change = 20.8 
(13.1) %. Both the P-VD and % change assessed post-ACT 
correlated signijcantly with baseline VDP: (r=0.8, p<0.001 
and r=0.9, p<0.001 respectively). Similar correlations were 
seen 4-hours post-ACT; (r=0.8, p<0.001 and r=0.9, p<0.001 
respectively). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

129Xe-MRI provides novel insights into regional ACT re-
sponse revealing widespread ventilation changes including 
positive and negative re-distribution following a single ACT 
regimen. Children with more advanced disease as assessed 
by VDP have higher persistence of defects and greater ven-
tilation re-distribution following ACT. The changes in ven-
tilation distribution seen are possibly due to secretion 
movement. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

NHS HRA approval was conjrmed for this study on 09/07/
21 (REC reference: 21/SC/0197). 
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BACKGROUND 

As a newly graduated physiotherapist, concluding my Mas-
ter’s level education at the University of Southampton, I 
was presented with a unique opportunity to contribute as 
an educator at the same institution. This involved support-
ing current students intheir education whilst bridging the 
transition from academia to clinical practice. This provided 
a valuable opportunity to share recent insights and develop 
my own transferable skillset. There were, however, poten-
tial challenges, including navigating the role of peer and 
educator, managing time constraints alongside clinical de-
mands and the adaptation process as a new Band 5physio-
therapist. 

AIMS 

The initiative aimed to: (1) Support current students with 
authentic, practice-based insights and application towards 
their own learning. (2) Enhance student experiences and 
employability by discussing real world challenges and skills 
required for a successful transition out of full-time educa-
tion (3) Development of my own leadership, clinical edu-
cation and continual professional development as a recent 
graduate. 

RESULTS 

The integration of my experiences into the educational set-
ting yielded signijcant outcomes including: Teaching 
across multiple modules: I facilitated practical sessions in-
cluding deteriorating patient simulations, mimicking real-
world scenarios. These provided tailored feedback to help 
students rejne their communication, clinical reasoning, 
and rekective skills. These sessions aligned with the de-
mands of on-call respiratory practice, offering students re-
alistic preparatory experiences. I taught anatomy at the 
UHS cadaver laboratories for which students can build a 
foundation in understanding pathophysiology and the clin-
ical implications. Interviewing Applicants for BSc Phys-
iotherapy: I assisted university lecturers in coordinating 
interviews; identifying the skills and attributes and extrap-
olating from individual’s personal statements and explor-
ing their own “why” for choosing this allied health pro-
fession. Employability Events: Delivering lectures both 
describing my own experiences and actively engaging in 
discussions with students emphasising the challenges of 
transitioning from student to practitioner. This included 
building resilience, adaptability, and conjdence while nav-
igating the development of current students. Recent grad-
uates provide a relatable and pragmatic perspective that 
bridges the gap between academic learning and clinical 
practice. This novel approach benejts both the students 
and the graduate educators, offering opportunities for con-
tinuing professional development and enhancing skills in 

teaching, mentoring, and rekective practice. It fosters a 
collaborative model of learning. The initiative promotes 
lifelong learning, enhances employability, and strengthens 
practice education for physiotherapy students and clini-
cians alike. expectations of early clinical practice. 

IMPLICATIONS FOR PRACTICE 

There is signijcance in leveraging the skills and experi-
ences of recent graduates to enhance the education and ca-
reer. 

41. CAN 129XE VENTILATION MRI GUIDE 
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6Royal Manchester Children’s Hospital, Manchester, UK 
7Department of Health Sciences, University of Leicester, 

Leicester, UK 
*lynneschojeld@nhs.net 

BACKGROUND 

Children with Primary ciliary dyskinesia (PCD) are advised 
to use airway clearance techniques (ACT) to facilitate clear-
ance of secretions from their airways, but physiotherapists 
lack sensitive outcome methods to guide ACT regimen per-
sonalisation. 129XeVentilation MRI (129Xe-MRI) is an 
imaging method that provides a3D image of ventilation dis-
tribution in the lungs. 

AIMS/ OBJECTIVE 

We aimed to establish if providing data from 129Xe-MRI 
and structural MRI inkuenced physiotherapists’ decision 
making. 

METHODOLOGY & MAIN BODY 

As part of a broader study, children with a conjrmed diag-
nosis of PCD were assessed with structural MRI, and with 
129Xe-MRI at three time-points on one day: pre-ACT, post-
ACT and 4-hours post- ACT. Participants completed their 
usual personalised ACT regimens as advised by their local 
physiotherapist. During cognitive task analysis interviews 
[1], physiotherapists were asked to “think aloud” their clin-
ical decisions whilst reviewing the data of children with 
PCD under their care: routine clinical information; baseline 
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structural MRI; 129Xe-MRI data acquired pre, post-ACT and 
4-hours post-ACT. 

RESULTS 

Five experienced physiotherapists from four NHS trusts re-
viewed data from a total of 19 children with PCD (age 
5-17years). Minimal ACT changes pertaining to positioning 
during airway clearance were proposed when physiother-
apists reviewed the structural MRI scans. 129Xe-MRI data 
aligned with the physiotherapists’ existing clinical impres-
sion for nine cases. In these reviews, the 129Xe-MRIeither 
conjrmed the physiotherapists’ ACT regimen decision or 
led them to propose modijcations. In ten cases 129Xe-MRI 
challenged the current clinical impression which had been 
formed from prior knowledge of the patient, routine clinical 
information, and structural MRI jndings. For these cases, 
the physiotherapist either: re-evaluated their clinical deci-
sions and proposed ACT regimen modijcations or; felt un-
sure what regimen changes to propose during the review, 
so planned to reassess the patient in light of the129Xe-MRI 
jndings. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Clinical review of 129Xe-MRI data led physiotherapists to 
propose ACT regimen changes in most children with PCD. 
In some cases, physiotherapists reported clinical re-assess-
ment in light of the129Xe-MRI jndings was warranted prior 
to making regimen modijcations. 129Xe-MRI provides an 
intuitive 3D lung ventilation image, which is sensitive to 
airways obstruction and can inform ACT regimen personal-
isation. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

NHS HRA approval was provided on 9/7/21 (REC refer-
ence:21/SC/0197) 
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BACKGROUND 

Extubation failure is associated with poor health outcomes 
for patients and various studies have identijed multiple 
risk factors and causes. 

AIMS/ OBJECTIVE 

The aim of this study was to evaluate local risks and causes 
of extubation failure via a retrospective service evaluation 
in a trauma critical care unit over a six-month period. 

METHODOLOGY & MAIN BODY 

Extubation failure, dejned as re-intubation within 72 
hours, was assessed in patients aged ≥18 years who were 
mechanically ventilated (MV), electively extubated, and 
survived 72 hours post-extubation. Patients who had a tra-
cheostomy or were extubated for palliative purposes were 
excluded. Independent t-tests were used to determine be-
tween-group differences in length of stay, days MV prior to 
extubation, age and APACHE II score. A risk ratio was used 
to determine the probability of a failed extubation based on 
whether the patient was extubated on a weekday or week-
end, and during the daytime or overnight. The documented 
cause of extubation failure was also recorded. 

RESULTS 

Of 208 patients electively extubated, 38 (18.4%) failed. Pri-
mary documented causes were poor cough with retained 
secretions (31.6%) and agitation/delirium (23.7%). There 
were no signijcant differences in age (-1.48; 95% CI, -6.81, 
3.84, p=0.58) or APACHEII score (-0.95; 95% CI, -3.11, 1.23, 
p=0.39) between successful and failed extubations. How-
ever, patients who experienced extubation failure had a sig-
nijcantly longer MV duration prior to extubation (10.1 ±6.2 
vs 3.7 ±3.3 days; 95% CI 4.9, 7.8; p<0.001)and a signij-
cantly longer critical care length of stay (mean difference 
15.6 days; 95% CI, 12.9, 18.4; p<0.001) compared to those 
successfully extubated. Following extubation, the risk ratio 
of a failed extubation occurring overnight vs daytime was 
1.03 (95%CI0.9 to 1.2), and the risk ratio of a failed extuba-
tion occurring on the weekend vs weekday was 1.0 (95%CI 
0.9 to 1.2). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Extended duration of MV was associated with failure. Fac-
tors such as age, APACHE II score, time of day, and day of 
the week were not identijed as being associated with extu-
bation failure. Primary reasons for failure were poor cough 
or delirium. The results of this service evaluation provide 
a rationale for undertaking a quality improvement initia-
tive, to implement a protocol and standardised assessment 
pathway for extubation. Future research should include a 
qualitative approach to explore clinicians’ decision-making 
processes around extubation. This service evaluation has 
highlighted that clinicians should carefully consider all po-
tential risk factors before trialling an extubation, particu-
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larly being cognisant of patients who have been MV for a 
prolonged period. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The Trust in which the study was undertaken required that 
the service evaluation be registered with the Data, Security 
and Protection team. A service evaluation screener was 
completed and approved by the Trust and submitted to the 
Brunel Research Ethics Online (BREO) system and subse-
quently approved. 
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BACKGROUND 

Primary ciliary dyskinesia (PCD) is an autosomal recessive 
disease thought to affect 1 in 7,500 of the population. PCD 
affects normal ciliary function leading to chronic cough. In-
creased coughing in people with chronic lung disease in-
creases the load on the pelvic koor muscles and this can 
lead to incontinence. Pelvic health problems such as stress 
urinary incontinence (SUI) is thought to affect 25 – 50% 
of women at some point in their lives [1]. However, the 
incidence of pelvic health problems for those living with 
chronic lung disease is even higher; 71% in those with cys-
tic jbrosis and 70% in those with COPD [2]. Although con-
tinence issues may be a barrier to undertaking airway clear-
ance and exercise there is little data on the incidence of 
pelvic koor issues in adults with PCD. 

METHOD 

Data was collected retrospectively from annual review ap-
pointments between January and October 2024 at each of 
the four adult PCD centres in England. Patients were asked 
about their pelvic heath and any problems they were expe-
riencing; this is routine clinical data that forms part of the 
physiotherapy annual review proforma. 

RESULTS 

487 patients (196 male, 291 female) were asked about their 
pelvic health. 96 females (33%) and 6 males (3%) reported 
issues. Females all reported symptoms of SUI; males re-
ported a mixture of SUI, faecal incontinence and prostate 
problems. 

CONCLUSION 

The results suggest the incidence of pelvic health issues 
in adults with PCD is similar to the general population, 
but lower than the incidence of pelvic koor issues in other 
chronic lung diseases. However, it is likely that symptoms 
were under-reported due to the stigma associated with con-
tinence issues, particularly in people with chronic lung dis-
ease [3]. 
Further work is needed to explore the barriers for males 

and females reporting these issues to their physiotherapist 
as referral to specialist pelvic health services could help im-
prove quality of life and adherence to physiotherapy treat-
ments. Additionally, further research should be undertaken 
to understand the effect of lung function, pregnancy and 
exercise on pelvic health in adults with PCD. 
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44. AN ONLINE SURVEY OF THE RESPIRATORY 
PHYSIOTHERAPY MANAGEMENT OF 
VENTILATED ACUTE CERVICAL SPINAL CORD 
INJURY PATIENTS IN THE UK 

Lindsey Ness*1, Christopher Boyes1, Lauren Bedford1 
1York St John University 
*lindsey.ness@nhs.net 

BACKGROUND 

Increasing demand for specialist spinal cord injury centre 
(SCIC) beds in the UK has resulted in growing numbers of 
mechanically ventilated patients with acute cervical spinal 
cord injury (CSCI) receiving care in non-specialist hospitals 
[1]. Clinicians in non-specialist centres may have limited 
experience delivering care to this complex patient group, 
potentially leading to unwarranted practice variation and 
unfavourable patient outcomes [2]. UK physiotherapists 
have a central role in delivering respiratory care during 
the acute phase post CSCI. Despite this, limited evidence 
describing the physiotherapy management or how varies 
across different settings is currently available. 

Abstracts

Journal of the Association of Chartered Physiotherapists in Respiratory Care 25



AIMS/ OBJECTIVE 

To establish the current UK respiratory physiotherapy man-
agement of this patient group and whether there are differ-
ences in practice based on clinical setting. 

METHODOLOGY & MAIN BODY 

A quantitative, cross sectional, electronic survey was used 
to collect anonymous data from a convenience sample of 
HCPCregistered UK physiotherapists. Participants were re-
cruited using a web-based link publicised via: ACPRC, CSP 
(iCSP page),RISCI, Spinal Injury Association, MASCIP and 
the Intensive Care Society (Physiotherapy Group). 

RESULTS 

69 responses were included. 42/69 participants were from 
tertiary hospitals, 16/69 from secondary hospitals, 8/69 
from specialspinal cord injury centres and 3/69 were based 
in paediatric critical care. The most frequently reported in-
terventions used"always" or “most of the time” included: 
suction and mechanical insufkation-exsufkation (95.7% of 
physiotherapists), manualassisted cough (81.2%), progres-
sive ventilator free breathing (78.9%), on ventilator cuff 
dekation (78.9%) and use of a speakinvalve during ven-
tilator free breathing (75.4%). Use of these interventions 
showed consistency across all hospital settings.Interven-
tions demonstrating a signijcant difference in use when 
comparing hospital settings (Kruskall Wallis Test, 
p=<0.05)included: manual hyperinkation (used more fre-
quently in tertiary than secondary settings), IPPB and in-
spiratory muscle training(used more frequently in SCICs), 
expiratory muscle training and use of a domiciliary venti-
lator (used more frequently in SCICsthan tertiary settings). 
Respiratory guidelines specijc to SCI were utilised by 
83.6% of clinicians. Despite the presence ofguidelines, sev-
eral interventions showed a wide range in use across all 
settings particularly during the initial phase post injury,in-
cluding high tidal volume ventilation, choice of ventilator 
settings, use of positioning and breathing exercises. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Physiotherapists from a range of hospital settings are in-
volved in the respiratory management of patients following 
acute CSCIConsistency in a number of physiotherapy in-
terventions is evident, however, areas of practice variation 
exist, particularlyregarding ventilator settings during the 
early phase post injury. Further research in this area is indi-
cated to establish best practiand thereby enhance outcomes 
for patients. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethical Approval: Granted by York St John University, refer-
ence PHC7022M/CB/05022024/LN/LB. 
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45. IS THERE A DIFFERENCE IN FUNCTION 
MEASURED BY THE CHELSEA CRITICAL CARE 
PHYSICAL ASSESSMENT TOOL (CPAX) BETWEEN 
SUBGROUPS OF PATIENTS DISCHARGED FROM A 
CARDIOTHORACIC INTENSIVE CARE UNIT? 

Caroline T Briggs*1, Timothy O Jenkins1,2, Charlotte 
Pereira1 

1Rehabilitation and Therapies, Harejeld Hospital, Heart, 
Lung and Critical Care Clinical Group, Guy’s and St 
Thomas’ NHS Foundation Trust, London, UK 

2Harejeld Respiratory Research Group, Harejeld Hospi-
tal, Heart, Lung and Critical Care Clinical Group, Guy’s and 
St Thomas’ NHS Foundation Trust, UK 

RATIONALE 

Intensive care unit (ICU) acquired weakness is common in 
survivors of critical illness resulting in global weakness and 
functional dejcit [1]. The Chelsea Critical Care Physical As-
sessment tool (CPAx) is an objective tool designed to mea-
sure physical morbidity in critical care [2]. Following an in-
crease in physiotherapy stafjng, the purpose of this service 
evaluation was to compare CPAx scores in patients on dis-
charge from a specialist cardiothoracic and transplantation 
ICU, to determine whether the physical morbidity varies 
between clinical subgroups. 

METHODS 

Between March and September 2024, CPAx scores were col-
lected for patients admitted to ICU for ≥ 3 days. Patients 
with no physiotherapy needs identijed or who were read-
mitted within the same hospital admission were excluded. 
Baseline CPAx scores were collected on the 1st day of 

active rehabilitation. Discharge CPAx scores were recorded 
when the patient was deemed medically jt for discharge, or 
on discharge. Patients were spilt into subgroups related to 
primary reason for admission: cardiothoracic surgery (CT), 
transplantation (Tx), transplant (medical) and cardiology. 

RESULTS 

59 patients met the inclusion criteria. The baseline char-
acteristics (median (IQR) unless otherwise stated) were 48 
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males (81%), age 57 years (48-70) and BMI 24kg/m2 (20.9 to 
27.7). Baseline CPAx scores: cardiothoracic surgery (n=26): 
11.5 (9 to 20.3), transplantation (n=24): 13.0 (8.3 to 25.5), 
transplant (medical) (n=4): 10.5 (4.8 to 26.8), and cardiol-
ogy (n=5): 10.0 (9 to 25.5). 
CPAx scores on discharge were only completed on two 

patients in the transplant (medical) group and nil patients 
in the cardiology group, therefore, they were excluded from 
the subgroup analysis. 
Median (IQR) improvement in CPAx scores between 1st 

day of rehab and discharge in cardiothoracic surgery and 
transplantation patients were 10.0 (6.0 to 20.0) and 14.0 
(8.0 to 23.5) respectively (p<0.002 and p<0.001). There was 
no statistically signijcant difference in total CPAx score, 
length of stay and CPAx sub scores on ICU discharge be-
tween cardiothoracic surgery and transplantation patients 

CONCLUSION 

There were improvements in CPAx scores for both groups 
between the time points. Although no statistical signijcant 
difference in physical morbidity between groups, a trend to 
lower morbidity in the transplantation group on discharge 
was shown. However, this may be due to the longer length 
of stay, allowing for greater rehabilitation time. Limitations 
of this evaluation are the sample size and lack of therapy 
time data. Further research with a larger sample size is re-
quired. 
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47. ESTABLISHING A COMMUNITY ALTERED 
AIRWAY AND COMPLEX RESPIRATORY SERVICE 
IN NORTH CENTRAL LONDON 

Jessica Bell1, Bethan Murphy1, Jessica Lipman*1 
1University College London Hospital 
*Jessica.lipman@nhs.net 

BACKGROUND 

Respiratory complexities are identijed as the leading cause 
of death (54%) in patients with learning Disabilities and 
Autism (LD&A) [1]. The increased morbidity and mortality 
of having an altered airway was identijed by NTSP [2] and 
NCEPOD [3]. In2014 a coroner’s case identijed that the in-
ability to obtain consumables for suction in the community 
had attributed to a death. In 2023 The North Central Lon-

don (NCL) Altered Airway and Complex Respiratory Team 
was commissioned to support the needs of these individu-
als in the community. 

