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Irish Thoracic Society Poster Review & 

Discussion 

Friday 21st November 2025 

1: Asthma 

1.01  Prevalence of positive Aspergillus IgG in a 

cohort of patient with Severe Asthma and its 

correlation with number of exacerbations on 

established biologic treatment. (162) 

Dr Christine Chiang1, Dr Mohamed Idris1, Dr Laura 

Monaghan1,2, Ms Emma Mulligan1, Prof Stephen 

Lane1,2, Prof Patrick Mitchell1,2 
1Severe Asthma Clinic, Tallaght University Hospital, 
2School of Medicine, Trinity College Dublin 

 

Introduction: Aspergillus sensitization has been 

implicated in worsening asthma symptoms and 

severity. However, Aspergillus-specific IgG (Asp-

IgG) positivity has also been associated with severe 

asthma. While traditionally considered a marker of 

chronic pulmonary aspergillosis (CPA), emerging 

evidence suggests that elevated Asp-IgG may indicate 

chronic fungal colonization, which can exacerbate 

airway inflammation and worsen asthma control. ¹ 

 

Aims: This study aimed to a) determine the prevalence 

of Asp-IgG positivity among patients with severe 

asthma and b) whether Asp-IgG positivity correlated 

with more exacerbations than Asp-IgG negative 

patients with severe asthma. 

 

Methods: A retrospective analysis was conducted on 

patients with severe asthma (defined GINA 2024) who 

were on established biologic treatment for severe 

asthma for > 6 months at our tertiary severe asthma 

clinic. Data included patient demographics, serum 

Asp-IgG levels, Aspergillus skin prick test (SPT) 

results. No patients had a total IgE greater than 

500IU/L (to out rule ABPA). Symptom control was 

evaluated using available clinical records, focusing on 

number of exacerbations. Asthma exacerbations were 

divided into frequent exacerbators (≥ 3 OCS courses 

in the preceding 12 months) or infrequent exacerbators 

(≥ 1 OCS courses in the preceding 12 months). All 

baseline Chest X-Rays were normal in all patients. All 

patients had been on established biologic treatment for 

at least 6 months and were evaluated over a 12 months 

period. 

 

Results: Out of 70 severe asthma patients, (n=70), 22 

(31.4%) patients demonstrated Asp-IgG positive, and 

48 (68.6%) were Asp-IgG negative. Among these 

Asp-IgG positive patients 54.5% reported frequent 

exacerbations compared to 12.5% in non-sensitized 

patients over the prior 12 months (p <0.01; odds ratio 

8.4; Relative risk 1.93, Relative risk 95% CI (Lower) 

1.20 and Relative risk 95% CI (Upper) 3.08) 

 

Conclusions: Aspergillus IgG positive serology in 

patients with severe asthma is prevalent in a significant 

subset of patients and is associated with poorer 

symptom control, evidenced by increased 

exacerbation rates compared to Asp-IgG negative 

serology. Routine screening for Asp-IgG in patients 

with severe asthma may be warranted especially if 

they continue exacerbating on biologic treatment. 

 

References: 

1. Denning DW, Pleuvry A, Cole DC. Global burden 

of allergic bronchopulmonary aspergillosis with 

asthma and its complication chronic pulmonary 

aspergillosis in adults. Med Mycol. 2013 

May;51(4):361-70. 

doi:10.3109/13693786.2012.738312. Epub 2012 Dec 

4. PMID: 23210682. 

1.02 Sustainable Asthma Care: A Quality 

Improvement Approach to Optimising Symptom 

Control and Reducing Inhaler Carbon Footprint in 

Primary Care (187) 

Miss Eimear McCauley1,2, Jack Jouanny1, Mary 

Devlin1, Frances Barrett1, Dr Nazia Chaudhuri2, Nieve 

O Martin2 
1Ormeau Health Centre, 2School of Medicine, Ulster 

University 

 

Background: UK asthma guidelines 

(BTS/NICE/SIGN, 2024) advise dry-powdered 

inhalers (DPIs) are indicated, optimising inhaler 

technique and prescribing with an environmentally 

conscious approach. Despite this, metered dose 

inhalers (MDIs) represent 70% of UK inhaler 

prescriptions when compared with Europe (<50%), 

contributing to an estimated 3-4% of the NHS’ carbon 

footprint (CF) and are associated with poorer 
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outcomes when compared to DPI. DPIs are smaller, 

easier to use, more effective in reaching the lower 

airways and have a much smaller CF. A local practice 

audit was performed in Ormeau, Belfast, to evaluate 

the current standard of asthma care practice against 

current guidance. Focus was placed on the use of MDI 

versus DPI prescribing and how to improve the CF 

inferred by inhaler use. 

 

Aims: 1. Ensure 30% of asthma patients on MDI are 

switched to DPI from November 2024 to March 2025. 

2. Obtain a 25% reduction in the practice’s inhaler-

based CF within the same time frame. 

 

Methods: A cause-and-effect diagram was developed 

analysing factors driving MDI prescription and 

subsequent driver diagram formulated to create change 

ideas to meet the study aims. Three targeted Plan-Do-

Study-Act cycles (PDSA) were structured over the 

project duration to optimise the protocol for switching 

from MDI to DPI and reduce inhaler-based CF. An 

electronic database (EMIS) searched for patients 

coded as asthma. Exclusion criteria were adopted with 

a final sample of n=28. Patients were aged 12-70 years, 

receiving either Clenil Modulite, Seretide or Sirdupla. 

In PDSA cycle 1, an EMIS alert was created to flag 

patients on MDI for inhaler review (technique review 

and consideration of MDI-DPI switch). In cycle 2, 

eligible patients received standardised clinical 

consultations to enable device switch with 6-weekly 

follow-up arranged. In cycle 3, DPI education posters 

were created to spur ongoing change and 

sustainability. 

 

Results: Run-chart analysis between November 2024 

- March 2025 revealed successive reduction of patients 

on MDI therapy; n=28 on MDI at cycle 1 decreased to 

n=24 at cycle 2 and n=19 at cycle 3. This exceeded the 

primary aim (30% reduction in asthma patients on 

MDI) as 39% of patients ceased MDI use. A 

successive rise in those prescribed DPI was observed 

between cycles 1-3; n=0 at cycle 1, n=4 and n=9 and 

cycles 2 and 3 respectively. A reduction in the 

practice’s CF (measured in kg CO e) was observed 

from 485.6 to 423.4 and finally 347.2 between cycles 

1-3. This equated to a 35% reduction in the practice’s 

inhaler-based CF surpassing the secondary aim. 

 

Conclusions: This small-scale project shows how 

simplistic interventions in the primary care setting can 

optimise asthma care in a short-time period (5-

months). Key interventions were stakeholder 

discussion, introduction of the PDSA model, clinical 

consults and patient education. Results showed a 39% 

reduction in MDI use (n=28→19), increased DPI 

prescribing (n=0→9) and a 35% decrease in the 

practice’s inhaler-based CF. These results not only met 

but exceeded the expectations of the investigating 

team. These measures have brought Ormeau surgery 

into compliance with current best-practice guidance on 

MDI, DPI and inhaler-related CF. 

 

1.03 Development of a multi-modal model to 

predict asthma outcomes using digital monitoring 

tools (60) 

Dr Ciara Ottewill1,2, Dr Cara Gill1,2, Doctor Vincent 

Brennan2, Dr Garrett Greene3, Prof Richard W 

Costello1,2 
1Royal College Of Surgeons In Ireland, 2Department 

of Respiratory Medicine, Beaumont Hospital, 
3Department of Mathematics and Statistics, University 

College Dublin 

 

Introduction: Asthma is driven by inflammation and 

variance in lung function. While triggers including 

allergens worsen the condition, treatment with inhaled 

steroids (ICS) and beta-agonists dampen these 

responses. As treatment adherence is non-linear, 

utilizing point-in-time test results to measure 

inflammation and airflow obstruction, without the 

context of recent treatment use, makes it difficult to 

distinguish severe asthma from difficult to treat 

asthma. To address this, we developed a multi-modal 

model, incorporating serial lung function measures 

and treatment use to create a summary metric of 

asthma severity over time. 

 

Hypothesis: Digital monitoring of trends in lung 

function, in combination with treatment adherence, 

may provide a clinically useful diagnostic tool for 

asthma 

 

Methods: The model was developed with data from 

200 patients with difficult to treat asthma, who, over 

an 8-month period performed twice-daily home peak 

flow (PEF) readings (ASMA-1 digital PEF) while both 

reliever and preventer bronchodilator and ICS 

treatment use was digitally-assessed (INCA device). A 

composite score for each month was created. Model 

performance was assessed through assessing between 

group differences in inflammation and requirement for 

biologic therapy. 
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Results: The model, named the Peak flow Asthma 

Composite Test (PACT), demonstrates higher scores 

in those who remain persistently inflamed, compared 

to those who are only intermittently inflamed, with a 

significant positive correlation between PACT and 

both eosinophils and FeNO (p<0.01). The score also 

demonstrated that those who were referred for biologic 

also had statistically significantly higher scores at each 

time point. Meanwhile, a negative correlation was 

seen with each month’s Asthma Control Test (ACT) (r 

= -0.26 to -0.18, all p <0.001). 

 

The model was subsequently refined, utilizing 

machine learning tools, and incorporating steroid 

exposure and T2 inflammation. Linear regression 

demonstrated that the refined model was significantly 

associated with total number of respiratory 

exacerbations (p<0.001). 

 

Conclusion: The model reliably synthesises clinically 

relevant data into a single score that predicts need for 

biologic therapy, persistence of T2 inflammation, and 

patient reported outcomes. This tool has potential to 

streamline asthma diagnosis and monitoring by 

providing clinicians with a quantitative, longitudinal 

assessment of both disease presence and control. 

1.04 Effectiveness of Community-Based Self-

Management Interventions for Individuals with 

Asthma: A Systematic Review and Meta-Analysis 

(53) 

Dr Deirdre Mc Dermott1, Dr Sinead Walsh2,3,4 
1Department of Respiratory Medicine, Cork 

University Hospital, 2University of Galway, 3Galway 

City Integrated Care Hub, CHO2, 4Department of 

Respiratory Medicine, Galway University Hospital 

 

Introduction: 

Asthma affects 262 million people globally and is a 

major contributor to healthcare use. In Ireland, it 

remains one of the most common chronic respiratory 

conditions. Effective asthma management requires a 

collaborative approach involving healthcare providers, 

patients, families, and communities. In recent years, 

community-based care has played an increasingly 

important role in improving outcomes for people with 

asthma. 

The Global Initiative for Asthma (GINA) highlight the 

need for patient education on inhaler technique, 

medication adherence, symptom tracking, and the use 

of asthma action plans. Empowering patients through 

self-management can improve their ability to monitor 

and control symptoms effectively. 

 

Aim: This systematic review evaluates the 

effectiveness of community-based self-management 

interventions, compared to standard care or no 

intervention, in improving asthma control, quality of 

life (QoL), and reducing asthma exacerbations. 

 

Methods: A systematic review and meta-analysis was 

conducted and a comprehensive search of PubMed and 

EMBASE was undertaken. Eligibility criteria included 

cohort studies or randomised controlled trials 

including adults with asthma, recruited from 

community settings, who received a community based 

self-management intervention. The primary outcome 

was improved asthma control. Secondary outcomes 

include QoL and asthma exacerbation frequency. 

 

Results: Eight studies met the inclusion criteria, 

encompassing a total of 2,005 patients (intervention = 

1,108; control = 897). The mean age of participants in 

the intervention groups was 54.6 (±16.7) years, 

compared to 54.5 (±16.8) years in the control groups. 

Females comprised 68.7% of participants in the 

intervention arms and 64.5% in the control arms. 

Asthma control was assessed in 6 of the 8 studies. A 

statistically significant improvement in asthma control 

was observed among participants receiving 

community-based interventions in studies that used the 

Asthma Control Questionnaire, with a mean 

improvement of -0.32 points (95% confidence interval 

(CI), -0.54 to -0.10). Although individual studies using 

the Asthma Control Test also reported improvements, 

a meta-analysis showed a non-significant change 

(mean improvement of 2.83 points; 95% CI, -0.76 to 

6.41). 

Asthma-related QoL also improved among 

participants in the intervention groups compared to 

controls. However, meta-analysis was not possible due 

to heterogeneity in the QoL assessment tools. Asthma 

exacerbation rates were assessed in three of the eight 

studies, of which a reduction in exacerbation rates was 

reported in two studies. 

 

Conclusion: Community-based self-management 

interventions for asthma are associated with improved 

asthma control, quality of life, and exacerbation rates. 

The findings from this review would support the 

broader implementation of such interventions across 

healthcare settings and regions. 

 

Disclosure: The authors declare no conflict of interest 
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1.05 Safety and Clinical Outcomes of Concurrent 

Enerzair/Relvar and Symbicort MART in Severe 

Asthma: A Retrospective Cohort Study (122) 

Miss Anisha Pattanayak1, Dr Patrick D. Mitchell2 
1Trinity College Dublin, 2Tallaght University Hospital 

 

Background: Asthma remains one of the most 

common chronic respiratory diseases, and new inhaler 

regimens continue to emerge with advancing research 

and clinical practice. In real world settings, there has 

been an increase use in the unaccredited prescription 

of triple therapies containing inhaled corticosteroid 

(ICS), long acting beta agonist (LABA) and long 

acting muscarinic antagonist (LAMA) or dual 

ICS/LABA therapies, alongside Symbicort 

(budesenide-formeterol) maintenance and reliever 

therapy (MART). The safety and benefit of this 

concurrent use has not been specifically evaluated. 

The aim of this study is to provide real-world data on 

the safety and clinical outcomes of combining 

Enerzair Breezhaler (ICS/LABA/LAMA triple 

therapy) or Relvar Ellipta (ICS/LABA dual therapy) 

with Symbicort in severe asthma. 

 

Methods: A 12-month retrospective chart review was 

conducted including 49 patients with a diagnosis of 

asthma who had been prescribed Enerzair/Relvar, 

Symbicort MART, or both for ≥6 months. A one year 

history of exacerbation frequency and incidence of 

pneumonia was recorded. ACT scores, FeNO, blood 

eosinophils, spirometry and adverse effects were also 

recorded as secondary outcomes. Fischer’s exact test 

was used for categorical comparisons, and Kruskal-

Wallis tests for non-normally distributed counts. 

ANCOVA was used for continuous outcomes 

adjusting for baseline values. 

 

Results: Out of 49 patients, 19 were in Group A 

(Enerzair/Relvar + MART), 15 in Group B 

(Enerzair/Relvar only), and 15 in Group C (MART 

only). Pneumonia occurred in 2/19 (10.5%) of Group 

A, 1/15 (6.7%) of Group B, and 3/15 (20.0%) of Group 

C, with no significant differences between groups (p > 

0.05). Median exacerbations per group were 2.0, 1.0, 

and 1.0, respectively. Kruskal-Wallis analysis showed 

borderline significance when including an outlier 

(H(2) = 6.05, p = 0.049, η² = 0.097), but this was not 

sustained after exclusion (H(2) = 5.8, p = 0.055). ACT 

scores and FEV₁ % predicted at follow-up did not 

differ significantly between groups after adjusting for 

baseline values. Adverse effects, most commonly 

thrush and palpitations, occurred in 32% of Group A, 

27% of Group B, and 40% of Group C, with no 

statistically significant group differences (p > 0.05). 

 

Conclusion: In this real word cohort of 49 patients, 

concurrent use of Enerzair/Relvar with Symbicort 

MART did not increase pneumonia risk or side effect 

burden when compared with monotherapy regimens. 

Exacerbation frequency was influenced by a single 

outlier in the concurrent therapy group (group A) with 

markedly higher events, underscoring the need for 

larger studies to determine whether this reflects 

individual variability or a true treatment-related risk. 

1.06 Investigation of the diagnostic utility of forced 

oscillometry in the assessment of bronchodilator 

response compared with spirometry (149) 

Marufa Akter Momo1, Momhaine McNamee1, Prof 

Liam Cormican1, Dr Abirami Subramaniam1, Ms 

Aisling McGowan1 
1Connolly Hospital, Dublin 15, Ireland 

 

Background: Bronchodilator response (BDR) is 

traditionally assessed with spirometry1, yet this 

method may not fully capture changes in airway 

mechanics, particularly in small airways2. Forced 

oscillometry (FOT) provides complementary insights 

by measuring respiratory system resistance and 

reactance during quiet breathing, offering a potentially 

more sensitive tool for detecting BDR2,3. Our study 

compared the assessment of bronchodilator response 

using spirometry and forced oscillometry, and to 

explore whether oscillometric indices provide 

additional diagnostic or clinical information. 

 

Methods: Data from participants with and without 

obstructive airway disease who withheld 

bronchodilator medication for a specified period, 

underwent baseline lung function testing with 

spirometry and FOT, followed by administration of a 

short-acting bronchodilator. Post-bronchodilator 

measurements were repeated. BDR was defined by 

international standards4 for spirometry (>10% 

changes in FEV1 and/or FVC)1,4 and based on the 

95th percentile of BDR in healthy adults for FOT. 

BDR was evaluated using conventional spirometric 

criteria (FEV₁, FVC, FEV1/FVC, % change) 1,4  and 

oscillometric criteria includes airway resistance (R5), 

airway reactance (X5), area under the reactance curve 

(AX)2. The ERS recommendation for positive BDR (-

40% in R5, +50% in X5 and -80% in AX)2 in FOT 

was followed. The BDR detection across techniques 

were compared. 
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Results: Total 45 participants (16 men; mean age, 51  

34 years) were included. 30 (66.66%) participants did 

not respond to BDR categorised as non-responders. 

There were 15 responders, 6 (40%) of them had 

significant responses in both Spirometry and FOT.  9 

(60%) patients did not have significant BDR in 

spirometry, however, they had significant BDR 

changes in FOT. 3 patients had significant BDR in X5  

only, 2 of them had significant BDR in R5 alone and 3 

patients had significant BDR in both R5 and X5, 1 

patient had significant changes both in X5 and AX. 

Conclusions: Our data demonstrated that Forced 

oscillometry demonstrates sensitivity to 

bronchodilator-induced changes not always captured 

by spirometry, highlighting its potential role as a 

complementary tool for evaluating FOT results (60% 

of patients met the significant BDR criteria). 

Incorporating FOT alongside spirometry may improve 

detection of airway reversibility and provide a more 

comprehensive understanding of airway physiology in 

both research and clinical settings. 

Keywords: Oscillometry, Bronchodilator response, 

Spirometry, BDR Disclosure: The authors declare that 

they have no conflict of interest. 

Reference: 

1. Stanojevic S, Kaminsky DA, Miller MR, 

Thompson B, Aliverti A, Barjaktarevic I, et al. 

ERS/ATS technical standard on interpretive strategies 

for routine lung function tests. European Respiratory 

Journal. 2021 Dec 23;60(1):2101499. 

2. King GG, Bates J, Berger KI, Calverley P, de 

Melo PL, Dellacà RL, et al. Technical standards for 

respiratory oscillometry. European Respiratory 

Journal. 2019 Nov 26;55(2):1900753. 

3. Kaminsky DA, Simpson SJ, Berger KI, 

Calverley P, de Melo PL, Dandurand R, et al. Clinical 

significance and applications of oscillometry. 

European Respiratory Review: An Official Journal of 

the European Respiratory Society [Internet]. 2022 Mar 

31;31(163):210208. Available from: 

https://pubmed.ncbi.nlm.nih.gov/35140105/ 

4. Graham BL, Steenbruggen I, Miller MR, 

Barjaktarevic IZ, Cooper BG, Hall GL, et al. 

Standardization of Spirometry 2019 Update. An 

Official American Thoracic Society and European 

Respiratory Society Technical Statement. American 

Journal of Respiratory and Critical Care Medicine 

[Internet]. 2019 Oct 15;200(8):e70–88. Available 

from: 

https://www.atsjournals.org/doi/10.1164/rccm.20190

8-1590ST 

1.07 The impact of group-based asthma education 

programmes on unscheduled healthcare 

utilisation: A Systematic Review & Meta-analysis 

(169) 

Ms Johanna O’Callaghan1 
1HSE - Integrated Care 

 

Background: Asthma is responsible for substantial 

morbidity, which places an increased burden on 

already overstretched global healthcare services. 

Despite the availability of evidence-based guidelines 

and an extensive array of inhaled medications, asthma 

management remains suboptimal. Increasing asthma 

morbidity and mortality, exacerbated by poor self-

management indicate the need for formal structured 

patient education programmes. 

Asthma self-management education has been well 

studied. Currently in Ireland there is no structured 

asthma education programme. Asthma exacerbations 

are often seen as failings in asthma care delivery. 

Internationally adult asthma education programmes 

vary widely. This variability suggests that there is a 

lack of consensus on how asthma education should 

ideally be delivered. Asthma education programmes 

vary widely in their modes of delivery, personnel who 

deliver the education, educational methodology, the 

targeted groups, and the intensity of the educational 

intervention. This variability hinders the evaluation of 

the effectiveness of such programmes. In addition, the 

level of education and support that needs to be 

provided to patients with asthma has not been well 

studied. 

Methods: A systematic search was performed in 

CINHAL Complete, MEDLINE, Embase and Web of 

Science. A comprehensive search was undertaken 

using a thesaurus to aid inclusion of all possible 

synonyms for each of the key concepts of asthma 

education, unscheduled healthcare utilisation and 

quantitative studies. 

The PICOS framework was used to identify suitable 

studies for inclusion. No limitations were placed on the 

search strategy. Only RCT’s were included in the 

review. Study quality of RCT’s that fulfilled the 

Inclusion criteria were assessed using the Cochrane 

Risk of Bias tool 2. 

A purposely designed data extraction tool was used to 

extract relevant data from the included studies. Review 

manager (Revman) 5.4 was used for the meta-analysis 

of extracted data. 

Results: Five studies involving 637 participants were 

included. Mixed results were seen in the primary 

outcomes resulting from asthma exacerbation. Four 
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out of the five studies reported on who delivered the 

asthma education. In two of the five studies the asthma 

education was delivered by specially trained nurses. 

Results revealed that group based asthma education 

programmes significantly reduced unscheduled GP 

visits and unscheduled doctors’ visits, although the 

unscheduled doctors’ visits were not clearly defined in 

the research papers. None of the studies reported on 

Out-of Hours GP Visits. Pooled data revealed mixed 

results in relation Emergency Department attendances 

and hospital admissions. Results presented as 

Continuous data revealed significant reductions in ED 

attendances whereas Dichotomous data revealed no 

significant results.  For hospital admissions due to 

asthma exacerbations, Dichotomous data revealed a 

significant reduction and Continuous data revealed 

non-significant results . 

Conclusion: This systematic review highlighted the 

paucity of good quality literature and data on the 

impact of group-based asthma education programmes 

on unscheduled healthcare utilisation. The limitations 

in the quality and quantity of the research papers 

included in this review has highlighted the need for 

more rigorous updated studies. 

 

1.08 To examine the impact of an Asthma ED 

Discharge pathway on patients being discharged 

from ED and AMU departments in Galway 

University Hospital.(130) 

Ms Donna Langan1, Mrs Helen Mulryan, Ms Clare 

Connolly, Dr Ruth Cusack 
1Galway University Hospital 

 

Background: In 2021, an audit revealed that only 7% 

of patients seen with asthma in the Emergency 

Department (ED) were receiving follow-up care from 

the respiratory team.  An important gap in the post-

discharge care of asthma patients was brought to light 

by this. An asthma discharge pathway, which includes 

creating an asthma proforma and an education bundle, 

has been put into place to enhance follow-up treatment 

after a Quality Improvement (QI) project. 

 

Methodology: This retrospective audit examined all 

patients with asthma symptoms who visited the 

emergency department and Acute Medical Unit 

(AMU) department and met the inclusion 

requirements between June 1, 2023, and June 1, 2025.  

The inclusion criteria for the audit was all patients 

between 18-70 years, no pneumonia on CXR, no 

respiratory failure, no pregnant individuals. A sample 

size of 354 patients was identified. Data was collected 

from the ED attendance sheet, additional information 

was sourced through our clinical information system 

(Evolve). 

 

Results: The audit showed that out of the 354 patients 

131(37%) of patients who were offered the Asthma 

discharge pathway, 110 (31%) of patients received 

follow up care under respiratory consultant, 18 (5%) 

of patient received follow under Respiratory 

Integrated Care.  21 (6 %) of patients received GP 

follow up, 14 (4%) of patients were reviewed in the 

severe asthma clinic.  46(13 %) of patients received no 

follow up due to a lack of documentation and 14 (4%) 

of patients received no follow up care due to other 

reasons as lived abroad, discharge against medical 

advice and transfer to a different hospital. 

 

Conclusion: This audit demonstrates a significant 

improvement in follow-up care for asthma patients 

post-discharge from the ED, with 83% of patients 

receiving care from the respiratory team, compared to 

7% in the 2021 audit. However, there is still room for 

improvement, particularly in reducing the number of 

patients with no follow-up care due to a lack of 

documentation. 

 

1.09 Acute Asthma Exacerbation in Level 3 Irish 

Hospital: A review and the development of adult 

asthma management bundle (236) 

Dr Siti Amanina Azman1, Andrea Ranuzzi2, Atta U 

Rehman1, Ayesha Noorulhuda1, Ishraga Kamaleldin 

Ibrahim1, Claire O'Brien1, Dr Orla O'Carroll2, Dr Liam 

Chawke2 
1Department of Medicine, University Hospital Kerry, 
2Department of Respiratory Medicine, University 

Hospital Kerry 

 

Background: Asthma is a common respiratory 

condition affecting up to 9.4% of adult Irish 

population. Despite the vast advancement in the 

management of asthma, mortality remains to be 

significant. A 2018 report from the Irish Thoracic 

Society showed that asthma mortality is still 

significant, with the number of deaths reported to be 

72 deaths in 2016, equating to a mortality rate of 1.92. 

An improvement in the inpatient management of 

asthma is vital, as it prevents re-hospitalisation and 

reduce the rate of future exacerbation. The aim in the 

management of a chronic disease like asthma is to 

prevent hospitalisation for these patients, and to ensure 
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the patients have a good quality of life. The aim of this 

audit is to evaluate the adherence of the healthcare 

providers to an international evidence-based guideline 

in the inpatient management of acute asthma 

exacerbation. 

 

Methods: A chart review of all the asthma 

exacerbation cases from the period of November 2023 

to March 2024 was conducted. Adults admitted to the 

emergency department in University Hospital Kerry 

between November 2023 to March 2024 (inclusive) 

with an acute asthma exacerbation were included in 

this audit, n=24. A retrospective chart review was 

performed. Information on demographics, acute 

asthma treatment and subsequent inpatient 

management were collected. Based on the results of 

the review, an asthma management bundle was 

developed. 

 

Results: A total 24 cases of acute asthma exacerbation 

were reviewed in this audit on management of acute 

asthma exacerbation. 5 cases were severe and 4 of the 

cases were life-threatening in severity. However, only 

1 of these patients were reviewed by critical care. 

In terms of the treatment of acute asthma exacerbation, 

42% of cases received salbutamol nebuliser every hour 

at presentation. 88% of cases received corticosteroids 

on presentation. 67% of cases received antibiotics on 

presentation. 3% of these cases were deemed not 

indicated without the presence of consolidation, raised 

inflammatory markers or infective symptoms. 

Of the 24 patients with acute asthma exacerbations, 8 

patients needed oxygen to main saturation of above 

92%. Of these 8 patients, only 6 (75%) had an arterial 

blood gas performed. A raised or normal CO2 in a 

blood gas is a worrisome sign, and a repeat arterial 

blood gas must be performed in such circumstances. 

However, only 1 of 7 patients had their arterial blood 

gas repeated. 

In terms of managing severe or life-threatening asthma 

exacerbation, IV Magnesium Sulphate were 

prescribed in only 33% of these cases. 

During inpatient stay, 29% of cases were given the 

opportunity of getting their inhaler technique assessed. 

50% of admitted asthma exacerbation cases were 

referred and reviewed by the respiratory service in the 

hospital. Average length of time to respiratory consult 

was 4.75 days. 

 

Conclusions: More education is needed to familiarise 

NCHDs and nursing staff on the management of acute 

asthma exacerbation as per the BTS and SIGN 

guideline. 

A written document on adult asthma management 

bundle was developed. This asthma bundle prioritised 

the importance of measuring asthma severity at time 

of assessment including the measurement of peak 

flow, the timeliness of administering appropriate 

medications and appropriate management for severe 

and life-threatening asthma. 

 

1.10 Phyxiom To Fix’em- The Use Of Smart 

Technology In Patients With Uncontrolled 

Asthma In An Irish Model Three Hospital. (80) 

Dr. Brian Teehan1, Ms. Martha Reilly1, Dr John 

Cafferty1, Dr Turlough O'Hagan1, Dr Cliodhna 

Hanley1, Dr Fiona O'Hannigan1, Dr Fiona Hickey1, Dr 

Elaine Hayes1 
1Our Lady of Lourdes Hospital, Drogheda. 

 

Patients with uncontrolled asthma endure a heavy 

burden of exacerbations and hospitalisations, thus 

resulting in significant morbidity and mortality. The 

use of technology, such as smart inhalers, has been 

shown to improve treatment adherence and symptom 

control. 

 

We identified patients being considered for biologic 

therapy in our Asthma OPD in Our Lady of Lourdes 

Hospital, Drogheda. These patients were enrolled in 

the Phyxiom programme. This technology, which 

utilizes smart inhalers, allows for monitoring of patient 

compliance with prescribed inhalers. We assessed 

their clinical response and compliance by comparing 

their pre and post monitoring Asthma Control Test 

(ACT) scores. 

 

We found that, by demonstrating to patients that 

adherence to treatment was being monitored, their 

symptom burden and ACT score did improve. 

However, despite awareness of monitoring, 

compliance to treatment still appeared to be an issue 

with some patients and was a significant contributory 

factor to their symptom control. 

 

Use of data tools, such as phyxiom, in patients with 

difficult to treat asthma, can aid in improving 

compliance with treatment, thus improving symptom 

burden. This, when combined with addressing other 

factors, such as environmental triggers, education 

regarding correct inhaler technique and utilizing a 

multi-disciplinary approach to treatment, can assist in 

reducing symptom burden in this patient cohort. 
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1.11 Abnormal Impulse Oscillometry in Rhinitis 

with no Asthma Diagnosis. (150) 

Dr Sarah Farrell1, Dr Ciara Ottewill, Dr Cara Gill, 

Prof Richard W Costello 
1Rcsi 

 

Background: Asthma and rhinitis are closely related 

conditions. Over 80% of people with asthma1 have 

rhinitis while 15-38%2 of rhinitis patients have 

asthma. These different manifestations of the same 

pathophysiology is termed the united airway disease3.  

Given their close relationship and since rhinitis is an 

independent risk factor for development of adult-onset 

asthma patients with rhinitis should be assessed for 

evidence of asthma4. In this study we compared 

impedance oscillometry with spirometry  as a method 

to screen for airways disease in patients with rhinitis. 

Methods: A post hoc analysis of 192 patients with 

chronic respiratory complaints was performed.  A 

diagnosis of asthma was established in 118 (61%) after 

6 months of study assessment with five separate 

measures of spirometry, impedance oscillometry and 

biomarkers of T2  inflammation. A Z-score for Ax, R5 

or R5-20 >1.64 were used as cut- offs for abnormal 

impedance oscillometry. 

Results: After 5 months of monitoring and at least four 

sets of spirometry, oscillometry and T2 biomarker 

testing there were 118 (61%) asthma patients, of whom 

103 (87%) had rhinitis, 21(11%) of patients had no 

respiratory diagnosis, the remaining 53 (28%) patients 

had other respiratory disease such as COPD or 

bronchitis.  16 (8%) were diagnosed with rhinitis 

without asthma, of these 6 (34%) had abnormal R5-20 

z-scores (mean 2.62 and SD 1.28), 4 out of the six were 

also abnormal at more than one time point.   While the 

asthma patients had mean R5-20 z-scores 2.82 (SD 

3.05), and non respiratory patients R5-20 z-scores 

mean 1.01 (SD 1.10). 

Conclusion: Given the high incidence of abnormal 

impulse oscillometry in rhinitis, this may represent 

early airway involvement in united airways disease. 

This was a small cohort and more research is needed, 

but this highlights the importance of screening rhinitis 

patients for asthma symptoms and referring for further 

investigations as indicated. Impedance oscillometry 

could be considered to identify patients who may need 

closer monitoring and follow up in the future. 

 

References: 1 Leynaert B, Neukirch F, Demoly P, 

Bousquet J. Epidemiologic evidence for asthma and 

rhinitis comorbidity. J Allergy Clin Immunol. 2000 

Nov;106(5 Suppl):S201-5. doi: 

10.1067/mai.2000.110151. PMID: 11080732. 

2 Brożek JL, Bousquet J, Agache I, Agarwal A, 

Bachert C, et al. Allergic Rhinitis and its Impact on 

Asthma (ARIA) guidelines-2016 revision. J Allergy 

Clin Immunol. 2017 Oct;140(4):950-958. doi: 

10.1016/j.jaci.2017.03.050. Epub 2017 Jun 8. PMID: 

28602936. 

3 Passalacqua G, Ciprandi G, Canonica GW. The 

nose-lung interaction in allergic rhinitis and asthma: 

united airways disease. Curr Opin Allergy Clin 

Immunol. 2001 Feb;1(1):7-13. doi: 

10.1097/01.all.0000010978.62527.4e. PMID: 

11964663. 

4 Guerra S, Sherrill DL, Martinez FD, Barbee RA. 

Rhinitis as an independent risk factor for adult-onset 

asthma. J Allergy Clin Immunol. 2002 

Mar;109(3):419-25. doi: 10.1067/mai.2002.121701. 

PMID: 11897985. 

1.12 Impact of Biologic Therapy on Weight and 

BMI in Severe Asthma: Beaumont Hospital 

Cohort (218) 

Dr Reema Alsufyani1, Dr Eleanor Cronin1, Doctor 

Ali Yunes1, Professor Dorothy Ryan1 
1Department of Respiratory Medicine, Beaumont 

Hospital. 

 

Background: Biologic therapies have transformed the 

management of severe asthma, improving disease 

control and reducing the need for oral corticosteroids. 

Long-term corticosteroid use is strongly associated 

with weight gain and metabolic complications, raising 

the expectation that biologics may contribute to weight 

reduction through steroid-sparing effects. Several 

studies support weight reduction with biologic 

therapy. However, we have not appreciated significant 

weight reduction at our centre. 

 

Methods: We retrospectively analysed a subset of 34 

patients with severe asthma initiated on biologic 

therapy (12 mepolizumab, 19 benralizumab, 3 

dupilumab) between 2019–2024. Demographics, 

weight, and BMI pre-biologic and post-biologic were 

extracted from electronic records. Two patients were 

excluded due to absent follow-up weight data and one 

due to unavailable records, leaving 32 patients for 

analysis. 

For each patient, we identified the first weight 

measurement within 8–24 months of biologic 

initiation to minimise bias. Patients without weights in 
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this timeframe were categorised into those with only 

early follow-up (3–6 months) and those with only late 

follow-up (>24 months). Paired t-tests were used to 

compare pre-biologic and post-biologic measures. 

 

Results: The mean age was 58 ± 14 years (range 22–

77), and 21 were female. Among the 32 patients with 

follow-up weights at 8–24 months, mean weight was 

86.3 ± 19.1 kg at baseline and 86.3 ± 18.7 kg at follow-

up. There was no statistically significant change (mean 

difference –0.02 kg, p=0.98). Mean BMI decreased 

slightly from 30.3 ± 5.0 to 29.0 ± 7.5 kg/m², but this 

was not statistically significant (p = 0.36). 10 patients 

on maintenance steroids at baseline had a mean weight 

of 83.1 ± 20.5 kg pre-biologic and 84.9 ± 21.5 kg post-

biologic (mean change +1.75 kg, p = 0.13). Among 4 

patients with short follow-up (3–6 months), weight 

was unchanged 71.8 ± 8.3 kg to 74.5 ± 9.7 kg (+2.8 kg, 

p = 0.22). For 5 patients with follow-up beyond 24 

months, mean weight was 83.3 ± 22.3 kg at baseline 

and 83.8 ± 22.3 kg at follow-up (+0.5 kg, p = 0.69). 

7 (22%) had BMI 20-24, 9 (28%) BMI 25-29 and 16 

(50%) BMI 30-45. In obese individuals (BMI >30) 

there was also no change in weight (97 ± 16 verses 98 

± 15 kg) or BMI (35 ± 4 verses 33 ± 9) post biologics, 

despite significant reduction in OCS exposure. As with 

the overall cohort, the mean annual exacerbation rate 

fell from 6 ± 4 to 0.6 ± 0.9 per year. 

 

Conclusion: In this single-centre real-world cohort, 

biologic therapy for severe asthma was not associated 

with significant changes in weight or BMI over 

medium or long-term follow-up. Subgroup analyses, 

including patients on maintenance corticosteroids at 

baseline, similarly demonstrated no evidence of 

weight reduction. The absence of weight loss may 

reflect limited sample size, variable steroid tapering, 

and the multifactorial influences on weight beyond 

corticosteroid use. Larger multi-centre studies with 

longer follow-up are needed to clarify whether 

biologic-related steroid reduction translates into 

measurable effects on weight or BMI. 

Keywords: Asthma; biologic; corticosteroids; weight; 

BMI. Disclosures: No conflicts of interest. 

1.13 Safety Monitoring and Tolerability of Long-

Term Azithromycin in Severe Asthma: An 

Outpatient Audit (228) 

Dr John Cafferty1, Dr Fiona O'Hannigan, Dr 

Cliodhna Hanley 
1Our Lady of Lourdes Hospital Drogheda 

Background: Long-term azithromycin is used as an 

adjunct in severe asthma to reduce exacerbations. 

Guidance recommends baseline and follow-up safety 

monitoring. 

 

Methods: A retrospective review was performed of 

119 patients commenced on azithromycin in a 

specialist outpatient clinic between 2022 and 2024. 

Data collected included baseline ECG and blood tests, 

reported side effects, and outcomes at follow-up. 

 

Results: Baseline ECG was documented in 84 patients 

(71%) and blood tests in 88 (74%). Adverse effects 

were uncommon and included diarrhoea, tinnitus, and 

QTc change. At the time of audit, 7 patients had 

documented follow-up outcomes: 3 continued 

treatment unchanged, 2 restarted after interruption, 1 

reduced dose, and 1 discontinued due to side effects. 

Continuation at review was 86%. 

 

Conclusions: Long-term azithromycin was generally 

well tolerated, with a low discontinuation rate and 

manageable side effects. Baseline monitoring was well 

embedded, and this early audit provides a framework 

for standardised follow-up. A re-audit is planned as 

more patients reach review. 

1.14 Review of Severe Asthma Patients and Their 

Response to Dupilumab Treatment (174) 

Dr Danielle Barry, Ms Emma Mulligan, Dr Sally 

Griffiths, Prof Patrick Mitchell, Prof Stephen Lane 
1Tallaght University Hospital 

 

Introduction: Dupilumab (Dupixent®) is a 

recombinant human IgG4 monoclonal antibody that 

inhibits interleukin (IL)-4 and IL-13 signalling—key 

drivers of type 2 inflammation in diseases such as 

severe asthma. In Ireland, Dupilumab is indicated as 

add-on maintenance therapy for severe asthma with 

type 2 inflammation in patients aged 12 years and 

older who are inadequately controlled with high-dose 

inhaled corticosteroids (ICS) plus another 

maintenance therapy. Additionally, Dupilumab is 

licensed for Atopic Dermatitis/Eczema and Chronic 

Rhinosinusitis with Nasal Polyps. This review 

examines the response of patients at our Severe 

Asthma clinic following a switch from other biologic 

therapies to Dupilumab. 

 

Methods: A retrospective chart review was conducted 

on patients attending the Severe Asthma clinic at 

Tallaght University Hospital from January 2024 to 
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present. Ethical approval was sought for the review. 

We identified patients who transitioned from another 

biologic to Dupilumab and assessed their clinical 

response over several months. Data collection 

included chart review, pulmonary function tests 

(PFTs), and laboratory values, with analysis 

performed in Microsoft Excel. 

Results: Sixteen patients switched to Dupilumab, with 

outcome data available on 13 (as 3 had not yet returned 

for review). Patient ages ranged from 44 to 66 years; 5 

of 13 were men. Nine patients had previously been on 

mepolizumab (anti-IL-5), and 4 on benralizumab 

(anti-IL-5Rα). All patients were on high-dose 

ICS/LABA, with 10 also on LAMA and 7 on 

montelukast. Two patients had acquired adrenal 

insufficiency due to maintenance steroids; 3 had 

bronchiectasis, and none had concurrent COPD. 

Notably, 10 patients reported a history of chronic 

rhinosinusitis, and 5 had undergone prior surgical 

intervention. 

Since switching to Dupilumab, there were no 

hospitalisations within the group and only 2 patients 

experienced exacerbations requiring oral 

corticosteroids. The peak IgE level observed was 

8555, while the maximum recorded blood eosinophil 

count was 1.1 X10^9/L. 

In terms of clinical response, 8 patients reported 

significant improvement in Asthma Control Test 

(ACT) scores, and 5 had notable reductions in FeNO 

(fraction of exhaled nitric oxide). Of the 8 patients 

with available pre- and post-therapy spirometry, 6 

demonstrated improvement in FEV1. One patient 

discontinued Dupilumab due to side effects of myalgia 

and joint stiffness, and another returned to 

mepolizumab citing better response. 

Discussion: Overall, most patients reported positive 

outcomes and expressed satisfaction with the 

transition to Dupilumab. Hospitalisations were 

avoided, exacerbations were few, and improvements 

were seen in symptom control, Feno, and FEV1 in a 

substantial proportion of the cohort. However, given 

the small sample size and the relatively short follow-

up period, I would like to do further larger studies with 

longer observation are to confirm the durability and 

consistency of these outcomes in severe asthma 

management. 

 

1.15 Supporting Patients Beyond the Clinic: 

Experience of Asthma Adviceline E-Referrals 

from the Post Exacerbation Asthma (PEA) Clinic 

Connolly Hospital and Dublin Northwest (DNW) 

Respiratory integrated Care (89) 

Ms Mary Mcdonald1, Ms Laura Reidy2, Caroline 

Reilly1, Dr Marcus Butler1,3 
1Asthma Society Of Ireland, 2Respiratory Integrated 

Care Dublin North West and Connolly Hospital, 
3University College Dublin 

 

Background: Asthma is the most common chronic 

respiratory disease in Ireland, yet asthma control 

remains suboptimal in a large proportion of patients. 

The Asthma Adviceline, a free service provided by the 

Asthma Society of Ireland staffed by nurse specialists 

and a physiotherapist offers a unique layer of support 

to people with asthma and their families. Healthcare 

professionals can use the e-referral platform available 

on our website to refer patients and carers to the 

Adviceline with questions or concerns about asthma. 

 

The PEA clinic Connolly Hospital and DNW 

Respiratory integrated care facility have been 

routinely referring their patients to the Asthma 

Adviceline which they see as a valuable service that 

gives additional time to their patients to empower them 

with education and self-management skills in between 

scheduled visits, post discharge and after attending the 

Emergency Department with an asthma flareup. 

 

Patients can have a consultation with an asthma nurse 

or physiotherapist for up to 30 minutes and follow up 

consultations as required. 

 

This audit is being conducted to demonstrate the value 

of the Asthma Adviceline to Health Care Professionals 

and to encourage them to avail of the service. 

 

Methods: A retrospective review was conducted of 

over 50 e-referrals submitted by the PEA clinic 

Connolly Hospital and DNW Respiratory Integrated 

care to the Asthma Adviceline between January and 

July of 2025. Referral records were examined to 

determine the most common reasons for referral. 

Patient consultation records, stored on the secure 

Salesforce platform, were reviewed to identify the 

nature of interventions provided and resources sent. 

Data on patient satisfaction collected through standard 

post consultation feedback were also collated. All data 

were anonymised prior to analysis. 

 

Results: Preliminary observations show that the 

reasons for referral covered a range of issues including 

MART, trigger avoidance, medication adherence, 

medication costs, symptom control and peak flow 

monitoring. Adviceline consultations typically 

provide reinforcement of the patients personalised 
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Asthma Action Plan, trigger avoidance, practical 

advice on lifestyle and healthcare signposting. 

Appropriate resources in the form of information 

booklets and flyers were sent to the patient either 

electronically or in the post following the consultation.  

Patient feedback suggests high satisfaction and 

increased confidence in asthma self-management. 

 

Conclusion: The Asthma Adviceline provides timely, 

patient-centred support that complements asthma care. 

As a community-based nurse and physiotherapist led 

service it is a valuable adjunct for health care 

professionals that can address key challenges in 

asthma management.  Referrals from the PEA 

Connolly Hospital and DNW Respiratory Integrated 

care resulted in meaningful nurse-patient interactions 

that addressed key asthma management needs and 

were well received by patients. Wider use of the 

Adviceline is encouraged to optimise asthma care, 

enhance patient self-management, and support 

secondary and integrated respiratory services across 

Ireland. 

 

Key Words: Asthma control, Self-management, 

Community care, Secondary and Integrated Care, E-

referral, Asthma Adviceline 

 

1.16 Multidisciplinary power: How a dedicated 

asthma service transformed access to biologics 

(54) 

Dr Fiona O'Hannigan1, Dr Cliodhna Hanley1, Dr 

John Cafferty1, Ms Martha Reilly1, Ms Elizabeth 

Kavanagh1, Dr Elaine Hayes1 
1Respiratory Dept Our Lady of Lourdes Drogheda 

 

Background: The establishment of a dedicated severe 

asthma service aims to enhance patient management 

and optimize the delivery of biologic therapies. Severe 

asthma requires complex care coordination, and 

specialised clinics can streamline diagnosis, treatment 

decisions, and access to advanced biologic options. 

 

Methods: This retrospective review analysed biologic 

therapy initiation at a single hospital from 2010 to 

2024, focusing on the impact of a severe asthma 

outpatient department (OPD) introduced in 2022 and a 

multidisciplinary meeting (MDM) established in 

February 2024. Patient numbers and biologic 

treatment patterns were compared pre- and post-

service implementation. 

 

Results: Between 2010 and 2022 (pre-OPD), 17 

patients started biologic therapy (13 on omalizumab 

[76%], 4 on anti-IL5 [24%]). Since the OPD launch in 

2022, 6 new patients began biologics, representing a 

35% increase over an equivalent timeframe compared 

to prior years. Following the MDM introduction in 

2024, 29 patients commenced biologics, a 383% 

increase compared to pre-OPD annual rates. Post-

OPD, 14 new starts (33%) were on omalizumab and 

21 (67%) on anti-IL5 or anti-IL4/13 therapies, 

reflecting a shift towards targeted biologic use. The 

increases post-OPD and post-MDM were statistically 

significant (p < 0.01, chi-square test). 

 

Conclusions: The establishment of a severe asthma 

service with OPD and MDM components significantly 

improved biologic therapy delivery, increasing 

initiation rates by over 300% and enabling more 

personalized treatment choices, thereby enhancing 

patient care efficiency and outcomes. 

 

Keywords: Severe asthma Multi Disciplinary 

Biologic therapy 

 

1.17 Severe Asthma Biologic Outcomes at 

Beaumont Hospital –  Achieving Standard of Care 

(106) 

Doctor Ali Yunes1, Doctor Khalid Gehani1, 

Professor Dorothy Ryan1, Prof Richard W Costello1, 

Professor Breda Cushen1, Doctor Vincent Brennan1, 

Advanced nurse practioner Deirdre Long1 
1Respiratory Department, Beaumont Hospital 

 

Background: Severe asthma affects a small subset of 

asthma patients ( 5-10 %) but disproportionately 

contributes to asthma-related morbidity and healthcare 

costs (ERS). Asthma biologic therapies are 

monoclonal antibodies which target specific TH2 

inflammatory pathways and are used in severe asthma 

not controlled by standard therapies (GINA) . Clinical 

trial show reduction in acute exacerbations (AE), 

hospitalisations and maintenance oral corticosteroids 

(OCS) 

The audit aim is to assess the clinical impact of asthma 

biologics in patients with severe asthma at Beaumont 

Hospital, evaluating outcomes pre- and post-biologic 

therapy compared to standard of asthma clinical trial 

outcomes 

 

Method: Target Population: adults with severe asthma 

on biologic therapy at Beaumont Hospital. Timeframe: 
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12 months before and after biologic initiation . Data 

Source - Beaumont Severe Asthma Registry, paper 

and electronic medical records . 

Data Collected: 20 patients (subset of total population) 

. Outcomes (1 year before verses after 1 year of 

therapy) . Variables :Peak flow , Asthma exacerbation 

frequency, Maintenance steroids , Number of asthma-

related hospital admission, including ICU, Length of 

stay . 

 

Results: 

• 75% females with average age 

• 55% on Benralizumab, 40 % Mepolizumab 

and 5 % on Omalizumab 

• Peak flow improved by 38%, from 271 L/min 

to 373 L/min. 

• Exacerbation rate reduced by 73%, from 4.55 

to 1.25 per year. 

• Hospital admissions dropped by 87%, from 

1.95 to 0.25 per patient per year. 

• Length of hospital stay decreased by 89.4%, 

from 7.55 to 0.8 days. 

• % of patients on maintenance steroids reduced 

by 90%, and no ICU admission post biologics. 

• Results compared to standard of asthma 

clinical trial outcomes. 

 

Conclusion: These outcomes indicate that 

monoclonal biologic therapy significantly reduced  

asthma exacerbation rate, oral corticosteroid exposure, 

improved lung function, and minimized acute 

healthcare utilization 

Reduced healthcare utilisation offsets the high cost of 

asthma biologic therapy. Further cost savings not 

captured include reduced days lost from work or 

school with significant cost, psychological and 

societal benefits. 

This audit confirms that patient selection is 

appropriate and the real world outcomes achieved in 

this cohort surpassed those described in the original 

clinical trials 

1.18 Outcomes Following Inhaled Corticosteroid 

Reduction in Severe Asthma treated with 

Biologics (189) 

Dr Eleanor Cronin1, Dr Reema Alsufyani, Doctor Ali 

Yunes, Professor Dorothy Ryan 
1Department of Respiratory Medicine, Beaumont 

Hospital 

Background: The GINA guidelines recommend that 

Inhaled Corticosteroid (ICS) doses may be reduced in 

those who respond to biologics (1), however there is a 

dearth of evidence to support the best method and  for 

this approach. The SHAMAL study found that a 

reduction in ICS dose did not negatively impact 

exacerbation rates, however they did observe a decline 

in lung function in some patients (2). 

 

Methods: We aimed to investigate the impact of a 

reduced dose of ICS in our severe asthma cohort. A 

retrospective analysis was carried out on patients on 

biologic therapy for severe asthma at our centre 

between 2019-2025. Spirometry data was collected 

pre and post biologic therapy. Data was obtained on 

exacerbation frequency and oral corticosteroid use 

from hospital and pharmacy records. Non-adherence 

to ICS, identified by prescription collection records, 

was used as a proxy for reduced ICS use. Non-

adherence was defined as collecting < 2/3 of ICS 

prescriptions. 

 

Results: 26 patients with severe asthma on biologics 

were included, with a median follow up period of 27 

months (IQR 15.5-41.5). 15/26 (57%) patients were 

defined as being non adherent.  Of these, 5/15 (33%) 

demonstrated a decline in FEV1 with a median decline 

of 0.25L (IQR 0.17-0.44L). Among fully adherent 

patients, 3/11 had a decline in FEV1 but this was a 

considerably smaller change (median decline 0.09L). 

All patients experienced a significant reduction in 

exacerbation frequency and systemic steroid exposure. 

 

Conclusions: Our study demonstrated that non-

adherence to ICS remains highly prevalent amongst 

the severe asthma population. In this cohort, reduced 

ICS exposure (inferred from non-adherence) was not 

linked to a higher exacerbation frequency. However, a 

decline in FEV1 was observed in those who were non-

adherent. Although poor adherence to inhaled 

medications could be interpreted as a marker of the 

treatment efficacy of biologics, further data is needed 

on the long-term impact of withdrawing ICS on lung 

function. 

 

References 

1. Venkatesan P. 2025 GINA report for asthma. 

Lancet Respir Med. 2025 Jun 26:S2213-

2600(25)00242-5. doi: 10.1016/S2213-

2600(25)00242-5. Epub ahead of print. PMID: 

40582369. 

2. Jackson DJ, Heaney LG, Humbert M, Kent 

BD, Shavit A, Hiljemark L, Olinger L, Cohen D, 

Menzies-Gow A, Korn S; SHAMAL Investigators. 

Reduction of daily maintenance inhaled 

corticosteroids in patients with severe eosinophilic 



 

  

 Irish Thoracic Society Annual Meeting 2025 

 

15 

asthma treated with benralizumab (SHAMAL): a 

randomised, multicentre, open-label, phase 4 study. 

Lancet. 2024 Jan 20;403(10423):271-281 

 

1.19 Clinical Audit: Vitamin D Monitoring and 

Replacement in Patients with Asthma and ACOS 

(152) 

Dr Gerrit Hogemann1, Dr Minesh Kooblall1, Dr 

Caoimhe Byrne1, Dr Shane McGuinness1, Dr 

Fiachra Clifford 
1Peamount Hospital 

 

Background: Vitamin D deficiency is common in 

patients with asthma, COPD, and asthma–COPD 

overlap syndrome (ACOS) and may be further 

exacerbated by systemic corticosteroid use. 

Deficiency is associated with increased fracture risk 

and, in severe respiratory disease, worse clinical 

outcomes. Current guidelines recommend vitamin D 

monitoring in high-risk populations, particularly those 

receiving long-term corticosteroids. 

 

Aim: To evaluate vitamin D testing and replacement 

rates in patients with asthma or ACOS admitted to the 

Peamount Hospital Respiratory Rehabilitation Unit, 

compare findings to best practice standards, and 

propose an intervention for improvement. 

 

Methods: A retrospective review was performed of all 

admissions between 19/12/2024 and 29/07/2025 with 

asthma or ACOS. Data collected included whether 

vitamin D was checked, whether levels were low 

(<50 nmol/L), and whether replacement was initiated. 

Standards were set at ≥90% for both testing and 

replacement in deficient patients, in line with 

published guidelines. 

 

Results: 40 patients met inclusion criteria (Asthma 

n=22, ACOS n=18). Vitamin D was checked in 16/40 

(40%). Of those tested, 9/16 (56%) were low. Only 3/9 

(33%) of deficient/insufficient patients received 

replacement. Both testing and replacement rates were 

well below the 90% standard. Most admissions 

followed infective exacerbations of COPD/ACOS, 

with many patients receiving IV or oral corticosteroids 

at admission. Formal data on corticosteroid 

route/duration was not collected. 

 

Conclusion: Vitamin D monitoring and replacement 

rates in this high-risk cohort are suboptimal. Given the 

high prevalence of deficiency in asthma/COPD 

patients and the frequent use of systemic 

corticosteroids during exacerbations, routine vitamin 

D testing on admission and annual rechecks are 

warranted. 

 

Proposed intervention: Introduce a unit protocol for 

routine vitamin D testing in all asthma, COPD, and 

ACOS admissions; implement a standardised 

treatment pathway; integrate testing prompts into 

admission guidelines; document vitamin D testing and 

results in inpatient documentation spreadsheet; and re-

audit in six months 

 

1.20 Intensive care unit admissions for asthma are 

characterized by frequent non-attendance to 

outpatient appointments (61) 

Dr Ciara Ottewill1,3, Dr Sean Walsh2, Dr Cara Gill1,3, 

Ms J Mullvihill2, Dr R Dwyer2, Dr RA Leary2, Prof 

Richard W Costello1,3 
1Royal College Of Surgeons In Ireland, 2Department 

of Critical Care and Anaesthesia, Beaumont Hospital, 
3Department of Respiratory Medicine, Beaumont 

Hospital 

 

Introduction: Asthma exacerbations result in 

approximately 43 hospitalisations per 100,000 in 

Ireland(1), and have considerable associated 

morbidity, mortality, and healthcare costs. Despite 

improved therapies, including monoclonal antibodies 

targeting IgE, IL-5 and IL-4/13, becoming more 

widely available, there has yet to be a global 

downtrend in intensive care (ICU) admissions for 

asthma exacerbations. 

 

Aim: We aimed to assess whether there has been any 

meaningful change in trends in ICU exacerbations for 

asthma in our hospital from 2003-2024, and 

investigate potential reasons for lack of change.  

 

Methods: A retrospective analysis of all ICU 

admissions for asthma in our institution from 2003 

through 2024 was undertaken. Demographics, 

respiratory supports, presence of T2 inflammation, 

length of critical care stay, mortality and patients’ lung 

function were analysed.  

 

Results: A total of 63 patients had 99 critical care 

admissions for asthma over this time period, with a 

median length of critical care stay of 2 days. There was 

a female predominance (55%), with a median age of 

47.5. Evidence of T2 inflammation was prevalent, 
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with 85% of patients having prior evidence of 

peripheral blood eosinophil (PBE) >=0.3,  with 

median maximum recorded peripheral PBE of 0.51 

(IQR 0.34-0.89). There were three asthma related 

deaths in the cohort over this time period. 

 

 

PFT data were available for only 39 patients in the 

cohort. Of those with a single ICU admission (n=23), 

only five met ERS criteria for asthma diagnosis. 

 

High rates of non-attendance to scheduled outpatients 

was also notable across this population, with a median 

of 14 non-attendances per patient (range 0-139 missed 

appointments).  

 

Conclusion: Despite significant improvements in 

asthma therapies, we have not seen a significant 

reduction in ICU presentations in this centre over the 

past 20 years. While trends from 2020 to 2022 may in 

part be reflective of the Covid-19 pandemic, the lack 

of engagement in healthcare when well, as evidenced 

by high DNA/cancellation rates to outpatient 

appointments, remains a prominent issue in this 

population, and may contribute to these patients’ 

severe exacerbations. Ways to engage this cohort is 

imperative to improve outcomes. 

 

References: 
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1.21 Enhancing Healthcare Delivery: An 

Integrated Multidisciplinary Team Approach to 

Promoting Productivity among the Respiratory 

Integrated Care Team Cork City South (43) 

Una O Riordan1 
1Hse 

 

Previously, in our Integrated Care Programme for 

Chronic Disease (ICPCD) Respiratory in Cork South 

City, patients firstly attended an appointment for 

spirometry. The results were then triaged by the 

consultant to determine appropriate clinic for 

assessment (Consultant, ANP, CNS). Following this, 

patients were referred for more specialized 

appointments within the team (e.g., pulmonary rehab 

work-up, physiotherapy), resulting in multiple 

appointments on different days. This process was 

inefficient and time-consuming. An audit completed in 

2024 showed patients dissatisfaction at this process. 

 

In January 2025, a meeting was held to review our 

referral and clinic process. A multidisciplinary team 

(MDT) clinic was established one day per week for 

new patients referred to the consultant. A triage 

process was implemented, managed by the Clinical 

Nurse Specialists (CNS). This process involved 

reviewing referrals and gathering available patient 

history from databases to anticipate diagnostics or 

specialty required. Furthermore, the Clinical Nurse 

Specialist (CNS) clinic began accepting direct 

referrals once referral criteria were met, eliminating 

the need for spirometry first and CNS review on 

another day. This change provided more autonomy 

and decision-making power within the CNS clinic. A 

similar process was adopted for physiotherapy clinics. 

 

Overall there has been a significant reduction in 

waiting times from this initiative. We analyzed the first 

6 months of 2024 versus 2025 post changes. The total 

number of patient contacts decreased by 565. More 

patients had only one visit in 2025, with an increase of 

59. There were significant reductions in patients 

needing appointments: 

2 Visits: Decreased by 132 

3 Visits: Decreased by 24 

> 4 Visits: Decreased by 31 

 

The establishment of the MDT clinic and the 

implementation of a streamlined triage process 

significantly improved the efficiency of patient care by 

reducing the number of appointments and ensuring 

that patients are seen by the appropriate specialists in 

a coordinated manner on the same day. 
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1.22 Audit of the Brompton Breathing 

Pattern Assessment Tool (BPAT) for 

Dysfunctional Breathing in asthmatic patients 

at physio service in Ireland (85) 

Ms Catherine Speirs1, Ms Eimear Griffin1, Ms 

Aoife O Hara1, Mr John Feeney1, Ms Helen 

Carrol1, Prof Hilary McLoughlin1 
1East Galway/ Roscommon Integrated Care Hub 

 

Introduction: Dysfunctional breathing (DB) 

denotes breathing pattern disorders that result in 

breathlessness. Evidence exists that DB 

contributes to breathlessness, particularly in 

asthma that is unresponsive to optimised 

conventional treatments. Research highlights that 

DB is prevalent in 30% of asthmatics, with 

prevalence of 30-47% in severe asthma (1). 