AIMS/ OBJECTIVE 

The service aims include: - Identifying patients living with 
an altered airway or complex respiratory needs within NCL 
– Providing respiratory expertise in the community - Facil-
itating complex discharges - Improving provision of equip-
ment/consumables - Improving patient and stakeholder 
knowledge and skills – Reducing hospital admissions and 
length of stay - Improving quality of life and risk of mortal-
ity. 

METHODOLOGY & MAIN BODY 

15 hours/week of Band 8a Physiotherapist was funded to 
scope the service requirements. Patient lists were accessed 
from services within NCL to identify patients and a stake-
holder group was created. Service promotion was carried 
out to encourage new referrals. Patients were clinically pri-
oritised and reviewed in the community. Input provided 
included: airway clearance plans, provision of respiratory 
equipment, education and training of patients and stake-
holders and collaboration with equipment suppliers. In 
2024/25 the team expanded to include 30 hours/week of 
Band 8a Practitioner and 37.5 hours/week of a Band 7Prac-
titioner. 

RESULTS 

265 registered patients; 84 altered airways, 76 with LD&A, 
58diagnosed with Head and Neck Cancer and 36 with long-
term neurological conditions. 97 patients have been re-
viewed, and a large number of additional virtual consulta-
tions completed. More than 20 training sessions have been 
given to community stakeholders. Support has been pro-
vided to facilitate discharge of 6long stay patients from 
acute hospitals. 8% (6 of 76) LD&A patients have been ad-
mitted since the start of the service. 5 patients have trans-
ferred from hospital to community management. The res-
piratory equipment catalogue with local supplier (NRS) has 
been amended to provide all required respiratory equip-
ment and provision improved through development of clear 
pathways. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

The service has uncovered a vital demand for community 
care for altered airway and complex respiratory patients 
and begun to address a gap in service provision. Further 
funding is anticipated, allowing for an increase in stafjng 
and capacity. Future research to establish patient and 
stakeholder feedback and economic benejts of service pro-
vision is required. 
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48. EXPERIENCES OF INTERNATIONAL 
CARDIORESPIRATORY PHYSIOTHERAPY 
STUDENTS IN UK POSTGRADUATE EDUCATION: 
A REFLECTION. 

Alisha Khokhawala*1, Prachi Chawan1, Elena Tsou1, Harriet 
Shannon1 

1University College London, United Kingdom 
We are three cardiorespiratory physiotherapy students in 

our jrst term of postgraduate education in London, United 
Kingdom (UK). Two of us undertook our physiotherapy de-
gree in India and our colleague graduated from a university 
in Australia. International students make up approximately 
25% of the UK student population, with a greater propor-
tion in postgraduate education. There are socio-cultural 
differences in the ways students are taught that require 
adjustment. Some of these may be related to differences 
between undergraduate and postgraduate education. We 
rekected on three points: the student-tutor interaction, 
classroom teaching and assessment methods. Student-tu-
tor interactions. From our experience, the relationship be-
tween student and tutors is somewhat similar in the UK and 
Australia. Lecturers have regular, unstructured tutorials or 
meetings where they might discuss progress to date, the 
latest assignment and any current stressors or pastoral is-
sues. In India, there is a more formal relationship. Tutorials 
will tend to relate to a specijc academic topic, whilst pas-
toral support is sought elsewhere. This different approach 
required adjustment. For example, it initially felt uncom-
fortable referring to tutors by their forename and there was 
uncertainty around boundaries as to what could or should 
be voiced during meetings. Classroom teaching. From our 
experience, classroom teaching was similar in the UK and 
Australia. In India there were larger cohorts and modules 
tended to be taught didactically in a lecture theatre. With 
the smaller postgraduate classes, there is an emphasis on 
problem-solving and students are encouraged to share their 
own experiences. There are often worked examples or case 
studies to consolidate learning. There is also an emphasis 
on critical appraisal. This encourages independent think-
ing but can bring uncertainty over they ‘correct’ answer. Tu-
tors often respond toa question with, ‘what do you think?’ 

whereas we just need a clear answer. Assessment methods 
are varied in the UK and Australia, including essays, written 
and oral exams, posters and practicals. We needed to learn 
a range of different study skills to accommodate this. Some 
students, more familiar with these methods, could be at an 
advantage over those who are used to written exams and 
practicals. The experience of postgraduate education in the 
UK has been positive. For future cohorts it may ways of 
studying from their very jrst day. help to explicitly dis-
cuss some of the differences in education systems world-
wide during induction week, so that students feel informed, 
seek appropriate support and begin to adapt to different 
ways of studying from their very jrst day. 

49. PSYCHOMETRIC PROPERTIES OF PATIENT 
REPORTED OUTCOME MEASURES (PROMS) IN 
BREATHING PATTERN DYSFUNCTION (BPD): A 
SYSTEMATIC REVIEW 

Molly Adams*1, Pip Divall1 
1University Hospitals of Leicester 
*molly.e.adams@uhl-tr.nhs.uk 

BACKGROUND 

BPD has a signijcant impact on an individual’s health-
related quality of life due to high symptom burden. Its 
dynamic and multifactorial nature means comprehensive 
assessment remains a challenge. Clinician-reported assess-
ment techniques may overlook important emotional and 
psychological drivers of BPD symptoms. Self-assessment 
tools may be better suited to facilitate early diagnosis and 
permit accurate implementation and monitoring of special-
ist physiotherapy input. This systematic review aims to in-
crease physiotherapists’ conjdence with utilising PROMs in 
clinical practice to ensure efjcacy of BPD treatment. 

AIMS/ OBJECTIVE 

To systematically review the psychometric properties of 
PROMs used to assess symptom burden in adults with BPD. 

METHODOLOGY & MAIN BODY 

A literature search of 5 electronic databases (MEDLINE (via 
OVID),Embase (via OVID), Emcare (via OVID), Cochrane 
CENTRAL and CINAHL (via EBSCO)) was performed by a 
clinical librarian. This identijed articles which evaluated at 
least one psychometric property (reliability, validity or re-
sponsiveness) of PROMs designed for use in BPD. There was 
no limitation on publication date or language published. 2 
independent physiotherapists screened titles and abstracts 
against the inclusion criteria. The full text of included ar-
ticles was reviewed by the primary researcher and refer-
ence lists manually searched. COnsensus-based Standards 
for the selectionof health Measurement Instruments (COS-
MIN) [1] methodology was used to establish the method-
ological quality of included individual studies, utilising the 
‘worst score counts’ approach. 
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RESULTS 

7 studies met inclusion criteria and 3 PROMs were iden-
tijed- the Nijmegen questionnaire (NQ), Self Evaluation 
of Breathing questionnaire (SEBQ) and Breathing Vigilance 
questionnaire (Breathe-VQ). PROM development for all 3 
questionnaires was deemed ‘inadequate’ due to a lack of 
initial participant cognitive interview. Content validity of 
all included studies was ‘doubtful’ and small sample sizes 
meant cross cultural validity was ‘inadequate’ across all 7 
studies. All 3 questions had high test-retest reliability (co-
efjcient 0.81-0.89) and methodological quality was deemed 
‘adequate to very good’. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

There is limited evidence comprehensively evaluating the 
psychometric properties of PROMS in BPD populations. 
Further evaluation on existing outcome measures, in line 
with the COSMIN guidelines, is required prior to assessing 
their usefulness in clinical practice. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
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50. THE IMPACT OF SIMULATION-BASED 
TRAINING ON THE SELF-REPORTED SKILLS 
AND CONFIDENCE OF ON-CALL 
PHYSIOTHERAPISTS: A SERVICE EVALUATION 

Sarah Smyth University*1 
1Hospitals of the North Midlands 
*sarah.smyth@uhnm.nhs.uk 

BACKGROUND 

On-call physiotherapy is a critical service within most 
acute-care settings; however, the quality and consistency 
of training for on-call physiotherapists varies widely [1]. 
Studies have demonstrated that simulation-based training 
can positively inkuence physiotherapists’ clinical reason-
ing [2] and boost their conjdence [3] in managing on-call 
situations. In 2024 the University Hospitals of North Mid-
lands reintroduced simulation-based training, incorporat-
ing it into on-call training for new staff and refresher ses-
sions for experienced practitioners. 

AIMS/ OBJECTIVE 

This service evaluation seeks to assess the effectiveness of 
3-hoursimulation-based training sessions in enhancing the 
self-reported conjdence and clinical skills of physiothera-
pists, between April and November 2024. 

METHODOLOGY & MAIN BODY 

Data was collected for simulation sessions held between 
April and November 2024. A customised feedback form, us-
ing a Visual Analogue Scale (VAS), was designed to measure 
changes in participants’ perceived competence and conj-
dence in handling on-call scenarios. Participants completed 
the questionnaire both before and after training. Addition-
ally, a post-session feedback form collected open-ended re-
sponses on the training experience. 

RESULTS 

A total of 36 participants completed the pre-training sur-
vey, with a97% response rate for the post-training survey. 
Quantitative VAS scores showed improvement across all 
10 competencies post-training. The increase in scores was 
more pronounced among physiotherapists who were not 
initially deemed on-call competent. Specijcally, the state-
ment “I feel conjdent to deal with an on-call patient alone” 
showed an increase in VAS scores from 7.84 to 8.44(8% 
increase) for already competent staff, and from 4.12 to 
5.94(44% increase) for those who were not on-call com-
petent. Qualitative Thematic analysis of open-ended re-
sponses revealed 4main themes: Realism and Practicality, 
Safe Learning Environment, Development of Clinical Rea-
soning, and Engagement and Interactivity. The feedback 
highlighted that the SIM training was effective in providing 
realistic, hands-on experiences in a supportive, collabora-
tive and inclusive environment. Participants appreciated 
the variety of scenarios, opportunities for feedback, and the 
ability to rejne their clinical reasoning and teamwork skills 
in a judgment-free setting. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Preliminary results indicate that simulation-based training 
effectively enhances the self-reported conjdence and skills 
of on-call physiotherapists, particularly for those with lim-
ited experience. The greater improvements observed 
among less experienced staff justify the continued inte-
gration of simulation training into on-call programmes for 
new recruits. The relatively smaller gains for experienced 
staff suggest a need for more tailored training to address 
their advanced learning needs. Future studies with larger 
sample sizes and robust statistical analyses are recom-
mended to further validate these jndings and optimise 
training content for more experienced staff. 
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51. HOW DO PERCEPTIONS AND EXPERIENCES 
INFLUENCE PATIENT ENGAGEMENT WITH MY 
COPD AMONG THOSE WHO DECLINE FACE-TO-
FACE PULMONARY REHABILITATION? - A 
SERVICE EVALUATION 
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2University College of London Great Ormond Street In-
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*rudo.chimera@nhs.net 

BACKGROUND 

Chronic Obstructive Pulmonary Disease (COPD) is a pro-
gressive lung condition that signijcantly impacts patients’ 
quality of life and healthcare resources. Pulmonary Reha-
bilitation (PR) is an effective intervention for managing 
people with COPD, yet uptake remain slow due to various 
barriers such as transportation and time constraints. Dig-
ital Health Applications (DHAs), including myCOPD, offer 
an alternative for self-management, particularly for pa-
tients who decline face-to-face rehabilitation. Current lit-
erature highlights the importance of engaging patients in 
self-management through DHAs, yet little is known about 
patients’ experiences and perceptions of using these tools. 

AIMS/ OBJECTIVE 

This service evaluation was conducted to explore factors 
inkuencing engagement with myCOPD, a clinically vali-
dated DHA for COPD self-management, among patients 
who choose not to attend traditional PR. 

METHODOLOGY & MAIN BODY 

A convergent parallel mixed-methods design was em-
ployed, integrating quantitative data from patient surveys 
and myCOPD in-app metrics with qualitative insights from 
semi-structuredinterviews. Eligible patients with COPD 
who declined PR were enrolled in the study. Quantitative 
data from questionnaires and myCOPD in-app metrics, 
were analysed using descriptive statistics to assess activa-
tion rates, usage patterns and patient demographics. Qual-
itative data from semi-structured interviews to explore in-
depth patient experiences and perceptions, were 
transcribed and analysed using thematic analysis. The 
study adhered to NHS Health Research Authority guide-
lines, with ethical and governance approvals obtained as a 
service evaluation. 

RESULTS 

Twenty patients with COPD patients were enrolled, with 
demographics aligning with the typical COPD population. 
Seventeen questionnaires were returned, with 59% (n= 10) 
reporting successful app activation. Non-activation was 
primarily due to difjculties in using or understanding the 
app. Fourteen patients activated on the platform, with 43% 
(n= 6) doing so on the day of enrolment. App engagement 
and feature usage varied, with symptom scoring and educa-
tional resources accessed most frequently. Interviews with 
four patients identijed six themes: barriers to face-to-face 
PR, impact on health and well-being, educational value, us-
ability and technical challenges, app engagement patterns, 
and recommendations for improvements. Patients appreci-
ated the app’s convenience but emphasised the need for en-
hanced technical support and tailored user experiences. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Patients demonstrated varying engagement with myCOPD, 
affected by technical and usability issues. While myCOPD 
offers a viable alternative to face-to-face PR, targeted in-
terventions addressing usability, digital literacy and per-
sonalised support could enhance its adoption and sustained 
use for better COPD management. Collaboration between 
app developers and clinicians is vital to enhance DHA us-
ability, emphasising the importance of user-centered de-
sign in advancing COPD self-management. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The study was registered as a service evaluation (Resp/SE/
2024-25/04) with Kettering General Hospital and adhered 
to GDPR and Information Governance standards. No NHS 
ethical approval was required. 
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52. EVALUATING PHYSIOTHERAPY 
INTERVENTIONS AND BARRIERS TO 
TREATMENT FOR PATIENTS ON MECHANICAL 
CIRCULATORY SUPPORT: A SERVICE REVIEW AT 
ROYAL PAPWORTH HOSPITAL (RPH) 

Ellen May Goode*1, Katherine Atkin1, Allaina Eden1 
1Royal Papworth Hospital 
*ellen.goode1@nhs.net 

BACKGROUND 

Royal Papworth Hospital’s (RPH) is the United Kingdom’s 
leading heart and lung transplant hospital [1]. RPH per-
forms approximately 90 adult heart, lung and heart-lung 
transplants each year [2], some of these patients require 
Mechanical Circulatory Support (MCS) pre-transplant. Spe-
cialist Physiotherapists provide a variety of treatments and 
rehabilitation sessions for this patient group to which they 
encountered various barriers. 

AIMS/ OBJECTIVE 

The aim of this service review was to evaluate the treatment 
modalities and barriers impacting MCS patients’ rehabilita-
tion. 

METHODOLOGY & MAIN BODY 

For the month of May 2024, retrospective data was col-
lected for the days Monday to Friday (weekdays). We 
analysed the different rehabilitation and respiratory inter-
ventions provided during this period and identijed the bar-
riers encountered. During this time we had a total of 10 
patients on MCS, jve patients with biventricular assist de-
vice (BiVAD), three patients with Veno-Venous Extra Cor-
poreal Membrane Oxygenation (VV-ECMO), one with an 
Impella 5.5, and one with a Right-ventricular assist device 
(RVAD).Over this period four MCS competent Physiothera-
pists were rostered/ on shift to complete the rehabilitation 
sessions. 

RESULTS 

The 10 patients with MCS received a total of 116 Physio-
therapy contacts. 97 (84%) of contacts incorporated reha-
bilitation, such as standing practice (n=48), sitting on edge 
of bed (n=34) and walking (with or without aid) (n=33). 
19 contacts required respiratory treatments. Within a one-
month period, various barriers were encountered. Physio-
therapy intervention was declined with 16times. Cardiac 
instability limited treatment in ten incidents, 9patients 
were awaiting further surgical / medical procedures, and 
6patients were experiencing uncontrolled pain. In addition 
to the 116physiotherapy contact sessions, there were a total 
of 21 sessions where patients were assessed as not requir-
ing physiotherapy intervention, using our pre-dejned 
screening tool. Reasons for this included CVS instability, 

daily physiotherapy not indicated or stability post ECMO or 
VADs insertion. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This abstract provides an evaluation of the Physiotherapy 
interventions completed with patients supported on MCS 
and the barriers faced by staff to providing these treat-
ments. 
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53. DOES TRACHEOSTOMY TUBE DESIGN 
IMPACT TRACHEOSTOMY WEANING OUTCOMES 
– A QUALITY IMPROVEMENT PROJECT 

Katie Partridge*1, Danielle Bragg1, Katie Jellett1 
1Mid and South Essex University Foundation Trust 
*katie.partridge1@nhs.net 

BACKGROUND 

Within the specialist jeld of Critical Care, tracheostomies 
are frequently used with an estimated population in the 
UK around14,000 annually [1]. The systematic approach of 
weaning is a contentious topic with a lack of agreement 
on a standardised approach [2]. Tracheostomy patients of-
ten have a pro-longed length of stay; knowledge, compe-
tence and expertise are vital in optimisation of this cohort 
to reduce time to decannulation. Within medicine there 
are several manufacturers for tracheostomies with different 
patented designs and product differentiation. The attention 
to one or more key features gives manufacturers a com-
petitive advantage and each hospital relies heavily on con-
sumer choice yet there is little to no evidence on which el-
ements optimise tracheostomy weaning. 

AIMS/ OBJECTIVE 

The aim of this quality improvement (QI) project was to re-
duce the number of tracheostomy changes required during 
acute inpatient hospital stay by 40% and to reduce the av-
erage time to decannulation by 20% by end of April 2022, 
through the introduction of tracheo-twist tracheostomy 
tubes within the trust. 