Patients with DB tend to have poor asthma 

control, lower quality of life and associated 

comorbidities such as anxiety, depression and 

vocal cord dysfunction.  

 

Aims: The European Respiratory Society (ERS) 

published Complex Breathlessness Monograph 

in 2022(2), which suggests the BPAT can provide 

valuable diagnostic information in managing 

breathless asthmatic patients. This audit is to 

review usage of the BPAT in assessment of 

asthmatic patients in community physio clinics.  

 

Methods:  A retrospective analysis of the dataset 

from the community physio clinic in 2024 was 

undertaken.  

 

Results: Number (No.) of patients referred to the 

service Jan-Nov 2024=214. No. of referrals with 

asthma diagnosis = 45/214 (21%). No. of patients 

with BPAT score documented on initial 

assessment=18/45 (40%). No. of abnormal BPAT 

scores documented on initial assessment=13/18 

(72%). No. of BPAT scores documented on 

discharge=10/45 (22%). 10% of patients had an 

abnormal BPAT score on discharge. 

 

Conclusion: The BPAT is useful to screen DB in 

patients with asthma but it needs to be assessed in 

all respiratory patients seen in the community 

physio clinic. The prevalence of DB appears 

higher than expected. 72% of patients had an 

abnormal BPAT at assessment compared with 

30%-47% in the research as mentioned 

previously. However, less than half of the 

patients had documented scores. Low 

documented rates of reassessment on discharge 

were also observed. As a result of this audit a 

quality improvement project (QIP) was put in 

place. The physiotherapy team were educated on 

the results of theaudit. Now all patients with 

shortness of breath seen in the community physio 

clinic are to have a BPAT recorded on initial 

assessment and on discharge. This audit will be 

repeated for 2025 to compare the results of both 

audits following the implementation of the QIP. 
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1.23 Examining the relationship between Th2 

inflammation and bronchiectasis in a single 

tertiary referral centre (210) 

James O’Hanlon1, Rachel O’Neill1, Ruth 

Cusack1, Melissa J. McDonnell1, Michael 

O’Mahony1, Michael J. Harrison1, Padraig E. 

Hawkins1 

 

1. Department of Respiratory Medicine, Galway 

University Hospital 

 

Background: There is considerable overlap 

between bronchiectasis and asthma. Of 16,953 

European patients with bronchiectasis examined 

by the European Bronchiectasis Registry 

(EMBARC), 5276 (31%) were found to have 

concomitant asthma. About 20% of 

bronchiectasis patients are known to have 

‘eosinophilic bronchiectasis’, where similar type 

2 (Th2) inflammation seen in asthma is present in 
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tandem with the predominantly neutrophilic 

inflammation seen in bronchiectasis. We aimed 

to examine the relationship between eosinophilic 

inflammation and bronchiectasis in severe 

asthma patients on specific biologic therapies 

targeting Th2 inflammation and in a severe 

bronchiectasis cohort.  

 

Methods: We reviewed data related to 

individuals currently receiving biologic therapy 

for treatment of severe asthma in Galway 

University Hospitals (GUH). We identified 

patients within this cohort who had radiological 

evidence of bronchiectasis, and further analysed 

these patients with regards to clinical features, 

comorbidities, severity of bronchiectasis, and 

sputum microbiology. We also separately 

reviewed clinical data on patients currently 

attending the specialist bronchiectasis clinic in 

GUH for evidence of Th2 inflammation.  

 

Results: Of 104 patients receiving biologic 

therapies for severe asthma, 20 (18%) were found 

to have radiological evidence of bronchiectasis. 

Median age was 65 years, 40% female. Median 

blood eosinophil count (BEC) was 1.28 x10⁹/L. 6 

patients (30%) experienced recurrent chest 

infections typical of clinical bronchiectasis. 

Almost all patients (95%) demonstrated variable 

airflow on spirometry, with a median FEV1 of 

87.5%. Bronchiectasis severity was mild to 

moderate in the majority of patients according to 

the Bronchiectasis Severity Index (BSI). 

Haemophilus influenzae (3 patients, 15%) was 

the most common pathogen seen on 

microbiological culture, while only one patient 

(5%) had a previous growth of Pseudomonas 

aeruginosa.  

Half of the 66 patients (61% female) attending 

our specialist bronchiectasis clinic had a history 

of significant eosinophilia (median peak BEC 

0.59 x10⁹/L). 7 (21%) of these demonstrated 

variable airflow on spirometry, with a median 

FEV1 of 69%. Only 5 patients had fractional 

exhaled nitric oxide (FeNO) tested, 3 of whom 

had a value greater than 25 parts per billion. 19 

patients (58%) were prescribed regular inhaled 

corticosteroid (ICS). 

 

Conclusions: There is considerable overlap 

between Th2 high asthma and bronchiectasis. 

Both are distinct and highly heterogenous clinical 

entities. Co-existent bronchiectasis and asthma 

should be assessed for in all patients, and 

necessitates an individualised approach to 

management.  

 

Keywords: Type 2 inflammation (Th2), 

bronchiectasis, asthma, blood eosinophil count 

(BEC), Pseudomonas aeruginosa, fractional 

exhaled nitric oxide (FeNO), Bronchiectasis 

Severity Index (BSI). Disclosures: The authors 

declare that they have no conflicts of interest. 

 

1.24 Real World Clinical Outcomes in Asthma 

patients commenced on or switched to 

Dupilumab. (128) 

Dr Mairéad O'Donnell1, Dr Orlaith Shinners1, 

Ms Fiona Arnott1, Dr Kevin Deasy1,2, Dr Hisham 

Ibrahim1,2, Prof Barry Plant1,2, Prof Desmond 

Murphy1,2 
1Respiratory Department, Cork University 

Hospital, 2Department of Medicine, University 

College Cork 

 

Background: Asthma remains a major public 

health challenge in Ireland, with approximately 

450,000 individuals diagnosed and a significant 

subset experiencing uncontrolled disease despite 

optimal therapy. Severe asthma, defined as poor 

control after optimisation of standard treatments, 

often necessitates biologic therapy targeting type 

2 inflammation. Dupilumab, an anti–IL-4 and IL-

13 monoclonal antibody, became available for 

reimbursement in Ireland in November 2023. 

While randomized controlled trials have 

demonstrated its efficacy, real-world evidence, 

particularly in populations switching from 

alternative biologics, remains limited. 

 

Methods: We conducted a retrospective, single-

centre analysis of adults with severe asthma 

initiated on Dupilumab between November 2023 

and November 2024 at Cork University Hospital. 

Patients included both biologic-naïve individuals 

and those switching from previous biologic 
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therapies (anti–IL-5 or anti-IgE agents). Clinical 

outcomes assessed included Asthma Control 

Questionnaire (ACQ) scores, exacerbation 

frequency, and spirometry (FEV1 in litres and % 

predicted) at baseline and post-treatment. Data 

were analysed using Prism 10, with paired t-tests 

employed to assess within-subject changes; 

p<0.05 was considered statistically significant. 

 

Results: A total of 39 patients met the inclusion 

criteria, with a median age of 55 years (IQR 43–

63). Fourteen patients (35.9%) were biologic-

naïve, while 25 (64.1%) had previously received 

biologic therapy. Across the cohort, ACQ scores 

improved significantly with a mean reduction of 

–0.95 (p=0.0003), surpassing the minimal 

clinically important difference. Improvements 

were observed in both biologic-naïve (–1.145, 

p=0.0002) and previously treated groups (–0.902, 

p<0.001). Exacerbation frequency decreased 

significantly with a mean reduction of –2.89 

events per year (p=0.0004), with reductions 

evident in both naïve (–4.167, p<0.0001) and 

switch cohorts (–2.708, p<0.0001). 

Spirometry data were available for 23 patients 

(59%). While FEV1 demonstrated a numerical 

trend toward improvement, changes did not reach 

statistical significance (p=0.1553). This may 

reflect small sample size, underlying airway 

remodelling, or stabilisation from prior biologic 

exposure. Five patients (12.8%) discontinued 

Dupilumab during follow-up due to side effects 

or poor efficacy. 

 

Conclusions: In this real-world Irish cohort, 

Dupilumab demonstrated significant 

improvements in symptom control and reductions 

in exacerbation frequency in patients with severe 

asthma, including those who had previously 

received other biologics. No statistically 

significant improvements in lung function were 

observed, although positive trends suggest 

potential benefit in select patients. The findings 

highlight Dupilumab’s effectiveness in routine 

clinical practice and its utility as a treatment 

option both in biologic-naïve patients and in 

those switching from alternative agents. 

Discontinuation in a minority of patients 

underscores the need for individualized 

management and careful monitoring of treatment 

response and tolerability. Larger prospective 

studies with longer follow-up are warranted to 

confirm long-term efficacy, safety, and predictors 

of response. 

  

 

1. National Healthcare Quality Reporting 

System. Report 2021/2022  

2. Global Initiative for Asthma. Global 

strategy for Asthma for Management and 

Prevention, 2024. Updated May 2024. 

3. Managed Access Protocol – Dupilumab 

(Dupixent®) for the treatment of severe asthma 

in adults and adolescents 12 years and older, 

Medicines Management Programme. Available 

from 

https://www.hse.ie/eng/about/who/cspd/medicin

es-management/managed-access-

protocols/severe-asthma-dupilumab-

dupixent/hse-managed-access-protocol-

dupilumab-dupixent-severe-asthma.pdf 

Accessed 23/05/2025. 

 

1.25 Evaluating the Effectiveness and User 

Experience of the Asthma Adviceline Service 

(90) 

Caroline Reilly1, Ms Mary Mcdonald1, Dr 

Marcus Butler1,2 
1Asthma Society of Ireland, 2University College 

Dublin 

 

Background: The Asthma Adviceline is a free 

respiratory nurse-led telephone support service 

designed to provide guidance, education and 

support to individuals and parents of children 

with asthma in managing their condition. As 

healthcare systems increasingly incorporate 

remote services, understanding their impact on 

clinical outcomes and patient experience is 

essential. The main aim was to evaluate the 

effectiveness of the Asthma Adviceline service in 

improving and monitoring asthma control using 

the Asthma Control Test (ACT), and to assess 

user satisfaction through post-consultation 

feedback survey.   

 

https://www.hse.ie/eng/about/who/cspd/medicines-management/managed-access-protocols/severe-asthma-dupilumab-dupixent/hse-managed-access-protocol-dupilumab-dupixent-severe-asthma.pdf%20Accessed%2023/05/2025
https://www.hse.ie/eng/about/who/cspd/medicines-management/managed-access-protocols/severe-asthma-dupilumab-dupixent/hse-managed-access-protocol-dupilumab-dupixent-severe-asthma.pdf%20Accessed%2023/05/2025
https://www.hse.ie/eng/about/who/cspd/medicines-management/managed-access-protocols/severe-asthma-dupilumab-dupixent/hse-managed-access-protocol-dupilumab-dupixent-severe-asthma.pdf%20Accessed%2023/05/2025
https://www.hse.ie/eng/about/who/cspd/medicines-management/managed-access-protocols/severe-asthma-dupilumab-dupixent/hse-managed-access-protocol-dupilumab-dupixent-severe-asthma.pdf%20Accessed%2023/05/2025
https://www.hse.ie/eng/about/who/cspd/medicines-management/managed-access-protocols/severe-asthma-dupilumab-dupixent/hse-managed-access-protocol-dupilumab-dupixent-severe-asthma.pdf%20Accessed%2023/05/2025
https://www.hse.ie/eng/about/who/cspd/medicines-management/managed-access-protocols/severe-asthma-dupilumab-dupixent/hse-managed-access-protocol-dupilumab-dupixent-severe-asthma.pdf%20Accessed%2023/05/2025
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Methods: A retrospective review of results of the 

ACT and feedback survey was completed of 

people who attended the Asthma Adviceline. A 

total of 288 service users completed ACT 

assessments, with a subset completing both pre- 

and post-intervention scores. ACT is a validated 

tool for measuring asthma control(1), with higher 

scores indicating better control (0-15 

Uncontrolled; 15-20: Partially controlled and 20-

25: Controlled). In addition, users were invited to 

complete a feedback survey following their 

interaction with the Adviceline to assess 

satisfaction and perceived impact of the service 

on GP visits, hospital stays and emergency 

department visits.   

 

Results: 90% with both pre- and post-

intervention ACT scores demonstrated 

improvement, indicating a positive impact on 

asthma control following engagement with the 

Adviceline. Overall, the service showed 

promising outcomes in supporting users toward 

better asthma management. Feedback from the 

satisfaction survey was overwhelmingly positive: 

nearly 100% of respondents stated they would 

recommend the service to others. Users reported 

feeling more confident in managing their asthma, 

with many highlighting the clarity, empathy, and 

expertise provided by the asthma nurses. A 

reduction in GP visits, hospital and emergency 

department visits was also noted.   

 

Conclusion: This evaluation suggests that the 

Asthma Adviceline service is both clinically 

effective and highly valued by users. 

Improvements in ACT scores point to enhanced 

asthma control, while near-universal user 

satisfaction supports the service’s continued 

delivery. These findings reinforce the role of 

nurse-led remote support in chronic disease 

management and offer a model that could be 

expanded or adapted in other care settings.  

 

Keywords: Asthma, Asthma control test (ACT), 

Patient satisfaction, User experience, Self-

management support, Patient education, Service 

evaluation   
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 1.26 The Impact of Body Mass Index on 

Clinical Outcomes in Asthma and COPD (161) 

Dr Ibrahim Haydar1, Dr Noreen Tangney2, 

Mrs Bernadette Bowen3, CNS Preema Varghese3, 

Marie Ahern3, Dr Patrick Coghlan2 
1Cork University Hospital, 2Mercy University 

Hospital, 3Integrated Care Hub 

 

Background: We aimed to evaluate patients 

referred to a community-based respiratory hub 

for COPD and asthma, with the view of 

demonstrating whether differences in BMI 

categories were associated with significant 

variations in lung function parameters, asthma 

control, and biomarkers of type 2 inflammation 

specifically fractional exhaled nitric oxide 

(FeNO) and peripheral blood eosinophil counts. 

 

Methods: A retrospective audit was undertaken 

looking at all adult patients referred to an 

Integrated Care Respiratory Hub between 

November 2024 and June 2025 for diagnosis 

and/or optimisation of obstructive airways 

disease. Data was coded and entered in Microsoft 

Excel 2016 and statistical analyses conducted 

using SAS version 9. The audit focused on 

collecting data stratified in 5 different adult BMI 

categories looking at spirometry indices, 

symptom control and Type 2 inflammation. 

 

Results:Among patients referred with respiratory 

symptoms, 80% had an elevated BMI (>25), with 

over 50% having a BMI above 30. Within this 

group, 66% were female. Increasing BMI was 

associated with lower values of FEV1, FVC, 

Bronchodilator response, and FeNO, indicating a 

negative correlation between obesity and both 

lung function and type 2 inflammatory markers. 

In addition, dyspnoea scores, as measured by the 
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mMRC scale, rose progressively with increasing 

BMI. 

 

Conclusion: This audit highlights the high 

prevalence of obesity among patients referred 

with respiratory symptoms. It also underscores 

the diagnostic and therapeutic challenges posed 

by coexisting obesity and obstructive airways 

disease and underlines the importance of an 

integrated cross specialty approach to improve 

intervention strategies and outcomes in this 

cohort. 

 

1.27 Bridging the Gap in Post-Exacerbation 

Asthma Care: A Pilot Evaluation of the P.E.A. 

Clinic Model (8) 

Laura Reidy¹², Abirami Subramaniam¹² 

Affiliations: 

¹ Respiratory Department, Connolly Hospital, 

Blanchardstown, Ireland 

² Dublin Northwest Integrated Care Centre, 

Dublin, Ireland 

 

Background: The Post Exacerbation Asthma 

(P.E.A.) clinic was established to address a 

critical gap in asthma care following acute 

exacerbations. Aligned with GINA guidelines, it 

offers an end-to-end model of care focused on 

early intervention, personalised education, and 

multidisciplinary input. The service seeks to 

reduce acute care reliance by leveraging existing 

hospital and community respiratory pathways for 

timely follow-up, structured assessments, and 

ongoing support. 

Methods: Over 12 months, 100 referrals were 

accepted (64 % from ED). Patients received 

nurse-led comprehensive assessments including 

spirometry, fractional exhaled nitric oxide and 

allergy testing were arranged. Personalised 

education on self-management and action plans 

were provided. Complex cases were reviewed 

with the Respiratory Integrated Care Consultant. 

Patients were followed up via community hubs or 

hospital clinics, depending on catchment. 

Results: Seventy percent attended initial 

assessments; with 48 % returning for follow-up. 

Asthma Control Test scores improved in 93 %, 

with clinically significant gains in 85 %. 

Exacerbation rates fell by 88 %, and 40 % 

achieved smoking cessation. Notably, 89 % 

avoided ED re-attendance. Positive patient 

feedback reflected increased confidence in 

asthma management and using their asthma 

action plans. 

Conclusions: The P.E.A. clinic demonstrates 

effective integration of hospital and community 

care, improving outcomes and reducing acute-

care dependency. 

 

Keywords: asthma, exacerbation, integrated 

care, spirometry, FeNO 
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1.28 Breaking Down Regional Asthma Service 

and Biologic Start in a Post EPIC World. (127) 

Dr Aoife McCourt1, Dr Claire Butler2 
1NIMDTA, 2Belfast City Hospital/Royal Victoria 

Hospital  

 

Background: Belfast City Hospital Asthma 

service is the regional severe asthma service and 

is commissioned for commencement of asthma 

biologics in Northern Ireland. Biologics in 

asthma have been shown to significantly reduce 

exacerbations leading to decreased hospital 

admissions, steroid use and their subsequent 

complications and reduction in morbidity¹. The 

criteria to commence biologics is severe difficult 

to treat eosinophilic/type 2 inflammation asthma 

i.e. asthma that is uncontrolled on high dose 

inhaled steroids plus another maintenance 

treatment and has required ≥ 2 courses of steroids 

in the last year². There are 6 NICE approved 

asthma biologics; Mepolizumab, Benralizumab, 

Tezepelumab , Reslizumab, Dupilumab and 

Omalizumab². 

 

Methods: Retrospective descriptive study 

comparing patients first reviewed in clinic pre-

introduction of EPIC June 2023 - May 2024 (pre-

EPIC) to those post-EPIC introduction June 2024 

- May 2025 (post-EPIC). 80 Patients fell into the 

post-EPIC group and 50 patients into the pre-
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EPIC group. We analysed and compared age on 

referral, job role of referrer, time from referral to 

first appointment, % receiving adherence work, 

% fulfilling biologic criteria, spread of biologics 

prescribed, time from first clinic appointment to 

commencement of biologics, clinic versus 

homecare start and spread of asthma co-

morbidities.  

 

Results: Average age on referral pre-EPIC was 

52 years; post-EPIC was 49. Time from referral 

to initial appointment ranged from 3 weeks - 2 

years 5 months pre-EPIC, average 6.9 months, 

and post-EPIC ranged from 1 week- 3 years, 

average 9 months.  

Respiratory consultants referred 64% pre-EPIC 

patients, 8% registrars, 6% GPs, 8% resident 

doctors via discharge letters,  6% non-respiratory 

consultants and 8% non-doctors. In comparison 

post-EPIC 67.1% were referred by respiratory 

consultants, 2.4% registrars, 12.9% GPs, 2.4% 

resident doctors via discharge letters, 3.5% non-

respiratory consultants, 3.5% from respiratory 

teams outside Northern Ireland and 8.2% non-

doctors.  

58% pre-EPIC patients fulfilled biologic criteria 

and 70% of post-EPIC patients.  

Most commonly prescribed biologics were 

Mepolizumab (75.9% pre-EPIC, 50% post-

EPIC)and Benralizumab (17.2% pre-EPIC, 

19.6% post-EPIC).  

Time from first clinic appointment to 

commencement of biologic pre-EPIC averaged at 

3.7 months, median 3 months, and post-EPIC 

average 1.8 months, median 2 months.  

67.9% commenced biologic at clinic pre-EPIC, 

64.2% post-EPIC whilst 5% commenced with 

homecare pre-EPIC, 34% post-EPIC. 14% had 

unknown start location pre-EPIC, 1.9% post-

EPIC.  

Top 3 co-morbidities in pre-EPIC group were 

atopy (70%), reflux (56%), ENT/Nasal issues 

(50%) whilst in post-EPIC atopy (58.8%), reflux 

(50%), obesity (43.8%).  

 

Conclusion:  Age of patients referred was similar 

across both groups suggesting a similar cohort. 

Average time from referral to initial review 

appointment was greater in post EPIC group vs. 

pre-EPIC group although range was similar. 

However, backlog and reduced clinic 

appointments in the EPIC rollout months likely 

played a role. Atopy and reflux were the two most 

common co-morbidities amongst both groups but 

they differed with respect to obesity. This may be 

due to body mass index being more easily 

calculable on EPIC.  Patients attending their first 

appointment post-EPIC were more likely to meet 

biologic criteria and had an increased range of 

biologic prescribed suggesting that EPIC aided in 

screening referrals. 

 

Keywords: Asthma, biologics  Conflict of 
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1.29 Second-Cycle Audit of Asthma Pathway 

Utilisation in the Emergency Department at 

Our Lady of Lourdes Hospital, Drogheda 

(145) 

 

Dr Cliodhna Hanley1,2, Dr Fiona O'Hannigan1, 

Dr John Cafferty1, Ms Viji Matthews1, Ms 

Martha Reilly1, Ms Elizabeth Kavanagh1, Dr 

Elaine Hayes1 
1Our Lady Of Lourdes Hospital Drogheda, 2RCSI 

Emergency Medicine Trainee 

 

Asthma remains the most common chronic 

respiratory disease in Ireland, accounting for a 

significant proportion of Emergency Department 

(ED) presentations with potential for life-

threatening exacerbations. A Respiratory Care 

Pathway for the management of acute asthma was 

implemented in the ED at Our Lady of Lourdes 

Hospital to standardise care in line with 
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international best practice. A previous audit 

identified inconsistent pathway use, prompting 

redesign and targeted staff education. 

 

We conducted a second-cycle retrospective chart 

review of adult asthma presentations over a three-

month period following implementation of a 

revised pathway and an educational programme. 

A short kardex was introduced to ensure 

continuity of treatment following referral to the 

medical team. Charts are assessed for pathway 

utilisation, documentation of severity, timely 

medication administration, and use of the short 

kardex. Findings will be compared with the initial 

audit to evaluate improvement. 

 

Preliminary observations indicate increased 

awareness and adoption of the revised pathway 

and supporting tools. Full analysis is in progress. 

 

This audit will determine the impact of 

educational and process interventions on 

adherence to asthma management guidelines and 

continuity of care, informing future quality 

improvement strategies and ongoing staff 

education. 
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Health Service Executive. National Clinical 

Guideline No. 19: Management of Acute Asthma 

in Adults, 2019. Available from: 

https://www.hse.ie 

 

1.30 Asthma Multidisciplinary Meetings: 

Patient Characteristics, Biomarker Profiles 

(IgE vs Eosinophils), Biologic Therapy 

Initiation, Referral Patterns, and Barriers to 

Commencement (239) 

 

Dr Turlough O'Hagan1, Dr. Brian Teehan, Dr 

John Cafferty 
1OLOLH Drogheda 

 

Background: Severe asthma remains a 

challenging condition, often requiring biologic 

therapy targeted at type-2 inflammation. 

Multidisciplinary meetings (MDMs) provide a 

structured forum to review complex patients, 

ensure optimisation of standard therapies, and 

guide biologic initiation. At Our Lady of Lourdes 

Hospital, Drogheda, an Asthma MDM has been 

established to support consistent, evidence-based 

care. This audit aims to characterise patients 

discussed, compare biomarker profiles (IgE 

versus eosinophils), examine biologic initiation 

versus referral patterns, and identify barriers to 

commencement. 

 

Methods: A retrospective audit is being 

conducted of all patients reviewed at the Asthma 

MDM between [insert dates]. Data to be collected 

include patient demographics, comorbidities, 

exacerbation frequency, lung function, biomarker 

profiles (serum IgE, blood eosinophils), prior 

optimisation of inhaled and oral therapies, and 

MDM recommendations. Outcomes of interest 

include the proportion of patients commenced on 

biologics, referred externally, or not initiated, 

along with reasons for non-commencement. 

 

Results: Data collection and analysis are 

ongoing. Results will be available at the time of 

presentation, including patient characteristics, 

biomarker distributions, initiation/referral rates, 

and common stumbling blocks to biologic 

commencement. 

 

Conclusion: We anticipate this audit will 

highlight both clinical and system-level barriers 

to biologic therapy initiation, such as biomarker 

variability, adherence optimisation, and 

administrative delays. Findings are expected to 

inform service improvements, streamline access 

to biologics, and enhance patient outcomes for 

severe asthma within our centre. 
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1.31 An audit of bone health in patients with 

severe asthma (66) 

Dr Sean Maher1, Dr Fiona O'Hannigan1, Dr 

Fiona Hickey1, Dr Elaine Hayes1,2 
1Our Lady Of Lourdes Hospital, 2Royal College 

of Surgeons in Ireland  

 

Severe asthma often necessitates prolonged 

systemic corticosteroid use, which substantially 

increases the risk of glucocorticoid-induced 

osteoporosis (GIOP). Corticosteroids impair 

bone formation and increase resorption, leading 

to reduced bone mineral density and fracture risk. 

According to NICE guidelines, postmenopausal 

women and men aged ≥50 receiving oral 

corticosteroids ≥7.5 mg/day for ≥3 months, or 

with cumulative doses ≥5 g per year—should be 

considered for bone-protective therapy. Selected 

younger patients may also benefit. 

 

We conducted a retrospective audit of bone 

health management among patients with severe 

asthma attending our specialist clinic, using data 

from our asthma database. Information on 

systemic and inhaled corticosteroid use, body 

mass index (BMI), bone protection, and 

documented osteoporosis diagnosis or treatment 

was collected. 

 

Of 145 patients reviewed, 9 (6%) were on long-

term oral steroids; 7 (78%) were female, with a 

mean age of 60 years and mean BMI of 33. Bone 

protection was prescribed in 3/9 cases (33%). 

Inhaled corticosteroids were used by 139/145 

patients (96%), with almost half on high-dose 

therapy. No bone health assessments, vitamin D, 

or calcium supplementation were documented. 

 

This audit highlights the need to improve 

compliance with  GIOP prevention guidelines. 

Incorporating fracture risk assessment tools may 

enhance clinical practice and improve patient 

outcomes. 

 

 

1.32 Biomarker predictors of biologic therapy 

response in patients with severe asthma and 

Aspergillus-IgG positive serology (166) 

 

Dr Christine Chiang1, Dr Mohamed Idris1, Dr 

Tricia Lin1, Dr Laura Monaghan1,2, Ms Emma 

Mulligan1, Prof Stephen Lane1,2, Prof Patrick 

Mitchell1,2 
1Severe Asthma Clinic, Tallaght University 

Hospital, 2School of Medicine, Trinity College 

Dublin 

 

Introduction: Aspergillus sensitization has been 

implicated in exacerbating asthma symptoms and 

severity. Aspergillus-specific IgG (Asp-IgG) 

positivity has been linked to severe asthma, 

particularly in patients with persistent airway 

inflammation and recurrent exacerbations. While 

traditionally considered a marker of chronic 

pulmonary aspergillosis (CPA), emerging 

evidence suggests that elevated Asp-IgG may 

indicate chronic fungal colonization, which can 

exacerbate airway inflammation and worsen 

asthma control.¹ 

 

Aims: This study evaluates whether Aspergillus-

specific IgG (Asp-IgG) positive serology in 

patients with severe asthma predicts poorer 

symptom control via ACT score. 

 

Methods: A retrospective analysis was 

conducted on 70 numbers of patients with (GINA 

2024 defined) severe asthma who attended a 

severe asthma clinic at our tertiary referral 

university hospital. The study was conducted 

over 12 months and medical notes were reviewed 

to assess management of severe asthma and their 

response to treatment. Symptom control was 

evaluated using available clinical records, 

focusing on reported Asthma Control Test (ACT) 

scores and divided into good symptoms control 

(ACT score 20-25) and poor symptoms control 

(ACT score 5-15). 

 

Results: Out of 70 severe asthma patients (n=70), 

22 (31.4%) patients were Asp-IgG positive, and 

48 (68.6%) were Asp-IgG negative. Among these 

Asp-IgG positive patients, 73.7% reported poor 
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symptoms control (ACT score 5-15), compared 

to 35.1% in non-sensitized patients over the prior 

12 months (p=0.0104; odds ratio 5.17; Relative 

risk 2.1, Relative risk 95% CI (Lower) 1.25 and 

Relative risk 95% CI (Upper) 3.51) 

 

Conclusion: Our findings suggest that a positive 

Aspergillus IgG does predict poorer response to 

biologic therapy in Asp-IgG positive severe 

asthma patients as measured by ACT scores. 

Further larger prospective studies are needed to 

validate this finding. 

 

References: 

1. Denning DW, Pleuvry A, Cole DC. Global 

burden of allergic bronchopulmonary 

aspergillosis with asthma and its complication 

chronic pulmonary aspergillosis in adults. Med 

Mycol. 2013 May;51(4):361-70. 

doi:10.3109/13693786.2012.738312. Epub 2012 

Dec 4. PMID: 23210682. 

 

1.33 Who Gets Biologics? Profiling Severe 

Asthma Patients in a Specialist Clinic (55) 

Dr Fiona O'Hannigan1, Dr John Cafferty1, Ms 

Martha Reilly1, Dr Cliodhna Hanley1, Ms 

Elizabeth Kavanagh1, Dr Elaine Hayes1 
1Respiratory Dept Our Lady of Lourdes Hospital 

 

Background: Severe asthma is defined as asthma 

that remains uncontrolled despite high-dose 

inhaled corticosteroids and additional controller 

therapies, or that requires such treatments to 

prevent it from becoming uncontrolled. This 

retrospective review aimed to characterise 

patients attending a severe asthma clinic and to 

identify distinguishing features between those 

treated with biologic therapies and those 

managed with non-biologic approaches. 

 

Methods: A retrospective analysis was 

conducted on all patients seen at a severe asthma 

clinic over a two-year period. Demographic data, 

clinical characteristics, exacerbation frequency, 

Asthma Control Test (ACT) scores, pulmonary 

function tests (PFTs), blood eosinophil counts, 

and co-morbidities were extracted from medical 

records. Patients were grouped based on whether 

they received biologic therapy or not, and 

comparisons were made to identify factors 

associated with biologic use. 

 

Results: Among the cohort, patients receiving 

biologics had significantly more frequent 

exacerbations, lower ACT scores indicating 

poorer asthma control, and higher blood 

eosinophil levels compared to non-biologic 

patients. Pulmonary function testing revealed 

more severe airflow obstruction in the biologic 

group. Additionally, co-morbidities such as 

allergic rhinitis and nasal polyps were more 

prevalent in patients on biologics. 

 

Conclusion: Patients selected for biologic 

therapy in a severe asthma clinic demonstrate a 

distinct profile characterised by greater disease 

severity, worse symptom control, elevated 

eosinophilic inflammation, and more frequent 

related co-morbidities. These findings support the 

targeted use of biologics in patients with specific 

clinical and inflammatory characteristics. 

 

Keywords: Severe Asthma Biologic therapy 

 

1.34 Optimizing Asthma Care After ED 

Discharge: Outcomes from a Nurse-Led Clinic 

(70) 

Ms Emma Mulligan1, Ms Alison Breen1, Ms 

Louise Cullen1, Ms Amy Scullion1, Ms Precious 

Osoko1, Ms Carol Buckley1, Prof Stephen Lane1, 

Dr Deirdre Fitzgerald1, Prof Patrick Mitchell1,2 
1Tallaght University Hospital, 2Trinity College 

Dublin 

 

Background: Asthma management is too often 

focused on treating acute exacerbations, while 

ongoing symptoms and the risk of relapse are 

frequently overlooked. Evidence shows that a 

significant proportion of patients experience 

relapse within four weeks following discharge 

from acute care. Timely specialist review within 

this period is recommended to optimise long-term 

control and prevent exacerbations. 
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Aim: To evaluate the outcomes after twelve 

months for patients attending a nurse-led asthma 

clinic, following referral at discharge from the 

emergency department (ED) after an acute 

exacerbation of asthma. 

 

Results: From January to June 2024 forty-seven 

patients were enrolled in the nurse-led asthma 

clinic following ED discharge after treatment for 

acute exacerbation. Of these, 61% attended 

respiratory specialist follow-up for at least 12 

months. At 12 months fourteen (29.8%) were 

managed autonomously by the RANP/CNS team 

and discharged to primary care, while eleven 

(23.4%) were referred to the severe asthma clinic 

(SAC). Three of those referred to the SAC 

commenced a biologic drug within 12 months. 

Patients enrolled in the nurse-led asthma clinic 

had an average of two. Those managed by 

autonomously by the RANP/CNS service 

experienced a higher average of 3.5 contacts, 

with a minimum of two and a maximum of seven. 

Fourteen onward referrals were made to other 

specialties and allied health professionals.  

 

Conclusion: The nurse-led asthma clinic 

demonstrated effective patient management for 

patients who would otherwise have left the 

department with no specialised follow-up. The 

numerous onward referrals highlight the clinic’s 

role in providing comprehensive 

multidisciplinary care. 

 

Discussion: These findings suggest that nurse-

led clinics can facilitate robust follow-up 

minimising the risk of early relapse. The clinic 

also provides timely referral to specialised and 

allied health services, supporting integrated 

asthma management. Importantly, this model 

enabled early identification of patients with 

severe asthma and expedited referral for biologic 

therapy. Opportunities remain to further optimise 

clinic attendance and prevent emergency 

department returns through enhanced education 

and retention strategies. 

 

 

 

 

1.35 The role of the integrated care hub in 

diagnosing and managing Asthma and COPD 

(100) 

Casey D1, Kearney C1 , McDermott D1, 

O’Riordan U1, Murphy J1, Vairamani P1, 

Osbourne M1, Kingston R1, Gomez F1,2 

 1Chronic Disease Hub, Respiratory Integrated 

Care Westfield, Ballincollig, Cork 

2  Department  of Respiratory Medicine, Cork 

University Hospital, Wilton, Cork. 

 

Introduction: Respiratory disease, specifically 

COPD and Asthma account for the highest 

numbers of in-patient hospitalisations and bed 

days compared to other diseases within our Irish 

health system. In 2019, COPD was the seventh 

leading cause of DALYs globally and the eighth 

leading cause of years of life lost. Acute 

exacerbations represent the main direct cost for 

COPD care, accounting for more than 70% of 

COPD- related costs incurred from emergency 

visits and hospitalisations, however there are 

numerous indirect costs. Acute Asthma un-

scheduled admissions cost approximately 420 

million annually. The Respiratory Hubs have 

been developed within the Integrated Care 

Programme for Prevention and Management of 

Chronic Disease (ICPCD) to shift care from 

hospitals to the community, bringing services 

closer to patients’ homes and reducing the burden 

on already busy hospitals. 

The South West Integrated Care Hub opened its 

doors to referrals and patients in mid-June 2022 

and continues to provide top quality care to its 

patients.  

 

Methods: We completed a retrospective review 

of patients referred to both the consultant led and 

clinical nurse specialist led clinic in the South 

West Integrated Care Hub. We looked at patient 

demographics and outcomes from April to July of 

2024 and again from April to July 2025.  

 

Results: From April-July 2024 283 new patients 

were seen and from April- July 2025 273 new 

patients were seen. We discharged 19% of these 

patients on their first review between April and 

July 2024. In 2025 our discharge rate of patients, 
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on their first review, increased to 42%, 

highlighting our enhanced expertise in assessing 

patients and appropriately discharging them from 

the clinic.  

 

Conclusion: The Hubs provide an excellent 

service to patients living with chronic diseases 

like Asthma and COPD. They bring care to the 

community and help bridge the gap between 

primary and tertiary care. The South West 

Integrated Care Hub implements a 

multidisciplinary team approach treating patients 

in a holistic manner. This review emphasised the 

effectiveness of the community hubs, the positive 

impact on patients in Cork, and the reduced 

pressure on hospitals by managing these patients 

in community settings. 
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Irish Thoracic Society Poster 

Review & Discussion 

Friday 21st November 2025 

2: COPD 

2.01 Evaluation of the Impact of a Respiratory 

Consultant led MDT in an Integrated Care 

Hub (25) 

Ms Eimear Griffin2, Mr John Feeney2, Ms 

Catherine Speirs2, Ms Jane Poole2, Ms Aoife O 

Hara2, Ms Helen Carroll2, Professor Hilary 

Mcloughlin1,2,3 
1Portiuncula Hospital, 2East Galway Roscommon 

Respiratory Hub, 3University of Limerick 

 

Background: This is a retrospective study 

looking at the value of a weekly Respiratory 

Consultant led MDT meeting in a chronic disease 

hub. 

Access to appropriate and timely Respiratory 

expertise is an objective of the new Slaintecare 

model.   The introduction of community 

integrated care hubs under the Slaintecare reform 

were aimed at reducing morbidity and mortality 

from COPD through early diagnosis and the 

provision of high quality integrated care (End to 

end COPD model of care 2019). This requirement 

has been met at the East Galway/ Roscommon 

specialist respiratory service via a weekly 

Consultant led MDT. The MDT includes a 

respiratory consultant, clinical nurse specialists 

and respiratory physiotherapists. 

 

Method: Retrospective analysis of the MDT 

dataset over 13 months. Outcomes evaluated: 

Prescriptions completed, Referral to Respiratory 

Consultant Clinics, Radiology, Sleep studies, 

PFTs, OAR and Review clinic.  

 

Results: 303 patients discussed at MDT 

• 102 prescriptions written-34% of patients 

o 15% rescue scripts for exacerbations 

o 64% script adjustment for patient 

optimisation 

• 43 Asthmatic patients  

o 36 stepped up, 1 stepped down  

o 8 rescue scripts  

• 40 COPD patients  

o 14 stepped up, 3 stepped down,   

o 4 rescue scripts  

• 19 ACOS patients 

o 7 Stepped up and 2 stepped down 

o 3 Rescue scripts- 16% 

Investigations requested by consultant 

• 25% required PFTs 

• 5%  CT Thorax 

• 2%  CXR 

• 1.7%Other scans 

• 7%  Sleep study 

• 3%   Oxygen clinic assessment 

• 20% Respiratory Consultant clinic 

• 12.9%MDT carryover pending info 

 

Conclusion: A Consultant led Community Based 

MDT is an effective strategy for optimising 

patient care as per the GOLD and GINA 

guidelines, ensuring prescriptions are completed 

without the need to involve GPs or hospital 

teams. Nurse prescribing should be promoted 

across CHOs as numbers grow. Complexity of 

cases is not a barrier to Community care if a 

robust Consultant led MDT is in place. Only 20% 

of patients required a Consultant clinic referral 

confirming the potential to reduce waiting lists. 

 

2.02 Current practices, perceptions and future 

challenges in COPD management. (14) 

Ms Jayleigh Lim1, Helen O'Brien1,2, Dr Jack 

McCarthy1, Prof Cormac McCarthy1,2, Dr 

Alessandro N Franciosi1,2 
1Department of Respiratory Medicine, St 

Vincent's University Hospital, 2School of 

Medicine, University College Dublin 

 

Introduction: There is growing evidence to 

support the use of interventions beyond inhaled 

medications in COPD. Clinician attitudes and 

access to these therapies are crucial to informing 

COPD care pathways and the development of 

personalised care. 
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Aims: We sought to explore current attitudes, 

practices, future directions and challenges in the 

management of moderate-severe COPD in the 

Republic of Ireland (ROI). 

 

Methods: We created a custom online survey 

comprising 38 questions, divided into 6 domains: 

responder demographics, pulmonary 

rehabilitation, LTNIV, LVRS, biologics 

therapies and lung transplantation. This was 

disseminated by email and text messaging to 

respiratory consultants in the ROI through the 

Irish Thoracic Society consultant contact list. 

 

Results: 37 responses were returned (24.5% 

response rate) between 4th December 2024 and 

13th February 2025, with 36 eligible for 

inclusion. Completion rate was 97.2% (35/36). 

Only a minority reported sufficient access to 

pulmonary rehabilitation (PR) (30%), or a 

dedicated COPD multidisciplinary team (MDT) 

(31%). 34% infrequently or never consider Long-

term Non-invasive Ventilation (LTNIV) despite 

78% perceiving the quality of evidence on its 

benefit in reducing hospitalisations to be high or 

moderate. 59% infrequently or never consider 

lung volume reduction (LVR) despite perceiving 

it to be moderately or highly beneficial towards 

improving exercise capacity (92%) and QoL 

(88%). 79% infrequently refer patients with 

COPD for lung transplant assessment. 31% were 

unsure about the emerging evidence for biologics 

in COPD. Perceived challenges to future 

integration of biologics into COPD care in ROI 

include the current absence of national drug 

reimbursement agreements, lack of dedicated 

COPD MDTs, and administrative burden. 

 

Conclusion: Our study provides insights into the 

current landscape of COPD management in the 

ROI. While significant progresses have been 

made in the diagnosis and management of COPD, 

access to essential services, such as pulmonary 

rehabilitation and a dedicated COPD MDT, 

remain suboptimal. There exists significant 

heterogeneity in the attitudes towards LTNIV and 

LVR, and uncertainty in relation to the role of 

biologics in COPD. Infrastructural limitations 

and lack of local guidelines are amongst the 

various issues that need to be addressed in order 

to optimise COPD care in the ROI. 

 

2.03 Inhaled Corticosteroids and Bone Health 

in Asthma, Chronic Obstructive Pulmonary 

Disease (COPD) and Asthma-COPD Overlap 

Syndrome (ACOS): Fracture Risks and Bone 

Protection Practices (40) 

Dr Isra Hussein1, Dr James McEntee1, Dr 

Ontefetse Ntlholang1 
1St James's Hospital 

 

Abstract Background: Inhaled corticosteroids 

(ICS) are cornerstone therapies for asthma and 

chronic obstructive pulmonary disease (COPD), 

but concerns persist about their impact on bone 

health. We evaluated dose-dependent ICS effects 

on fractures, osteoporosis, and bone protection 

practices in patients with asthma, COPD and 

asthma-COPD overlap syndrome (ACOS) who 

were admitted to medical teams through our 

Emergency Department over a period of 26 

months.   

 

Methods: We analysed 338 patients (55 asthma, 

266 COPD, 17 ACOS) from a single-centre 

cohort. Multivariable logistic regression models 

assessed associations between ICS doses (none, 

low, moderate, high) and bone outcomes (prior 

fractures, DEXA-confirmed osteoporosis), 

adjusting for age, gender, smoking, falls, and 

comorbidities. Bone protection use (vitamin 

D/calcium and antiresorptive drugs) was 

evaluated across ICS groups.   

 

Results: The mean age was 67.4 years (±13.9), 

with 53.3% female. Most patients used ICS 

(67.2%), primarily low/moderate doses (40.8% 

low, 11.8% moderate). There was no direct ICS 

dose-response relationship with previous 

fractures. However, moderate (OR 2.66, 95%CI: 

1.12–6.33) and high ICS doses (OR 3.79, 95%CI: 

1.66–8.64) were linked to osteoporosis/fractures 

compared to non-users. Women over 60 years 

had significantly elevated risks (OR 5.15, 95%CI: 

1.14–23.29). Despite 30% having prior fractures 

or osteoporosis, 70% lacked bone protection 
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(vitamin D/calcium). Their use of antiresorptive 

medications was low across all groups. Bone 

protection was more common in COPD patients 

(OR 3.55 vs. asthma), those with prior fractures 

(OR 2.89), or osteoporosis (OR 2.45). Smoking 

did not modify ICS effects on bone health.   

 

Conclusion: We determined that higher ICS 

doses correlated with osteoporosis/fracture risks, 

particularly in older women, necessitating 

targeted bone health monitoring. There were 

suboptimal bone protection practices that 

highlighted care gaps in high-risk respiratory 

populations. We recommend balancing ICS 

benefits with proactive bone health strategies, 

including DEXA screening and supplementation, 

especially in older females and COPD patients 

and the need for longitudinal studies to confirm 

findings, as cross-sectional studies limit causal 

inferences.   

 

 

2.04 Spirometry data from an Irish lung 

cancer screening cohort- Undiagnosed Airflow 

Obstruction is common. (232) 

Dr Conor Hayes1, Prof Jaruska Naidoo1,2, 

Patrick Redmond2, Prof. M. Emmet O'Brien1, 

Professor Ross Morgan1, James Ryan1, Jan 

Sorensen2, Kathleen Bennett2, Prof. Bryan 

Hennessey1, Dr. Catríona Dowling2, Mr Gerard 

Fitzmaurice3, Mr. Vincent Young3, David 

O'Reilly1,2, Dr Malcolm Herron1, Professor Imran 

Sulaiman1, Prof Daniel Ryan1 
1Beaumont Hospital, 2RCSI University of 

Medicine and Health Sciences, 3St. James's 

Hospital 

 

Background:  It is estimated worldwide that 

approximately 70% of COPD cases may be 

undiagnosed.[1] Those with undiagnosed airflow 

obstruction (AFO) have higher all-cause 

mortality than those without.[2] Lung cancer 

screening (LCS) trials have shown 

underdiagnosis and misdiagnosis of COPD are 

common.[3,4] Measuring spirometry along with 

low-dose computed tomography (CT) screening 

for lung cancer is a potential strategy to improve 

earlier diagnosis of COPD. 

 

Methods: Potential participants aged 55-74 years 

were identified through 19 participating Centric 

Health GP practices in the North Dublin and 

North East region and invited to participate in a 

‘Lung Health Check’ (LHC) pilot study. 

Participants received letter invites followed by a 

phone call to assess eligibility. Key inclusion 

criteria included:  1) Current/former smokers who 

had smoked >100 cigarettes in their lifetime, 2) 

Prostate Lung Cancer Colorectal Ovarian 

(PLCO) risk score ≥ 1.51% or Liverpool Lung 

Project Version 2 (LLPv2) risk score ≥2.5%. 

Participants who qualified for a LHC underwent 

a low-dose CT scan of the chest (LDCT), pre-

bronchodilator spirometry, answered a 

respiratory health questionnaire and had a 

smoking cessation intervention if required on a 

mobile unit. Participants with previously 

undiagnosed AFO were referred to their GP or a 

Respiratory Physician for further workup. 

 

Results:  Data from the first 670 participants who 

took part in a LHC were analysed. The majority 

of patients were male, 402/670 (60%), and 

268/670 (40%) were female. Mean (± sd) age was 

65.8 ± 5.3 years. At recruitment, only 235 (35%) 

participants were current smokers. Mean (± sd) 

pack years was 37 ± 25. Looking at spirometry 

data, Mean FEV1 (%pred ± sd) was 102 ± 22. 

Mean FVC (%pred ± sd) was 111 ± 24.117 (17%) 

participants demonstrated AFO with FEV1/FVC 

<0.7. Of these, 85 (73%) reported no prior 

diagnosis of COPD and have been referred for 

definitive workup.  

 

Conclusions: Performing spirometry in addition 

to LDCT has been shown to be feasible and cost-

effective in multiple LHC studies.[5,6] The 

potential burden of undiagnosed COPD has been 

demonstrated but the benefits of active case-

finding in COPD are yet to be fully determined. 

Gerstein et al. demonstrated undiagnosed COPD 

is associated with greater symptom burden, 

poorer overall general health status and 

significantly higher work absenteeism.[7] 

Observational studies have shown early COPD 
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diagnosis is associated with longer time to first 

exacerbation, decreased exacerbation rates, 

decreased hospitalisation rates and lower 

costs.[8,9] In our study, 73% of those with 

evidence of AFO were previously undiagnosed. 

Spirometry in addition to LDCT as part of a LHC 

model has the potential to facilitate earlier COPD 

diagnosis in a high risk population. 
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2.05 Application of COPD Etiotypes and 

Clinical Phenotypes According to the 2025 

GOLD Guidelines (117) 

Dr Reema Alsufyani1,2, Doctor Sharjeel 

Imran1,2, Dr Nasir Nizrull1,2, Dr Aishling 

O’Connor1, Doctor Sarah Nolan1, Dr Richard 

DuLaca1, Dr Tidi Hassan1 
1Respiratory Medicine Department, Our Lady of 

Lourdes Hospital, 2Respiratory Medicine 

Department, Beaumont Hospital 

 

Background: Chronic obstructive pulmonary 

disease (COPD) etiotypes have been proposed: 

genetically determined (COPD-G), abnormal 

lung development (COPD-D), infections (COPD-

I), cigarette smoking (COPD-C), pollution 

(COPD-P), asthma (COPD-A), and unknown 

(COPD-U). Clinical phenotypes include pre-

COPD, preserved ratio impaired spirometry 

(PRISM), and the eosinophilic phenotype 

(COPD-EP). 

 

Methods: We aimed to evaluate the distribution 

of patients across COPD etiotypes and 

phenotypes and to compare their exacerbation 

rates. A retrospective analysis of patients 

attending a single respiratory clinic in 2024 was 

performed. Patients were classified into etiotypes 

and phenotypes using clinical, radiological, and 

laboratory data, and exacerbation rates were 
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compared using odds ratios with pre-COPD and 

PRISM as reference groups. 

 

Results: In 2024, 526 patients with a diagnosis of 

COPD (defined as post-bronchodilator 

FEV₁/FVC <0.7) attended a single respiratory 

clinic. Of these, 2 (0.4%), 16 (3%), 445 (85%), 10 

(2%), 31 (6%) and 22 (4%) were predominantly 

compatible with COPD-D, COPD-I, COPD-C, 

COPD-P, COPD-A and COPD-U, respectively. 

A total of 142 patients (27%) had at least one 

serum eosinophil measurement >2% over the past 

12 months. An additional 16 and 23 patients were 

diagnosed with pre-COPD and PRISM, 

respectively. Using the pre-COPD and PRISM 

groups as the reference population, the odds 

ratios for exacerbations were highest for COPD-I 

(OR 3.7; 95% CI 1.72–12.9; P = 0.032), COPD-

A (OR 4.9; 95% CI 1.23–24.2; P = 0.038) and 

COPD-EP (OR 5.2; 95% CI 1.99–38.2; P = 

0.041). 

 

Conclusions: COPD etiotypes and phenotypes 

may be associated with different exacerbation 

risks and may have implications for clinical 

practice and treatment strategies. 

 

Keywords: COPD, etiotypes, phenotypes, 

exacerbations, eosinophilic COPD Disclosures: 

The authors declare no conflicts of interest. 
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Global Initiative for Chronic Obstructive Lung 

Disease (GOLD). Global Strategy for the 

Diagnosis, Management, and Prevention of 
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2.06 Healthcare Utilisation And Costs In 

Patients Admitted With Combined Chronic 

Obstructive Pulmonary Disease And Heart 

Failure: A Retrospective Cohort Study (137) 

 

Dr Owais Ahmed1, Dr Zaran Butt2, Ms Susan 

Olamiju3, Mr Cyd Maharaj3, Mr Ashish 

Kokkula4, Dr Robert Trueick2, Dr Michael 

Daly2,3, Dr Lavanya Saiva2,3, Dr Abirami 

Subramaniam1,3 
1Department of Respiratory Medicine, Connolly 

Hospital, 2Department of Cardiology, Connolly 

Hospital, 3RCSI University of Medicine and 

Health Sciences, 4Department of Biomedical 

Engineering, New Jersey Institute of Technology 

 

Background: Chronic Obstructive Pulmonary 

Disease (COPD) and Heart Failure (HF) 

frequently coexist and are major contributors to 

hospital admissions. Patients with both 

conditions experience high admission and 

readmission rates, straining healthcare systems. 

This study aims to assess the economic burden 

and hospital utilisation among acutely admitted 

patients with a known dual diagnosis of COPD 

and HF. 

 

Methods: A retrospective review was conducted 

on patients admitted with a concurrent diagnosis 

of COPD and HF between October 2022 and 

October 2024. Data analysed included patient 

demographics, baseline clinical characteristics, 

admission and readmission rates, as well as 

associated healthcare costs. Statistical analyses 

were performed using Stata version 18. 

 

Results: A total of 198 patients (mean age 78 ± 9 

years; 45% male) were admitted with an acute 

COPD and HF exacerbation during the study 

period. Overall, 102 patients (51.5%) were 

readmitted, with a substantial proportion (43.1%) 

of readmissions occurring within three months. 

These readmissions accounted for a cumulative 

total of 3,216 bed days, incurring an estimated 

cost of €4,113,264 (€1,279 per day). The median 

length of stay (LOS) during the index admission 

was shorter among patients who were 

subsequently readmitted compared to those who 

were not (6 vs. 11 days; p < 0.001).  

 

Conclusion: Combined admissions due to COPD 

and HF are associated with high early 

readmission rates and substantial healthcare 

resource utilization. A shorter LOS during the 

index admission correlates with an increased risk 

of readmission, suggesting the potential impact of 

premature hospital discharge. The 
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implementation of robust remote monitoring 

systems targeting patients with concomitant 

COPD and HF may help reduce readmission rates 

and alleviate the associated economic burden on 

the healthcare system. 

 

Disclosures: The authors declare that they have 

no conflicts of interest. 

 

2.07 The Impact of a Virtual Community 

Support Service on Healthcare Utilisation in 

Patients with Chronic Obstructive Pulmonary 

Disease (COPD) (184) 

Dr Finbarr Harnedy1, Miss. Alanah Quinsey1, 

Judith Maxwell1, Dr Deirdre Fitzgerald1 
1Department of Respiratory Medicine,  Tallaght 

University Hospital 

Introduction: Chronic Obstructive Pulmonary 

Disease (COPD) is a major cause of morbidity 

and mortality in Ireland, accounting for more than 

15,000 hospital admissions and 1,500 deaths 

annually. Current primary care pathways for 

patients with suboptimal COPD control are 

constrained, often leaving General Practitioners 

with the choice between referral to an over-

burdened Emergency Department (ED) or a 

respiratory outpatient clinic with long waiting 

lists. This systemic pressure delays access for 

other patients requiring specialist care and 

contributes to ED overcrowding. Innovative 

services providing regular education and clinical 

assessment for those most at risk of deterioration 

may reduce the need for acute hospital 

presentations. Given that exacerbations are the 

strongest predictor of future events, we examined 

the impact of a novel virtual support service, 

Care-Connect, designed to provide enhanced 

follow-up for patients recently discharged from a 

hospital-based COPD outreach programme. 

 

Methods: Care-Connect is a community care 

service that augments a hospital’s COPD 

Outreach Team by providing additional services 

via an app-based virtual platform once a patient 

has been discharged from the initial outreach 

programme. Initially, 33 patients were enrolled; 

however, 3 participants withdrew, leaving a final 

cohort of 30 patients for analysis. We compared 

healthcare utilisation metrics for this cohort, 

including inpatient admissions, hospital bed days, 

and ED attendances, in the 12-month period pre-

enrolment versus the 12-month period post-

enrolment. Statistical significance was 

determined using the Wilcoxon signed-rank test. 

Patients were given a questionnaire at the end of 

enrolment to rate the service, which included 

overall satisfaction, perceived safety, and insight 

gained. 

 

Results: Data from 30 patients were analysed. 

The mean age was 73 ± 6.94 years, and 56.7% 

(17/30) were female. The mean FEV1% 

predicted was 64.97% ± 21.68. The mean number 

of interactions per patient during the monitoring 

period was 13.86 ± 8.46. Following the 

intervention, the median number of inpatient 

admission fell from 1.00 to 0.00(p=0.0370). 

Critically, the proportion of patients who required 

an inpatient COPD related admission fell from 

80% (24/30) pre-intervention to 33% (10/30) post 

intervention. There was a reduction in the total 

hospital beds days from 173 to 126 days. 97% 

(29/30) of patients post intervention did not have 

a COPD related ED attendance without 

admission compared to 63% (19/30) pre-

intervention. Patient feedback was strongly 

positive, with an average overall rating of 4.83/5, 

an average safety score of 4.6/5, and an average 

insight score of 4.45/5. 

 

Conclusion: The implementation of a virtual, 

community-based support service augmenting 

hospital outreach care resulted in significantly 

fewer COPD related inpatient admissions and 

emergency department attendances, alongside a 

reduction in total hospital bed days for this 

cohort. 

 

Conflict of Interest: None to declare. 

 

2.08 Oxygen Saturation remote monitoring to 

support clinical decision-making in Long-

Term oxygen therapy titration (LTOT) in 

COPD Patients (213)  
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Michelle Uno1,2, ANP Michelle Cuddihy1, Cyril 

Olugbade1, Doctor Vincent Brennan1,2,3, 

Professor Breda Cushen1,3 
1Beaumont Hospital, 2Dublin North Integrated 

Care Hub, 3Royal College of Surgeons Ireland 

 

Long-term oxygen therapy (LTOT) is an 

important treatment for hypoxaemic COPD 

patients, with mortality benefits. Accurate 

titration of prescribed oxygen concentration is 

needed to adequately treat hypoxaemia whilst 

avoiding over-oxygenation and hypercapnia. 

Conventional practice is to titrate oxygen based 

on stationary measurement in the outpatient clinic 

setting, however studies have shown that this 

approach is not always accurate in determining 

oxygen need. We piloted a remote monitoring 

(RM) programme to support clinical decision-

making in oxygen therapy titration.  

 

Eleven patients from a tertiary referral advanced 

COPD clinic were recruited and identified as 

suitable for LTOT weaning (Group 1, n=5) or 

requiring new/increased oxygen (Group 2, n=6). 

Patients use wearable devices that transmit data 

to a centralised platform accessible by clinicians. 

Oxygen saturations (SpO2) were recorded 4x 

daily over 2-3 weeks. Weekly mean SpO2 was 

calculated to guide oxygen titration decisions. 

CAT, BORG score and ABG were performed pre 

and post- RM.  

 

All Group 1 patients successfully weaned LTOT, 

with 3/5 discontinuing it. Mean (SD) SpO2% 

92.5(2.6) week 1, 91.1(2.1) week2. RM 

confirmed adequate LTOT for 5/6 Group 2 

patients; mean (sd) SpO2% 89.3 (1.7) week 1, 

90.6(1.2) week 2. One patient required up-

titration. CAT scores improved by 57%, with a 

clinically significant reduction in BORG 

observed at 87.5%. Two patients (Group 2) 

received unscheduled calls; one received 

exacerbation treatment, and one self-presented to 

ED. Repeat ABG did not reverse any RM-based 

decisions.  

 

RM technology is a safe and valuable addiition to 

support LTOT titration in COPD patients. It 

offers a cost-effective, scalable solution to 

enhance long-term management and reduce 

healthcare use.  

 

2.09 From breathless to better: Service 

evaluation of Clare Integrated Care Chronic 

Disease Respiratory Service (212) 

Ms Anjitha Ann Babu1, Brian Fitzgibbon1, Mr 

Enda Collins1, Ms Grainne Casey1 
1HSE Midwest 

 

Background: The integrated Care Program for 

the prevention and management of chronic 

disease promotes early intervention, patient self-

management support, and multidisciplinary input 

for chronic respiratory conditions in the 

community (HSE, 2020). Evidence supports that 

timely access to specialist support in primary care 

can reduce exacerbation, hospital admissions and 

improve quality of life, and enhance patient self-

management for patients with COPD, Asthma 

and Asthma-COPD overlap (ACO). In Clare, GP 

access clinic provide GPs with direct access to 

respiratory clinics, which are collaboratively 

managed by respiratory clinical nurse specialists 

(CNS) and physiotherapists. This model enables 

timely referral and multidisciplinary management 

for patients in primary care. 

 

Aim: To evaluate the GP access clinic's referral 

patterns, patient demographics, waiting times, 

reasons for referral, clinical outcomes and service 

impact over a 12 month period in the integrated 

care chronic disease respiratory service in County 

Clare. 

 

Methods: A retrospective review was conducted 

using anonymized patient records, excel 

databases, and clinical notes from the GP access 

clinic over a 12 month period. Data collected 

included the number of referrals to the service, 

the age of the patient, clinical diagnosis, reason 

for referral and exacerbation rates. Patient 

outcome were measured using subjective tools 

(CAT, ACT, mMrc, HADS) and Clinical 

measurements (Feno, peak flow, allergy tests). 

Assessment for PR suitability and additional 
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multi-disciplinary team referrals were made to 

services including Dietetics, Speech and 

Language Therapy (SLT), Breathlessness 

Management, Airway Clearance, Smoking 

Cessation, Home Exercise Programs, 

Psychology, Cardiology and Health and well-

being referrals. Patient feedbacks were collected 

anonymously. Outcomes were compared with 

initial clinic attendance data and post discharge 

data. 