METHODOLOGY & MAIN BODY 

An inclusion and exclusion criteria was established and 
baseline data was collected over a 6-month period; with QI 
data collected over an additional 6-months. Data collected 
included Critical Care LOS, Hospital LOS, Date of initial tra-
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cheostomy insertion, dates of tracheostomy changes and 
reasoning and date of decannulation. Teaching sessions for 
the MDT regarding aims of the project and upskilling on the 
new tracheostomies kits was delivered prior to implemen-
tation of changes. 

RESULTS 

CCU LOS reduced by 10.83 days (23.77%) and hospital LOS 
reduced by 12.49 days (17.56%) in comparison to baseline 
data. Average time to decannulation reduced by 6.96 days 
(24.38%). A decrease in the amount of tracheostomy 
changes reduced from75% to 20%. Reduction in CCU LOS 
and hospital LOS alone had potential annual cost savings of 
£1,336,729. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Consumer choice can impact this cohort of patients sig-
nijcantly and more research and evidence is needed. The 
use of tracheo-twist tracheotomies within the trust demon-
strates a signijcant reduction in the average time to de-
cannulation. Key differences in product design may be the 
cause due to a larger space within the inner diameter but a 
small outer diameter of the tracheostomy. The use of sub-
glottic ports also allowed more informed decisions during 
the wean phases. This led to substantial potential cost sav-
ings across critical care. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This quality improvement project was registered with the 
quality improvement team using life QI. 
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54. TREATMENT OF SEVERE ATELECTASIS IN A 
COMPLEX COPD PATIENT WITH THE I/E MODE: 
A CASE STUDY 

Maria de los Angeles Cacciolatto*¹, Chiara Burke, Cinzia 
Mollar¹, Mario Zerbini¹, Francesco D’Abrosca. 
¹ASLTO4- ITALY 
*mcacciolatto@aslto4.piemonte.it 

BACKGROUND 

A 69-year-old male with overlap syndrome (COPD, OSAS) 
presented with severe respiratory dysfunction and multiple 
comorbidities, including cor pulmonale, secondary poly-
cythemia, arterial hypertension, and type 2 diabetes mel-
litus. He had been on long-term oxygen therapy (LTOT) 

and nocturnal non-invasive ventilation (NIV) since 2016. 
In September 2021, he developed right lower lobe pneumo-
nia, requiring at discharge increased LTOT support (3L/min 
at rest and 6 L/min under exertion). Despite targeted an-
tibiotic and corticosteroid therapies for recurrent infections 
in2022, CT scans revealed persistent lung consolidations, 
mainly in the right lower lobe. Worsening symptoms led to 
referral to a respiratory rehabilitation outpatient service. 

METHODS 

The patient underwent a 6-week home-based respiratory 
physiotherapy (RPt) program using the TPEP®One device 
in I/E mode. This guided slow, deep inspirations and expi-
rations through visual feedback and kow-dependent resis-
tances. The protocol began with expiratory training (target: 
5 cmH₂O for ≥6 seconds) and gradually incorporated inspi-
ratory exercises (-2 cmH₂O with a 4-second end-inspiratory 
pause) from the fourth day. Sessions were conducted three 
times daily for 15 minutes, with weekly tele-monitored ses-
sions to adjust resistors with the aim to minimize perceived 
effort. SpO₂ and heart rate were monitored during sessions, 
and oxygen was administered via the inhalation valve. No 
changes were made to the patient’s medical therapy during 
the intervention. 

RESULTS 

From the jrst session, the patient exhibited signijcant 
SpO₂ improvement (>4%) during the therapy, enabling re-
duced LTOT requirements (6 L/min during therapy). A fol-
low-up CT scan in November 2022 showed marked reduc-
tion in consolidations and ground-glass opacities in the 
right lung. Symptomatically, dyspnea scores improved 
(Borg: 0/10 at rest, 4/10 walking; mMRC: 2), and functional 
independence in daily activities increased. The BODEindex 
reduced to 5, rekecting enhanced overall health status. 

CONCLUSIONS 

This case demonstrates that a home-based respiratory 
physiotherapy program, supported by TPEP®One in I/E ra-
diological, symptomatic, and functional improvements 
without additional pharmacological interventions. This 
method shows promise as a practical, self-managed treat-
ment option for high-risk, multi-comorbid patients with 
chronic respiratory conditions. mode, has been a safe and 
effective non-invasive approach to managing severe atelec-
tasis and improving respiratory function in a complex 
COPD/OSAS patient. The program yielded signijcant radi-
ological, symptomatic, and functional improvements with-
out additional pharmacological interventions. This method 
shows promise as a practical, self-managed treatment op-
tion for high-risk, multi-comorbid patients with chronic 
respiratory conditions. 

Abstracts

Journal of the Association of Chartered Physiotherapists in Respiratory Care 32

mailto:mcacciolatto@aslto4.piemonte.it


55. USE OF OUTCOME MEASURES WITHIN UK 
BREATHING PATTERN DISORDER SERVICES BY 
PHYSIOTHERAPISTS 

Helena Ward1 
1University of Winchester 

BACKGROUND 

Breathing Pattern Disorders (BPD) are a group of respira-
tory conditions which result in respiratory symptoms such 
as dyspnea and decreased quality of life [1]. With an in-
creasing incidence of BPD, particularly in long COVID, 
there is an increasing need for effective treatment and 
management. The effectiveness of treatments needs to be 
measured; however, little is known about the use of out-
come measures in BPD services. 

AIMS/ OBJECTIVE 

To explore current practices and perceptions regarding the 
use of outcome measures in UK BPD services and whether 
demographic factors inkuence their use. 

METHODOLOGY & MAIN BODY 

A 21-question survey was distributed to physiotherapists 
with experience in BPD via a specialist interest group, the 
Association of Chartered Physiotherapists in Respiratory 
Care (ACPRC), ensuring UK wide recruitment. 

RESULTS 

Of the 40 respondents, the majority were senior physio-
therapists (Band 7: 58%, Band 8: 23%), with no Band 5s. 
Only 25% reported the existence of departmental guide-
lines on the use of outcome measures in BPD. However, 
93% of respondents had received formal training in man-
aging BPD including assessment and treatment. Despite 
the high uptake of training, some senior physiotherapists 
(9%), even in specialist services, reported they lacked for-
mal training in assessment and management of BPD in-
cluding the use of outcome measures. Whilst outcome mea-
sures were widely used (100%), despite formal training, 
application varied with most used at assessment (90%) and 
discharge (85%), but no respondents reported using them 
post discharge from BPD care. There were 26 different out-
come measures reported to be used. The Nijmegen Ques-
tionnaire (95%) and Breathing Pattern Assessment tool 
(BPAT) (82.5%) were most common. Concerns were raised 
about the accuracy and specijcity of tools due to symptom 
overlap with other conditions and uncertainty how to score 
in such scenarios (15%). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This study highlights the high use of outcome measures in 
BPD, but with gaps in training and guidelines existing. De-
spite high uptake of formal training on outcome measures 
within BPD, there were uncertainties around which out-

come measure to use. The lack of long-term post-discharge 
outcome measure use highlights a need for further inves-
tigation. Further research is needed to investigate the best 
outcome measure, or if there is a need to develop a specijc 
outcome measure for use with BPD patients. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethical approval was granted by the University of Winches-
ter. 
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56. AN MDT APPROACH TO TEACHING THE 
TOPIC OF REHABILITATION ON ICU 

Olivia Bennett1 
1University Hospitals of Leicester 
At ACPRC 2023 I presented “Rising to the Challenge” - a 

project that engaged nursing staff in the rehab of patients. 
Following on from that I wanted to capture new nursing 
staff to the unit with more formal training to ensure the 
longevity of my results. With the high volume of turnover 
within the nursing profession over the last few years we 
were jnding that the pool of nursing staff in UHL’s criti-
cal care were becoming less experienced and less conjdent 
with what rehabilitation in the ICU looked like. This in-
cluded the skill of moving patients and how they integrated 
and worked with the MDT. Moving and handling of patients 
is taught as part of the trust induction, however is focussed 
on minimising risk of injury too neself, rather than being 
able to support patients to move. Additionally, ICU rehab is 
more than just the physical function of the patient and we 
wanted to enable nursing staff to provide holistic and in-
dividualised care. Alongside the Clinical Skills Supervisors 
(CSS) Team, we created a “Rehabilitation Training Day” fo-
cussed on the care of ICU patients. The day was classroom 
teaching in the morning, with as many interactive elements 
as possible taught by physio, OT, dietitians and SLT. I also 
considered it important to include an experienced member 
of the nursing team to show how they incorporate rehab 
into their care. This was followed by an afternoon of practi-
cal moving and handling, but more situational based learn-
ing, such as transferring a post-op patient, or hoisting a pa-
tient out of bed with several attachments. The day was very 
successful, delegates were able to better identify equip-
ment, appropriate seating and understand different assess-
ment techniques. There was a signijcant increase in self-
reported conjdence outcome measures as well as 100% of 
delegates saying they would recommend the study day to a 
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colleague. There is the plan to complete these study days 
more frequently over the following year. 

57. THE IMPORTANCE OF OUTDOOR SPACE TO 
THE LONG TERM PATIENT 

Olivia Bennett1 
1University Hospitals of Leicester 
Delirium on the ICU has been a widely recognised issue 

for a longtime. Presence of delirium is an independent pre-
dictor of poor outcomes within the ICU population, and it 
is estimated that up to80% of patients on ICU will experi-
ence some level of delirium during their stay. It is under-
standable why there is such a focus in reducing risk fac-
tors that may cause delirium in this environment. Daylight 
therapy is one of these methods that has been proven to 
help. Not only does daylight therapy reduce delirium rates, 
it helps regulate circadium rhythm thus promoting a bet-
ter sleep:wake pattern for this demographic. There is also 
evidence to say that is reduces length of stay with pa-
tients on ICU. This information has helped inkuence the 
design of the modern ICU unit, with more access to win-
dows. However the delay in the promised new critical care 
at the Leicester Royal Injrmary has meant that clinicians 
have had to look elsewhere to get the invaluable resource of 
daylight. With an NHS forever under pressure there is such 
a great competition for space, however the team at LRI was 
able to identify a space and secure funding for a garden that 
opened in June 2023.To secure the garden for the future it 
is important to show the impact it has on patients. Links to 
online surveys were sent to all patients that were invited to 
follow up clinic following their ICU stay alongside QR codes 
on the unit with links to the same questionnaire. All pa-
tients and visitors/family members were encouraged to jll 
it out whether they had used the outdoor space or not. 90% 
of respondents rate outdoor space as extremely important. 
There was a variation in how they attended, with a quar-
ter of the patients reporting making the visit on a ventila-
tor, showing that with support it is possible to make time 
for even the most unwell patients to go outside. Most of 
the visits were carried out by the nursing staff and therapy 
team. Patients remember fresh air, sun on their face and a 
sense of calm. A family member responded that it made a 
huge difference to her dad’s wellbeing after surgery. Com-
mon themes of what patients said they enjoyed was feeling 
happier and the escapism from hospital wards. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

In accordance with trust policy, approvals are not required 
for anonymous patient satisfaction survey 

58. A PDSA TO AID THE IMPLEMENTATION OF 
A COMPREHENSIVE CLINICAL ASSESSMENT TO 
MEET THE GPICS STANDARDS 

Olivia Bennett1 

1University Hospitals of Leicester 
Reporting for ICNARC (Intensive Care National Audit 

and Research Centre) has changed this year with the addi-
tion of rehabilitation markers as per NICE guidelines and 
GPICS (Guidelines for the Provision of Intensive Care Ser-
vices) standards. One of these is that by day 4 of their 
ICU stay all, patients should have a comprehensive assess-
ment of their rehabilitation needs. An audit was carried 
out through the month of October 2024 which showed that 
these were not being completed at all for the patients on 
ICU at Leicester Royal Injrmary. Patients with long term 
rehabilitation needs were being identijed but there was no 
clear documentation as to the rationale that these patients 
were at risk of long term ICU problems compared to others. 
With exploration of this there were different barriers iden-
tijed. Most prominent was the understanding of the com-
prehensive assessment and rationale for how it should be 
completed. Previously a short clinical assessment was used, 
however staff felt that this was confusing with a scoring 
system, left some uncertainty as to whether a patient re-
quired long term follow up and support and was often for-
gotten to be completed and jled in the patient notes. It was 
often referred to as a “tick-box exercise”. Senior therapists 
also felt like this did not meet the requirements of of a com-
prehensive assessment by being far too brief and did not il-
lustrate the patients long term rehabilitation requirements 
effectively. The jrst cycle of the PDSA redesigned the Com-
prehensive Clinical Assessment (CCA) to illicit a more thor-
ough and better documented assessment by the member of 
therapy staff. On day 4 of their ICU admission these pa-
tients have been highlighted and assigned to a therapist 
to complete the CCA. This was started at the beginning 
of January and is currently being re-audited. Despite be-
ing halfway through the month there has been a signij-
cant increase in compliance, with only short comings at the 
weekends. The hope is that this is a permanent change in 
practise in order to meet the standards, however there will 
always be a limitation of reaching 100% compliance with 
the weekend due to the current stafjng model of a 5+2 
week+weekday service. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Audit registered with trust 

59. IMPACT OF SIMULATION BASED 
EDUCATION (SBE) ON SELF-REPORTED 
CONFIDENCE & COMPETENCE OF 
PHYSIOTHERAPY ON-CALL STAFF 

Wesley Henry*1, Stuart McCullough1, Stacey Stirling1, Han-
nah McParland1, Katie Campbell1, Richard Corry1 

1Ulster Hospital 
*Wesley.henry@setrust.hscni.net 
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BACKGROUND 

On-call physiotherapy is an out-of-hours service that seeks 
to prevent deterioration of hospitalised patients with acute 
respiratory needs. A survey of on-call physiotherapists 
working within the Ulster Hospital Dundonald (UHD) high-
lighted concerns regarding conjdence and/ or competence 
with on-call working. There is a growing body of evidence 
supporting the use of Simulation Based Education (SBE) 
in healthcare but limited within physiotherapy and on-call 
working. This project is the jrst time SBE has been used 
within Northern Ireland (NI) for on-call training. The on-
call rota consists of physiotherapists from different special-
ties and not limited to those who work exclusively in the 
respiratory setting. Maintaining competence and evaluat-
ing efjcacy have been longstanding and widely recognised 
issues (Shannon et al. 2013). 

AIM 

‘Increase physiotherapy staff conjdence and competence 
with on-call working by 10% by Dec 2024’ Outcome mea-
surements: ‘Association of Chartered Physiotherapists in 
Respiratory Care (ACPRC) Acute Respiratory/On-call Phys-
iotherapy. Self-evaluation of conjdence and competence 
questionnaire’ and 'Post SIM Satisfaction Questionnaire. 
The ACPRC questionnaire was completed pre and post SBE 
sessions followed by three and six months, enabling mea-
surement of frequency of sessions required to maintain 
conjdence and competence. 

RESULTS 

The main themes from surveys where plotted on a pareto 
chart. The top four themes included: Paediatrics, adjuncts, 
Intensive care and suction. The themes focussed scenarios 
to areas of concern and were measured against staff com-
petence and conjdence. On average, competence increased 
by 18.4% and conjdence increased13.85%. 

CONCLUSION 

The project has demonstrated a need to establish SBE train-
ing. Barriers included funding, need to upskill staff in SBE 
within physiotherapy, “goodwill” of the medical team for 
access and stafjng levels. Currently the facility is working 
towards securing funding for access to the SIM suite. We 
are exploring investing in a portable SIM kit for physio-
therapy to increase exposure physiotherapists get, with po-
tentially expanding into other trust sites. Data collected 
through questionnaire responses will help establish train-
ing frequency. By sharing this project regionally through 
the ACPRC NI group, the ACPRC are supporting NI trusts 
through hosting training within a central training hub for 
NI senior physiotherapists. This will give opportunity to 
expand sim-man training to other trusts. Further working 
alongside Ulster University will also be explored for the po-
tential use of SBE for physiotherapy students. 

60. A SCOPING REVIEW OF THE 
PHYSIOTHERAPY ROLE WITHIN A RESPIRATORY 
ENHANCED HIGH CARE WARD 

Jessica Suggitt*1, Catherine Edwards1, Emma Brady1 
1Lancashire Teaching Hospital 
*jessica.suggitt@lthtr.nhs.uk 

BACKGROUND 

The National Respiratory Support Audit for enhanced res-
piratory care units was released by the British Thoracic So-
ciety (2024) [1] to benchmark services against the national 
standards for patients with high acuity respiratory condi-
tions managed outside of the critical care environment. The 
audit report reinforced the standard of care that each en-
hanced level ward should have a Physiotherapy band7 lead 
and provide 7-day cover, but did not explore the role of 
physiotherapy or provide guidance on workforce establish-
ment within a respiratory enhanced care setting. 

AIMS/ OBJECTIVE 

To understand the role of physiotherapy on an 11-bedded 
respiratory enhanced high care ward and to capture the 
physiotherapy demand within this patient cohort. 

METHODOLOGY & MAIN BODY 

A prospective 3-month audit scoping the 5-day physiother-
apy caseload received via the usual electronic referral sys-
tem from the multi-disciplinary team (MDT) was under-
taken. Physiotherapy interventions were grouped into four 
categories: chest management, joint chest and rehabilita-
tion, rehabilitation and discharge planning sessions only. A 
survey was conducted with MDT colleagues to gain their ex-
pectations of the physiotherapy role on the respiratory en-
hanced high care ward. This provided 360-degree feedback 
on wider perceptions of physiotherapy within this patient 
population. 

RESULTS 

266 physiotherapy contacts were recorded, with the highest 
demand in the chest management category (139), joint 
chest and rehabilitation (74), rehabilitation (45) and less 
demand within the discharge planning only category (8). 
The MDT survey highlighted expectations of physiotherapy, 
including secretion management, complex tracheostomy 
weaning, respiratory support weaning, long term respira-
tory condition management, early rehabilitation, discharge 
planning and staff education. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

There is a clear clinical demand for specialist respiratory 
physiotherapy skills within the respiratory enhanced high 
care ward setting, with the role of rehabilitation for this 
patient population also being strongly demonstrated. This 
clinical leadership warrants the role of a band 7 physiother-
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apy lead. Physiotherapy interventions are highly valued by 
the MDT, particularly within education, although themes 
for the wider pillars of practice in research and non-clinical 
leadership were not clearly demonstrated. Implications for 
practice include insights into physiotherapy workforce ex-
pansion to deliver 7-day service, consideration for a train-
ing needs analysis and capability framework for physio-
therapists within this setting, and explore opportunities for 
physiotherapy to showcase their role across all four pillars 
of practice within the respiratory high care ward. 

REFERENCES 

[1] British Thoracic Society (2024). National Respiratory 
Support Audit 2023 | British Thoracic Society | Better lung 
health for all. [online] Available at: https://www.brit-tho-
racic.org.uk/quality-improvement/clinical-audit/national-
respiratory-support-audit-2023/. 

62. TASTER SESSIONS TO IMPROVE UPTAKE TO 
PULMONARY REHABILITATION 

Matthew Fergusson*1, Felicity Smith1, Lisa Chandler2 
1MY Therapy, Mid-Yorkshire NHS Teaching Trust, 
2Public Health Team, Wakejeld 
* m.fergusson1@nhs.net 

INTRODUCTION 

Pulmonary Rehabilitation (PR) is a highly evidenced pro-
gramme for improving exercise capacity and quality of life 
in individuals with chronic respiratory disease. Despite 
this, uptake to PR is low. Improving accessibility to PR is 
a key aim of national policy and regional transformational 
plans. Local patient focus groups conducted in 2023 identi-
jed taster sessions and accessible advertising/ information 
as ‘enablers’ to improving uptake to PR. 

AIMS AND OBJECTIVES 

The local service provider (MY Therapy) planned to consult 
service users through a series of taster sessions. Our aim 
was to engage them in discussion to identify barriers and 
potential solutions to attending PR. 

METHODS 

Selected GP practices were asked to invite service users 
with a conjrmed diagnosis of COPD, who had an annual re-
view in the last 12 months and declined or previously not 
attended PR. Individuals were sent letters and a follow-up 
text message. The taster sessions were organised in collab-
oration with the Public Health Team, Wakejeld Local Au-
thority and facilitated by a variety of health care profes-
sionals. The sessions focused on the: pathophysiology of 
COPD, medical management of COPD and the benejts of 
PR. An ‘expert-patient’ also spoke about their experience at 
PR. Tabletop discussions were held to further discuss barri-
ers and identify ways to overcome these. A patient engage-
ment video, including jrst hand patient experiences and 

recording of our groups, was also created to support uptake 
to PR. 

RESULTS 

Two patient taster sessions were completed. A third was 
planned but cancelled due to poor sign up. 20 people at-
tended in total. Barriers to PR uptake were categorised into 
three key themes: 
1) Structural e.g Transport/Location/Time 
2) Physical e.g Reduced Mobility/Respiratory Symptoms 
3) Psychological e.g Reduced Motivation, Poor under-

standing of benejts. 
94% of attendees found the workshops ‘useful’ or ‘very 

useful.’ The trust PR leaket was also updated following pa-
tient feedback. 

CONCLUSIONS 

Patient taster sessions are successful in identifying barriers 
to PR uptake. Patients found the experience useful and 
benejted from jrst hand experience and education on the 
management of COPD. Support from the Public Health 
Team and local authority has been invaluable in organising 
these events, and we hope to run more sessions in the fu-
ture. Further work is required locally to help identify ways 
to overcome these barriers. The utilisation of a behaviour 
change model may be useful to help change behaviour and 
improve PR uptake in a local population of patients with 
chronic respiratory disease. 

63. PHYSIOTHERAPY PRACTICE WITH 
CRITICALLY ILL ADULT PATIENTS RECEIVING 
VV AND VA ECMO ACROSS THE UK AND 
IRELAND: A SERVICE EVALUATION 

L Mylott*1, A Eden2, H Mitchell 3, A Roberts1, E Swing-
wood4,5 

1Royal Brompton & Harejeld Hospitals, Guy’s and St 
Thomas’ NHS Foundation Trust, London 

2Royal Papworth Hospital NHS Foundation Trust, Cam-
bridge 

3Guys and St Thomas’ NHS Foundation Trust, London 
4University Hospitals Bristol and Weston NHS Founda-

tion Trust, Bristol 
5College of Health and Care Research, University of the 

West of England, Bristol 
*l.mylott@rbht.nhs.uk 

BACKGROUND 

The use of Extra-Corporeal Membrane Oxygenation 
(ECMO)support is for patients with severe acute respiratory 
failure or cardiac failure with a reversible cause or as a 
bridge to transplant. Evidence pertaining to the physio-
therapeutic role for patients during ECMO is limited, with 
known variability in practice internationally [1]. Due to the 
lack of evidence-based guidelines, a consensus document 
for best practice was published in 2017 [2] which details ex-
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pert opinion regarding both the respiratory and rehabili-
tation management of the ECMO patient. Despite consen-
sus publication, it is not known whether recommendations 
have been implemented into practice. Furthermore, it is not 
known how best to manage these patients from a physio-
therapy perspective [3]. 

AIMS/ OBJECTIVE 

To describe physiotherapy practice with critically ill adult 
patients receiving ECMO. 

METHODOLOGY & MAIN BODY 

A data collection tool was developed and piloted using Ex-
cel across three UK ECMO centres during November 2024. 
The jrst iteration of data points were developed collec-
tively within the ECMO Physiotherapy network, with sub-
sequent rejnements made by a smaller working group. The 
pilot captured data from 13 patients and 35 treatment ses-
sions, enabling further data point rejnement based on 
feedback from pilot sites and thorough data review. The j-
nal dataset was transferred to an online database (Redcap) 
which allows multiple site participation and anonymisation 
of patient data throughout. Data collection will occur over a 
4-month period from February 2025. Data will be collected 
for all physiotherapy contacts of patients receiving VV or 
VA ECMO across UK centres (n=13). Data collected will in-
clude patient demographics; ECMO support settings; phys-
iotherapy interventions (rehabilitation and respiratory); 
barriers to treatment implementation, adverse events and 
patient outcomes. Data will be analysed using descriptive 
statistics. Results will be disseminated through develop-
ment of a manuscript for submission to a peer reviewed 
journal. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Findings will enable description of current physiotherapy 
practice (rehabilitation and respiratory care) across the UK 
for patients receiving ECMO support. Understanding cur-
rent UK practice will further inform research questions to 
enable progression of the evidence base. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The project was not deemed as research (HRA, 2024). All 
participating sites registered the data collection as a service 
evaluation project at their relevant Trust as per local 
processes. 
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BACKGROUND 

In 2018 the Royal College of Physicians launched an ac-
creditation programme for pulmonary rehabilitation ser-
vices in the UK, (Pulmonary Rehabilitation Services Accred-
itation Scheme). This programme provides services with a 
framework to measure and improve quality and outcomes 
of care, ensures services are delivering pulmonary rehabil-
itation in line with British Thoracic Society national guid-
ance, and that services are supported within their organisa-
tional structure to deliver effective and efjcient care. The 
framework used is based on the British Standard Institution 
specijcation for accreditation of clinical services. The ac-
creditation standards are comprised of seven domains (40 
standards) and covers all aspects of a high-quality PR ser-
vice. Since its conception a number of services have com-
mitted to accreditation and therefore the aim of this study 
is to determine the average duration in receiving accredita-
tion. 

METHODOLOGY 

This study is an exploratory analysis of all services that 
have received accreditation between conception of the ac-
creditation programme and January 2025. Services can re-
ceive the following outcomes: accredited, two-week action, 
deferral for 6 months or not accredited. Date of submission 
were provided by month only therefore this was assumed to 
be the1st of the month. Data was analysed using SPSS soft-
ware and treated as non-parametric data. Data is presented 
as median [lower, upper quartile]. Count data with less than 
jve cases were not reported in the interest of anonymity. 
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RESULTS 

As of January 2025, 158 services were registered for ac-
creditation. 42 services had requested for an assessment, 
28 completed an assessment and 15 awaiting assessment 
or assessment outcome. 22 (13.9%) services had received 
accreditation. Of those accredited 6 (26%) were accredited 
following the assessment, 17 (74%) were deferred during 
the initial assessment, and zero services failed to achieve 
accreditation. The median [lower, upper quartile] length of 
time from registration to submission for assessment was 
1,209 [730, 1,498] days, and from submission to jrst out-
come was 1,463 [918, 1739] days. The median [lower, upper 
quartile] length of time from assessment to accreditation 
awarded (including the deferral phase) was 274 [141, 379] 
days. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Overall, 22 services have received accreditation in the UK, 
though services take on average1,209 days to submit for as-
sessment. This was impacted by the COVID-19 pandemic. 
Further work will explore reducing the length of time to 
submission, assessment and accreditation outcome. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This data is analysed by the RCP and is internal data. We 
do not hold any identijable data. Ethical approval is not re-
quired. 

65. VIRTUAL EDUCATION GROUPS FOR 
DISORDERED BREATHING 

Sheila Doughty*1 

Saskia Edwards University Hospitals NHS Trust1 

* enya.daynes@uhl-tr.nhs.uk 

BACKGROUND 

The Sussex Community NHS Foundation Trust, Post Covid 
Assessment and Support Service (PCASS) started in October 
2020. Initially it was set up to provide virtual assessment, 
self -management and advice to people with Long Covid. It 
expanded in 2021 to offer follow-up reviews, with support 
pathways being set up in late 2021/22. The team was then 
able to offer 1:1 and group intervention to support the 
management of fatigue, breathlessness, cognitive dejcit 
and psychological issues brought about or exacerbated by 
Covid-19 infection. The Respiratory Pathway, staffed by 
myself and my colleague, started in autumn 2021, with 
video assessment and treatment offered for people with 
disordered breathing. It was quickly identijed that face-to-
face intervention was needed to ensure breathing patterns 
could be optimised but recognised that there was value 
to be had from virtual access to education, rehab and ad-
vice. Additionally, with a growing waiting list and a very 
small team of physiotherapists, it was clear that alterna-
tives were needed. From national webinars and discussion, 

it was identijed that whilst there were a variety of ways 
that this could be addressed, video small group sessions, 
delivered by physiotherapists and support workers, were 
best practice. 

AIM 

To provide evidence-based education for people with disor-
dered breathing 
To increase understanding of disordered breathing 
To increase understanding of the cause of disordered 

breathing utilise a mind-body approach 
Too encourage sharing of experiences and peer support 
To increase understanding about the link between 

breathing and other long Covid symptoms 

RESULTS 

D12 and BPAT improved by 3-50% in most people 
Patient engagement was high with attendance averaging 

90% over 4 sessions 

PATIENT FEEDBACK 

Was positive with attendees enjoying the mixture of educa-
tion, rehab and peer discussion 
Patient feedback indicated an enhanced level of knowl-

edge supported improved management of symptoms which 
was support on clinical review. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Small virtual groups, led by experienced physiotherapists, 
with a mixture of education, rehab and peer discussion, 
when provided alongside 1:1 clinical assessment, can suc-
cessfully be used to treat people with disordered breathing 
following Covid 19 infection. In our current role, working 
with people with severe asthma and disordered breathing, 
we are planning to pilot this methodology as a way of en-
hancing the education on offer to this cohort. If successful 
we hope to be able to offer more widely to anyone referred 
with disordered breathing, regardless of cause. 

66. AIRWAY CLEARANCE IN ACUTE 
EXACERBATION COMPROMISED BY SEVERE 
FRAGILITY. WHEN ALL HUMAN OPTIONS FAIL- 
A CASE STUDY 

Helen Gremo*1, Sheilagh McCrossan1, Jo Hobbs2 

Kent Community Health NHS Foundation Trust1, Vivisol 
UK2 

*h.gremo@nhs.net 

BACKGROUND 

48 year old female diagnosed with jbrotic multi system 
sarcoidosis, associated non IPF progressive pulmonary j-
brosis, traction bronchiectasis and severe pulmonary hy-
pertension, with recurrent exacerbations despite extensive 
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prophylactic antibiotic regime and multi-modality airway 
clearance techniques (ACTs) comprised of modijed pos-
tural drainage (PD), active cycle of breathing techniques 
(ACBT) and use of an oscillatory positive pressure device 
(OPEP), all of which were subjectively described by the 
patient as effortful and time-consuming resulting in poor 
concordance to treatment. The patient presented as mod-
erately frail (Clinical Frailty Scale = 6). With a Body mass 
index (BMI) of15.4 kg.m2 and a Malnutrition Universal 
Screening Tool (MUST) score of 2 (high risk). The patient 
also required long term oxygen therapy (LTOT) 2 L/min 
worn 24 hours a day and required ambulatory oxygen at 
10 L/min for all physical activities. A fall resulted in a 
compression fracture of T12 with development of grade 3 
necrotic pressure ulcer secondary to TLSO brace. The pa-
tient was unable to undertake established ACTs secondary 
to decreased lung volumes, pain levels and increasing 
frailty and developed a chest infection which due to clinical 
acuity had the potential to be life limiting. 

METHODOLOGY 

The Free Aspire Advanced device using expiratory kow ac-
celerator (EFA) technology was established in the domi-
ciliary setting. The patient was tasked with independently 
completing 3 sessions of airway clearance daily. 

RESULTS 

On initiation of EFA therapy, purulent secretions were 
cleared effectively, often without the need for cough. De-
spite acuity of clinical presentation and severe exacerbation 
the patient was able to be clinically managed within the 
domiciliary setting and did not require hospital admission. 
The patient continued to utilise the device for a further 2 
years and required only 1 course of antibiotics for acute 
exacerbation in addition to the established prophylactic 
regime. She did not present to an Emergency Department 
or require hospital admission for acute respiratory inci-
dence. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Utilisation of the Free Aspire Advanced with EFA technol-
ogy enabled the patient to continue with independent daily 
airway clearance in the presence of severely compromised 
lung volumes and cough strength, on a background of com-
plex chronic respiratory disease. EFA technology was effec-
tive in optimising airway clearance when the patient was 
physically unable to undertake previously established air-
way clearance techniques and enabled the patient to re-
cover from her spinal fracture and to live independently 
with relative clinical stability despite severe chronic respi-
ratory disease. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Patient consent gained and covered by MIA with Vivisol 

67. SCOPING REVIEW TO EXPLORE 
EXTUBATION SUCCESS WITHIN ICU AND 
CAUSES OF EXTUBATION FAILURE 

Magda Zsugan*1, Molly Adams1 
1University Hospital Leicester 
*magda.zsugan@uhl-tr.nhs.uk 

BACKGROUND 

Most patients invasively ventilated in intensive care units 
(ICU) will be successfully extubated on the jrst attempt. 
Extubation failure occurs in 10 to 20% of patients and is 
associated with extremely poor outcomes, including high 
mortality rates of 25 to 50% (ArnaudW. Thille, et al 2013), 
along with risks of a prolonged ICU stay, ventilator acquired 
pneumonias and ICU acquired weakness. Physiotherapists 
play a role in promoting successful extubations. Their ex-
pertise in assessing secretion burden, cough strength and 
work of breathing can assist the decision to successfully ex-
tubate. 

AIMS 

The primary aim was to investigate rates of extubation suc-
cess on a cross site intensive care unit. The secondary aim 
was to explore reasons for extubation failure. 

METHODOLOGY 

A cross-site service evaluation was undertaken by two crit-
ical care physiotherapists in a large UK NHS Trust between 
July to December 2024. Prior to commencement, the need 
for the project was agreed with an intensive care consul-
tant. Initially all patients invasively ventilated for more 
than 4days were included. Subsequently, the time frame 
was reduced to 48hours due to higher risk of extubation 
failure. Patients were excluded if they had a tracheostomy 
rather than being extubated. Data was collected retrospec-
tively from ICU charts and patient notes. Analysis was com-
pleted using Microsoft Excel. 

RESULTS 

During the evaluation period 43 subjects met the inclusion 
criteria and were included in the analysis. Subjects had an 
average age of 53.9 years +/- 14.3 and average frailty score 
of 3.03 +/- 1.45. Patients’ groups included were: respiratory 
failure (30%), postoperative (38%), ECMO (9%) and cardiac 
arrest (2%). Cross-site37% of jrst time extubations were 
unsuccessful. Predominant reasons were secretion reten-
tion (38%), agitation (26%) and reduced level of conscious-
ness (12%). In 35% of cases the physiotherapy team were 
unaware of a planned extubation prior to occurrence. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Compared to existing literature this service evaluation 
found higher than average rates of extubation failure within 
this trust. The primary reason being secretion retention. 
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Due to this, enhanced communication within the multidis-
ciplinary team may address modijable risk factors and im-
prove success rates of extubations. Additionally, a signif-
icant proportion of planned extubations occurred without 
prior review by a physiotherapist. Future projects could ex-
plore the implementation of extubation checklist and phys-
iotherapy involvement in the decision making to improve 
extubation success. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The project was registered with the trusts Therapy Research 
and Service Evaluation (TRaSE) group. 
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68. REPORTING BREATHLESSNESS AND 
EMOTIONAL DISTRESS: INSIGHTS FROM THE 
MULTIDIMENSIONAL DYSPNOEA PROFILE 

Charlotte Leonard*1,2, Sophie Elsoudeidi1,2, Lesley 
McBridge2, Gillian Doe1,3, Seth O’Neill2, Sally Singh1,3, 
Enya Daynes1,3 

NIHR Leicester Biomedical Research Centre Respiratory, 
Glenjeld Hospital, Leicester, UK1, School of Healthcare, 
University of Leicester, Leicester, UK2, Department of Res-
piratory Sciences, University of Leicester, Leicester UK3 

*cl504@student.le.ac.uk 

BACKGROUND 

Breathlessness is a complex, multifactorial symptom com-
mon in cardio-respiratory disease. This can result in symp-
toms of anxiety and/or depression. The Multidimensional 
Dyspnoea Projle (MDP)is a validated tool for assessing the 
multiple domains of breathlessness, considering distinct 
sensations and associated emotional responses. The dis-
tinction between general psychological burden and dysp-
noea-specijc emotional distress in individuals living with 
breathlessness remains to be understood. 