 

Results: Over the 12 month periods, there was 

158 referrals to the service. 83 patients were 

referred with a diagnosis of COPD, 59 referred 

with Asthma, 8 with Asthma & COPD overlap 

and 8 other referrals. Average waiting time from 

referral to 1st appointment was 4 weeks. Main 

reasons for referral was uncontrolled symptoms, 

frequent exacerbations, inhaler review, Shortness 

of breath, reduced exercise tolerance. 

Interventions provided personalized self-

management plans, early deterioration 

recognition education, medication optimization, 

inhaler technique reviews, breathlessness 

management strategies, pulmonary rehabilitation 

assessments and allergen avoidance advice. 

Patient requiring further input were referred to 

other multi-disciplinary team clinics within the 

primary care centre. Subjective outcome 

measures showed improvement in post 

intervention, while objective tests showed better 

peak flow measurements and reduced Feno in 

some patients. Patient feedback highlighted 

enhanced understanding, increase confidence in 

self-management and satisfaction with timely 

multidisciplinary approach. 

 

Conclusion: The GP access clinic demonstrated 

effective integration of specialist respiratory 

assessment and management within primary care, 

leading to improved patient reported outcomes, 

better symptom control and identification of 

wider health needs. This model supports early 

intervention, reduces waiting times for specialist 

review, and facilitated targeted referrals, with 

high levels of patient satisfaction. However, the 

absence of an integrated care consultant and 

respiratory physiologist over the past 3 years has 

limited the ability to accept referrals for 

suspected COPD or asthma and limited access to 

diagnostic services such as Spirometry and Full 

PFT. Despite these challenges, the service has 

delivered clear benefits and continued evaluation 

and service expansion is recommended to 

maintain and enhance outcomes for patients with 

COPD, Asthma and ACO.  

Reference:  

Health Service Executive (HSE, 2020) National 

Framework for the integrated Prevention and 

management of chronic disease. Dublin: HSE. 

Available at: 

https://www.hse.ie/eng/about/who/cspd/icp/chro

nic-disease/documents/.From breathless to 

better: Service evaluation of Clare integrated 

respiratory service. 

 

2.10 An Audit of Pulmonary Rehabilitation 

Objective Outcome Measures used in Tallaght 

University Hospital and an Initiative to 

Demonstrate Exercise Changes Using 

Treadmill Speeds. (71) 

Miss. Alanah Quinsey1, Aisling Breen 
1Tallaght University Hospital 

 

Introduction: Pulmonary Rehabilitation (PR) is 

a comprehensive intervention based on thorough 

patient assessment followed by tailored therapies. 

It is critical to personalise PR programmes. 

Exercise should be progressive and incremental. 

PR supports tailored treadmill walking. Evidence 

recommends treadmill walking to commence at 

80% of the average 6minute walk test (6MWT) 

speed (converted to kph) and increase to 100% 

over time.   

 

In Tallaght University Hospital (TUH), patients 

complete a 6 minute walk test, prior to enrolling 

in PR, and upon completion of the 8-week course. 

This test informs the total distance walked, and is 

the only objective measure used and reported on 

by physiotherapists in TUH.  

During PR, patients are encouraged to mobilise 

on a treadmill. To date, the patients initial 

treadmill speed has been non-specific. 

The aim of this audit and initiative was to create 

tailored treadmill walking programmes and 
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investigate if patients walk as fast in a 6minute 

walk test on ground compared to on a treadmill. 

 

Objectives: 

• Tailor treadmill speed and prescribe 

gradual increments 

• Are patients meeting the 6MWT MCID 

in PR? 

• Does final treadmill speed equal final 

6MWT speed? 

• Investigating objective outcomes in PR 

 

Methods:  

• Patients completed 6MWT prior to 

enrolling in PR 

• 100% speed of 6MWT is calculated 

• 80% speed of 6MWT established, as the 

goal for the first PR class 

• Treadmill target speeds established and 

documented 

• Gradual increments made to treadmill 

speed over consecutive 8-week period of PR 

• Treadmill practice 3 minutes per class 

• Results analysed on Excel 

 

Results: 30 patients completed 6MWT pre and 

post PR programmes, over a 6 month period. One 

third did not meet their expected initial treadmill 

target speed at their first class.  

18/30 (60%) met the 6MWT MCID (30metres) 

however 80% made improvements in 6MWT 

distance at their final assessment, compared to 

initial. 22/30 (73%) patients’ treadmill speed had 

increased at final assessment. 21/30 (70%) 

patients could walk faster on a treadmill 

compared to the ground at their final PR class.  

 

Conclusion: This audit & service initiative 

supports the use of targeted treadmill speeds for 

use in PR services. The initiative has facilitated 

patient progression through incremental exercise. 

TUH PR patients are prescribed initial treadmill 

speeds and are gradually increased as able over 8 

weeks.  

Reasons for patients not meeting their initial 

target speed may include: fear or no previous use 

of a treadmill. Patients are demonstrating 

improvements in exercise despite not meeting 

MCID. Patients can mobilise faster on a treadmill 

compared to on ground, however time may 

influence this outcome, as patients were walking 

on a treadmill for 3minutes only during the 

classes versus 6minutes during the walk test on 

ground. 

Further research reviewing objective PR outcome 

measures are required in comparing final 

assessment ground walking, compared to final 

assessment treadmill walking.  

 

2.11 Clinical utility of FeNO in a tertiary 

COPD clinic (99) 

Dr Fiona Hickey1, ANP Michelle Cuddihy, 

Professor Breda Cushen 
1Beaumont Hospital 

Peripheral eosinophil count is well established as 

a biomarker to identify those COPD patients with 

an eosinophilic phenotype. These patients are 

most likely to respond to inhaled corticosteroids. 

Recent evidence supports a role for anti-

eosinophilic biologic therapy in reducing 

exacerbations in this subgroup. Within an asthma 

cohort, FeNO is commonly used to identify Type 

2 airway inflammation, however its role in COPD 

is uncertain.  

 

We examined the utility of measuring FeNO in a 

severe COPD clinic. A retrospective review of 

the records of patients attending a tertiary COPD 

clinic was performed, and those with FeNO 

recorded were identified. The prevalence of 

FeNO ≥25ppb, and of FeNO ≥50ppb was 

established. The relationship between FeNO level 

and baseline demographic and clinical data was 

examined. 

 

Data from 82 patients was included. The mean 

(sd) age was 56 (9) years; 55% were female. All 

patients had post-bronchodilator airflow 

obstruction with mean FEV1 54 (22.5)%, and 

high symptom burden, mean CAT 20.3 (8.2). The 

majority were ex-smokers (71%). Mean FeNO 

measured 19.6 (14.2) ppb, and peak blood 

eosinophil count 0.28 (0.22) cells/mm 3 , in the 

previous year. An ICS was prescribed in 79%. 

Only 7% had a diagnosis of co-existent asthma. 
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An elevated FeNO≥50ppb was present in 5% of 

patients; 29% had a FeNO≥25ppb. There was an 

inverse relationship between FeNO and age. 

FeNO levels were higher in ex-smokers; FeNO 

>25 in 

38% compared to 8% in current smokers (p 

< 0.01). One quarter of those prescribed ICS 

recorded 

FeNO≥25ppb. There was no significant 

relationship between FeNO and lung function, 

previous diagnosis of asthma, CAT score, or peak 

eosinophil count. 

Almost one-third of patients referred to a tertiary 

severe COPD clinic have FeNO ≥25ppb 

suggesting 

FeNO is a useful adjunct in the assessment of 

COPD patients, regardless of smoking status, and 

ICS 

prescription. As is seen in asthma, FeNO and 

eosinophil count are independent biomarkers in 

this 

cohort. Integrating FeNO assessment into COPD 

care may enhance therapeutic precision but 

requires consideration of clinical context to 

maximise its effectiveness. More studies are 

needed to examine whether FeNO response to 

ICS differs in COPD patients as compared to 

those with asthma. 

 

2.12 Capability, Opportunity, Motivation: 

Understanding health behaviours in the 

integrated care setting (103)  

Ms. Jennifer Bowes1, Dr. Ciara Gough1,2 
1HSE Respiratory Integrated Care, 2Sligo 

University Hospital 

 

Background: Patients attending a Respiratory 

Integrated Care (RIC) service are encouraged to 

adopt new health behaviors e.g. commence 

exercise, smoking cessation, effective inhaler 

usage. Many patients with chronic conditions 

return to review appointments reporting they 

have not taken on advice offered, while others 

implement it promptly. 

 

This pilot study examines reasons for 

concordance or resistance using the previously 

described COM-B framework (Michie et al, 

2014). We investigated patients self-reported 

motivation in adhering to health behavior advice 

in a community setting. 

 

Methods: Patients who had attended the RIC 

service at least twice in 2023 were invited to 

participate (n=55). The options of interview or 

questionnaire were offered, with the same 

questions for both formats. 5 participants agreed 

to attend for in-depth semi-structured interview. 

9 completed questionnaires were returned. 

 

Questionnaires and transcripts were deductively 

coded to COM-B domains, then analysed for 

recurring themes and patterns. Data sources were 

analysed separately and comparatively to 

examine commonalities across formats. 

Frequency of the six COM-B categories 

referenced were calculated to compare 

prevalence between data sources. 

 

Results: Psychological Capability (36% of all 

coded references) and Reflective Motivation 

(27%) were the most frequent categories across 

all data sources.  

 

Psychological Capability (36%): Patients valued 

clear, tailored education on inhaler use, breathing 

management and symptom interpretation. Many 

reported new understanding of their diagnosed 

condition and re-evaluated previously held 

beliefs i.e. assuming breathlessness was due to 

body habitus. 

 

Reflective Motivation (27%): Many reported 

positive feelings i.e. increased confidence and 

hope, and new belief in the efficacy of 

interventions. These linked to measurable 

improvements e.g. increased walking distance, 

increased ability to engage better in their lives. 

 

Social Opportunity (15%): A positive therapeutic 

relationship between clinician and patient 

fostered confidence, trust and comfort in 

disclosing and discussing sensitive issues. 

 

Physical Opportunity (11%): Ease of local clinic 

access reduced travel burden (time, cost) and 
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stress. Convenient scheduling and timely 

appointments supported engagement. 

 

Automatic Motivation (8%): Both negative and 

positive emotional responses influenced 

engagement. Positive responses were reported 

more frequently. 

 

Physical Capability (3%): Ease of exercise 

implementation and recognition of gradual 

progress facilitated concordance. A few reported 

difficulty maintaining routines or new behaviours 

during illness or stressful life events. 

 

Interview and questionnaire data were broadly 

consistent, though interviews yielded richer detail 

on emotional and social factors, whereas 

questionnaire responses more often focused on 

logistical and practical aspects. 

 

Conclusions: Application of the COM-B model 

revealed that patient concordance to health advice 

in RIC is strongly influenced by education and 

knowledge, clinician-patient rapport, 

accessibility of local services and perceived 

personal progress.  

 

Integrated care interventions should target 

maintenance of motivation, flexible adaptation to 

both planned and unanticipated life events, and 

reinforcement of skill mastery. The integrated 

care community model appears to enhance both 

opportunity and motivation, which has the 

potential to improve long-term health behaviour 

outcomes. 

 

2.13 Lung Health in ZZ Alpha-1 Antitrypsin 

Deficiency Patients: Lung Index vs Non-Lung 

Index (183) 

Ms. Shahd Alali1, Emma Farrell2, Rosaleen 

Carroll2, Ronan C. Heeney3, Anne Marie 

O’Dowd2, Dr Tomás Carroll3, Prof N.G. 

McElvaney2 
1School of Medicine, Royal College of Surgeons 

in Ireland, 2Alpha-1 Foundation Ireland, 

Beaumont Hospital, 3Irish Centre for Genetic 

Lung Disease, Royal College of Surgeons in 

Ireland 

 

Alpha-1 Antitrypsin Deficiency (AATD) is a 

hereditary disorder caused by mutations in the 

SERPINA1 gene, resulting in reduced AAT and 

a predisposition to emphysema. Homozygosity 

for the Z mutation (p.Glu366Lys) is the most 

common cause of severe AATD.  Disease 

expression is highly variable for a variety of 

reasons including lifestyle factors such as 

smoking.  Early detection through family 

screening could enable risk-reducing lifestyle 

changes and improved outcomes. 

 

We compared lung index and non-lung index ZZ 

patients (family screening, liver disease, 

incidental findings) using St. George’s 

Respiratory Questionnaire (SGRQ), pulmonary 

function tests (PFTs), and exacerbation history, 

hypothesizing better outcomes in non-lung index 

cases.  

 

Outcomes from at least 45 ZZ patients (compared 

by presentation, smoking history and age), 

suggests that lung index patients report higher 

symptom burden.  Critically, non-lung index 

patients also display elevated scores, though with 

more variability.  Trends also suggest higher 

scores among ever-smokers compared to never-

smokers. 

These findings highlight the importance of early 

detection through family screening, encouraging 

patients to adopt lifestyle adjustments such as 

smoking cessation that reduce disease burden and 

improve quality of life.  However, the presence of 

symptoms in the non-lung index group suggests a 

hidden burden of disease, and opens discussion 

regarding earlier screening opportunities. 

 

2.14 The Prevalence and Severity of Lung 

Disease in MZ Alpha-1 Antitrypsin Deficiency 

(AATD) (251) 

Dr Laith Bedri1, Suzanne Roche1, Dr Caitriona 

Breathnach1, Anne Marie O'Dowd2, Cedric 

Gunaratnam1, Professor Gerry McElvaney, Dr 

Tomás Carroll1 
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1RCSI, 2Alpha-1 Foundation Ireland 

 

Alpha-1 antitrypsin deficiency (AATD) is a 

hereditary condition that can cause lung, liver, 

and skin disease. The disease-causing variant Z 

(p.Glu366Lys) causes severe serum deficiency of 

this important antiprotease. 1 in 25 Irish 

individuals are heterozygous for the Z variant 

(MZ), thus considered to have moderate AATD. 

A previous study showed MZ ever-smokers had 

an increased risk of COPD (1).  

 

We examined the clinical features of a cohort of 

MZ-AATD individuals (n=164) on the Irish 

National AATD Registry. We analysed 

demographic, clinical, spirometric and 

radiographic data to examine the impact of 

tobacco smoking on lung health.  

 

Among ever-smoking respondents (n=99) mean 

tobacco consumption was 25.1 (SD ± 23.8) pack-

years, with mean FEV1 of 85.6% and FEV1/FVC 

of 66.7%. Encouragingly, only 21 (12.8%) 

individuals reporting active-smoking. In contrast, 

never smoking MZ display preserved spirometry 

(mean FEV1 95.1%, p=0.024 and mean 

FEV1/FVC 74.7%, p=0.0026).  

 

Our data demonstrates that cigarette smoke poses 

a significant risk to lung health in MZ individuals. 

There are an estimated 50,000 MZ smokers in 

Ireland. Increased awareness and subsequent 

testing for AATD can help to improve health 

outcomes in this susceptible population.   

 

2.15 Breaking the cycle: earlier identification 

and intervention for frequent COPD 

exacerbators in Irish general practice (62) 

Ms Clodagh Harney1, Ms Siobhán Freyne1, Dr 

Annie Lawlor1, Dr Alessandro N Franciosi2, Ms 

Lorna Conlon3, Mr Michael O'Neill3, Ms Marie 

Therese Connolly3 
1Respiratory, Medical Affairs, 

BioPharmaceuticals Medical, AstraZeneca, 2St 

Vincent's Hospital, 3Screen Clinical Ltd 

 

Background: A 2020 study evaluating COPD 

treatment in Irish general practice revealed 

widespread under-management. Only 33.2% of 

patients received guideline-recommended 

therapy, and two-thirds were not properly staged 

for disease severity 1. This demonstrated an 

urgent need to improve diagnosis, treatment, and 

structured review pathways for COPD in primary 

care. 

 

In 2020, the Health Service Executive launched 

the Integrated Care Programme for the 

Prevention and Management of Chronic 

Disease2, aiming to enhance chronic disease care 

including COPD (figure 1).  

In June 2024, AstraZeneca Ireland and Screen 

Clinical (SC) launched a pilot initiative aimed at 

supporting COPD management within general 

practice in Ireland. 

 

Aims/Objectives:  

The project was designed to: 

-Stratify the COPD population to identify high-

risk patients 

-Identify patients with recent exacerbations or 

hospitalisations 

-Offer structured reviews with SC (alongside 

routine CDM reviews) 

-Recommend evidence-based treatment 

adjustments in line with ICGP3 and/or GOLD4 

report 

 

Methods: 30 GP practices across 8 counties 

participated.  

Key clinical data including spirometry, 

eosinophil (EOS) counts, exacerbation history, 

and medications were extracted. To identify 

patients omitted from CDMp (therefore missing 

bi-annual reviews), SC audited clinical records 

and diagnostic coding for all patients. 

Patients were stratified based on criteria (Figure 

2) and invited to in-practice SC-led clinics 

between July-24 and Feb-25. Practices excluded 

patients from reviews based on clinical discretion 

 

Results: 2089 patients with COPD were stratified 

on baseline audit: 

-82% had indicators of moderate exacerbations in 

the past 12 months. 
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-39% had no recorded eosinophil count (table 1). 

-Of those not treated with ICS, 38% in the 0.15-

0.29 group and 45% in the ≥0.3 group had 

indicators of ≥2 moderate exacerbations in the 

past 12 months 

-58% of patients (296) in the 0.15-0.29 group had 

≥1 exacerbation, but only 42% received ICS 

therapy 

 

Patients with COPD are statistically significantly 

more likely to have CVD, HF, and Hypertension 

compared to those without COPD (Figure 3).  

 

Clinic outcomes (Figure 4): 

647 identified patients attended SC-led clinics 

following GP exclusions. 

On consultation, only 18.7% had previously 

received spirometry testing 

 

Treatment optimisation (Figure 5): 

91% of patients reviewed required a change to 

maintenance therapy. 

669 pharmacological interventions were 

recorded, including step-up, down and across 

devices within class. 

 

Outcomes (Figures 6 & 7) 

33% were on single inhaler triple therapy (SITT) 

prior to attendance. This increased to 62% post-

review.  

Of those initiated on SITT: 

-39% attended on ICS/LABA alone; 

-23% attended on multiple inhaler triple therapy 

(ICS/LABA+LAMA or LAMA/LABA+ICS) 

 

Conclusions: This pilot reinforces the value of 

proactive COPD risk stratification: 

-High-risk patients remain undertreated or 

unmonitored. 

-EOS testing is underutilised and should guide 

ICS initiation/escalation. 

-ICS initiation should be considered for patients 

with persistent eosinophilia and exacerbation 

history. 

-ICS initiation could reduce future unscheduled 

care and pave the way for biomarker guided 

treatment optimisation. 

-CVD is common and must be integrated into 

COPD care plans. 

-Nurse/Pharmacist-led reviews identified care 

gaps, including poor diagnostic confirmation, and 

offer a model for improving COPD management 

in primary care 

 

Acknowledgements/Disclosures The patients 

and practices of participating surgeries. This 

project was funded by AstraZeneca Ireland. 

 

2.16 Audit of Adherence to GOLD Guidelines 

in the Management of COPD Exacerbations at 

Nenagh Hospital, Level 2 Hospital (181) 

Dr Federica Piazza1, Dr Lameese Al-Haddah, 

Dr Andrew Scott 
1Hse 

 

Background: Chronic Obstructive Pulmonary 

Disease (COPD) exacerbations are a significant 

cause of morbidity and healthcare utilisation 

globally. Adherence to the Global Initiative for 

Chronic Obstructive Lung Disease (GOLD) 

guidelines is critical to optimise patient 

outcomes. This audit aims to evaluate adherence 

to these guidelines in the treatment of patients 

presenting with COPD exacerbations at Nenagh 

Hospital, a level 2 facility in Nenagh, Tipperary, 

which manages a high volume of COPD 

exacerbations annually. 

 

Methods: A retrospective audit was conducted 

involving patients admitted with COPD 

exacerbations over one month. Data were 

collected on bronchodilator prescribing, 

corticosteroid dosing and duration, 

documentation of cough characteristics, 

microbiological testing (sputum culture & 

sensitivity, viral swabs), classification of 

exacerbation (infective vs non-infective), 

antibiotic prescribing practices (compliance with 

local guidelines and culture results), duration of 

antibiotic therapy, oxygen therapy 

appropriateness and target saturation 

documentation, smoking status and cessation 

advice, arterial blood gas (ABG) analysis, fluid 

balance monitoring, thromboprophylaxis, and 

management of comorbidities. 
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Results: Among the patients evaluated, 75% 

were diagnosed with IE-COPD (Infective 

Exacerbation of COPD), while 25% had non-

infective exacerbations (NIE-COPD). Regarding 

treatment adherence to GOLD guidelines, 75% of 

patients received bronchodilators as 

recommended. However, only 33.3% received an 

appropriate dose and duration of steroids. 

Antibiotic therapy adherence showed variability; 

50% of patients received antibiotics according to 

local guidelines, while 25% were not aligned with 

local recommendations. In 25% of the cases, 

antibiotics were not indicated.  The duration of 

antibiotic treatment was appropriate in 33.3% of 

cases, and inappropriate in 41.7%. 

Documentation of target oxygen saturation was 

recorded in 58.3%. Appropriate oxygen therapy 

was charted in 41.7%, inappropriate in 25% and 

not indicated in 33.3%. Diagnostic testing 

revealed that sputum culture and sensitivity 

(C&S) was sent in only 25% of cases, viral swabs 

in 66.7%, and arterial blood gas (ABG) analysis 

in 41.7%. All patients received 

thromboprophylaxis as part of their management. 

Fluid balance was monitored in 25%; smoking 

status was documented in 75%. However, 

smoking cessation advice was never provided to 

smokers. 

 

Conclusion: Preliminary results highlight 

moderate adherence to GOLD guidelines at 

Nenagh Hospital, with gaps in appropriate 

corticosteroid and antibiotic prescribing, oxygen 

therapy management, and patient education 

regarding smoking cessation. Targeted 

interventions to improve compliance with GOLD 

guidelines could enhance patient outcomes and 

resource utilization. Further data collection and 

analysis are ongoing. 

 

2.17 Analysis of Alpha-1 Antitrypsin 

Deficiency Testing at Galway University 

Hospital (235) 

Dr Clifford Yip1, Mr Padraig E. Hawkins1 
1University College Hospital Galway, Ireland 

 

Background: Alpha-1 antitrypsin (AAT) 

deficiency (AATD) is an under-recognised 

genetic condition associated with early-onset 

emphysema and liver disease. Both AAT and C-

reactive protein (CRP) are acute phase reactants, 

and measurement of CRP alongside A1AT is 

recommended to aid interpretation by controlling 

for acute phase response. This study audited 

whether CRP was consistently measured 

alongside AAT serum levels at Galway 

University Hospitals (GUH), over a one-year 

period.  

 

Methods: We performed a retrospective analysis 

of all AAT serum levels requested by the 

respiratory department at GUH between January 

and December 2024. Data were collected on; 

AAT levels, CRP, smoking status, indication for 

testing, age, and sex. AAT deficiency was 

defined as <1.0 g/L. Descriptive statistics were 

used to summarise findings. 

 

Results: A total of 144 patient samples were 

analysed. The mean age was 59 years (median 61, 

range 18–88); 69 patients were male (47.9%). 

Regarding smoking status, 50 were never 

smokers, while the remainder were ex- or current 

smokers. The most common indications for 

testing were COPD, bronchiectasis, and 

emphysema. CRP was requested concurrently in 

34.0% (n = 49) of cases. Of these, 21 (43%) had 

an elevated CRP (> 5mg/L). Six patients within 

this group had AAT values in the low-normal 

range (1.35-1.58 g/L). Separately, six patients 

(4.2%) were found to have an AAT serum level 

below 1.0 g/L. Phenotype analysis identified 

PiMZ (n=3), PiSZ (n=3), and PiMI (n=1). Among 

patients where neither CRP nor phenotype was 

performed, AAT levels ranged from 1.07-2.46 

g/L, with a median of 1.56 g/L. 

 

Conclusions: In this cohort, concurrent CRP 

testing was frequently omitted when AAT levels 

were measured.  In almost half of paired case, 

CRP was elevated, and six patients had low-

normal AAT values in this context. As AAT is an 

acute phase reactant, such results may mask true 

deficiency. This could potentially impact the 

diagnostic pick up of AATD. This highlights the 
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need for change in local practice in relation to 

AATD testing. Ensuring CRP is measured 

alongside AAT may optimise AATD detection, 

and subsequent treatment and family screening.  

2.18 Prophylactic Azithromycin in COPD/ACO: 

Are We Getting It Right? (178) 

Mercy Chacko¹, Abirami Subramaniam¹˒² 

¹ Dublin North West Integrated Care Centre, 

CHO 9 

² Respiratory Department, Connolly Hospital, 

Blanchardstown, Dublin 

 

Background: Azithromycin, owing to its 

antimicrobial and immunomodulatory properties, 

is increasingly prescribed prophylactically for 

patients with COPD and asthma–COPD overlap 

to reduce exacerbation burden. However, long-

term use carries potential risks including 

antimicrobial resistance, QT prolongation, 

hepatotoxicity, and ototoxicity. National 

guidelines recommend a comprehensive baseline 

assessment, structured review, and deprescribing 

if no benefit is observed. This audit aimed to 

evaluate current prescribing practice within a 

Respiratory Integrated Care (RIC) service against 

these standards. 

 

Methods: A retrospective chart review was 

conducted over a 12-month period in 2024, on all 

patients attending the Dublin North West RIC 

service who were prescribed prophylactic 

azithromycin for recurrent exacerbations. Data 

collected included demographics, smoking status, 

exacerbation history, dosing optimisation, safety 

screening (ECG, sputum including NTM, 

baseline LFTs, auditory assessment), inhaler 

adherence, documentation of risk–benefit 

discussions, pulmonary rehabilitation uptake and 

GP communication. 

 

Results: Of 160 patients, 21 received 

prophylactic azithromycin therapy. Nine (43%) 

were initiated outside the RIC service, while 12 

(57%) were initiated or reviewed within RIC, 

including three new starters and nine requiring 

dose optimisation. The mean exacerbation 

frequency in the preceding year was five, and 

one-quarter were current smokers. Following 

initiation or optimisation, 91% showed reduced 

exacerbations, while one patient was 

deprescribed due to lack of benefit. Safety 

monitoring was variable. Baseline ECG and 

sputum sampling were documented in 66%, liver 

function tests in 82%, and no patients underwent 

formal auditory assessment. Risk–benefit 

discussions were recorded in 45%, though often 

lacking detail. Inhaler adherence and technique 

were reviewed in all cases, with communication 

to primary care documented. Pulmonary 

rehabilitation uptake remained low at 25%. 

Conclusion: Current practice demonstrates 

strengths in dose optimisation, follow-up, and 

primary care communication, with encouraging 

evidence of reduced exacerbations in most 

patients. Nonetheless, gaps remain in safety 

monitoring, particularly auditory assessment, 

structured documentation, and pulmonary 

rehabilitation uptake. Implementing a checklist-

based approach with periodic review and 

education could enhance the safe and effective 

prescribing of long-term azithromycin, 

maximising clinical benefit while minimising 

risk. 

 

Keywords: 

• Chronic Obstructive Pulmonary Disease 

(COPD) 

• Asthma-COPD Overlap (ACO) 

• Community Health Organisation 9 (CHO 

9) 

• Respiratory Integrated Care (RIC) 

• Electrocardiogram (ECG) 

• Liver Function Tests (LFT) 

• Non-tuberculous Mycobacteria (NTM) 

• General Practitioner (GP) 

Target Audience: Healthcare professionals 

involved in prescribing prophylactic 

azithromycin in COPD/ACO management. 

Conflict of Interest: The authors declare no 

conflict of interest. 
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2.19 Capillary blood glucose control in all 

patients initiated on steroids for COPD 

exacerbation (79) 

Dr Sadhbh O'Neill1, Dr. Niall O'Rourke1, Dr. 

Éadaoin Kinsella1, Dr. Sophie Coalter1, Dr. Éilis 

Johnson1, Dr. Marissa O'Callaghan1, Dr Laura 

Gleeson1 
1St. James's Hospital 

 

Introduction: There are set guidelines to 

measure capillary blood glucose control in all 

patients initiated on steroid therapy in St. James’s 

Hospital Dublin. In this audit, an assessment of 

compliance with these guidelines was made, in 

patients presenting with COPD exacerbations. 

Aims: To assess compliance with hospital 

guidelines on capillary blood glucose (CBG) 

control on patients admitted with COPD 

exacerbations. 

 

Methods: We performed an audit of patients 

admitted with exacerbations of COPD over an 

18-month period. Inclusion criteria were those 

with obstructive spirometry (FEV1/FVC <0.7) 

managed with corticosteroids. This data was 

collated retrospectively from electronic patient 

records and included blood results such as CBG 

and HbA1c, choice of corticosteroid as well as the 

route of administration. 

 

Results: Of 191 patients labelled as having 

COPD exacerbations, 103 patients met the 

inclusion criteria. Mean age was 69.4 years; 

48.5% were male and 51.5% were female. All 14 

patients known to be diabetic in this study had 

type 2 disease, all of whom had their HbA1c 

measured. Of the 89 patients without a pre-

existing diagnosis of diabetes, HbA1c was 

measured in only 9 patients, 2 of whom met the 

criteria for a diagnosis of diabetes. Of note 35% 

of patients had no CBG testing throughout 

admission despite the guidelines’ 

recommendations and the use of high dose 

corticosteroids both parenterally and orally. 

Hyperglycaemia was recorded in patients who 

received both oral and IV corticosteroids despite 

no previous diabetes diagnosis. In those who did 

have CBG monitoring performed, the average 

frequency was 1.3 times per day, as opposed to 

twice daily as per guidelines. 

 

Conclusions: Monitoring capillary blood 

glucose in patients receiving corticosteroids for 

treatment of COPD is known to be important to 

prevent steroid induced hyperglycaemia and 

diabetes. This audit suggests that compliance 

with the existing guidelines could be improved, 

resulting in better patient outcomes. 

 

2.20 Pulmonary Rehabilitation: It's not just 

exercise and education. (88) 

Ms. Majella O Reilly1, Dr. Stanley DW Miller1,2 
1HSE RIC DNC, 2Mater Misericordiae 

University Hospital 

 

Background: Robust evidence has repeatedly 

demonstrated improved exercise capacity and 

health related quality of life measures for patients 

following a Pulmonary Rehabilitation 

Programme (PRP) [1]. The aim of this review was 

to demonstrate the additional benefits of a 

comprehensive PRP. 