AIMS 

This study aimed to compare generalised anxiety, depres-
sion, and dyspnoea-related emotional distress in cardio-
respiratory disease. 

METHODOLOGY 

This exploratory analysis combines nine research studies 
conducted within the Centre of Exercise and Rehabilitation 
Sciences, Leicester. Individuals included in this analysis 
had complete data for the outcomes of interest and a 

breathlessness related disorder. The included outcomes 
were the MDP, explored as Emotional Response Domain 
(ER) and Sensory Dimension (SD), and Hospital Anxiety 
and Depression Scale (HADS-A, HADS-D) scores as mea-
sures of general emotional status. HADS-A/D scores were 
categorised into non-case, mild, moderate, and severe (≤7, 
≥8, ≤10, ≥11, ≤14, ≥15, ≤21, respectively). Descriptive sta-
tistics (means (SD), n (%)), cross-tabulations, One-way 
ANOVA, and Pearson’s correlation were performed on SPSS 
V.29.0.2. 

RESULTS 

445 individuals were included (n=246 (55%) male, n=255 
(57%)White ethnicity (n=104 (23%) missing), mean (SD) age 
66 (12)years, Body Mass Index 28.6 (6.5), FEV1% predicted 
52% (23)).Primary conditions were post-COVID-19 n=208 
(47%), Chronic Obstructive Pulmonary Disease n=170 
(38%), undiagnosed breathlessness n=63 (14%), and heart 
failure n=4 (1%). MDP with no ER was reported by n=153 
(34%) individuals. Severity categories reported for HADS-A 
and HADS-D (respectively) were: none n=270 (61%), n=305 
(69%), mild n=86 (20%), n=79(18%), moderate n=61(14%), 
n=44(10%), and severe n=28(6%), n=17(4%). Severe HADS-
A and HADS-D had higher mean (SD)MDP ER scores with 
a mean difference of 13.844 (p<0.001) and11.103 (p=0.002) 
respectively, compared to mild HADS-A/D. There are mod-
erate correlations between MDP ER and HADS-A (r=0.655, 
p<0.001), and MDP ER and HADS-D (r=0.574, p<0.001). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Dyspnoeic emotional responses are common in the major-
ity of individuals with breathlessness, as measured by the 
MDP, though fewer experience generalised anxiety and de-
pression. These emotions show a moderate positive cor-
relation; however, elements of dyspnoea-related emotions 
remain unexplored. Whilst there is often overlap between 
general anxiety, depression, and dyspnoea-related emo-
tions, many people experience dyspnoea-related emotions 
in the absence of general anxiety and depression. Dysp-
noea-related emotions should be explicitly explored by 
clinicians, as this may remain undetected. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

All individual studies received independent REC approval. 
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69. WAKEFIELD POST COVID SERVICE 
RESOURCE AUDIT: HOW EFFECTIVE ARE 
AVAILABLE POST COVID-19 RESOURCES TO 
SUPPORT SYMPTOM 

Rachael Spink*1, Sarah Jessop1, Felicity Smith1, Matthew 
Fergusson1 

Mid-Yorks NHS Teaching Trust1 

*rachaelspink@nhs.net 

BACKGROUND 

Current COVID-19 commissioning guidance places empha-
sis on the provision of education and self-management re-
sources. To date the Wakejeld Post-COVID Assessment 
Service (PCAS) has predominantly used written resources. 
The services acknowledges that some patient populations 
may jnd accessing such resources difjcult and may not 
provide equity amongst all service users. This has the po-
tential to lead to a difference in a patient’s ability to op-
timally manage their ongoing post-COVID 19 syndrome 
symptoms and widen pre-existing health inequalities. 

AIMS 

This study aimed to assess patient satisfaction with the cur-
rent available resources and determine whether alternative 
resources may be required to support patients manage their 
Long-COVID symptoms. 

METHODOLOGY 

Qualitative interviews were completed by telephone to a 
randomised sample of 21 current service users. A short 
questionnaire was developed, consisting of both closed and 
open questions to help standardise the interviews. Inter-
views were completed by an occupational therapy student. 
Descriptive statistics were then generated following these 
interviews. 

RESULTS 

95% of patients reported receiving resources, with 85% of 
these jnding the resources useful. However, over 50% of 
sampled patients reported video resources would be prefer-
able and help to more optimally manage their Long-COVID 
symptoms. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Despite jnding the current PCAS resources helpful, more 
than half of the sampled patients discussed a preference 

for video/virtual resources. This demonstrates a require-
ment for the development of varied resource formats, in-
cluding video/virtual resources to improve accessibility and 
ultimately service users’ ability to optimally manage their 
Long-COVID symptoms. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

No formal ethics approval sought - student project / service 
evaluation of current resources. Registered with Mid-Yorks 
MY Therapy Audit Team 

70. EARLY MOBILISATION WITHIN GENERAL 
CRITICAL CARE IN SHEFFIELD 

Hannah Mainprize*1, Samuel Dean1 

Shefjeld Teaching Hospitals NHS Foundation Trust1 
*hannah.mainprize@nhs.net 

BACKGROUND 

Immobility on critical care can subsequently increase the 
risk of ICU acquired weakness (ICUAW) of which approx-
imately 50% of patients experience this multifactorial re-
sponse (Taylor, 2023). ICUAW can further impact patients 
onwards recovery in critical care and furthermore, when 
discharged from hospital (Tipping et al.2017). Despite its 
barriers, early rehabilitation has been found to reduce the 
long-term effects of a critical care stay including ICUAW, 
onward dependence on others, delirium and overall length 
of hospital stay, reducing the burden on health resources 
(Dirkes and Kozlowski, 2019). 

AIMS/ OBJECTIVE 

To explore how early patients on general critical care in 
Shefjeld engage in active out of bed mobility and looking at 
early mobility practices on the intensive care unit and how 
this correlate to other outcomes such as length of stay. 

METHODOLOGY 

3 months of retrospective data collection was performed I 
the general intensive care in Shefjeld. Identijed eligible 
patients based on the criteria (-ICU stay >4 days & cur-
rently receiving rehabilitation input by a rehabilitation 
team). Excluded patients whose conditions where mobility 
may be limited (spinal injuries etc., anticipated or current 
withdrawal of ICU interventions/ palliative interventions 
only and ICU stay but not requiring rehabilitative input 
were excluded from the data collection. The ICU Mobility 
Scale (ICUMS) was used to collect data. The ICUMS is a fea-
sible tool with strong inter-rater mobility for measuring the 
maximum level of mobility of adult patients in ICU (Hodg-
son et al 2017). The data collection was: time to passive out 
of bed mobilisation (score 2 ICUMS), time to active out of 
bed mobilisation (score 3 > on ICUMS), ICUMS score on ICU 
discharge. Baseline data collection was collected including 
age, gender, length of stay in ICU and reason for admission. 

American Thoracic Society Statement: update on the 
mechanism, assessment and management of dysp-
noea’, American Journal of Respiratory and Critical 
Care Medicine, 185(4), pp.435-452 3. A.F. (2014) ‘The 
Hospital Anxiety and Depression Scale’, Occupa-
tional Medicine, 64(5), pp393-394 
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RESULTS 

Within a 3-month period on general critical care in 
Shefjeld, the average length of stay was 12 days, in which 
95% of patients were successfully mobilised out of bed dur-
ing their admission. It took on average, 5.7 days for patients 
to achieve active out of bed mobilisation (ICUMS >3). On 
discharge from ICU, the average ICUMS was 6 (correlating 
to marching on the spot). The main barrier to engaging 
in early rehabilitation was medical instability (44%) with 
cardiovascular instability and patient compliance the next 
common barriers. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Overall, the data showed that most of the patients actively 
mobilised out of bed when on the critical are unit in 
Shefjeld. However, mobility was limited in the early stages 
of patients stay due to medical instability as most of the 
patients were intubated and sedated. Overall, a positive 
outcome included the proactive culture of early mobilisa-
tion among the team within Shefjeld ICU. This correlates 
with good physical outcomes for patients according to the 
ICUMS as most patients were discharged from Shefjeld ICU 
at least standing/ marching on the spot. Further work to fo-
cus on types, duration and number of inputs for early mo-
bilisation compared to baseline data and looking at func-
tional outcomes after ICU stay would be recommended for 
future. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

CEU approval within STH. 
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71. UNDERSTANDING BREATHLESSNESS USING 
THE MULTIDIMENSIONAL DYSPNOEA PROFILE 
IN CHRONIC OBSTRUCTIVE PULMONARY 
DISEASE 

Sophie Elsoueidi*1, Charlotte Leonard2, Gillian Doe3, Olivia 
Revitt1, Lesley McBride1, Seth O’Neil1, Sally Singh1, Enya 
Daynes3 

School of Allied Health, University of Leicester, Leices-
ter, UK1, NIHR Leicester Biomedical Research Centre Res-
piratory, Glenjeld Hospital, Leicester, UK2, Department of 
Respiratory Sciences, University of Leicester, Leicester UK3 

BACKGROUND 

Individuals diagnosed with Chronic Obstructive Pulmonary 
Disease (COPD) are known to experience signijcant and de-
bilitating symptoms of breathlessness. COPD continues to 
be a leading cause of mortality worldwide, with a persistent 
social and economic burden on health systems. The Mul-
tidimensional Dyspnoea Projle (MDP), unlike the majority 
of other breathlessness-related tools, captures individuals’ 
breathing discomfort and associated emotional responses, 
which increases our understanding of the complexity and 
breadth of breathlessness. 

AIMS/ OBJECTIVE 

This study aimed to explore the distinct dimensions of 
breathlessness in individuals living with COPD to assess its 
use in breathlessness management. 

METHODOLOGY 

This is an exploratory analysis of previously completed 
studies (k=9) conducted at the Centre of Exercise and Re-
habilitation Sciences, Leicester. Participants who had com-
pleted the MDP, with a diagnosis of COPD, were included 
for analysis (n=258). Outcomes include the MDP, lung func-
tion, Medical Research Council Dyspnoea scale (MRC), 
COPD Assessment Test (CAT) and the Chronic Respiratory 
Questionnaire (CRQ). MDP is reported as A1 (breathing dis-
comfort scored 0-10), Sensory Dimension (jve sensory de-
scriptors, with one reported as most accurate), and Emo-
tional Response Domain (jve emotional qualities), with 0 
as the lowest score and 10 as the highest for each descrip-
tor. Data were analysed and descriptive statistics were per-
formed using SPSS V29.0.2. 

RESULTS 

All 258 individuals were included (n=139, 52.9% male, 
mean [SD] age 70 [9.3] years, BMI 27 [6.1], and FEV1 % pre-
dicted 50 [22]). The mean scores [SD] for the MDP were 
A1 4.6 [2.3], Sensory Dimension 17.7 [12.8], and Emotional 
Response Domain 17.1 [14.5]. The median [IQR] MRC score 
was 3 [2-4], mean [SD] CAT and CRQ total scores were 21.7 
[8.1] and 14.8 [4.4], respectively. The most commonly re-
ported accurate sensory descriptors were equally “my chest 

1. Taylor, C., 2024. Intensive care unit acquired weak-
ness. Anaesthesia & Intensive Care Medicine 25, 
1-4 2. Tipping CJ, Harrold M, Holland A, Romero L, 
Nisbet T, Hodgson CL (2017) The effects of active mo-
bilisation and rehabilitation in ICU on mortality and 
function: a systematic review. Intensive Care Med-
icine 43:171-183 3. Dirkes, S.M and Kozlowski, C., 
2019. Early mobility in the intensive care unit: evi-
dence, barriers and future directions 

2. Hodgson, C., Needham, D., Haines, K., Bailey, M., 
Ward, A., Harrold, M., Young, P., Zanni, J., Buhr, H., 
Higgins, A. and Presneill, J., 2017. Feasibility and in-
ter-rater reliability of the ICU mobility scale. Heart & 
Lung, 43(1), pp.10-24 
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and lungs feel tight or constricted” (21.7%, mean [SD] = 3.7 
[3.2]) and “I am not getting enough air” (21.7%, mean [SD] 
= 3.6 [3.0]). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Individuals living with COPD report high baseline inten-
sities of breathlessness-related descriptors. “My chest and 
lungs feel tight or constricted” and “I am not getting 
enough air” were most commonly reported, highlighting 
breathlessness heterogeneity and supporting MDP use 
across COPD populations. These results enhance our un-
derstanding of different breathlessness sensations in indi-
viduals living with COPD. Examining the distinct domains 
in patient-reported breathlessness tools could allow for 
more personalised breathlessness management. 

72. CAN A MULTI-CONDITION 
REHABILITATION CLASS OFFER INCREASED 
SERVICE CAPACITY FOR PULMONARY 
REHABILITATION SERVICES IN RURAL AREAS? 

CLAIRE HOPE*, KATIE BEGG, MAIRI SMAIL 
*claire.hope2@nhs.scot 

BACKGROUND 

Capacity and accessibility to Pulmonary rehabilitation (PR) 
in Scotland is reported to be at 20-30% of those who are 
eligible (SG2024). Many patients attending PR have multi-
morbidity and maybe on multiple disease specijc reha-
bilitation waiting lists. There is increasing evidence that 
non-disease specijc rehabilitation can improve outcomes 
for individuals living with multiple health conditions (CSP 
2022). Dumfries and Galloway PR service offers two blocks 
of PR annually in upper Nithsdale, when there are sufjcient 
patient numbers for a class, resulting in long waiting times. 
Cardiac and Falls rehabilitation patients historically need 
to travel 30 miles to access specialist classes. 

AIMS/ OBJECTIVE 

A pilot study was designed to assess the impact of sharing 
resources across multiple services to offer a multi-condi-
tion rehabilitation programme in this area to complement 
the existing services. If this pilot was successful, it would 
increase capacity to rehabilitation classes in this remote 
area. The pilot set out to assess if the outcomes were 
favourable for those attending the multi-condition rehabil-
itation programme. 

METHODOLOGY 

Patients with multi-conditions were offered a non-disease 
specijc rehabilitation programme in an easily accessible lo-
cal venue. They were pre-assessed by the PR physiothera-
pist and then triaged to either a PR programme or a multi-
condition group depending on their co-morbidities and 

stability of their respiratory symptoms. Physical and well-
being measures were recorded pre and post attendance 
(physical literacy scores, timed up and go test and hand 
grip strength). Those who met the criteria (>2 co-morbidi-
ties) were offered weekly sessions (8 weeks x 90 minutes). 
Sessions consisted of personalised group exercise (includ-
ing weight training, cardio and balance exercises) followed 
by a tai chi session, as well as education (planning for the 
future, managing breathlessness, falls prevention and how 
to maintain physical activity. Each patient received an indi-
vidualised home programme. 

RESULTS 

10 patients commenced multi-condition rehab, 60% com-
pleted the programme (n=6). There were signijcant in-
creases in the four and jve item literacy scores (four item 
mean change +6.33, p=0.026; jve item mean change +7.17, 
p=0.039, no signijcant changes in the timed up and go 
test or handgrip (p>0.05). Feedback from patients was 
favourable and positive. All 6 patients joined a local author-
ity exercise group. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

A complementary strategy is needed to support existing 
models of care and rehabilitation to provide personalised, 
comprehensive continuity of care, especially in rural areas. 
Early indicators from this pilot suggests this model could 
work alongside traditional PR. However, further research is 
required to explore potential cost savings and patient expe-
rience with a larger number of participants. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Test of change project 
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73. FAN THERAPY TO RELIEVE 
BREATHLESSNESS: A SINGLE CENTRE SERVICE 
EVALUATION PROJECT 

Adedoyin Ajayi*1, Amy Tainton-Smith1 

UNIVERSITY HOSPITALS BRISTOL& WESTON1 

*adedoyin.ajayi@uhbw.nhs.uk 

BACKGROUND 

Breathlessness is a subjective experience of breathing dis-
comfort that consists of qualitatively distinct sensations 

1. Scottish Government. Pulmonary rehabilitation- ser-
vice specijcation for Scotland. March 2024 CSP. Re-
hab on track: community rehabilitation best practice 
standards. December 2022 
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that vary in intensity. It can be said as an experience de-
rived from interaction of multiple physiological, psycho-
logical, social and environmental factors which may induce 
secondary physiological and behavioural responses. Con-
ventional treatments of breathlessness sometimes fail to 
provide immediate relief, highlighting the need for alter-
native on-pharmacological methods, of which Fan therapy 
is one. The cooling effect of air from a fan on the face can 
help to reduce breathlessness in individuals with chronic 
respiratory conditions, palliative patients struggling with 
breathlessness, individuals limited by chronic breathless-
ness either at rest or post-exertion. 

AIMS/ OBJECTIVE 

This project aims to evaluate the effectiveness of fan ther-
apy in relieving breathlessness 

METHODOLOGY 

Participants were current in-patients who had unsuccess-
fully trialled alternative breathlessness management 
strategies including pacing, positioning and breathing 
techniques. Patients were excluded if they had physical or 
cognitive impairments limiting their participation. Demo-
graphic information to include sex and primary respiratory 
diagnosis was recorded. Participants were provided with a 
mini handheld fan (Kingavon, FA111), a breathlessness and 
fan therapy information leaket and an evaluation question-
naire. 