 

Method: A sheet including a list of services 

available to patients in Dublin North Central 

(DNC) and their referral criteria was added to the 

PRP assessment form. A tick box option on the 

sheet was included to note if the patient needed 

referral to a service, if they consented and if the 

referral was made. Data of patients who 

completed a post assessment in PRP was 

analysed from the Respiratory Integrated Care 

(RIC) PRP Database for DNC over 6 months, 

between January 2025 and June 2025.  

 

Results: 35 patients completed a post assessment 

during this time. 29 (83%) achieved a clinically 

significant improvement in their exercise 

tolerance. 20 (57%) achieved a clinically 

significant improvement in their health related 

quality of life outcome measure. 91 referrals 

onwards were made in total. All referrals were 

made with the patients consent. The following are 

services that received the highest number of 

referrals. 21 (60%) were referred to COPD 
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Support Ireland or the Asthma Support Line. 11 

(31%) were referred to the dietician for weight 

management. 7 (20%) were referred to the 

women’s health physiotherapist for continence 

problems.  6 (17%) were referred to speech and 

language therapist for dysphagia assessment. 5 

(14%) were referred to RIC Clinical Nurse 

Specialists (CNS) for exacerbation management. 

 

Conclusion: Our findings highlight the 

importance of a comprehensive PRP to ensure a 

holistic approach to PRP patients further 

enhancing patient outcomes and quality of life. 

The sheet helped focus the patient’s answers 

during the assessment into the need for a referral 

onwards. 

 

Disclosures: 

Conflict of Interest: The authors declare that they 

have no conflict of interest. 
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2.21 Outcomes of a COPD Outreach Service in 

Ireland: 30- and 90-Day Readmission and 

Mortality at Cork University Hospital (180) 

Ms Maeve O'Grady1, Róisín Gaffey, Dr. 

Fernando Gomez 
1COPD Outreach Service, Cork University 

Hospital 

 

Background:  Chronic Obstructive Pulmonary 

Disease (COPD) is the leading cause of 

emergency adult medical admissions in Ireland, 

which has among the highest hospitalisation rates 

in the OECD. A first hospitalisation for COPD 

exacerbation substantially worsens prognosis, 

with one-year mortality approaching 25%. The 

COPD Outreach Service, part of the Irish 

National Clinical Programme for COPD, aims to 

reduce hospital stay, lower readmissions, and 

support recovery at home. 

 

Research Question:  The primary aim of this 

review was to analyse the characteristics of 

COPD patients admitted to the COPD Outreach 

Service at Cork University Hospital and to 

determine 30- and 90-day rehospitalisation and 

mortality rates. A secondary objective was to 

identify predictors of early readmission. 

 

Method: We conducted a retrospective review of 

patients accepted to the COPD Outreach Service 

following acute hospitalisation for COPD 

exacerbation between January and June 2025. 

Patients without spirometric or CT evidence of 

COPD were excluded. COPD was defined by 

GOLD criteria, and radiological findings were 

based on CT reports. Outcomes were 30- and 90-

day rehospitalisation and mortality. Predictors of 

readmission were explored using univariate and 

multivariate analyses. 

 

Results: Of 50 patients followed, 8 were 

excluded, leaving 42 for analysis. The mean age 

was 70 ± 9 years, and 50% were male. Two-thirds 

(66%) had a prior COPD hospitalisation, with a 

mean length of stay of 9.2 ± 10.9 days. Post-

bronchodilator FEV₁ averaged 47.8 ± 18.7% 

predicted and DLCO 42.3 ± 20.8%. 

Bronchiectasis was present in 21%, and type 2 

respiratory failure in 16%. Readmission rates 

were 16.7% at 30 days and 31.0% at 90 days. 

Ninety-day mortality was 2.4%, with a further 

14.3% beyond 90 days. 

 

Conclusions: The COPD Outreach Service at 

Cork University Hospital was associated with 

mortality and readmission rates comparable to 

international benchmarks, and lower than 

previously reported Irish figures. Trends 

suggested that lower lung function, prior 

hospitalisations, male sex, and bronchiectasis 

may identify patients at higher risk of 

readmission. These findings support the role of 

outreach services in improving outcomes and 

highlight the need for targeted follow-up in high-

risk subgroups. 

 

2.22 People Experiencing Homelessness With 

COPD Are Younger And Have More Severe 

Disease Than Housed People With COPD (5) 
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Dr. Sophie Coalter1, Dr. Niall O'Rourke1, Dr. 

Eadaoin Kinsella1, Dr. Éilis Johnson1, Dr. Sadhbh 

O'Neill1, Dr. Marissa O'Callaghan1, Dr Laura 

Gleeson1, Prof. Cliona Ni Cheallaigh1 
1St. James's Hospital 

 

Introduction: Homelessness is an independent 

risk factor for mortality and morbidity (Fazel et 

al., 2014). People experiencing homelessness 

(PEH) have a greater prevalence of respiratory 

diseases such as chronic obstructive pulmonary 

disease (COPD) than the housed population, 

while also having poorer access to healthcare 

diagnostics (Lewer et al., 2019). However, PEH 

hospitalised for COPD have not been 

characterised. 

  

Aims: To compare characteristics of PEH to 

housed patients admitted with COPD.  

 

Methods: We performed a retrospective cohort 

study using electronic records of patients 

admitted with exacerbations of COPD to St 

James’s Hospital, Dublin, between January 2023 

and June 2024. Homelessness was defined 

according to FEANTSA typology, and included 

rough-sleeping and living in hostels. Statistical 

analyses were conducted in SPSS, with one-way 

ANOVA used to compare outcomes which were 

continuous variables and Fisher’s exact test used 

to compare categorical outcomes.  

 

Results: 201 patients were admitted with 

exacerbations of COPD during the study period, 

of whom 24 were PEH and 177 were housed. 

Approximately 2,000 of 270,000 adults in the 

SJH catchment area have experienced 

homelessness. PEH admitted with COPD 

exacerbations were younger than their housed 

counterparts, 50 years (range 37-64) vs 68 years 

(range 18-94) respectively, (p<0.001).  

Only 8/24 (33%) of PEH had pulmonary function 

tests on record compared to 105/177 (60%) of 

housed patients (p<0.05). The mean FEV1% 

predicted in PEH was 35% (range 17-65%) , 

compared to 57% (13-119%) in housed patients 

(p 0.008). 12/24 (50%) of the PEH had a CT 

thorax in the past 3 years vs 141/177 (80%) of 

housed patients (p 0.004). Emphysema was 

described in 9/12 (75%) of CT reports in PEH 

compared with 102/141 (72%) of housed patients 

(ns).  

Despite a younger average age in PEH, length of 

stay in hospital was similar in PEH and housed 

patients (7.9 days vs 8.0, ns). Inpatient hospital 

mortality was higher among PEH with 1/24 (4%) 

vs 5/177 (3%), (ns).  

 

Conclusions: PEH admitted to hospital with 

infective exacerbations of COPD have more 

severe disease and higher mortality rates despite 

being much younger than housed patients. PEH 

are less likely to have pulmonary function tests, a 

key investigation which guides specialist 

outpatient COPD management. This small cohort 

study suggests a need for improving access to 

COPD care in PEH.  

 

2.23 MZB1 as a Novel ER Stress Linked Pro-

Inflammatory Mediator in Alpha-1 

Antitrypsin Deficiency (63) 

Dr Debananda Gogoi1, Mr Rory Baird1, Dr Luke 

Forde1, Dr. Sara Waqas Ahmed1, Ms Mengxin 

Niu1, Prof Emer P. Reeves1 
1Pulmonary Clinical Science, Department of 

Anaesthesia and Critical Care Medicine, RCSI 

 

Background: Alpha-1 antitrypsin deficiency 

(AATD) is an inherited disorder caused by 

mutations in the SERPINA1 gene, most 

commonly the Z allele, leading to misfolding, 

polymerization and intracellular accumulation of 

alpha-1 antitrypsin mutant protein (Z-AAT) in 

hepatocytes and immune cells. This accumulation 

triggers endoplasmic reticulum (ER) stress, tissue 

injury and inflammation. While several ER-stress 

associated proteins have been implicated in 

AATD pathogenesis, the role of marginal zone B 

and B1 cell-specific protein (MZB1) in monocyte 

activation has not been previously explored. 

 

Aim:To investigate the potential pro-

inflammatory effects of MZB1 on monocytes. 
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Methods: AATD patient samples (Pi*ZZ 

phenotype; N=38) were obtained from the Alpha-

1 Foundation DNA and Tissue Bank at the 

University of Florida, USA. MZB1 expression 

and secretion were assessed in wild type and 

CRISPR edited Z-HepG2 hepatocytes (kindly 

donated by Vertex Pharmaceuticals) with and 

without ER stress induction via thapsigargin, 

using qPCR, western blotting and ELISA. 

Purified monocytes were stimulated with 

recombinant MZB1 (0.5-2 µg/ml), and secretion 

of MMP9 and IL-6 was quantified. Correlations 

between MZB1 and MMP-9 levels in plasma 

were assessed by Pearson’s analysis. 

 

Results: MZB1 levels were significantly 

elevated in AATD plasma (2.5-fold, n=19, 

p<0.0001) and BALF (1.6-fold, n=6, p=0.0190) 

compared with healthy control samples (n=12 

and n=4, respectively). ZZ-hepatocytes exhibited 

markedly higher intracellular Z-AAT polymer 

accumulation than MM-hepatocytes (8.05 ± 2.7 

vs. 0.37 ± 0.2 ng/mg, p=0.0021), along with 

increased ER-stress (2.5-fold cleaved ATF6, 

p=0.0069) and enhanced MZB1 secretion 

following thapsigargin treatment (1.5-fold, 

p<0.0001). Functionally, MZB1 stimulation of 

monocytes induced a 9-fold increase in MMP-9 

(p=0.0312) and a 3.5-fold increase in IL-6 

secretion (p=0.0022). MZB1 plasma levels 

positively correlated with MMP-9 (r=0.9123, 

p<0.0001). 

 

Conclusion: These findings identify MZB1 as an 

ER stress linked mediator elevated in AATD, 

originating partly from hepatocytes and capable 

of driving monocyte-mediated inflammatory 

responses. Targeting the MZB1 axis may offer a 

novel therapeutic approach to attenuate protease 

driven lung injury in AATD. 

 

Keywords: MZB1, Hepatocytes, ER stress, 

AATD, MMP9 
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2.24 Communication of maintenance and 

prevention strategies in discharge summaries 

for patients with COPD hospitalised with 

acute exacerbations (247)  

Dr Andy Clarke1, Dr Aimee Wallace, Dr Anne-

Marie Sweeney 
1St Vincents University Hospital 

 

Background: Chronic obstructive pulmonary 

disease is a heterogeneous lung condition due to 

abnormalities of the Airways and/or alveoli 

causing air flow obstruction that is persistent and 

often progressive leading to symptoms of 

dyspnea, cough sputum production and 

exacerbations. Air flow obstruction on 

spirometry confirms the diagnosis. Many COPD 

patients develop exacerbations during the course 

of their disease leading to hospital admission. The 

GOLD 2025 Report identifies management goals 

in COPD, including to reduce symptoms and 

future risk of exacerbations, to improve health 

status, to prevent disease progression, and to 

reduce mortality.  

 

Method: HIPE data was collected for coded 

admissions in patients with exacerbations of 

COPD from January 2023 until December 2023 

in St Vincents Hospital. Those who had not 

confirmed COPD on spirometry were omitted.   

 

Results: 64 patients in total were identified with 

163 admissions.  

In the discharge summaries GOLD severity was 

documented in 11 ( 6.7%), 13 (8.0%) mentioned 

smoking status, 15 (9.2%) had documentation of 

prior long term oxygen therapy. 

6 (3.7%) had documentation of smoking 

cessation discussion, 7 (4.3%) had documented 

review of inhaler technique, 11 (6.7%) had 

documented assessment for long term oxygen, 4 

(2.5%) had documented assessment for home 

NIV. 

7 (4.3%) had a documented change in inhaler, 3 

(1.8%) documented addition of azithromycin 

prophylaxis, 4 (2.5%) were commenced on home 

oxygen therapy. 
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14 (8.6%) documented involvement in COPD 

outreach services, 18 (11%) documented 

involvement in palliative care 

Vaccinations and Pulmonary rehab referral were 

not documented on any of the reviewed discharge 

summaries. 

Conclusion: Discharge documentation often 

focus on the acute management of an 

exacerbation and communication of changes to 

maintenance and prevention strategies during and 

after hospitalization could be improved, 

particularly communication of enrolment in 

pulmonary rehabilitation. 

 

2025 Gold Report - Global Initiative for Chronic 

Obstructive Lung Disease (2024) GOLD. 

Available at: https://goldcopd.org/2025-gold-

report/ (Accessed: 25 August 2025). 

 

2.25 Palliative Care Referrals in COPD 

patients on LTOT (233) 

Dr Sorcha Murray1,3, Ms Bernathpriya 

Magimairaj1, Ms Sarah Carroll1, Mr Peter 

O'Toole1, Mr Dylan Kuda1, Ms Kate O'Sullivan1, 

Ms Claire Stapleton2, Dr Paul Gregan2, Dr Sarah 

O'beirne1,3 
1Department of Respiratory Medicine, St. 

Michael’s Hospital, Dun Laoghaire, Co Dublin. , 
2Department of Palliative Care Medicine, St. 

Michael’s Hospital, Dun Laoghaire, Co Dublin. , 
3Department of Respiratory Medicine, St. 

Vincent’s University Hospital, Elm Park, Dublin 

4 

 

Background: It is recognised that individuals 

living with moderate and severe chronic 

obstructive pulmonary disease (COPD) have 

significant palliative care needs to assist in 

management of daily symptoms and provide 

ongoing support over the course of their disease. 

Palliative care interventions can significantly 

improve and promote quality of life for these 

patients.1-3 Despite this, referral of patients with 

COPD to palliative care services is variable, often 

infrequent or occurring at the end-stage of the 

disease. Uncertainty about when and which 

patients to refer frequently contributes to this.4 

Standardised referral criteria to palliative care 

services for patients with COPD are few but 

emerging research in the area is facilitating the 

establishment of consensus criteria.5,6 Among 

the identified criteria, the use of long-term 

oxygen therapy (LTOT) is seen to be a common 

criterion used for referral to specialist palliative 

care services.  

 

Methods: We evaluated COPD patients known 

to St Michael’s Hospital, Dun Laoghaire, who 

have had a recent Home Oxygen Order Form 

(HOOF) sent for long term oxygen therapy. The 

number of these patients who were known to the 

community palliative care team was then 

assessed.  

 

Results: Of the initial patients included in the 

study, the mean age was 77 years and the majority 

were receiving LTOT with a small minority 

requiring oxygen only for exertion. Despite 

potential benefit, a majority of these patients 

(57%) have not yet been linked to Community 

Palliative Care Team services.  

 

Conclusion: This data suggests that there are 

many unrecognised patients with COPD on 

LTOT who may benefit from a palliative care 

referral. Importantly, development of 

standardised palliative care referral criteria in 

COPD may help to enable appropriate, timely 

access to palliative care services and allow these 

services to plan for that demand that this may 

create. 

Keywords: chronic obstructive pulmonary 

disease, COPD, long-term oxygen therapy, 

palliative care. 
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2.26 Appropriateness of Oxygen 

supplementation in COPD Patients (116) 

Dr Hafiz Muhammad1, Mr Michael Sargent1, 

Dr Mazen Al-Alawi1, Dr Anandan Natarajan1, Dr 

Jana Kleinerova1 
1Our Lady's Hospital Navan 

Muhammad H, Sargent M, Al-Alawi M, 

Natarajan A, Kleinerova J 

Respiratory department, Our Lady’s Hospital  

Navan, Ireland 

 

 

 

Abstract 

 

Patients with COPD are at high risk of developing 

hypercapnic respiratory failure if over-

oxygenated as excessive oxygen suppresses their 

respiratory drive. We conducted a single-center 

audit evaluating Oxygenation practices with the 

purpose to assess adherence to British thoracic 

society (BTS) guidelines for this cohort. 

 

Retrospective data collection via chart review 

included all COPD patients presenting to OLHN 

between Jun-Aug 2024. Data included baseline 

characteristics and evaluation of Oxygenation 

target adherence and Oxygen prescription. 

 

A total of 73 patients were included in the study 

with mean age 73.9 ± 9.2  years. There was a male 

preponderance of 60.27%. Thirteen (18.1%) were 

established on LTOT before hospital admission. 

Thirty-five (48.6%) patients required 

Oxygenation during hospitalization. 

Oxygenation targets were documented 

appropriately in 61.1% of total cohort. Of the 35 

(48.6%) patients requiring Oxygen, 2 patients 

(5.7%) had an appropriately filled prescription. 

Finally, target saturation between 88-92% was 

assessed for subjects requiring oxygen treatment 

with the recordings of appropriate tapering in 17 

patients (48.6%). 

 

This audit identifies deficiencies in current 

practices in OLHN regarding management 

according to BTS guidelines. Necessary actions 

are being implemented in OLHN to encourage 

compliance with evidence based practice and 

improve group outcomes in COPD patients in 

acute setting. 

 

Keywords: COPD. Oxygen prescription. 
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2.27 Exertional Oxygen Requirement and 

Outcomes in Pulmonary Rehabilitation in 

COPD (249) 

Dr Roisin Hehir1, Mr Philip Tonge2, Dr Sarah 

O'Beirne1 
1Saint Vincent's University Hospital, 2Saint 

Michael's Hospital 

 

Background: Individuals living with chronic 

obstructive pulmonary disease (COPD) 

experience daily symptoms including shortness 

of breath and poor quality of life due to factors 

including poor pulmonary function and 

peripheral muscle dysfunction, ultimately leading 

to poor exercise capacity and worsening physical 

inactivity. Pulmonary rehabilitation (PR) has 

been shown to improve outcomes in COPD, 

reducing symptom burden and increasing 

exercise tolerance and quality of life. PR is 

patient-tailored and in some cases oxygen therapy 

may be needed to augment the effectiveness of 

physical training, a core component of in PR. We 

aimed to assess the consequences of significant 

exertional oxygen desaturation on PR outcomes 

in COPD. 

 

Methods: To assess the impact of significant 

exertional oxygen desaturation (peripheral O2 

saturation (SpO2) <88% on pulse oximetry 

during a six minute walk test(6MWT)) on PR 

outcomes in COPD, we examined baseline and 

post-PR changes in exercise capacity (6MWT 

distance) and symptom burden (COPD 

assessment test (CAT)), hospital anxiety and 

depression scale (HADS) and quality of life (St 

George’s Respiratory Questionnaire (SGRQ)) 

between those who desaturated significantly 

(SpO2 <88% on exertion regardless of whether 

the test was undertaken on room air or on the 

individuals pre-PR supplemental oxygen 

prescription) versus those without desaturation. 

Descriptive statistics were used to summarize 

patient demographics, pre and post rehabilitation 

measures were compared using a paired t-test 

with p-values <0.05 considered significant. 

 

Results: Patients with COPD attending 

outpatient PR in our center between 2024 and 

2025 were included. Unsurprisingly those who 

exhibited a significant exertional oxygen 

desaturation had significantly lower pre and post 

PR 6MWT distances versus those who 

maintained an SpO2 >88% during 6MWT 

testing. However, there was no significant 

difference in the percent improvement in 6MWT 

distance between groups, with a clinically 

important improvement achieved in both groups. 

Pre and post PR CAT, HADS and SGRQ were 

not significantly different between groups 

however individuals with COPD demonstrating 

significant O2 desaturation on pre-PR testing 

showed a significantly greater improvement in 

HADS and SGRQ versus those without a 

significant exertional desaturation. 

 

Conclusion: This study demonstrates the 

benefits of PR interventions to improve both 

physical and psychological well-being even in 

those with more severe COPD. 

 

Funding: No external funding was received 

Conflict of Interest: The authors have no 

conflict of interest to declare 

 

2.28 Community Integrated Care Centre 

Enabling Multidisciplinary COPD Care: 

Delivering Specialist-Led Lung Volume 

Reduction Pathways Closer to Home (135) 

Dr Owais Ahmed1,2, Ms Johanna O’Callaghan2, 

Ms Aisling McGowan1,2, Prof Karen Redmond3, 

Dr Abirami Subramaniam1,2 
1Department of Respiratory Medicine, Connolly 

Hospital, 2Respiratory Integrated Care Centre 

Dublin North West, St Mary’s Campus, 
3Department of Thoracic Surgery, Mater 

Misericordiae University Hospital 

 

Background: Chronic Obstructive Pulmonary 

Disease (COPD) is a leading cause of morbidity 

and mortality, with severe emphysema causing 

profound symptom burden, reduced quality of 

life, and high healthcare utilisation despite 

maximal therapy. Lung Volume Reduction 

(LVR), surgical or endobronchial, benefits 

selected patients. This initiative introduces 
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Ireland’s first community-based COPD 

Multidisciplinary meeting (MDM) within an 

Integrated Care Centre, delivering specialist-led, 

patient-centred care closer to home, aligned with 

Sláintecare principles. 

 

Method: Since February 2024, quarterly MDMs 

review severe COPD patients considered for 

LVR. The multidisciplinary team comprises of a 

respiratory consultant, cardiothoracic surgeon, 

nurse practitioners, physiotherapists, and 

physiologists. Standardised case presentations 

include medical history, pulmonary function, CT 

imaging with StratX analysis, echocardiography, 

functional assessments, rehabilitation, and 

patient-reported outcomes to guide personalised 

management plans. Structured referral pathways 

and standardised documentation streamline 

tertiary evaluation or alternative care. A 

dedicated database captures demographics, 

investigations, MDM recommendations, follow-

up actions, LVR interventions, and COPD 

optimisation measures for systematic evaluation 

of patient care and service impact. 

 

Results: Twenty-eight patients were reviewed 

across 6 MDMs (51% female; mean age 66 years, 

range 39–84). Lung function characteristics were 

impaired: mean FEV1 48% predicted (min 21%), 

mean residual volume 198% predicted (max 

369%), and mean DLCO 50% predicted (min 

26%). The median mMRC dyspnoea score was 3. 

Thirteen patients were referred for cardiothoracic 

assessment, with two successfully undergoing 

LVR. Nine patients are progressing through 

specialist assessment, and 9 were deemed 

unsuitable due to factors including active 

smoking, comorbidities, or alternative diagnoses. 

 

Conclusion: These findings suggest that nearly 

half of the patients discussed at the COPD MDM 

benefited from LVR assessment, underscoring 

the need for additional MDMs with appropriate 

access to assessment and specialist input. 

Through this initiative, the Community 

Integrated Care Centre has transformed COPD 

care by delivering specialist-led LVR pathways 

closer to home, improving access, optimising 

resources, and strengthening multidisciplinary 

collaboration, creating lasting value for patients, 

staff, and the healthcare system. 

 

2.29 Factors Associated with Non-completion 

of Outpatient Pulmonary Rehabilitation (225) 

Dr. Camilla Conta1,2, Dr. Ben Horgan1, Mr. 

Philip Tonge1, Dr. Sarah O'Beirne1,2 
1Department of Respiratory Medicine, St 

Michael’s Hospital, 2Department of Respiratory 

Medicine, St Vincent’s University Hospital 

 

Background: Pulmonary rehabilitation (PR) is 

an evidence-based intervention shown to improve 

outcomes in chronic respiratory diseases (CRD), 

such as chronic obstructive pulmonary disease 

(COPD), by reducing symptom burden and 

improving exercise tolerance. Despite its 

potential benefits, not all patients who are 

enrolled in PR complete the programme. The 

reasons for dropout remain poorly understood. 

 

Methods: To identify factors associated with 

non-completion (failure to start PR following 

referral, or premature dropout), we examined 

patient demographics (age, sex, lung disease 

diagnosis), baseline exercise capacity (6-minute 

walk test (6MWT) distance), symptom burden 

(COPD Assessment Test (CAT) and Hospital 

Anxiety and Depression Scale (HADS)), and 

quality of life (St George’s Respiratory 

Questionnaire (SGRQ)) in individuals referred to 

our outpatient PR programme. Patients were 

grouped by 'completer' and 'non-completer' 

status. Descriptive statistics summarized patient 

demographics, and pre- and post-rehabilitation 

measures were compared using paired t-tests. A 

p-value of <0.05 was considered statistically 

significant. 

 

Results: Patients with CRD attending outpatient 

PR in our center between 2024  and 2025 were 

included. The overall dropout rate was 23%. No 

significant differences in age, sex distribution, 

BMI, 6MWT distance, or HADS scores were 

found between completers and non-completers. 

However, non-completers reported significantly 

higher symptom burden and lower quality of life 
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at the start of the PR programme, as indicated by 

higher CAT and SGRQ scores (p<0.05). 

 

Conclusion: This study helps identify a group of 

patients that may be at higher risk of premature 

PR discontinuation who may benefit from 

targeted interventions to improve adherence. 

 

Funding: No external funding was received 

Conflict of Interest: The authors have no 

conflict of interest to declare 

 

2.30 Appropriate use of antibiotics in patients 

with an acute exacerbation of COPD (13) 

Doctor Muhammad Ahmad1, Dr Nicholas 

Bates1, Doctor Kenneth Bolger1 
1St Luke’s hospital kilkenny, 2Cork university 

hospital 

 

Background: Acute exacerbations of chronic 

obstructive pulmonary disease (AECOPD) are a 

common cause of hospital admissions and often 

result in the initiation of empiric antibiotic 

therapy. However, inappropriate antibiotic 

prescribing not only undermines clinical 

outcomes but also contributes significantly to 

antimicrobial resistance. At St Luke’s General 

Hospital in Kilkenny, a recurring concern was 

identified during respiratory ward rounds: 

patients admitted with AECOPD were frequently 

being started on incorrect antibiotics, most 

notably Piperacillin/Tazobactam. This 

intravenous antibiotic, with no oral equivalent, 

limits escalation options and promotes 

antimicrobial resistance. 

 

Aim: The objective of this audit was twofold: 

first, to assess whether patients presenting with 

AECOPD received antibiotics consistent with 

prior sputum culture results and HSE guidelines; 

second, to evaluate if appropriate 

investigations—such as sputum culture and urine 

antigen testing—were carried out during 

admission. 

 

Methodology: A retrospective audit was 

conducted on 23 randomly selected patients from 

the COPD Outreach database, who collectively 

experienced 36 exacerbation events over a two-

year period. Data were extracted from patient 

case notes, prescription kardexes, and the 

hospital’s laboratory system. Antibiotic 

prescriptions were reviewed for appropriateness 

in accordance with the HSE guidelines. 

Additionally, the audit examined whether sputum 

samples were sent for culture and if urinary 

antigen tests for Legionella and Streptococcus 

pneumoniae were performed. 

 

Results: Of the 36 exacerbation events, 25 cases 

(69.44%) involved appropriate antibiotic 

prescribing, while 11 (30.56%) were deemed 

inappropriate. Among the inappropriate 

prescriptions, 7 were corrected—5 within one 

day, and the remaining 2 after three and five days, 

respectively. Sputum culture and sensitivity were 

performed prior to presentation in 16 cases 

(44.44%) and during admission in 17 cases 

(47.22%). Urine antigen screening for atypical 

pathogens was carried out in 15 cases (41.67%), 

all of which returned negative results. 

 

Conclusions: While the majority of AECOPD 

cases were managed in line with current HSE 

guidelines, a significant proportion (nearly one-

third) received inappropriate antibiotics initially. 

Moreover, less than half of the patients had 

sputum cultures or urinary antigen tests 

performed, highlighting a gap in diagnostic 

stewardship. These shortcomings may hinder 

optimal antibiotic selection and increase the risk 

of resistance development. 

 

Recommendations: To address these findings, 

the audit proposes two key interventions: (1) 

educational sessions for clinical staff, particularly 

NCHDs, on guideline-adherent antibiotic 

prescribing; and (2) integration of a standardized 

AECOPD management protocol into the 

hospital’s MEG application, ensuring quick and 

consistent reference during clinical decision-

making. These measures aim to enhance 

compliance with national guidelines and promote 

responsible antibiotic use. 
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2.31 The Impact of a Formal, Structured 

Education Programme as part of Pulmonary 

Rehabilitation Delivery in Patients with 

COPD; a Service Review (95) 

Aisling Breen1, Miss Elaine Joyce1, Miss. 

Alanah Quinsey1, Fiona Tyndall1, Amy Fay1 
1Tallaght University Hospital 

 

Background: The British Thoracic Society states 

that the educational components of pulmonary 

rehabilitation (PR) are fundamentally integral to 

the format and success of the programme. In 

Tallaght University Hospital, two out of three of 

our PR classes are offered a formal, structured 

education programme. The other PR class receive 

informal education throughout the programme 

through conversation and open dialogue. The aim 

of this project was to retrospectively compare the 

outcome measure results of both COPD patient 

cohorts following the completion of PR. 

 

Methods: All patients with COPD who 

completed the programme between 08/07/2024 

and 31/07/2025 were included in the audit. Their 

six-minute walk test (6MWT), COPD 

Assessment Test (CAT) and Modified Medical 

Research Council (mMRC) were recorded during 

their initial assessment and at the end of the eight-

week programme. Due to staffing levels within 

the hospital and the availability of healthcare 

professionals to deliver talks, only two of the 

three PR patient groups were offered formal, 

structured education. The patients were cohorted 

into classes based on personal preference. 

Weekly, half-hour, educational talks included the 

topics of smoking cessation, inhalers, nebulisers, 

oxygen therapy, management of breathlessness, 

chronic lung conditions, energy conservation, 

speech and language therapy, future planning, 

stress, anxiety and depression. These talks were 

delivered by various HSCP professionals 

including Respiratory CNS, Speech and 

Language Therapist, Physiotherapist, Palliative 

Care CNS, Psychologist and Smoking Cessation 

Officer.  

 

Results: 69 patients with COPD completed PR. 

49 patients were offered a structured education 

programme and 20 patients received informal 

education.  

47 patients offered formal education completed 

an initial and final 6MWT. Their average change 

in 6MWT was 40.06m following PR. 28/47 

(59.6%) achieved the minimal clinically 

importance distance (MCID), 30m. 17 patients 

who received informal education completed an 

initial and a final 6MWT. Their average change 

in 6MWT was 26.94m. 11/17 (64.7%) achieved 

the MCID. 