RESULTS 

Twenty-one patients participated (Male=9). The primary 
respiratory diagnosis being COPD (71.4%). Twenty partic-
ipants (95.2%) reported fans being effective in relieving 
their breathlessness at rest and post-exertion. Free text 
comments mostly described positive experiences such as 
‘helpful when panicking’, helpful for breathlessness during 
ADLs’. One patient reported not jnding it helpful due to 
‘the cooling air from the fan was too strong’. Information 
leakets were well received; “The leaket was very helpful in 
explaining why a simple fan could help with breathlessness. 
I tried using it as instructed, and it was effective for me”. 
One barrier to ongoing use of this intervention post dis-
charge was patient’s limited access to portable fans. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Fan therapy was found to be effective in relieving breath-
lessness among patients for whom traditional management 
had been unsuccessful. This low-cost, non- pharmacologi-
cal intervention can offer a practical and accessible option 
for improving patient comfort, particularly in settings 
where more advanced treatments may be unavailable. In-
corporating patient education about the use of fan therapy 
in any setting could further enhance its benejt by empow-
ering patients to manage their symptoms effectively. Fur-
ther research is warranted to explore broader applicability 
across diverse patient populations and clinical conditions. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

No ethical approval was required. This project was regis-
tered as a small service evaluation 
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74. FLEXIBLE WORKING PILOT WITHIN A 
MIXED INPATIENT/OUTPATIENT 
PHYSIOTHERAPY TEAM AT A TERTIARY 
CHILDREN’S HOSPITAL 

Charlotte Chew*1, Nicola Moss1, Lindsey Schaefer1, Cather-
ine Thornton1, Sinead Warner1 

MANCHESTER UNIVERSITY NHS FOUNDATION 
TRUST1 

*charlotte.chew@mft.nhs.uk 

BACKGROUND 

NHS Staff Stress Survey and CSP Stress Survey results 
sighted ‘lack of kexibility’ as a cause of stress within pae-
diatric physiotherapy staff. Several staff within the depart-
ment already have individual kexible working patterns, 
however, we were noticing increasing requests from full 
time staff (Monday-Friday 8.30-16.30) that were potentially 
having a negative impact on colleagues. We decided to in-
vestigate further to look at whether we could offer more 
kexibility for all Physiotherapy staff, given their work life 
balance was more affected by out of hours and oncall shifts 
than other staff groups. 

AIMS/ OBJECTIVE 

The aim was to gather information from staff about work-
ing patterns and preferences and investigate how this could 
be applied within a large tertiary hospital offering acute 
and outpatient services. Our aim was to prioritise feedback 
from staff about lack of kexibility and poor work/life bal-
ance and seek potential improvements while still providing 
high standards of patient care. 

1. Bott J, Blumenthal S, Buxton M, et al., (2009). Guide-
lines for the physiotherapy management of the 
adult, medical, spontaneously breathing patient. 
Thorax Vol 64 Supplement 1 2. Tim L, Jane P, Miriam 
J, et al., (2017). Contributions of a hand-held fan to 
self-management of chronic breathlessness. Euro-
pean Respiratory Journal 50, 2 3. Tim L, Mary R, 
Tracy S, et al., (2022). Implementing the battery-op-
erated hand-held fan as an evidence-based, non-
pharmacological intervention for chronic breathless-
ness in patients with chronic obstructive pulmonary 
disease (COPD): a qualitative study of the views of 
specialist respiratory clinicians. BMC Pulmonary 
Medicine 22, 129 
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METHODOLOGY 

Staff were sent a questionnaire to canvas opinion on several 
topics e.g. current working pattern, preferred working pat-
tern, potential risks and benejts to their service. 

RESULTS 

We asked full-time staff to vote on preferences of com-
pressed hours (9-day fortnight or 4.5 days per week) or 
change working hours (e.g 8.00-16.00). Following the initial 
data collection, it was clear all staff would prefer different 
working patterns. Therefore, we were able to offer individ-
ualised working patterns to each staff member within the 
limits of the service/team they worked within as part of a 
6-month pilot study (30/9/24-31/3/25). We asked staff to 
complete a central feedback document with positive, neg-
ative and general comments/jndings. A questionnaire was 
distributed midway through the pilot to all staff and not 
just those with adjusted working patterns to gather in-
terim feedback to guide next stages. The results were over-
whelmingly positive with more than 90% of staff happy 
with their current working pattern siting reasons such as 
‘better work/life balance’, ‘reduced travel time’, ‘reduced 
TOIL’. We also plan to look at objective data such as sick-
ness, staff turnover, service data, critical incidents, how-
ever, this information is not currently available as we are 
only midway through the pilot. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

We also plan to look at objective data such as sickness, staff 
turnover, service data, critical incidents, however, this in-
formation is not currently available as we are only midway 
through the pilot. 

74. DEVELOPING A RESEARCH-ACTIVE 
WORKFORCE - REFLECTIONS FROM A 
NATIONAL INSTITUTE FOR HEALTH RESEARCH 
(NIHR) STUDENT INTERNSHIP PROGRAMME 
PLACEMENT FOCUSING ON 
INTERPROFESSIONAL EDUCATION. 

Dr Frances Butler*1,2, Dr Alex Wray2, Sara Ma1,3, Georgina 
Lawlor2, Hayley Kelsey2, Joel Sharples2 

York and Scarborough Teaching Hospitals NHS Founda-
tion Trust1, Institute for Health and Care Improvement, 
York StJohn University2, School of Science, Technology and 
Health, York St JohnUniversity3 

*francesbutler1@nhs.net 

BACKGROUND 

A NIHR Internship grant application was awarded to Dr 
Frances Butler, Dr Alex Wray and Sara Ma, colleagues from 
York St John University with multiprofessional backgrounds 
including Nursing and Physiotherapy. Students applied and 
were successfully appointed following an interview. Inter-
professional Education (IPE) is “when students from two 

or more professions learn about, from and with each other 
to enable effective collaboration and improve health out-
comes” (WHO, 2010). The importance of developing inter-
professional skills as a prerequisite to professional regis-
tration is well documented across various governing bodies 
(Nursing & Midwifery Council, 2023; Health & Care Profes-
sions Council (HCPC, 2024). At present, there is no stan-
dardised criteria for the implementation of IPE which may 
lead to variations across undergraduate healthcare courses. 

AIMS/ OBJECTIVE 

METHODOLOGY 

During the undergraduate internship programme funded by 
the National Institute of Health Research (NIHR), discus-
sions between a student Physiotherapist, a recently grad-
uated Occupational Therapist (OT) and a student Nurse, 
exposed unknown variations in profession-specijc termi-
nology and knowledge gaps around the scope and clinical 
strengths of each other’s professions. Acknowledgment of 
these gaps and variations led to discussions around how 
more opportunities to actively engage in IPE may be bene-
jcial for healthcare students before they enter post-gradu-
ate employment. 

RESULTS 

Student Rekections “The NIHR internship gave me the op-
portunity to develop several personal skills that seem to 
underpin every research process; the ability to be obser-
vant, daring to ask the question, learning to fail, working 
with others, critical reasoning, lifelong learning, and taking 
a solution-based approach. Such attributes have great 
transferability to the four pillars of practice: clinical, edu-
cation, leadership, and research”. “A broad range of expe-
rience was benejcial for me- different conferences, differ-
ent projects, and meeting researchers working on various 
things gave me a broader understanding of different forms 
of research than working on a single project could have 
done”. “Having the chance to work with professionals in 
different jelds was a useful experience, but I also found 
meeting with Occupational Therapists in research a really 
valuable experience as a recent graduate- as I hadn’t really 
thought about a career in research in occupation therapy 
before”. 

• To provide potential candidates with the opportunity 
to experience and gain an understanding of how to 
conduct research in cross-discipline health-related 
research projects. 

• To have the unique opportunity to collaborate with 
academic and clinical academic staff members on 
projects utilising both qualitative and quantitative 
research methodologies 

• To promote a research-active workforce for future 
healthcare professionals 
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CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Having a research-active workforce is essential to advanc-
ing the future of Healthcare within the NHS. Providing un-
dergraduate students research experience promotes excel-
lence in providing evidence-based practice. 

REFERENCES 

76. A RETROSPECTIVE REVIEW OF MOBILITY 
ON ICU AND WARD DISCHARGE, AND THE 
IMPACT ON LENGTH OF STAY AND DISCHARGE 
LOCATION 

Allaina Eden*1, Alicia Page1 

Royal Papworth Hospital1 
*allaina.eden@nhs.net 

BACKGROUND 

Rehabilitation within Intensive Care Units (ICU) is critical 
to patient’s surgical and recovery (1). Recently published 
research focuses on how the level of mobility on ICU dis-
charge impacts patient outcomes (2,3). 

AIMS/ OBJECTIVE 

To investigate patient’s ability on discharge from a special-
ist Cardiothoracic ICU and ward, and how this related to 
length of stay (LOS) and discharge location. 

METHODOLOGY 

A retrospective case series of patients admitted to the car-
diothoracic ICU with an ICU LOS of four days or greater, 
with an ICU discharge date from 01/01/23 to 31/12/23. 
Physical ability was measured by the ICU mobility score 
(ICUMS) (4). 

RESULTS 

Data was collected for 807 patients. The three main reasons 
for admission to ICU was Cardiac Surgery (49%), Transplant 
(13%), Cardiology (12%). ICU The median ICU LOS was 6 
days, (range 1-266 days). The majority of patients were dis-
charged from ICU to the surgical wards (70%). Physical abil-
ity on discharge was a median ICUMS 5. The data was di-

chotomised into two groups (ICUMS 0-4and 5+). Mobility 
scores were signijcantly different for patients dependent 
on ICU discharge destinations (p<0.001). Patients with 
higher mobility were discharged to the ward. There were far 
fewer patients with high mobility discharged to other des-
tinations. A logistic regression model examined the rela-
tionship between ICULOS and dichotomised ICUMS. When 
length of stay doubled, the odds of having a high (5-10) 
ICUMS at discharge decreased, changing by a factor 0.63, 
(95% CI [0.55, 0.73], p value <0.001). Based on diagnosis, 
ICUMS is different for patients dependent on reason for ICU 
admission (p<0.001). Patients undergoing surgery had the 
highest proportion of high mobility on discharge. The low-
est ICUMS were patients under the Cardiology and Respira-
tory ECMO services. Ward 631 patients were discharged to 
the ward environment. The median ward LOS was 8 days, 
(range 1-213 days). Physical ability on ward discharge was a 
median of 10ICUMS (SD 1.9). Due to being heavily skewed, 
the ward data, was unsuitable for advanced analysis. The 
vast majority of patients were discharged home (78%), with 
21% of the remaining patients discharged back to their lo-
cal centre, and 1% receiving end of lifecare. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This review demonstrates that 71% of ICU patients 
achieved an active level of rehabilitation on discharge from 
ICU. With higher ability being positivity linked to outcome 
and longer ICU LOS being linked to worse outcomes. De-
spite the variety of ability on ICU discharge, the majority of 
patients are discharged fully mobile. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Registered with Royal Papworth Hospital Clinical Audit and 
Improvement department. Project number N-CA-134. 
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77. THE POTENTIAL ROLE OF LUNG 
ULTRASOUND IN EVALUATING PHYSIOTHERAPY 
TREATMENTS DURING AN ACUTE CYSTIC 
FIBROSIS EXACERBATION: A CASE STUDY 

Amara Preece*1, Lucy Thompson1, Ciara Long1 

University Hospitals Bristol and Weston NHS Foundation 
Trust1 

*amara.preece@uhbw.nhs.uk 

BACKGROUND 

Lung ultrasound (LUS) is an increasingly used assessment 
tool by intensive care physiotherapists to aid pathology 
identijcation, select treatments, and as an outcome mea-
sure for treatment efjcacy. In the Cystic Fibrosis (CF) pop-
ulation, there is some evidence LUS jndings correlate with 
changes in chest radiography and spirometry jndings. 
However, there is limited evidence for its use within physio-
therapy management of these patients. This case study de-
scribes the use of LUS to evaluate changes post treatment 
during an acute exacerbation of a CF patient. 

METHODOLOGY 

Patient X was a 25-year-old female admitted with acute ex-
acerbation. Despite 4 weeks of continuous intravenous an-
tibiotics and changes to physiotherapy treatments, sputum 
volume remained high and her oxygen requirement at rest 
varied from 4-8litres, compared to her baseline of 1-2litres. 
Her previous airway clearance routine was percussion fol-
lowed by mechanical insufkation: exsufkation (MI-E) and 
graded huffs. Non-invasive ventilation via face mask re-
placed MI-E for chest clearance with settings of inspira-
tory positive airway pressure (IPAP) 20cmH₂O, expiratory 
positive airway pressure (EPAP) 8cmH₂O, respiratory rate 
12bpm, rise time 3, inspiratory time 2.1 seconds. Other ad-
juncts in her airway clearance routine included hypertonic 
saline, percussion and graded huffs. 

RESULTS 

The jrst LUS was carried out on NIV prior to treatment and 
showed conkuent b-lines, shred sign and associated col-
lapse in the right lower anterior (RLA) and right posterolat-
eral (RPL) areas. IPAP and EPAP were subsequently titrated 
up to 27/10cmH2O for use during clearance and to aid re-
recruitment post clearance. 
The patient was re-scanned one week later which 

showed improvements in collapse and shred in RLA/RPL 
areas with decreased B-lines observed throughout. Subjec-
tively patient X reported jnding LUS useful for understand-
ing changes to treatment regime. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This case study describes how integration of LUS into phys-
iotherapy assessment can facilitate timely adaptation of 
airway clearance treatment regimens and evaluate subse-

quent effectiveness further of such adaptations in the CF 
cohort. Wider implementation to enable further evaluation 
will now be considered. Further robust studies are required 
to determine clinical signijcance in this specijc patient 
group. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Patient consent was gained for use of information within 
this case study and subsequent presentations. No further 
Trust approvals were required. 
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79. A REVIEW OF RESPIRATORY 
PHYSIOTHERAPY REQUIREMENTS FOR 
PATIENTS ADMITTED FOLLOWING 
INTERVENTIONAL AND DIAGNOSTIC 
BRONCHOSCOPY AT UNIVERSITY COLLEGE 
LONDON HOSPITALS. 

Laura May Barnes*1, Helen Davis1, Rebecca Livingston1, 
Ricky Thakrar1 

University College London Hospitals1 
*laura.barnes37@nhs.net 

BACKGROUND 

Interventional bronchoscopy is a growing specialty, with 
advances in the jeld enabling increasing bronchoscopic di-
agnostic and treatment options for complex cases. A pro-
portion of this cohort require airway stents, for which there 
is a well-established pathway for post procedure manage-
ment. However, there is an increasing number of patients 
undergoing bronchoscopy who do not require an airway 
stent, but require an overnight admission to a hospital 
ward, due to elevated risk of respiratory compromise post 
general anaesthetic; having no one to monitor them 
overnight at home or becoming medically unwell post pro-
cedure. Due to the increasing complexity of patients under-
going these procedures, patients often require physiother-
apy input during this short admission, a currently unfunded 
component of the service. 

1. Hayward S, Smith M, Innes S (2020) Diagnostic tho-
racic ultrasound imaging—an exploration of respi-
ratory physiotherapists’ interest and use in clinical 
practice: a national survey. Ultrasound 28(1):14–22. 

2. Curatola, A.; Corona, F.; Squillaci, D.; Saccari, A.; 
Chiaretti, A.; Barbi, E.; Maschio, M. Lung ultrasound 
evaluation in people with cystic jbrosis: A new ap-
proach in the pulmonology outpatient clinic. Pediatr. 
Pulmonol. 2023, 59, 592–599. 

3. Ciuca I.M. Pop L.L. Dediu M. Stoicescu E.R. Marc M.S. 
Manea A.M. Manolescu D.L. 
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AIMS/ OBJECTIVE 

To evaluate the physiotherapy requirements of patients ad-
mitted to an inpatient hospital ward following diagnostic 
and interventional bronchoscopy. 

METHODOLOGY 

Patients admitted overnight for either diagnostic or inter-
ventional bronchoscopy in a jve-month period (August-
December 2024) were included. Those requiring airway 
stents were excluded from analysis. The reasons patients 
were triaged to be seen for physiotherapy assessment, 
treatment interventions and time spent with patients were 
recorded. Data was obtained from a retrospective review of 
patient notes. 

RESULTS 

Out of 213 bronchoscopies completed, 45 patients were ad-
mitted overnight and 44 were triaged to be seen for physio-
therapy assessment. Reasons triggering physiotherapy as-
sessment were: a respiratory medical history, such as 
COPD, asthma, bronchiectasis (78% n-35), increased secre-
tion load (24% n=11) and increased oxygen requirement 
post intervention (15% n=7). Physiotherapy treatment in-
terventions included Active Cycle of Breathing Technique 
(87% n=39), health promotion, such as smoking cessation 
and weight management advice (20% n=9), breathlessness 
management (18% n=8), Positive Expiratory Pressure (+/- 
oscillation) (9% n=4) and discharge planning (9%n=4). Me-
dian therapy time spent per patient was 45 minutes (IQR 
35-65). Onward referral was required by 24% (n=11) of pa-
tients: outpatient respiratory physiotherapy for airway 
clearance 13% (n=6), community therapy for falls and func-
tional rehabilitation 11% (n=5). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Almost all patients admitted overnight post-bronchoscopy 
required physiotherapy input to support their recovery and 
discharge from hospital, highlighting a previously under-
recognised caseload demand. As this was a retrospective 
observational study with no control group, the impact of 
physiotherapy on length of stay, recovery outcomes and 
longer-term condition management is uncertain and re-
quires further study. However, in this growing and increas-
ingly complex jeld, these jndings highlight the role of 
physiotherapy to support recovery following interventional 
bronchoscopy and the need to consider this in funding such 
services. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

As this is a review of current service provision, this did not 
require ethical approval. The audit is registered with the 
Therapy and Rehab Department at University College Lon-
don Hospitals. 

80. AUDIT INVESTIGATING THE CLINICAL 
EFFECTIVENESS OF PHYSIOTHERAPY USING 
COVENTRY CARDIAC SCREENING TOOL (CCST) 

Radha Mody*1, David McWilliams1, Samantha Powell1, 
Dalia Barghouthy1 

University Hospital Leicester1 

*Radha.mody@uhcw.nhs.uk 

BACKGROUND 

The necessity for prophylactic physiotherapy following car-
diac surgery remains unclear [1]. With a need to direct lim-
ited resources, scores to determine those most at risk of 
complications are being increasingly used. These are often 
built on modijed versions of those used for general surgery 
populations [2], with the SPOST currently used within our 
cardiac ICU. Clinically we have identijed that the SPOST 
may overestimate risk in cardiac surgery populations due to 
high scores related to anaesthesia duration or high initial 
prophylactic use of oxygen in the immediate post-operative 
period. The cardiac screening tool (CCST) was created a pri-
ori based on available evidence and key elements included 
in other tools. Uniquely, the CCST tool eliminates numeri-
cal values and instead uses simple ‘Yes/No’ for factors most 
likely to predict risk 

AIMS/ OBJECTIVE 

To assess the feasibility of the CCST in prioritising patients 
for physiotherapy treatment after cardiac surgery in com-
parison to the SPOST 

METHODOLOGY 

All patients undergoing cardiac surgery between 24th Sep-
tember- 30th November 2024 were included in the analysis. 
The CCST was completed by an independent team member, 
with treating physiotherapists blinded to outcome. Patients 
continued to be screened with the SPOST, receiving physio-
therapy input accordingly. Patients identijed as low risk re-
ceived nurse led post-operative mobilisation, with no phys-
iotherapy involvement. High risk patients received standard 
physiotherapy including respiratory interventions and mo-
bilisation. Data was compared to review the proportion of 
patients identijed as low risk by each tool, alongside a 
comparison of scores for those deemed low risk by the 
SPOST but ultimately re referred for physiotherapy input. 