46 patients offered formal education completed 

an initial and a final CAT. Their average change 

in CAT was -4.41 following PR. 32/46 (69.6%) 

achieved the MCID (-2). 12 patients who 

received informal education completed an initial 

and a final CAT. Their average change in CAT 

was -4.83. 8/12 (66.7%) achieved the MCID. 

46 patients offered formal education completed 

an initial and a final MMRC. Their average 

change in MMRC was -0.5. 20/46 (43.5%) 

achieved the MCID (-1). 13 patients who 

received informal education completed an initial 

and final MMRC. Their average change in 

MMRC was -0.54. 7/13 (53.8%) achieved the 

MCID.  

 

Conclusions: As seen in the results above, it is 

reassuring that both cohorts saw positive 

improvements across all outcome measures, with 

similar percentages achieving the widely-

accepted MCID. The patients offered formal 

education saw a greater increase in average 

6MWT change, however this may be due to 

individual outliers. Patients’ attendances and 

their knowledge of COPD were not assessed. It 

may be worthwhile completing the Bristol COPD 

Knowledge Questionnaire going forward and 

taking attendance at the educational talks.  

 

Keywords: Pulmonary rehabilitation, COPD 

Disclosures: The authors declare that they have 

no conflict of interest. 

 

2.32 Enhancing Chronic Airways Disease 

Management through Advanced Nurse 

Practitioner-Led Clinics (133) 
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Ms Diane Moran1, Ms Elizabeth Kavanagh1, 

Dr Turlough O’Hagan1, Dr John Cafferty1, Dr 

Tidi Hassan1, Dr Omaima Omar1, Dr Elaine 

Hayes1, Dr Ian Counihan1 

1Our Lady Of Lourdes Hospital 

 

Introduction: Advanced nurse practitioner 

(ANP)-led chronic airway disease clinics have 

been shown to improve the quality of respiratory 

care and reduce hospital admissions. We 

demonstrated that these clinics provide a high 

volume service alongside consultant clinics. 

 

Method: A prospective registry was performed 

of all patients attending 2 ANP clinics for chronic 

airway disease from January 2024 to December 

2025.  

 

Results: 1020 patients attended the clinics within 

the 24 months, with 842 (83%) confirmed 

diagnosis of COPD (n=423, 41%), asthma 

(n=367, 36%), asthma/COPD overlap (n=44, 4%) 

and bronchiectasis (n=8, 1%). Median age was 64 

(range 17-90). 748 (73%) were referred initially 

by the general practitioner, pooled from the 

general Consultant clinic waiting list (n=7986 for 

2022-2024). 988 pulmonary function test, 216 

FENO test, 472 sets of bloods and 212 sets of 

sputum were performed. 

 

Conclusion: ANP-led chronic airway disease 

clinics provide a high volume, comprehensive 

service including diagnosis, interpretation of tests 

and holistic patient management. These clinics 

deliver improved patient outcomes through 

enhanced disease control, reduced exacerbations 

and increased adherence to treatment plans.  
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2.33 Exploring the impact of exacerbations in 

severe Alpha-1 antitrypsin deficiency (254) 

Miss Rosie Carroll1, Suzanne Roche1, Emma 

Farrell1, Dr Caitriona Breathnach1, Anne Marie O 

Dowd3, Dr Tomás Carroll2, Noel G. McElvaney1 
1Beaumont Hospital, 2rish Centre for Genetic 

Lung Disease, Royal Collee of Surgeons in 

Irelandg, 3Alpha-1 foundation Ireland 

 

Background: AATD, particularly the severe ZZ 

phenotype is associated with obstructive lung 

disease and an increased risk of exacerbations. 

Exacerbations are classified based on patient 

reported change in symptoms or definitive events 

and are implicated in disease progression. We 

evaluated the frequency and severity of 

exacerbations in this cohort and explore 

characteristics of frequent exacerbators.   

 

Methods: This is a prospective national registry 

study of ZZ individuals with an FEV1/FVC ratio 

< 0.7 and/or emphysema on CT. A baseline 

survey was performed to establish baseline 

clinical information. Monthly calls are ongoing to 

establish the presence of increased symptoms 

suggestive of an exacerbation.   

 

Results: 90 ZZ participants were enrolled. The 

mean age was 63.2 years (range 33 – 80).31% 

were never smokers with 67% ex-smokers. All 

patients had airway obstruction with mean FEV1 

60.4% predicted (range 18 – 115%).   

 

Our patients have a large symptom burden at 

baseline and increased symptoms suggestive of 

exacerbations which were often under reported  
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Conclusion: Exacerbations are frequent with a 

prolonged recovery and detrimental impact on 

quality of life.  

  

 

Keywords: Alpha-1 antitrypsin deficiency, 

Exacerbations, Burden of disease Disclosures: 

No disclosures to declare  

2.34 Participant Feedback on Pulmonary 

Rehabilitation Programmes; a Service Review 

(142) 

Isolde O'Loughlin1, Fiona Tyndall1 
1Tallaght University Hospital 

 

Background: Chronic Obstructive Pulmonary 

Disease (COPD) affects an estimated 500,000 

people in Ireland and presents a significant 

burden to the Irish Healthcare system in terms of 

high hospital admission rates and significant 

healthcare costs. Pulmonary Rehabilitation (PR) 

is a well-established, evidence based intervention 

that is integral to the management of COPD and 

Asthma. PR has been proven to improve exercise 

capacity, reduce breathlessness and many other 

health related quality of life measures. 

Understanding the patient experience is vital to 

improving service quality, enhancing programme 

design and increasing participant engagement 

and adherence.   

 

Aims/Objectives:  

• Design a feedback questionnaire 

•Contact patients who have completed a PR 

programme in the last 3 months via telephone 

• Gather and analyse and present feedback from 

past PR patients 

• Improve the quality of the service delivered 

based on specific recommendations 

 

Methods: Ethical approval was obtained via 

Infonetica to contact former PR participants. A 

questionnaire was developed to evaluate their 

experience of the programme, adapted from the 

Lung Foundation Australia Pulmonary 

Rehabilitation Toolkit. The draft was reviewed 

by senior team members and a final version was 

formed. Participants who had completed PR 

within the previous three months were contacted 

via telephone. The questionnaire consisted of 

both closed and open-ended questions, allowing 

for a mixed-methods approach. Responses were 

documented in real time by the interviewer. The 

feedback was analysed and presented to all 

members of the medical physiotherapy team. 

 

Results: 18 patients were contacted, 13 answered 

and 5 were unavailable/did not answer. 100% of 

patients reported they found they benefitted from 

taking part in the programme. All participants 

reported they found the programme appropriate 

in terms of class structure, intensity, 

duration/frequency, time. 100% of participants 

also advised they felt more confident to undertake 

physical activity themselves following 

completion of the class.  

 

Conclusion: Feedback from participants who 

completed PR was overwhelmingly positive. 

They reported significant improvements in 

quality of life and increased confidence in 

maintaining exercise routines after completing 

the eight-week course. However, this feedback is 

limited to those who completed the programme, 

as the study did not capture insights from patients 

who discontinued PR for various reasons. 

Additionally, the use of telephone interviews 

posed some limitations in data collection. It may 

be worthwhile exploring the possibility of 

completing anonymous questionnaires in order to 

obtain more specific recommendations. Future 

work should aim to explore barriers to 

completion to better support patient engagement 

and improve programme accessibility. 

 

2.35 Methods and Formats of COPD Self-

Management Education: Do they meet patient 

needs and improve outcomes? A Scoping 

Review.(143) 

Ms Niki Byrne1, Ms Sinead Carr2, Ms Noreen 

Kilkenny3, Dr Sinead Walsh1 
1HSE West North West, West Galway & City 

Integrated Care Hub, 2University Hospital 

Galway, 3University of Galway 
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Background: Chronic Obstructive Pulmonary 

Disease (COPD) self-management education 

plays a vital role in supporting patients in 

managing their disease effectively. This 

education can be delivered in many formats, 

using a variety of educational methods. What 

remains unclear is whether these approaches meet 

the needs of people with COPD and improve 

outcomes.  

 

Objective: This scoping review aims to explore 

the various modes of COPD self-management 

education delivery, examine their characteristics 

and determine whether the learning needs of 

patients are met and achieve desired clinical and 

patient-reported outcomes. Additionally, the 

review investigates the use of tools or strategies 

to assess patients' ability to understand and apply 

educational content. 

 

Methods: Following the JBI scoping review 

methodology, a comprehensive literature search 

was conducted across Medline, CINAHL, Web of 

Science and Scopus. Grey Literature searches 

were completed to incorporate guideline and 

policy recommendations. Records were screened, 

data extracted and synthesised to map current 

evidence and ascertain gaps for research.  

 

Results: From an initial 483 records, 89 studies 

and grey literature sources were included. 

Publications spanned 1984–2025, with a notable 

increase since 2010; over 70% were published 

after 2015, reflecting rising attention to COPD 

patient education. Studies originated from 19 

countries, with the USA (n=15), UK (n=13), 

Canada (n=10), and the Netherlands (n=8) 

contributing the most. 

The review encompassed diverse methodologies: 

quantitative (n=62), qualitative (n=8), mixed 

methods (n=5), and grey literature (n=14). 

Sample sizes ranged widely (5–22,987), and 

intervention durations varied from one-off 

sessions to three years, most commonly between 

three months and one year. Grey literature 

consisted mainly of guidelines (n=11), 

frameworks (n=2), and a government report 

(n=1), consistently recommending structured, 

multidisciplinary, and ongoing education. 

Educational interventions differed substantially. 

Of the 75 research papers, 42 described 

standalone interventions, 29 combined 

approaches, and 4 were unclear. Interventions 

included smartphone apps (n=21), pulmonary 

rehabilitation (n=13), in-person sessions (n=23), 

online interventions (n=6), and others (n=12). 

Nurses (n=27) and multidisciplinary teams 

(n=20) most frequently delivered education. A 

quarter of studies (n=20) integrated strategies to 

support learning, including goal setting, 

motivational interviewing, and teach-back. 

Outcomes were measured through clinical 

indicators, patient-reported measures (n=37 

studies using 33 PROMs), and qualitative 

findings. Most interventions reported positive 

effects (n=43), nine showed benefit comparable 

to control, and only one reported a negative 

effect. 

Using the PAGER framework, findings 

highlighted advances in digital delivery, 

persistent gaps in health literacy assessment and 

outcome standardisation, and the need for co-

designed, blended, multidisciplinary approaches 

to optimise COPD self-management education. 

 

Conclusion:  Future research should explore 

optimal delivery methods, develop 

assessment/outcome tools and co-design 

interventions with patients to enhance relevance 

and impact. This will improve and strengthen 

self-management education for people with 

COPD. 

 

2.36 Eosinophilia as a Treatable Trait in a 

COPD Outreach Cohort: Implications for 

Future Biologic Therapy (126) 

Ms Clare Connolly1, Senior Physiotherapist 

Eimear Nic Dhonncha1, Senior Physiotherapist 

Ruth Keely1, Dr Sinead Walsh1,2 
1Galway University Hospital, 2Galway City 

Integrated Care Hub 

 

Background: The treatable traits model allows 

for personalised COPD management by targeting 

specific, modifiable clinical features. Blood 

eosinophilia is an emerging trait associated with 
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increased exacerbation risk and responsiveness to 

corticosteroids and biologic therapies. 

Identifying eosinophilic COPD within a COPD 

outreach cohort could inform future treatment 

strategies, particularly with the anticipated 

availability of biological therapies. 

 

Objective: To evaluate the prevalence of blood 

eosinophilia in a COPD Outreach cohort, and to 

explore its potential role in reducing hospital 

admissions with future biologic therapies. 

Methods: Patients enrolled in the Galway COPD 

Outreach program were retrospectively assessed 

for treatable traits, including peripheral blood 

eosinophil counts. Eosinophilia was defined as 

≥300 cells/μL.  

 

Results: A sample of 25 COPD Outreach patients 

was evaluated for treatable traits. Over the past 12 

months, their highest blood eosinophil count was 

documented. These averaged at an elevated level 

of 0.46 x10^9/L, ranging from a minimum of 0.2 

x10^9/L to a maximum of 1.02 x10^9/L. This 

group also experienced an average of 2.2 hospital 

admissions, with the number of admissions 

varying between 0 and 6. 

 

Conclusion: A significant proportion of patients 

in the COPD Outreach cohort exhibit an 

eosinophilia, identifying them as candidates for 

future biologic therapies. Integration of 

eosinophil count monitoring into routine outreach 

assessments may allow early identification of 

patients who stand to benefit from biological 

therapies, with the potential to reduce future 

healthcare utilisation. 

 

2.37 Screening for Dysphagia and Aspiration 

Risk in Acute Exacerbations of COPD: 

Preliminary findings from a Pilot Study (36) 

Phd Candidate Sandra Brandon1, Dr. Sandra 

Mc Menamin2, Dr. Sandra Antonijevic-Elliott2, 

Dr. Michael Harrison1 
1Galway University Hospital, 2University of 

Galway 

 

Background: Chronic Obstructive Pulmonary 

Disease (COPD) affects over 300 million people 

worldwide and is associated with significant 

morbidity and mortality [1,2]. Ireland has the 

highest rate of respiratory-related deaths and 

hospitalisations due to COPD exacerbations in 

Europe [3,4]. Dysphagia affects up to 50% of 

individuals with COPD [5], increasing risk of 

aspiration, hospitalisation, and mortality [6]. 

Swallowing impairments worsen during acute 

exacerbations (AECOPD) compared to stable 

phases [7]. 

 

No validated screening tool currently exists to 

reliably identify patients at risk of aspiration and 

dysphagia during AECOPD who require referral 

for comprehensive swallowing assessment by 

Speech and Language Therapy (SLT). This 

diagnostic gap may delay SLT intervention and 

increase complications. 

 

Objective: To evaluate the utility of the Eating 

Assessment Tool (EAT-10) [8] as a screening 

measure for predicting aspiration and dysphagia 

risk in people with COPD (PwCOPD) during 

AECOPD, and to assess its potential to guide 

SLT referral decisions. 

 

Methods: Eleven participants (8 males, 3 

females; mean age 75.2 ± 8.5 years) hospitalised 

with AECOPD were recruited between 

September 2023 and February 2024 at Galway 

University Hospital. Participants had moderate-

to-severe COPD (mean FEV₁% predicted: 

45.3%; mean FEV₁/FVC: 42.7%). 

 

Participants completed the EAT-10, a ten-item 

self-report tool for oropharyngeal dysphagia. 

Subsequently, fibreoptic endoscopic evaluation 

of swallowing (FEES) was performed by SLTs 

blinded to EAT-10 scores. FEES recordings were 

independently assessed by two blinded SLTs 

using the DIGEST-FEES protocol, quantifying 

dysphagia severity based on swallow safety 

(aspiration/penetration risk) and efficiency 

(muscle weakness and residue). 

 

Results: Dysphagia was present in 91% (n=10). 

Impaired swallow safety was observed in 73% 
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(n=8), and 91% (n=10) showed inefficient 

swallowing with pharyngeal residue. There was 

no significant association between COPD 

severity and swallow safety or efficiency. The 

EAT-10 identified dysphagia and aspiration with 

75% accuracy, but scores did not correlate with 

dysphagia severity.  

 

Conclusion: This pilot study reveals a high 

prevalence of dysphagia and aspiration in patients 

hospitalised with AECOPD. The EAT-10 shows 

potential as a practical screening tool to identify 

patients at risk of dysphagia and aspiration, 

supporting timely SLT referral. However, since 

EAT-10 scores do not reflect dysphagia severity, 

comprehensive SLT assessments remain 

essential. These findings emphasise the 

importance of routine dysphagia screening in this 

population to identify at risk patients requiring 

SLT dysphagia management and thus potentially 

improving patient outcomes. Further studies with 

larger cohorts are needed to validate and optimise 

screening protocols. 
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2.38 Symptom Management and Palliative 

Care in a COPD Cohort (163) 

Michelle O'Brien, Aseem Bararudeen, Dr Anne-

Marie Sweeney, Dr Emer Kelly1 
1St. Vincent's University Hospital 

 

Introduction: Patients with advanced COPD can 

be very symptomatic. Despite optimisation with 

medical treatments, patients continue to 

experience a variety of symptoms, with 

breathlessness, fatigue and cough, resulting in a 

loss of capability. Guidelines suggest palliative 

input should be considered at the time of 

diagnosis of a life-limiting illness. Our goal was 

to evaluate palliative approaches in a hospital 

based COPD Cohort.  

 

Methods: The SVUH COPD Cohort Study was 

approved by St. Vincent’s Healthcare Group, 

Ethics and Medical Research Committee in 2022 

and a RedCap anonymised database platform was 

developed. We reviewed the information on 

baseline assessment for intervention of a 

palliative nature. 

 

Results: Sixty eight patients were evaluated at 

their baseline visit to the COPD Optimisation 

Clinic. Demographic details: 44-89 years, 40 

male, 43 (72.9%) ex-smokers, 16 (27%) current 

smokers. All had spirometry confirmed COPD; 

FEV1 percent predicted range 21-111%, mean 

55.53, mean CAT score 17.4. Palliative referral 

was made in 5 patients (8.5%) and 22 (37.9%) 

were referred to pulmonary rehab on the visit. 

Pharmacological management of dyspnoea was 

used with 3 (5.1%) on opiates, 4 (6.8%) on 

mirtazepine, 1 (1.7%) on benzodiazepines.  

  

Conclusions: Palliative care has been shown to 

improve patient satisfaction with care, decreased 

symptom burden and in some cases better 

survival. The initial data from this cohort show 
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that palliative care is occurring in a low 

percentage of symptomatic patients. We plan to 

continue to expand on this longitudinal cohort to 

investigate the impact of the palliative approach 

and will qualitatively investigate the patient 

feedback on this intervention in future work.  

 

 

2.39 Acute Non-Invasive Ventilation Usage in 

OLOL Drogheda: a re-audit following 

intervention (98) 

Dr Fiona Hickey1, ANP Elaine Curran, Dr. 

Ruaidhri Keane, Dr Elaine Hayes 
1Our Lady of Lourdes Hospital, Drogheda 

 

Ward based non-invasive ventilation (NIV) usage 

was introduced to OLOL Drogheda in 2017 

following the establishment of a specialist 31-bed 

respiratory unit.  

 

The first audit of decision making around 

initiation of NIV, prescription practice, 

associated documentation and ongoing 

monitoring within the hospital was conducted in 

2022. This audit found that 77.7% of patients 

were administered higher FiO2 levels than an 

appropriate target saturation for the condition 

being treated and only 50% of audited patients 

had a target SaO2 level documented on 

presentation to the emergency department, prior 

to decision for NIV.  

 

Patients were frequently initiated on NIV 

immediately on arrival to ED, rather than 

prioritising medical management initially. Only 

3.4% of audited patients had a repeat ABG 

performed to evaluate effectiveness of medical 

management prior to NIV decision-making. 

Compliance with COPD medical management 

pathway of controlled FiO2 and optimization of 

bronchodilators was not optimized. 

 

The audit found that respiratory-related death was 

the outcome for 34.6% of patients.  

Successful discontinuation of acute NIV was 

achieved for 61.6% of patients, however 15.4% 

were discharged with home NIV. The study 

found that the rationale for NIV is often 

inaccurate resulting in inappropriate NIV 

initiation. Findings also revealed that initial 

prescription, subsequent changes, and goals of 

therapy, including an escalation/de-escalation 

plan, were not clearly recorded. 

 

Following these results, a new NIV guidance 

protocol has been developed with the aims of 

guiding NCHDs and nursing staff in appropriate 

patient selection, ongoing management and 

appropriate escalation. This protocol is a user 

friendly document, designed to be used by 

prescribers and clinicians without specialist 

respiratory training.  

 

A period of education and training was 

introduced for clinicians working in the 

emergency department as well as those on call for 

the wards out of hours and a printed version of 

this protocol was made readily available. 

 

A re-audit of NIV initiation, prescription settings, 

ongoing management and escalation or de-

escalation revealed a significant improvement in 

these metrics. A qualitative survey of NCHDs 

and nursing staff, especially those without 

specialist respiratory training, demonstrated 

increased understanding of the role of NIV in the 

acute setting and improved capacity for 

management of same.  

 

2.40 A review on impact of co-morbid 

obstructive sleep apnoea in patients admitted 

with COPD exacerbation in an acute hospital. 

(179) 

Dr Mark Ward1, Dr. Niall O'Rourke1, Dr. 

Marissa O'Callaghan1, Dr Laura Gleeson1,2, 

Prof. Brian D. Kent1,2 
1St. James's Hospital, 2Trinity College Dublin 

 

Background: COPD and OSA are both highly 

prevalent, but is unclear if the presence of OSA 

complicates admissions with COPD.  We sought 

to assess whether co-morbid OSA is associated 

with worse outcomes in patients admitted with 

COPD exacerbations. 
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Methods: All admissions for COPD 

exacerbations between January 2023 and June 

2024 were screened. Inclusion criteria included a 

confirmed FEV1/FVC ratio <0.70 and full 

electronic records. Patient demographics, 

pulmonary function, degree of respiratory 

support, apnoea:hypopnea index (AHI), co-

morbidities, arterial blood gases and patient 

outcomes were recorded.  

 

Results: 109 patients were analysed, 7 with OSA 

and 102 patients without. Co-morbid OSA 

increased the likelihood of requiring NIV (3/6 vs. 

9/102, OR 5.61) and was associated with longer 

length of stay (mean LOS 12.2 vs. 9.5 days; 

median 7.0 vs. 5.0 days). Patients with OSA had 

poorer lung function (FEV1 47.3%, FVC 65.9%, 

DLCO 48.2%) versus those without (FEV1 

51.3%, FVC 85.7%, DLCO 53.6%) and had 

higher admission bicarbonate levels (32.8 vs. 

26.5). Average BMI in those with OSA was 

35.1kg/m2. 

 

Conclusion: Co-existing OSA appears to be 

associated with increased morbidity and longer 

length of stays in patients admitted with COPD 

exacerbations.  

 

Keywords: Obstructive sleep apnoea, chronic 

obstructive lung disease, non-invasive ventilation 

 

2.41 Utilisation Of BNP To Diagnose 

Comorbid Heart Failure In Patients With 

COPD Exacerbations – Is Heart Failure An 

Under-Recognised Treatable Trait? (50) 

Dr. Michelle O'Dwyer1, Emma Colton1, Dr. 

Niall O'Rourke1, Dr. Marissa O'Callaghan1, Prof. 

Laura Gleeson1,2 
1Department of Respiratory Medicine, St. 

James’s Hospital, Dublin, Ireland, 2Trinity 

College Dublin, Dublin, Ireland 

 

Background: Heart failure (HF) is undiagnosed 

in roughly 17 % of people with COPD (Kibbler 

et al., 2023). COPD nearly doubles HF-related 

mortality compared with non-COPD populations 

(Sá-Sousa et al., 2024), yet routine assessment for 

HF is often not performed in patients admitted 

with COPD exacerbations 

 

Aim: To quantify real-world BNP utilisation in 

COPD admissions and determine how often an 

elevated BNP (> 900 pg mL−1) identifies 

previously unrecognised HF. 

 

Methods: COPD exacerbations admitted 

between January 2023 and June 2024 were 

screened. Inclusion criteria included post-

bronchodilator FEV1/FVC below 0.70, 

administration of systemic corticosteroids, and 

availability of complete electronic records. Of 

191 screened episodes, 103 fulfilled these criteria 

(mean age 69; 48.5 % male). Numeric BNP 

values, pre-existing HF status, and admission 

chest radiograph (CXR) reports were extracted 

from electronic records. A concentration above 

900 pg mL−1 defined a high BNP. CXRs were 

considered suggestive of haemodynamic 

overload if the radiologist recorded “pulmonary 

congestion.” Associations are expressed as odds 

ratios (OR) with 95 % confidence intervals (CI). 

 

Results: BNP was measured in 54/103 

admissions (52.4%). 17/54 assays (31.5 %) 

exceeded 900 pg mL−1. Pre-existing diagnosis of 

HF had been documented in 19 of 103 patients 

(18.4 %). BNP was ordered in 15 out of 19 

previously diagnosed HF cases. Among those 

tested, a high value was present in 11 (73.3 %).  

Among BNP-tested patients, high BNP occurred 

in 11/15 with an HF diagnosis versus 6/39 

without; unadjusted OR for high BNP (HF 

diagnosis vs no HF diagnosis) = 15.1 (95% CI 

3.6–63.7; p < 0.001). 

Pulmonary congestion was documented on 7 of 

103 admission CXRs (6.8 %). Within the BNP-

tested subset, 4/5 patients (80 %) with congestion 

had BNP > 900 versus 13/49 (26.5 %) without 

radiographic evidence of congestion (OR 11.1, 95 

% CI 1.1–108, P = 0.028). 

Length of stay and intensive-care admission were 

not significantly associated with BNP status. 

 

Conclusion: BNP is requested in only half of 

COPD exacerbations, yet almost one-third of 
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tests disclose heart-failure-range values. More 

than one-third of these elevations occur in 

patients lacking a HF diagnosis, suggesting only 

half of those patients who may potentially benefit 

from guideline-based HF therapies are currently 

being identified. Important limitations of BNP as 

a biomarker include potential for factors such as 

impaired renal function, high inflammatory 

markers and atrial fibrillation, which can limit its 

diagnostic accuracy. Nonetheless, employing a 

practice of referring patients with either 

pulmonary congestion on chest x-ray or elevated 

BNP (>900 pg ml -1) for echocardiography 

would result in fewer than 1-in-4 patients with 

COPD exacerbation being referred, balancing 

resource utilisation with the potential for 

improving integrated cardio-respiratory 

management and optimisation of comorbid HF as 

a treatable trait in COPD.  
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2.42 Frailty and Its Relationship to COPD 

Severity: A Clinical Cohort Analysis (69) 

Ruth Keely1, Ms Clare Connolly1, Eimear Nic 

Dhonncha1, Dr Sinead Walsh1 
1Galway University Hospital 

 

Background: Frailty assessment is emerging as 

an important tool for risk stratification in chronic 

obstructive pulmonary disease (COPD). Multiple 

recent systematic reviews and meta-analyses 

demonstrate that frailty is prevalent among 

COPD patients and strongly correlates with 

worse airflow limitation, increased symptom 

burden, reduced exercise capacity, frequent 

exacerbations, hospitalisations, and higher 

mortality rates. Frailty is associated with lower 

FEV1% predicted, higher CAT and mMRC 

scores, shorter six-minute walking distance, and 

poorer activities of daily living (Wang et al., 

2023). Furthermore, frail COPD patients have 

increased likelihood of hospital readmissions and 

mortality independently of age and COPD 

severity (Cherian et al., 2025). The prevalence of 

frailty varies by setting but remains significantly 

high even in younger COPD populations, 

underscoring its clinical importance (Hanlon et 

al., 2023). Collectively, this research establishes 

frailty as a robust and independent predictor of 

poor clinical outcomes in COPD. 

 

Objective: To investigate the correlation 

between frailty scores and disease severity 

(FEV1% predicted) in a cohort of COPD patients, 

who were known to the COPD Outreach service. 

 

Methods: Twenty-six COPD patients were 

classified by disease severity: mild (FEV1 

≥80%), moderate (FEV1 50–79%), severe (FEV1 

30–49%), and very severe (FEV1 <30%). Frailty 

was assessed using the Clinical Frailty Scale. 

This tool assesses an older adult’s illnesses, 

function, and cognition to rate their overall health 

and vulnerability on a 9-point scale, with higher 

scores indicating a greater level of frailty. 

 

Results: In this cohort (mean age 75 years, 40% 

male), 20% had very severe, 44% severe, 24% 

moderate, and 20% mild COPD. The average 

frailty score was 5 indicating a mildly frail cohort 

of COPD Outreach patients. Patients achieved a 

mean six-minute walk distance of 254.91 m 

(range 35–550 m) and had an average of 2.24 

hospital admissions over a 12-month period. 

Blood eosinophil count averaged 0.46 × 10⁹/L, 

with 76% of these being ex-smokers. Frailty 

scores tended to increase with disease severity; 

with higher frailty scores seen amongst patients 

with severe and very severe airflow limitation. 

 

Conclusions: This study supports a positive 

association between higher frailty scores and 

increased COPD severity. These findings align 

with recent meta-analyses demonstrating that 

frailty independently predicts reduced lung 

function, higher symptom burden, more frequent 

exacerbations, hospitalisation, and mortality in 

COPD patients, underscoring the importance of 

frailty assessment in clinical practice. 

https://doi.org/10.3390/jcm13175173
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Moving forward, it is proposed that a Clinical 

Frailty Scale (CFS) score be systematically 

assigned to all patients at their initial assessment 

as part of a proposed standardised national 

physiotherapy proforma for the COPD Outreach 

programme. This assessment should be repeated 

upon discharge to evaluate any improvement 

achieved through the programme.  

 

Furthermore, identifying patients with a CFS 

score greater than 5 may serve as a useful prompt 

for clinical staff to consider early referrals to 

community support services, such as community-

based pulmonary rehabilitation and ICPOP, 

aiming to reduce symptom burden and deliver 

more comprehensive, patient-centred care. 

 

2.43 A Quality Improvement intervention to 

improve the management of Acute 

Exacerbation of COPD in Primary Care.  (74) 

Mr Christian Bennison1, Dr Nieve O'Martin2, 

Dr Stephanie Mullen3, Dr Nazia Chaudhuri4 
1Ulster University, 2Western Health Social Care 

Trust, 3Parkview Medical Practice, 4Ulster 

University 

 

Introduction: Chronic obstructive pulmonary 

disease (COPD) accounts for the second largest 

cause of emergency admissions in the NHS and 

remains a major cause of morbidity and mortality. 

Acute exacerbations of COPD (AeCOPD) 

significantly impact a patients’ quality of life and 

frequently drive primary care consultations, 

subsequent secondary care referrals and hospital 

admissions. Optimising primary care 

management of COPD and AeCOPD is critical to 

reduce disease burden and improve patient 

outcomes.  COPD rescue packs (RP) consist of 

pre-prescribed oral corticosteroids and antibiotics 

that should be utilised with AeCOPD. RP enable 

patients to initiate timely treatment and evidence 

suggests that appropriate RP use reduces primary 

care contact and improves outcomes. The 

recording of patients with COPD and AeCOPD, 

as well as the use of RP using read-codes are 

outlined in NICE guidance (NG115). Despite 

this, barriers exist to the correct recording of 

disease and medications. These include for 

example, insufficient clinical education and 

reference materials, time and financial 

constraints, high patient volumes, lack of 

feedback loops and inadequate systems. A local 

practise-based audit was undertaken at the 

Parkview surgery in Dungannon. Local data was 

scrutinised and problems analysed through 

process mapping. It was found that inaccurate 

coding of COPD existed (n=121 found to have 

COPD with n=28 patients falsely recorded), no 

coded AeCOPD were detected and only 3 coded 

prescriptions of RP existed. 