RESULTS 

70 patients were included in the analysis. The CCST iden-
tijed a higher proportion of low-risk patients in compari-
son to the SPOST (68% vs 58%). This equated to seven addi-
tional patients deemed to require treatment by the SPOST 
who were seen on average 4 times by the physiotherapy 
team. Four patients identijed as low risk by the SPOST 
were rereferred for physiotherapy. None of these would 
have been identijed as high risk by the CCST. 
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CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

The CCST increased the number of patients identijed as 
low risk who could potentially be screened out from physio-
therapy input. This has the potential to improve risk strat-
ijcation and free up additional therapy capacity for high-
risk patients. A future pilot is now planned to evaluate any 
impact on patient outcomes or re referral rates after intro-
duction of the new tool. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

This is a service evaluation and registered within the Trust. 
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81. AN EXPLORATION OF EXTUBATION 
FAILURE WITHIN A CARDIOTHORACIC ICU 

Katherine Atkin*1, Shin Tan Yeoh1, Allaina Eden1, Ben Mc-
Cleary1 

Royal Papworth Hospital1 

*Katherine.atkin@nhs.net 

BACKGROUND 

Studies show that extubation failure leading to reintuba-
tion is associated with increased morbidity, higher inten-
sive care unit (ICU) hospital length of stay (LOS), higher 
costs and mortality [1] 

AIMS/OBJECTIVE 

To evaluate the number of extubation failures, reason for 
extubation failure and physiotherapy input prior to reintu-
bation within a six-month period. Failure extubation was 
dejned as patients requiring reintubation within 72hurs of 
extubation. 

METHODOLOGY 

A retrospective case series of all patients that had an ex-
tubation failure within a 6-month period between July and 
December 2022. All patients reviewed were within the ICU 
aged 16 and above, mechanically ventilated, electively ex-
tubated and reintubated within 72 hours. All data was col-
lected from the electronic patient record and inputted into 
excel. Data collection included reason for reintubation, 
Physiotherapy input prior to reintubation and the outcome 
of the patient stay. 

RESULTS 

Data was collected for 15 patients with extubation failure, 
four patients had further ailed extubating attempts. Of the 
15 patients, four had tracheostomies and a slow respiratory 
wean, three died and the remaining eight patients were 
successfully extubated and later transferred to the ward. 
The reason for admission to PICU was evaluated to look 
for themes. Eight patients had cardiac surgery, one post 
thoracic surgery, one cardiology patient, two post heart or 
lung transplant and three were on mechanical support. The 
reason for reintubation was categorised into these themes: 
respiratory failure, cardiovascular instability and agitation. 
Reintubation was primarily due to respiratory failure (11 
patients), six attributed to secretion management and de-
saturation, two to stridor and three to rising PaCO2. Three 
patients were reintubated due to cardiovascular instability 
and three due to agitation. Physiotherapy input prior to 
reintubation was variable. No physiotherapy input was pro-
vided between extubation and reintubation in six patients. 
The remaining nine patients had physiotherapy input rang-
ing from deep breathing exercises and mobility to nasopha-
ryngeal suction and cough assist. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

As this was a small data set retrospectively collected in 
2022 it is unsuitable for analysis beyond descriptive sta-
tistics. The data collected only looked at failed extubation 
and lacks evaluation about successful extubation linking 
our ability to draw any thorough conclusion. Primary rea-
sons for extubation failure were respiratory failure with as-
sociated secretions. These results suggest future evaluation 
is needed to explore the relation between extubation fail-
ure and planned versus emergency surgery. Whilst studying 
the relationship between timing of successful and unsuc-
cessful extubation with consideration of the proactive and 
timely involvement of treatment provided by the multi-dis-
ciplinary team. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Service evaluation nil ethics required, registered within the 
Trust clinical audit department. 
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82. EXPLORING FACTORS ASSOCIATED WITH 
FATIGABILITY IN PATIENTS WITH STABLE 
CHRONIC OBSTRUCTIVE PULMONARY DISEASE 

Razan S. Alsubhi*1, Abdullah A. Alqarni2, Baian A. Baatta-
iah1, Mutasim D. Alharbi1 
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piratory physiotherapy after cardiac surgery: a sys-
tematic review. BMJ. 2003 DEC 13:327(7428):1379 2. 
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ton A. Prioritising physiotherapy services- The de-
velopment and implementation of a postoperative 
screening tool. ACPRC Journal. 2008; 40:23-30 

1. Rother RC, Epstein SK. Extubation failure: magni-
tude of the problem, impact on outcomes and pre-
vention. Curr Opin Crit Care. 2003 Feb; 9(1):59-66 
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Department of Physical Therapy, Faculty of Medical Re-
habilitation Sciences, King Abdulaziz University, Jeddah, 
Saudi Arabia1, Department of Respiratory Therapy, Faculty 
of Medical Rehabilitation Sciences, King Abdulaziz Univer-
sity, Jeddah, Saudi Arabia2 

*ralsubhi0185@stu.kau.edu.sa 

BACKGROUND 

Patients with Chronic Obstructive Pulmonary Disease 
(COPD)often experience a wide range of symptoms, includ-
ing dyspnoea, chest tightness, fatigue, drowsiness, anxiety, 
and depression, all of which can impair their ability to per-
form daily activities. 

AIMS/OBJECTIVE 

Objectives: This study aimed to assess the prevalence of 
fatigability and identify factors inkuencing fatigability in 
individuals with stable COPD. 

METHODOLOGY 

Performance fatigability was assessed by calculating the 
percentage change in distance walked from the jrst to the 
lastminute during a 6-minute walk test, referred to as the 
Distance Walked Index (DWI). Participants completed the 
Dyspnoea-12 questionnaire (D-12), the International Phys-
ical Activity Questionnaire (IPAQ), the Hospital Anxiety 
and Depression Scale (HADS), the COPD Assessment Test 
(CAT), and the Epworth Sleepiness Scale (ESS). Statistical 
analyses included correlation and regression analyses, with 
statistical signijcance set at p≤0.05 

RESULTS 

A total of 65 patients with COPD participated in this study, 
of whom66% were male and 34 % were female, with a mean 
age of 57years. The prevalence of fatigability among pa-
tients with COPD was 66% (based on DWI cut-off). The DWI 
was signijcantly negatively correlated with the D-12 (r= 
-0.256, p<0.05). Regression analysis identijed the D-12 as 
the only signijcant predictor of DWI (B= -0.46; 95% conj-
dence interval: -0.95 to -0.14). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Conclusions / Implications for Practice: Identifying factors 
contributing to fatigability in COPD is crucial and repre-
sents acritical step forward in clinical practice. Addressing 
dyspnoea, one of the most distressing symptoms, may im-
prove fatigability and functional mobility in patients with 
COPD. Further research is needed to explore additional 
contributing, moderating, and mediating factors that may 
inkuence and predict fatigability in COPD. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The study protocol was reviewed and approved by the Min-
istry of Health, Makkah, Saudi Arabia under the ethics 
number: H-02-K-076-0324-1093 

83. IMPLEMENTATION OF A 7 DAY WORKING 
PILOT ON ICU 

Eleanor Joseph*1, Clair Martin1 

University Hospital Leicester1 

*Eleanor.Joseph@uhl-tr.nhs.uk 

BACKGROUND 

Criteria for patients receiving care in the ICU during week-
ends is limited to those with acute respiratory deterioration 
or active respiratory treatment needs. Patients requiring 
mobilisation or rehabilitation only receive these services 
when the hospital’s overall acuity levels are low and stafjng 
permits additional treatments. 

AIMS/OBJECTIVE 

The year preceding the pilot project, only 22% of patients 
eligible for mobilisation or rehabilitation received these 
services. This lack of treatment led to stagnation in pa-
tients’ rehabilitation progress. Does working 7 days lead to 
improved patient outcomes? 

METHODOLOGY 

For a period of three months, the entire critical care physio-
therapy team adjusted their working patterns to cover four 
longer shifts from8 AM to 6 PM, distributed across a seven-
day period, instead of the traditional jve-day workweek. 
This shift pattern was designed to address evening rehabili-
tation needs and provide a better work-life balance for staff 
during the pilot, mitigating the impact of increased week-
end shifts. During the pilot, we collected data on length of 
stay, IMS scores, and CPAX scores for all patients who re-
mained in the unit for four days or more. We also tracked 
rehabilitation milestones, including the jrst instance of 
sitting on the edge of the bed and standing up. The second 
hospital in the trust did not participate in the pilot, allow-
ing us to use it as a comparator site; there were no changes 
to core outcome measures at that site during the same pe-
riod, as the bed capacity at both sites was similar, and we 
gathered the same data for both. 

RESULTS 

The percentage of eligible patients mobilising or receiving 
rehabilitation during weekends increased dramatically from 
22% to87.3% during the trial. The average length of stay 
(LOS) for patients admitted for four days or more decreased 
by 3.06 days, from 16.09days to 13.03 days. The average 
discharge IMS score increased by1.59, rising from 5.21 to 
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6.80. The CPAX score on discharge from the ICU improved 
by 11.82 points, from 23.63 to 35.45. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Rehabilitation milestones were achieved more rapidly, with 
the average time to the jrst instance of sitting on the edge 
of the bed occurring 3.96 days earlier, decreasing from 10.5 
days to 6.54 days, and the jrst instance of standing occur-
ring 3.89 days sooner, from 11.74 days to 7.85 days. Data 
from our control site indicated no changes in outcomes, 
aside from a slight delay in the time it took patients to 
achieve their jrst instance of sitting to standing; this site 
also reported a decrease in the percentage of patients re-
ceiving rehabilitation over the weekend. The jndings sug-
gest that consistent access to rehabilitation services 
throughout the week leads to better functional outcomes 
and quicker achievement of key mobility milestones for pa-
tients. This improvement in functional status is associated 
with a reduction in ICU length of stay for patients need-
ing higher levels of rehabilitation, enabling them to tran-
sition to the base wards with enhanced functionality and 
decreased dependency. Consequently, this may lead to a 
shorter overall hospital stay. Economically, this approach 
can optimize patient kow through the hospital, save bed 
days, and improve patient outcomes at discharge, with less 
reliance on community rehabilitation beds. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Registered with University Hospitals of Leicester research 
and service improvement 

84. ASSESSING THE IMPACT OF EPIC: 
COMPARISON OF DNA (DID NOT ATTEND) 
RATES FOR PHYSIOTHERAPY OUTPATIENTS AT 
A TERTIARY CENTRE (2023-2024) 
FOLLOWING SYSTEM TRANSITION FROM 
ANGLIA ICE TO EPIC 

Hallam Cozier*1, Jacob Beard1, Gemma Stanford1 

Royal Brompton and Harejeld NHS Trust1 
*h.cozier@rbht.nhs.uk 

BACKGROUND 

A service evaluation was conducted to assess changes in 
DNA rates and the overall efjciency of our services follow-
ing the transition to the EPIC system. EPIC has allowed im-
mediate checking of appointments, 24-hour reminders and 
letters/text notijcations of appointments. 

AIMS/OBJECTIVE 

METHODOLOGY 

Retrospective data of appointments in September and Oc-
tober 2024 were collected. Data was pulled from EPIC and 
kept on a MS Lists jle on a secure network drive. This data 
was compared with retrospective data of appointments in 
April and May 2023 that were collected. Data was pulled 
from Microsoft Bookings and kept on an Excel jle on a 
secure network drive. Analysis of this data was compared 
looking at the percentage differences between the 2023 and 
2024 data. 

RESULTS 

Comparing total appointment numbers, we successfully ac-
commodated an additional 37 patients, rekecting a 6.8%in-
crease in appointment volume. The DNA rates from 2023 
to 2024 decreased from 17.46% in 2023 to 14.63% in 2024, 
demonstrating an improvement in service efjciency. When 
examining DNA rates for face-to-face versus virtual ap-
pointments, we observed minimal change in face-to-face 
appointments, with the DNA rate slightly increasing from 
15.26% in 2023 to 15.87% in 2024. However, virtual ap-
pointments showed a signijcant reduction in missed ap-
pointments, with the DNA rate improving from 20.72% in 
2023 to11.84% in 2024. In 2023, the DNA rates were 20.35% 
for new patients and 16.13% for follow-ups. However, in 
2024, there was an improvement, with DNA rates decreas-
ing to 16.52% for new patients and 13.45% for follow-up ap-
pointments. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Overall, the implementation of EPIC has contributed to a 
notable decrease in DNA rates, allowing us to see a greater 
volume of patients despite reduced stafjng levels. The im-
provement in DNA rates for both new patients and follow-
up appointments from 2023to 2024 has resulted in a total 
cost savings of £4,199 for the NHS. These positive outcomes 
highlight the effectiveness of reminder notijcations, 
24-hour text reminders, and the ability for patients to eas-
ily access their appointment details, ultimately enhancing 
the efjciency and quality of our service. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Internal service evaluation due to non-novel data and ret-
rospective review of the service. No Ethical approval re-
quired. 

85. BLOWING OFF STEAM: THE WILD WORLD 
OF BUBBLE PEP AND ITS UNPREDICTABLE 
PRACTICE 

Ethan Singer*1 

Royal Brompton and Harejeld NHS Trust1 

1. To assess whether overall DNA rates have decreased. 
2. To evaluate whether service efjciency has improved, 

leading to an increased patient volume. 

3. To examine changes in DNA rates for virtual versus 
face-to-face appointments 
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BACKGROUND 

Bubble Positive Expiratory Pressure (PEP) is a widely used 
technique for airway clearance, utilizing a column of water 
to generate pressure that aids in sputum clearance. How-
ever, its application varies across clinical settings, with dif-
ferences in setup and delivery. This variability, along with 
potential complications like pneumothorax, raises concerns 
about the standardization of its use. Clear guidelines on 
optimal implementation are needed, particularly given the 
physics of the technique and risks of barotrauma (Ionan-
nidis et al., 2015). While no direct evidence links Bubble 
PEP to pneumothorax, over half of pneumothoraces are 
traumatic (Gupta et al., 2000), and the physics suggest it 
could be a potential risk. Pressure generated by Bubble PEP 
is inkuenced by factors such as tubing length, diameter, 
and water depth, governed by the Hagen-Poiseuille equa-
tion. Despite this, its implementation remains inconsis-
tent, leading to variability in pressure delivered to patients. 

AIMS/OBJECTIVE 

This service evaluation aims to explore practices, percep-
tions, and challenges faced by UK physiotherapists regard-
ing Bubble PEP. 

METHODOLOGY 

An online survey was conducted between 29/01/25 and 10/
02/25 via Microsoft Forms, advertised through the ACPRC X 
count and word of mouth. 

RESULTS 

Out of 34 responses, 3% were Band 5, 31% Band 6, 49% 
Band 7, and 14% Band 8A or above. Most responses (74%) 
came from physiotherapists in London. Bubble PEP was 
used across diverse patient populations, with reduced lung 
volume (37%) and secretion removal (55%) as the most 
common indications. 
Regarding pressure, 71% of participants were unaware 

of the pressure generated, and no respondents measured 
it objectively for individual patients. For setup, 74% mea-
sured water volume, 57% the diameter of the tubing, and 
37% the tubing length. Signijcant variability in practice 
was observed. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Bubble PEP is widely used across various patient popula-
tions, with reduced lung volume and secretion removal as 
the most common indications. However, clinicians rarely 
measure the pressure it produces, and many are unaware of 
it. There is signijcant variability in the practice of Bubble 
PEP. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

service evaluation, local hospital approval via CIRIS 
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86. SWALLOWING REHABILITATION OUTCOMES 
AFTER EXPIRATORY FLOW ACCELERATOR 
(EFA®) TREATMENT IN A POPULATION WITH 
PARKINSON’S DISEASE AND DYSPHAGIA: A 
PILOT STUDY 

Manuela Locatelli*1, Alessandra Cima Lissone 2, Francesco 
D’Abrosca Milano3 

Neurorehabilitation Department ICS Maugeri1, Serena 
Fondazione ONLUS Centro clinico NEMO2, Associazione 
Riabilitatori dell’Insufjcienza Respiratoria, Novara3 

*locatelli.manuela@hotmail.it 

BACKGROUND 

Parkinson’s disease (PD) is the second neurodegenerative 
diseaseworldwide1. It leads to dysphagia and changes in 
breathing patterns, with important complications such as 
silent aspiration, pneumonia, malnutrition and dehydra-
tion. Standard dysphagia therapy (SDT) includes restitutive 
and compensative approaches, but also respiratory inter-
vention, such as Expiratory Muscle Strength Training 
(EMST) 2 or Lee Silverman Voice Therapy (LSVT)2, with 
good results on swallowing patterns. In recent years, the 
literature reports benejts in the use of a new technology, 
the Expiratory Flow Accelerator (EFA®) which through the 
application of a Venturi effect to the subject’s expiratory 
kow, allows secretions removal in lower and upper airways 
in patients with ineffective cough, hypopharyngeal residues 
and limited collaboration3.Literature suggests how EFA 
could reduce bronchopulmonary infections, airway encum-
brance and improve cough and quality of life, but no spe-

• Investigate the demographics and clinical back-
grounds of physiotherapists using Bubble PEP. 

• Assess perceptions of Bubble PEP’s effectiveness and 
risks. 

• Examine setup procedures, focusing on tubing 
length, diameter, and water depth. 

• Review documentation practices. 
• Understand aftercare protocols and outcome moni-
toring. 

1. Denerhy, M. A., & Berney, S. (2001). Positive Expira-
tory Pressure: An adjunct to airway clearance. Journal 
of Respiratory Therapy, 21(4), 120-125. 

2. Gupta, P., Reddy, S. N., & Ramesh, S. K. (2000). Trau-
matic pneumothorax: Clinical aspects and manage-
ment. Journal of Clinical Medicine, 45(2), 115-120. 

3. Ionannidis, A. P., et al. (2015). Barotrauma and its po-
tential for damage in airway clearance therapies. Res-
piratory Medicine Review, 19(3), 233-240. 

Abstracts

Journal of the Association of Chartered Physiotherapists in Respiratory Care 52



cijc investigations of swallowing performance wereex-
plored3. 

AIMS/OBJECTIVE 

Evaluate the effectiveness of EFA, combined with SDT, on 
swallowing and breathing outcomes in dysphagic PD sub-
jects. 

METHODOLOGY 

A pilot-controlled study was conducted in Neurorehabil-
itation Department of Istituti Clinici Scientijci Maugeri, 
Lissone, Italy. Twelve PD patients were recruited by in-
clusion and exclusion criteria and sequentially allocated 
into two groups: experimental (SDT + EFA) and control 
(SDT only). EFA therapy was performed twice daily for 20’. 
Primary outcomes included swallowing performance mea-
sured by ASHA NOMS, Mann Assessment of Swallowing 
Ability (MASA), Dysphagia Outcome and Severity Scale 
(DOSS), Pooling Score, meal safety and efjcacy at Mealtime 
Assessment Scale (MAS) and dysphagia-related quality of 
life (Swallowing Quality of Life-SWAL-QOL; VAS-d). Sec-
ondary outcomes were respiratory measures related to pa-
tient-reported secretion encumbrance sensation (0-10 VAS-
r) and frequency of lung infections. 

RESULTS 

The two groups were comparable in terms of demographic 
variables and dysphagia severity at baseline. Preliminary 
data showed signijcant improvements (p≤ 0.05) in swal-
lowing performance across both groups. The experimental 
group had greater gains in swallowing ability (ASHA NOMS, 
p=0.024), dysphagia severity measured with endoscopic 
evaluation (DOSS, p=0.02), residues management showed 
in Pooling Score with liquids and solids (p=0.02; p=0.02) 
and meal safety (MAS-safety p=0.02). Additionally, signij-
cant reduction in secretion encumbrance sensation (VAS-r) 
was observed in both groups, with marked improvements in 
the EFA + SDT group (ps=0.02; pc=0.04). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

Our data showed how EFA, combined with SDT, may en-
hance upper airway clearance, reduce aspiration risk and 
improve swallowing function in PD subjects, suggesting its 
potential as an effective adjunct in dysphagia rehabilita-
tion. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

The study has been approved by the ethic committee and 
consents were obtained from all participants. 

REFERENCES 

87. EXPIRATORY FLOW ACCELERATOR THERAPY 
(EFA®) EFFICACY IN POST-STROKE 
DYSPHAGIA: A PILOT STUDY 

Manuela Locatelli*1, Irene Battel Lissone2, Andrea Giglietti 
Milano3, Francesco Lissone D’Abrosca4, Chiara Giliberti No-
vara5 

Neurorehabilitation Department, ICS Maugeri1, 
Cochrane Rehabilitation research group2, ICS Maugeri, 
Neurorehanbilitation Department3 

Associazione Riabilitatori dell’Insufjcienza Respirato-
ria4, Universita degil Stuni di Milano5 

*locatelli.manuela@hotmail.it 

BACKGROUND 

Stroke-associated pneumonia, affecting 10% of acute stroke 
patients, increases mortality, disability, and hospital stay1. 
Although it is a multifactorial event, oropharyngeal dys-
phagia and dejcit of upper airway clearance play a key role 
in developing respiratory infections. In the literature, there 
is emerging evidence that the respiratory rehabilitation (es-
pecially expiratory task) impact positively on swallowing 
and breathing outcome2. Example is Expiratory Muscle 
Strength Training (EMST) 2 or Expiratory Flow Accelerator 
Therapy (EFA®) 3. It adds to expiratory subject airkow an 
acceleration, through Venturi effect. It seems to help the 
kow of secretions from lungs to high airway, where they are 
removed by cough, swallowing or raclage3. In recent years 
EFA showed good outcomes in population with respiratory 
and swallowing alterations, reduced compliance, pharyn-
geal residues, and ineffective cough 3. The aim of this study 
is testing the effectiveness of EFA therapy combined with 
standard swallowing and respiratory therapy on swallowing 
and breathing outcomes, in post-stroke dysphagic subjects. 

AIMS/OBJECTIVE 

Evaluate the effectiveness of EFA combined with standard 
dysphagia therapy (SDT) on swallowing and breathing in 
post-stroke dysphagic patients. 

METHODOLOGY 

A prospective single-blind randomized controlled trial was 
conducted at ICS Maugeri Neurorehabilitation Department, 

1. Gong, S., Gao, Y., Liu, J., Li, J., Tang, X., Ran, Q., … 
& Liao, C. (2022). The prevalence and associated fac-
tors of dysphagia in Parkinson’s disease: A system-

atic review and meta-analysis. Frontiers in Neurol-
ogy, 13, 1000527 2. Patel, B., Legacy, J.,Hegland, K. 
W., Okun, M. S., & Herndon, N. E. (2020). A compre-
hensive review of the diagnosis and treatment of 
Parkinson’s disease dysphagia and aspiration. Expert 
review of Gastroenterology & Hepatology, 14(6), 
411-424 3. Riboldazzi, G., Spinazza, G., Beccarelli, L., 
Prato, P., Grecchi, B., D’Abrosca, F., & Nicolini, A 
(2020). Effectiveness of expiratory kow acceleration 
inpatients with Parkinson’s disease and swallowing 
dejciency: A preliminary study. Clinical Neurology 
and Neurosurgery, 199,106249 
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Lissone, Italy. 20 subjects were enrolled by inclusion and 
exclusion criteria and allocated, by simple randomization, 
to experimental and control group. The jrst group (n=10) 
underwent SDT (4 weeks 40’/day) + EFA therapy (4 weeks 
20’, 2 times/day), the second one (n=10) only SDT. The 
primary outcome measures, related to swallow, were the 
Dysphagia Outcome and Severity Scale (DOSS), Yale Pha-
ryngeal Residue Severity Rating Scale (YPRSRS), Mann As-
sessment of Swallowing Ability (MASA), Mealtime Assess-
ment Scale (MAS), Symptoms Scale of Swallowing Quality 
of Life Questionnaire (SWAL-QOL) and VAS swallowing 
(VAS-S). Secondary outcome measures, related to breath-
ing, were peak cough kow (PCF), peak expiratory kow (PEF) 
and VAS-respiration (VAS-R). Pre- and post-treatment data 
were analysed according to Intention To Treat (ITT). 

RESULTS 

The two groups were comparable in terms of demographic 
variables and dysphagia severity (DOSS) at baseline. The 
presence of signijcative improvement (p≤ 0.05) between 
differences in pre-post treatment evaluations was found in 
instrumental (DOSS p=0.021; liquids and solids YPRSRS all 
p<0.05) and clinical evaluation 9MASA p=0.037; MAS ef-
jcacy p=0.038 and safety p=0.016). Also, SWAL-QOL and 
VAS-S recorded statistically signijcant differences 
(p=0.020; p=0.016), as PCF (p=0.009) and VAS-R (p=0.043). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

EFA, combined with SDT, can inkuence positively swallow-
ing end breathing patterns, reducing airway infection and 
improving oropharyngeal clearance. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

Ethical approval for this study has been obtained by ethics 
committee, consensus were obtained from all participants. 
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88. EXPIRATORY FLOW ACCELERATOR 
THERAPY (EFA®) EFFICACY IN NEUROLOGIC 
NON-COMPLIANT DYSPHAGIC SUBJECTS: 
BIBLIOGRAPHIC REVIEW AND CASE REPORTS 

Manuela Locatelli*1, Riberi Alessandra Lissone2 

Neurorehabilitation Department, ICS Maugeri1, Long 
Term Care Department, Casa diCura Mons. Novarese, Mon-
crivello2 

*locatelli.manuela@hotmail.it 

BACKGROUND 

Expiratory Flow Accelerator (EFA®) therapy, born as airway 
clearance technique (ACT), proposes the use of expiratory 
kow acceleration thanks to Venturi effect1, to move lung 
secretions from periphery to proximal airway, for their re-
moval2. In literature this ACT is tested indifferent neuro-
logical populations: Cerebral Palsy (CP), Spinal Muscular 
Atrophy (SMA), Parkinson Disease (PD) and Acquired Brain 
Injury (ABI)1 with good breathing outcomes, as less lung 
infections, antibiotics and medications reduction, better 
airway encumbrance sensation, hospitalization days reduc-
tion and better secretions clearance (<daily aspiration) 2,3. 
These populations have inefjcient cough, hypopharyngeal 
residues, recurrent airway infections, reduced collaboration 
and dysphagia 1. 

AIMS/OBJECTIVE 

Observe the effect of EFA, with and without standard dys-
phagia therapy (SDT), on swallowing and breathing out-
comes in non-compliant dysphagic subjects 

METHODOLOGY 

We propose two case studies, with quantitative pre-post 
treatment descriptive data. 
Case study 1: 62-year-old man, with acute bilateral fron-

toparietal subdural hematoma, severe dysphagia (Dyspha-
gia Outcome and Severity Scale-DOSS 1; Penetration As-
piration Scale- PAS 7; Yale Pharyngeal Residue Severity 
Rating Scale-YPRSRS 4), percutaneous gastrostomy (PEG) 
for total enteral nutrition (EN), reduced high airway clear-
ance (encumbrance sensation VAS-r 8/10, peak cough kow-
PCF 30l/min, 3 episodes of aspiration pneumonia in the last 
period) and cognitive dejcits(Montreal Cognitive Assess-
ment MOCA 4/30). He underwent SDT (40’/day) + EFA with 
oral facemask (20’, 2 times/day) for 4 weeks. 
Case 2: 72-year-old man with chronic Parkinsonism (20 

years), severe dysphagia (DOSS-1; PEG enteral nutrition, 
uncuffed capped tracheostomy tube and reduced airway 
clearance (The New Zealand Secretion Scale- NZSS 6; 7 
mouth salvia aspiration/day). He underwent only EFA ther-
apy with orofacial mask (20’, 2 times/day for 4 weeks). 

RESULTS 

Case 1: after 4 weeks of SDT and EFA he improves dysphagia 
(DOSS 3; YPRSRS 3 in sinus and vallecula with semisolids), 
high airway clearance (VAS-r 4/10; PCF 140l/min) and be-
gins with oral somministration of semisolids at meal with 
compensative strategies. He hadn’t other episodes of aspi-
ration pneumonia. He had also improved his cognitive sta-
tus (Montreal Cognitive Assessment- MOCA: 15/30). 

1. Teh et al (2018) Impact of stroke-associated pneumo-
nia on mortality, length of hospitalization, and func-
tional outcome 

2. Mancopes et al (2020) Effects of expiratory muscle 
strength training on video kuoroscopic measures of 
swallowing: a systematic review 

3. Ora et al (2022) Revisione sistematica dell’efjcacia 
della terapia Expiratory Flow Accelerator EFA® 
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Case 2: after 20 days of EFA therapy mouth aspirations 
has been reduced to 4 per day; NZSS remain 6. No change 
in dysphagia severity has been found (DOSS-1). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

EFA can inkuence positively swallowing and breathing pat-
terns in neurologic non-compliant dysphagic subjects, ac-
cording to Mandala et al. paper on acquired brain injury 3. 
Better results has been found in the acute patient and with 
combination of EFA +SDT, Future research is needed. 

ETHICAL APPROVAL/AUDIT/ SERVICE EVALUATION 
DETAILS 

No ethical approval to ethics committee was requested, the 
two subject or their caregivers signed informed consent. 
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89. PHYSIOTHERAPY PROVISION AND 
PRACTICE: A EUROPEAN INTENSIVE CARE UNIT 
(ICU) SURVEY (PEAICE) – PICTURE OF ICU 
PHYSIOTHERAPY IN THE UK 

Agnieszka Lewko*1, Sabrina Eggmann2, Peter Nydahl3, 
David McWilliams4 

Coventry University, UK1, Inselspital, Bern University 
Hospital, Bern, Switzerland2, University Hospital of 
Schleswig-Holstein, Kiel, Germany3, University Hospitals 
Coventry & Warwickshire NHS Trust, UK & Coventry Uni-
versity3 

*ad8667@coventry.ac.uk 

BACKGROUND 

Mechanical ventilation is often required in the Intensive 
Care Unit (ICU), which can lead to lasting complications. 
Physiotherapists are crucial in preventing and treating 
these complications. However, provision and practice of 
physiotherapy in ICUs across Europe and the UK may vary. 

AIMS/ OBJECTIVE 

This observational, cross-sectional study aimed to (1) ob-
tain a picture of physiotherapy provision across European 
ICUs, including the UK; (2) explore the role of physiother-
apists in the delivery of respiratory care and rehabilitation 
in ICUs. 

METHODOLOGY 

An a-priori piloted survey was disseminated through an on-
line platform (JISK V.2). Three sections targeted ICU struc-
ture, physiotherapy roles and provision, and current prac-
tice. Physiotherapists’ education, professional 
development and experience were also recorded. Primarily, 
the responsible physiotherapists were invited per ICU, or in 
their absence, a senior team member. The Intensive Care 
Society and critical care networks and social media were 
utilised. 

RESULTS 

The survey was open from 19/02-21//07/2024. There were 
95 UK responders, the majority physiotherapists (93/94, 
98%) working in university hospitals (61/95, 64%) with 
adult patients (92/95, 97%). Thirty-three responders (35%) 
reported having ICU-dedicated physiotherapists, and 57 
(60%) shared with other wards. The majority indicated that 
no referral was needed (53/95, 56%), and 38 (40%) used 
general referral with standard procedures. Most physiother-
apists (63/93, 67%) worked over 10 years in ICU and had 
received ICU-specijc training (74/93, 80%). In the last 3 
years, 19/93 (20%) attended international and 35/93 (38%) 
national ICU conferences, but 39 (42%) had not participated 
in ICU-specijc conferences. Predominantly, both respira-
tory care and rehabilitation to mechanically ventilated pa-
tients are provided (92/93, 99 %). Thirty-six (39%) respon-
ders received training in lung ultrasounds, but only 6 (7%) 
performed it regularly. Only one person was trained in mus-
cle ultrasound assessment and used it occasionally. Vari-
ability was seen regarding respiratory techniques. Suction-
ing is performed by all responders (88/93, 95%, regularly), 
a high percentage use Mechanical Insufkation-Exsufkation 
(86/93, 92%; 24, 26%, regularly) and saline installation (89/
93,96%; 34, 37% regularly). However, respiratory muscle 
training was used occasionally by 24 (26%) responders but 
only 6 (7%) regularly. Early mobilisation techniques for 
ventilated patients, such as sitting at the edge of the bed, 
were routinely used by most responders (80/93, 87%), 
standing (76/93, 82%) and walking (68/93, 74%). 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

This large, rigorous study provides an overview of current 
ICU physiotherapy provision and practice in the UK, identi-
fying variations in the use of specijc techniques. 
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BACKGROUND 

Early cuff dekation is a safe and effective strategy to reduce 
time to decannulation. Whilst evidence base is known, vari-
ability in practice might hinder outcomes. Even within the 
same Trust with the same guidelines and training opportu-
nities, tracheostomy weaning practices could differ. 

AIMS/OBJECTIVE 

To determine what factors inkuence time to jrst cuff deka-
tion, as a predictor of shortest tracheostomy duration. 

METHODOLOGY 

An 18 month retrospective cohort study (April 2023 to Sep-
tember 2024) of tracheostomised patients on 2 medicosur-
gical ICUs within the same Trust - Chelsea and Westmin-
ster Hospital (CWH) and West Middlesex Hospital (WMH). 
Outcomes included time to jrst cuff dekation and tra-
cheostomy duration. Predictors included physiotherapy 
stafjng, physiotherapist experience, and level of ventilator 

support. Patients were not included if they had a long-term 
tracheostomy, had been repatriated with a tracheostomy, 
were an Ears, Nose & Throat speciality led tracheostomy 
wean or they passed away. 

RESULTS 

38 patients with tracheostomies were included (CWH n=19, 
WMH n=19). The median +/- IQR days to jrst cuff dekation 
at CWH was 5 +/- 3.5, and at WMH 9 +/- 7days. CWH trialled 
cuff dekation on high levels of ventilator support (12 pa-
tients on pressure support 6-20cmH20). WMH waited un-
til positive pressure had been discontinued (12 patients on 
high kow). 13 cuff dekation trials were initiated by Band 
7 physiotherapists at CWH. At WMH, 5 cuff dekations by 
band 7 physiotherapists and 9 by band 6 physiotherapists 
mostly joint with speech and language therapists. Tra-
cheostomy duration at CWH was 18 +/- 13 vs 23 +/- 17 
days at WMH. Stafjng at CWH was in-line with Guidelines 
for the Provision of Intensive Care Services recommenda-
tions with a stafjng ratio of 1 WTE physiotherapist to 4 
beds. WMH stafjng was below recommendation with ap-
proximately 1 WTE to 6 beds. 

CONCLUSIONS / IMPLICATIONS FOR PRACTICE 

It is likely that the reduced capacity at WMH contributed to 
the differences identijed. This conjrms the importance of 
having adequate physiotherapy cover on ICU. The suitable 
experience of therapist is also important as consistent band 
7 physiotherapy support may lead to earlier cuff dekation 
trials and therefore reduced indwelling tracheostomy du-
ration. This study requires a larger cohort with adjustable 
independent covariables to determine if physiotherapy ex-
perience and stafjng are independent predictors of shorter 
tracheostomy duration. 
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