 

Aims: Improve the coding of those with 

AeCOPD to 33% and the coding of RP 

prescription for AeCOPD in keeping with NICE 

NG115.  

 

Methods: Patient data was extracted from the 

electronic system EMIS using standardised code 

searches. A series of Plan-Do-Study-Act (PDSA 

cycles) were established over a 6-month period 

from October 2024 to April 2025 to meet the 

study aims. PDSA interventions included formal 

education on COPD and computer coding, the 

creation of a COPD management flowchart and 

patient leaflet, and an electronic alert to flag those 

eligible for RP prescription. Data was compiled 

and collated between PDSA cycles and used to 

guide the subsequent cycle. 

 

Results: Baseline data: coded diagnosis of COPD 

(n=121), coded RP (n=3), coded AeCOPD (n=0). 

Incremental improvements in the coding of 

AeCOPD and full compliance in the coding of RP 

was observed. Following the first PDSA cycle the 

number of coded AeCOPD rose by 38% (n=48) 

and coded RP improved to 100%. After the 

second PDSA cycle AeCOPD improved by 7% 

(n=55) with RP remained at 100%. At the 

conclusion of third and last PDSA cycle 

AeCOPD rose by a further 9% (n=60) and RP 

stayed static (100%). 

 

Conclusion: This focused practice-based audit 

highlighted a lack of compliance with NICE 

guidance for the coding of COPD and provision 

of COPD rescue packs where appropriate. 
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Targeted interventions over 6 months improved 

compliance of COPD disease coding by 60% and 

of rescue-pack prescription coding by 100% at 

the end of the audit cycle; exceeding the aims of 

this project. This audit demonstrates that modest 

interventions in the primary setting can 

dramatically improve COPD care. 

  



 

  

 Irish Thoracic Society Annual Meeting 2025 

 

63 

Irish Thoracic Society Poster 

Review and Discussion 

Friday 21st November 2025 

3. General Respiratory 

3.01 Early Heart Rate Recovery as a 

Fitness Metric in Healthy Adults (204) 

Ms Sumitra Hui Xian Cheong1, Mr Anthony 

Pierce3, Ms Eimear O'Brien3, Mr Christopher 

Simpson2, Prof Seamus Linnane2 
1UCD School Of Medicine, 2Department of 

Medicine, Beacon Hospital , 3Beacon Hospital 

Research Institute  

 

Following maximal exercise, heart rates return to 

basal levels under the combined influence of 

sympathetic withdrawal and parasympathetic 

activation. Heart rate recovery at one minute 

(HRR1) is an established predictor of autonomic 

dysfunction and adverse outcomes in patient 

populations. Although athletes often use HRR1 

cutoffs as a surrogate of fitness, the scientific 

evidence supporting its role in healthy adults is 

less well established. A fall of ≥12 beats per 

minute is frequently cited as a practical threshold 

to distinguish normal from impaired recovery. 

VO₂max remains the gold standard for fitness. 

The ratio of heart rate at anaerobic threshold to 

maximal heart rate (HR_AT/HR_max) is a 

validated index of endurance fitness and 

autonomic efficiency. This study evaluated 

whether HRR is a valid fitness marker in healthy 

adults and whether alternative indices are better 

fitness markers. 

Twenty-four healthy adults of mixed athletic 

ability underwent maximal cardiopulmonary 

exercise testing. Anaerobic threshold (AT), 

maximal oxygen uptake (VO₂max), and 

maximal heart rate (HR_max) were measured. 

Continuous monitoring continued for 10 minutes 

post-exercise. HRR1, HR_AT/HR_max, per-

second recovery slopes, and time to 

return to HR_AT were derived. Group 

comparisons examined both absolute HRR 

cutoffs at one minute and recovery trends across 

1–10 minutes, as well as dynamic thresholds 

scaled to 

HR_max (7%) and resting HR (15%). 

HRR1 defined by a 12 bpm cutoff correlated 

significantly with HR_AT/HR_max (r² = 0.229,p 

= 0.024) but not with VO₂max or HR_max. 

Across HRR1–10, the first minute showed the 

strongest association with HR_AT/HR_max. 

Cutoff analyses confirmed that the most  

significant associations and largest group 

differences occurred at HRR1 thresholds between 

8and 10 bpm, with p &lt; 0.05 in this range. 

Cutoffs above 14 bpm progressively lost 

discriminative power, and no significance was 

observed beyond 20 bpm. Dynamic thresholds 

scaled to HR_max (7%) discriminated groups (p 

= 0.025), whereas thresholds based on resting HR 

(15%) did not. Of the per-second slopes, only that 

at 20 seconds was significant (r= –0.453, p = 

0.034). Time to return to HR_AT demonstrated 

the strongest overall association with 

HR_AT/HR_max (r² = 0.314, p = 0.007). 

HRR1 using a 12 bpm cutoff does provide 

information on fitness, chiefly in relation to 

metabolic ratios rather than maximal capacity, 

and outperforms later recovery measures such as 

HRR2, HRR3, and subsequent minutes up to 

HRR10, which showed progressively weaker 

associations. Recovery rate from per-second 

slopes did not yield robust measures of fitness. 

Dynamic HRR derived from resting HR was not 

useful, whereas HRR scaled to HR_max 

performed best and supports refinement of 

conventional cutoffs. Although the 12 bpm cutoff 

remains pragmatic and widely used in athletic 

practice, the optimal discriminatory window in 

this study lay between 8 and 10 bpm. Among 

simple indices, the most powerful was the time 

required to return to HR_AT, which 

outperformed all other measures and should be 

further 

explored as it offers significant predictive 

opportunities at minimal computational cost. 

 

3.02 Overall Survival of Pulmonary Artery 

Hypertension Patients on Sotatercept: An 

Analysis of STELLAR and SOTERIA Trials 

(10) 
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Ms Claire O'dwyer1 
1Merck and Co., Inc 

 

Background: Pulmonary arterial hypertension 

(PAH), a rare, progressive group of pulmonary 

hypertension, has an estimated 5-year survival of 

55%. Sotatercept, a novel activin signaling 

inhibitor approved for the treatment of PAH, has 

demonstrated significant improvements in 

clinical endpoints compared to placebo. This 

analysis aimed to estimate the treatment 

difference between sotatercept and placebo in 

overall survival (OS) using two clinical trials.  

 

Methods: Patients from both study arms of the 

completed pivotal Phase 3 trial of sotatercept 

(STELLAR:NCT04576988) had the option to 

continue to the on-going, single-arm, Phase 3 

open-label, long-term follow-up trial 

(SOTERIA:NCT04796337), which is also 

accepting patients from other on-going, blinded 

trials (ZENITH:NCT04896008; 

HYPERION:NCT04811092). Patients from 

placebo were switched to sotatercept at 

SOTERIA enrollment. OS was defined as the 

number of weeks from randomization in 

STELLAR to death due to any cause. Participants 

without documented death were censored at the 

earliest of last contact or database cutoff date 

(STELLAR only: 12/06/2022; SOTERIA [all 

patients enrolled]: 11/08/2023). Rank-Preserving 

Structural Failure time (RPSFT) approach with 

acceleration factor determined using G-

estimation was used to consider treatment 

switching from the placebo arm in STELLAR to 

sotatercept in SOTERIA. RPSFT adjustment 

using Cox proportional hazards modeling with 

treatment as a covariate stratified by World 

Health Organization functional class and 

background PAH therapy was conducted.  

 

Results: 163 patients on sotatercept and 160 

patients on placebo were included at 

randomization in STELLAR. Of 296 STELLAR 

participants, 153 from the sotatercept arm 

continued to receive sotatercept and 143 from the 

placebo arm crossed over to receive sotatercept in 

SOTERIA. Time at risk was 15,680 person-

weeks for the sotatercept arm, 14,633 person-

weeks for the unadjusted placebo arm, and 7,576 

person-weeks for the RPSFT-adjusted placebo 

arm. Overall, 3 (1.8%) deaths were observed for 

patients on sotatercept compared to 11 (6.9%) for 

patients on placebo. The event rate for sotatercept 

was 0.06 and 0.13 per 100 person-weeks lower 

compared to unadjusted and RPSFT-adjusted 

placebo (sotatercept = 0.02, placebo = 0.08, 

placebo [RPSFT adjusted] = 0.15; per person-

weeks), respectively. While median survival was 

not reached, a significant reduction in the risk of 

mortality was found for patients on sotatercept 

compared to placebo (hazard ratio=0.17 [95% 

confidence interval: 0.03, 0.90], p = 0.037).  

 

Conclusions: In this analysis of two Phase 3 

trials, sotatercept was shown to significantly 

reduce the risk of death compared to placebo. 

Future analyses of longer-term sotatercept 

exposure are warranted once all on-going trials 

are completed and unblinded. 

3.03 A brave new era of non-bedded acute care 

management of respiratory patients in 

University Hospital Limerick (159) 

Ms Úna O'Connor1, Dr. Muhammad Ammar 

Iqbal1, Dr. Saad-Bin Ejaz1, Dr. Abdul Mannan1, 

Dr. Hafiz Muhammad Ali1, Ms. Eilis Gleeson1, 

Ms. Noelle Ryan1, Ms Liga Kokina1, Ms. Claire 

Mulqueen1, Dr Umar Khan1 
1Respiratory Department, University Hospital 

Limerick, HSE Mid West 

 

Background: Acute Virtual Wards were 

introduced to the Irish Healthcare system in July 

2024 with University Hospital Limerick (UHL) 

chosen as one of two pilot sites in initial roll out. 

A Virtual Ward (VW) service facilitates patients 

to receive hospital level care, monitoring and 

treatment in the comfort of their own homes 

enabled by technology and monitored 24/7 in a 

central hub in an acute hospital. Our respiratory 

service was at the forefront of leading and 

delivering this innovative model, as a respiratory 

patient pathway was one of the first two clinical 

pathways rolled out in phase 1. 
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Aim: To evaluate the data on management of the 

respiratory patient cohort on UHL VW "hospital 

at home" model of care. 

 

Methods: Retrospective Quantitative analysis 

Undertaken on first 50 patients transferred to VW 

from data collected on Integrated Patient 

Management System, vendor reports and an 

internal respiratory database. 

Results: Number of patients: 50  

Source of Referral:  Wards/Acute Medical Unit/ 

Emergency Department 

Average age:  64.2 years (Age range from 24-86) 

52% Male and 48% female. 

Diagnosis: COPD 42%, COPD/ILD 2 %, Asthma 

16%,  Asthma/COPD 5%,  Covid-19 11%,  Flu 

9%,  LRTI 14% , Lung Cancer(same day chest 

drain removal) 1% 

Average length of stay: (LOS) on VW 6.8 days 

with 342 bed days used 

Patient outcomes: Transfer back to ED during 

VW stay: 4 patients (8%)  

(2 patients deterioration of primary diagnosis, 2 

patients new diagnosis) 

Readmission to hospital within 30 days of their 

discharge from VW: 3 patients 6% 

 

Conclusion: UHL is one of two pilot sites to 

implement this innovative model of hospital level 

care in Ireland. It presents a viable option to roll 

out virtual wards nationally as we embrace this 

digital era in healthcare, with clear objectives 

including pathway expansion, workforce 

retention strategies, and sharing proof of concept 

of the innovative work undertaken. This audit 

demonstrates respiratory patients who meet 

specific inclusion criteria with an improving 

illness trajectory can be managed safely on VW. 

Additionally, it also demonstrates strong positive 

impact in terms of bed days saved and 30 day 

readmission rate, presenting an effective option 

for reducing the burden on in-hospital bedded 

care capacity of respiratory patients. ANP 

respiratory plays a key role in improving access 

and integration, with the support of the 

respiratory clinical lead and team. 

 

Key Words: Respiratory, Virtual Wards, Digital 

Health, Technology and Transformation, 

Advanced Nurse Practitioner 
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3.04 A Quality Improvement Project to 

Reduce the Environmental Impact of Inhaler 

Disposal (194) 

Emily O'Carroll Marangos1, Dr Sarah 

McKeown, Dr Alison Vaughan1, Dr Nazia 

Chaudhuri 
1Ulster University 

 

Background: Pressurised metered dose inhalers 

(pMDIs) are an 'NHS carbon hotspot', accounting 

for 3% of all NHS emissions. Over 60 million 

inhalers are dispensed per year in the UK, 70% of 

which are pMDIs.  

Hydrofluorocarbon (HFC) propellants, powerful 

greenhouse gases more potent than CO2, are still 

present in used pMDIs. When these are disposed 
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of in household waste, HFCs are released into the 

atmosphere from landfill, contributing to climate 

change. 

The aim of this Quality Improvement Project 

(QIP) is to increase the correct disposal of 

pMDIs, thereby reducing the environmental 

impact. By returning used pMDIs to a pharmacy, 

they can be sent for medical waste incineration, 

undergo thermal decomposition into simpler 

compounds, thus reducing their impact. This 

project was undertaken at a GP practice, where 

3540 pMDIs were prescribed in the previous 

year. 

 

Methods: QI methodologies, including a process 

map and fishbone diagram, were used to 

understand the current system. A driver diagram 

was used to generate change ideas which were 

then implemented using PDSA cycles. Change 

ideas focused on GP practice staff and patient 

education regarding correct disposal. Progress 

was measured weekly through the number of 

pMDIs returned to the adjacent pharmacy. 

 

Results: This QIP promoted long term 

behavioural change amongst patients and staff. 

Baseline measurements revealed patients were 

returning pMDIs to the pharmacy, with an 

average of 8 inhalers per week. Despite some 

week-to-week variability, a general positive trend 

was observed, with sustained change after the 2nd 

PDSA cycle. Following 4 PDSA cycles, the 

objective was exceeded beyond expectation, 

averaging 17.5 inhalers per week, representing a 

118.75% rise in the weekly average. 

It is clear from the results that the interventions of 

this QIP caused change. 226 pMDIs were 

diverted from landfill throughout the duration of 

the project, representing a positive impact on the 

environment and patients’ engagement in their 

health condition. 

 

Conclusions: The climate crisis is a real threat to 

public health. This QIP is raising awareness of the 

impact of pMDIs on the environment, and 

positively influencing patients and staff. 

Diverting pMDIs from landfill will have a direct 

impact on the carbon footprint of patients, the 

practice, and the NHS. This QIP could prompt 

exploration of other environmental options 

within the practice in the future and could be 

easily reproducible in other practices and 

pharmacies. 
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3.05 Oxygen Prescribing and Monitoring: A 

Completed Audit Cycle in a Tertiary Teaching 

Hospital (205) 

Dr Elkhidir Babikir1 
1Connolly Hospital Blanchardstown 

 

Background: Oxygen is widely used in hospital 

practice, but inappropriate prescribing or 

monitoring can cause harm. National guidelines 

advise that oxygen should be prescribed with a 

documented target saturation range. This audit 

examined adherence to these standards on 

medical and respiratory wards. 
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Methods: A one-week, point-prevalence audit 

was carried out at Beaumont Hospital. Adult 

inpatients receiving oxygen therapy were 

included, excluding those on end-of-life care. 

Data collected included: presence of a formal 

prescription on the Kardex, documentation of a 

target saturation range, appropriateness of that 

range (94-98% for most patients; 88-92% for 

those at risk of hypercapnic respiratory failure), 

and whether observed saturations matched the 

intended range at the review. After baseline 

analysis, staff education and visual prompts were 

introduced. A re-audit was then conducted. 

 

Results: Thirty-three patients were included at 

baseline. Oxygen was prescribed on Kardex for 3 

patients (9%). A target saturation range was 

documented for 13 patients (39%), of which 5 

(38%) were appropriate. At review, 6 patients 

(18%) were within their intended range. 

On re-audit, 26/33 patients (79%) had a formal 

prescription, 21/33 (64%) had a documented 

target range, 17/21 (81%) of these were 

appropriate, and 10/33 (30%) were within 

intended range at review. 

 

Conclusions: Compliance with oxygen 

prescribing and monitoring improved after 

targeted interventions. 

Formal prescription and documentation of target 

ranges increased, with a higher proportion of 

appropriate ranges. The proportion of patients 

within their intended range also improved 

slightly. These results highlight the impact of 

simple, low-cost interventions and the 

importance of repeating audits to sustain change. 

 

Keywords: Oxygen therapy; prescribing; audit; 

target saturation; quality improvement. 
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3.06 Evaluating CTPA Turnaround Times for 

Suspected Pulmonary Embolism at Beaumont 

Hospital (121) 

Doctor Babar Shehzad1, Dr Reema Alsufyani1, 

Doctor Hebatalla Ismail1, Doctor Douglas 

Mulholland 
1Beaumont Hospital 

 

Background: Timely CTPA reporting is 

essential for the management of pulmonary 

embolism (PE). The National Radiology Quality 

Improvement Programme (NRQIP) recommends 

reports within ≤12 hours for ED requests and 

≤24 hours for inpatient requests. A previous 

audit in November 2022 identified gaps in 

compliance, prompting this re-audit at 

Beaumont Hospital to assess compliance with 

NRQIP-recommended turnaround times (TAT) 

for CTPA reporting in ED and inpatient settings, 

and to compare results with the November 2022 

audit. 

 

Methods: We retrospectively reviewed 130 

CTPAs performed in February 2024. Data on 

request time, imaging time, and reporting time 

were obtained from McKesson/NIMIS. 

Compliance with NRQIP targets was assessed 

and compared with the 2022 audit. 

 

Results: 

• A total of 130 CTPAs were reviewed. 

Mean patient age was 62.8 years (SD 17.4); 65% 

were male. 

• Requests: 38 (29%) originated from ED 

and 92 (71%) from inpatient wards, including 

ICU. 

• ED requests: 89% (34/38) were reported 

within 12 hours, an improvement from 83% in 

2022. 

• Inpatient requests: 97.8% (90/92) were 

reported within 24 hours, a slight decrease from 

100% in 2022. 

• Overall: 65% (85/130) were reported 

within 24 hours of request. 

 

Conclusions: Performance improved for ED 

reporting compared with the 2022 audit, with 

greater compliance with the 12-hour NRQIP 

target. Inpatient compliance remained high, 

though there was a minor decline, likely 

reflecting increased radiology workload 

affecting non-urgent reporting. 
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3.07 Characteristics of Patients with 

Pulmonary Alveolar Proteinosis in an ERN-

Lung Expert Centre. (172) 

Shane Buckley, Gull Zaman, Lindsay Brown, 

Niamh Boyle, James Ryan, Aurele Fabre, David 

J Murphy, Michael P. Keane, Cormac McCarthy 

 

Department of Respiratory Medicine, St 

Vincent’s University Hospital, Dublin 4, Ireland 

 

Background: Pulmonary Alveolar Proteinosis 

(PAP) is a syndrome characterised by the 

accumulation of alveolar surfactant and 

dysfunction of alveolar macrophages. PAP 

results in progressive dyspnoea of insidious 

onset, hypoxaemic respiratory failure, secondary 

infections and pulmonary fibrosis. The 

international prevalence of PAP has been 

reported as 7 per million1. The aim of this study 

was to describe a cohort of patents with PAP 

attending the ERN-Lung referral centre. 

 

Methods: Single centre observational study 

looking at patients who attended the NRLDC and 

were diagnosed with PAP. Data analysed from 

clinic for these patients identified age, gender, 

smoking status, initial presentation, method of 

diagnosis (Radiology/Biopsy/anti-GM-CSF 

antibody), PFTs, biopsy, bronchoscopy and 

treatment. 

 

Results: 14 patients attended the clinic with PAP. 

10 were male (71%) and 4 were female (29%). 

Average age of the cohort at diagnosis was 63. 11 

out of 14 (79%) presented with dyspnoea, 8 out 

of 14 (57%) had statin therapy. 12 out of 14 

(86%) had noted fibrotic CT changes on review 

of initial radiology reports, while in 4 out of 14 

(29%) “crazy-paving” was mentioned. 9 out of 14 

(64%) were anti GM-CSF antibody positive. 

 

Conclusion: The estimated international 

prevalence of 7 per million, given the population 

of Ireland (5.2 million), would approximate to 36 

cases nationally, while only 14 cases have 

attended this centre. While some cases may 

follow in other centres, it might be inferred from 

this data that the estimated prevalence nationally 

for PAP is approximately 2.7 per million. This 

likely represents under diagnosis and lack of 

awareness of this rare syndrome. 
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3.08 Patient characteristics and clinical 

outcomes in a cross-specialty post-pulmonary 

embolism clinic (203) 

Dr Margaret Higgins1, Dr Lucy McCourt1, Dr 

Elizabeth Dunphy1, Dr Ciara McCormack1, Dr 

Barry Kevane2, Dr Sarah Cullivan1 
1National Pulmonary Hypertension Unit, Mater 

Misericordiae University Hospital, 2Department 

of Haematology, Mater Misericordiae University 

Hospital 

 

Background: Post pulmonary embolism (PE) 

syndrome is a common cause of morbidity 

following PE and comprises of persistent 

dyspnoea, exercise limitation and impaired 

quality of life despite adequate treatment. 

Evidence shows that systematic follow-up of PE 

improves the identification of post PE 

complications such as chronic thromboembolic 

pulmonary disease (CTEPD) (1). On this basis, a 

cross-specialty Haematology and Respiratory 

post-PE clinic was established in the Mater 

Hospital in December 2023 to streamline the 

follow up of patients following PE and to 

improve the identification and management of 

complications. To our knowledge, this is the first 

of its kind in Ireland.  

 

Methods: This was a single centre retrospective 

observational study of patients seen in the Post-
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PE Clinic between December 2023 and May 

2025. Data was collected from the in-house 

electronic database (Patient Centre). Patients 

without a history of PE were excluded from the 

analysis. 

 

Results: Forty patients with a history of PE were 

included in the study, of which 23 (58%) were 

male. The mean age at the time of clinic review 

was 54 ± 14 years. At the time of PE diagnosis 2 

(5%) patients were stratified as high risk, 14 

(35%) as intermediate-high risk, 8 (20%) as 

intermediate-low risk and 16 (40%) as low risk. 

The median time between the incident PE and 

review in the post-PE clinic was 8.5 months. 

Persistent dyspnoea was observed in 26 (65%) 

cases, and 28 (70%) patients proceeded with post-

PE investigations, including VQ scanning (n=26, 

65%), pulmonary angiography (n=12, 30%), right 

heart catheterisation (n=3, 8%) and cardio-

pulmonary exercise testing (n=2, 5%). Nine 

(22.5%) patients were diagnosed with CTEPD 

without pulmonary hypertension (PH), 3 (7.5%) 

patients with chronic thromboembolic pulmonary 

hypertension (CTEPH) and 28 (70%) did not 

have any evidence of pulmonary vascular 

complications. When stratified by risk status, 

there was no significant relationship between PE 

risk status and subsequent pulmonary vascular 

complications.  

 

Conclusion: This study describes the baseline 

characteristics of patients attending the post-PE 

clinic. Pulmonary vascular complications were 

common at 30% (n=12), highlighting the 

importance of systematic follow of these patients 

in a dedicated clinic. Furthermore, dyspnoea 

following PE is common and was observed in 

65% (n=26) of patients. This underscores the 

heterogeneous nature of post-PE dyspnoea which 

can have diverse aetiologies including 

deconditioning, anxiety, CTEPD and co-

morbidities. Systematic follow up is important to 

identify pulmonary vascular complications, but 

also to provide reassurance to those with 

persistent symptoms and reassuring 

investigations following PE.  
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3.09 Optimizing Pulmonary Embolism 

Management: Evaluating ESC Guideline 

Adherence in Age-Adjusted D-dimer 

Utilization, Malignancy Screening, High-Risk 

PE Stratification, and Chronic Disease Follow-

Up at Mayo University Hospital (144) 

 

Authors: 
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² University of Galway 

 

_______________________________________

_ 

Background: In patients aged ≥50 years with 

low clinical probability of pulmonary embolism 

(PE), the Age-Adjusted D-dimer (AADD) 

improves diagnostic accuracy [1]. For patients 

with confirmed PE on computed tomography 

pulmonary angiogram (CTPA), the European 

Society of Cardiology (ESC) guidelines 

recommend the use of prognostic scoring systems 

such as the simplified Pulmonary Embolism 

Severity Index (sPESI) to identify those at high 

risk who may require immediate reperfusion 

therapy. For patients with unprovoked PE, 

thrombophilia testing should be considered, and 

screening for occult malignancy should be 

limited to age-appropriate cancer screening (e.g., 

PSA testing, breast examination, mammography) 

[2]. 

This audit aimed to assess adherence to the 2019 

ESC guidelines for the diagnosis and 
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management of PE at Mayo University Hospital 

(MUH), focusing on: (1) use of age-adjusted D-

dimers in assessing PE probability and requisition 

of CTPA, (2) management of high-risk PE, and 

(3) assessment and workup of unprovoked PE. 

_______________________________________

_ 

Methods: Clinical data from NIMIS and iLAB 

systems were reviewed for patients undergoing 

CTPA between 1 January 2022 and 31 December 

2024. Data collected included D-dimer levels, 

CTPA indications, and CTPA reports. Medical 

records were reviewed to determine whether 

appropriate risk stratification scores (PESI or 

sPESI) were applied in managing high-risk PE. 

_______________________________________

_ 

Results: A total of 3,154 CTPAs were performed 

during the study period, with 25 cases excluded 

due to incomplete records.2, 892 (91%) had 

elevated AADD levels and underwent CTPA, and 

PE confirmed in 294 patients (11%). 

Additionally, 82 patients (2.5%) had D-dimer 

levels below the age-adjusted threshold but high 

clinical suspicion for PE, had a CTPA.   Of the 82 

patients with the AADD below the threshold, 57 

patients (60%) PE was not confirmed on CTPA 

while in 25 patients (31%) CTPA confirmed a PE 

including 7 patients diagnosed with massive PE. 

Of the 7 patients with massive PE, one patient had 

a PESI score calculated. Thrombolysis therapy 

was administered in two patients, while the 

remaining five patients were managed with low 

molecular weight heparin (LMWH) and close 

monitoring. 

Of the 296 patients with confirmed PE, 85 had no 

identifiable risk factors. Only 10% (n=9) 

underwent Doppler ultrasound of the lower limbs 

due to symptoms suggestive of deep vein 

thrombosis. No male patients received prostate-

specific antigen (PSA) screening, and only one 

female patient had a gynaecological review. 

None were referred for mammography. 

_______________________________________

_ 

Conclusions: This audit identified suboptimal 

adherence to ESC guidelines in both the 

diagnosis and management of pulmonary 

embolism. While the age-adjusted D-dimer assay 

is recommended to improve diagnostic accuracy 

and reduce unnecessary imaging, our audit 

revealed that 25 patients were diagnosed with PE 

despite having D-dimer values below the adjusted 

threshold. This finding highlights that, although 

age-adjusted D-dimer is useful tool, its negative 

predictive value is not absolute, and PE, may still 

occur in patients with results below the threshold. 

Over-Reliance on the assay without full clinical 

risk stratification (Eg, Wells/Geneva scores, 

clinical gestalt)may result in missed or delayed 

diagnosis. Our audit suggest that in practice strict 

adherence to the ESC guideline pathway-

including clinical probability assessment before 

interpreting D-dimer results-is essential to avoid 

false reassurance from age-adjusted thresholds 

and to ensure timely diagnosis of PE. Failure to 

identify patients at high risk of adverse outcomes 

resulted in suboptimal treatment pathways: this 

reduced opportunity to improve outcome in high 

risk of PE. Accurate and consistent application of 

risk stratification tools is crucial to identify 

between high-risk PE patients, to ensure that 

these patients are appropriately referred for 

reperfusion therapy is recommend in ESC 

guidelines. 

_______________________________________

_ 
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3.10 A Quality Improvement Project: 

Enhancing the Delivery of Non-Invasive 

Ventilation in Acute Hypercapnic Respiratory 

Failure Through a Standardised Prescription 

(175) 

Dr Elisha Clark1,2, Dr Ashraf Elgaali2 
1St Vincents University Hospital, 2Daisy Hill 

Hospital 

 

Background: Approximately 20% of patients 

admitted with COPD exacerbations present in 

acidotic respiratory failure, requiring timely non-

invasive ventilation (NIV) to reduce the rate of 

intubation, length of hospital stay and mortality 

rate. Inspiring Change, the 2017 NCEPOD report 

highlighted widespread concerns regarding 

delays, inadequate monitoring, and variable 

practice in NIV delivery. An initial audit at Daisy 

Hill Hospital demonstrated delays in initiation, 

inconsistent documentation, and reduced 

compliance with British Thoracic Society (BTS) 

Quality Standards. A Quality Improvement 

Project (QIP) was initiated to address these issues 

through the introduction of a standardised NIV 

prescription. 

 

Methods: An initial prospective audit took place 

between July'2024 to October'2024 prior to NIV 

prescription implementation to review current 

NIV practices. An NIV prescription was then 

created with MDT input based on current BTS 

guidelines, utilising an example prescription 

offered by the BTS. A prospective re-audit was 

performed on adult patients initiated on acute 

NIV between October'2024 and January'2025. 

Data were collected from patient records, 

focusing on time to NIV initiation, arterial blood 

gas (ABG) measurement, escalation planning, 

senior reviews, and overall treatment outcomes.  

 

Results: 24 patients were included in the initial 

audit (mean age 72.3, 63.6% female), and 17 

patients were included in the re-audit (mean age 

72.8 years; 70.5% female). Following 

introduction of the NIV prescription, successful 

NIV outcomes improved from 85.7% to 93.7%. 

Median time from ABG associated with the 

clinical decision to provide NIV, to initiation of 

NIV reduced from 71 minutes to 26 minutes, 

while median time from hospital arrival to NIV 

improved from >24 hours in some cases to 77 

minutes on average. The median time for 

monitoring ABG after initiation of NIV reduced 

from 216 minutes to 119 minutes with a target of 

below 120 minutes. Documentation of an 

escalation plan improved from 83% to 94%, 

healthcare professional reviews within 4 hours 

increased from 65% to 100%, and consultant 

reviews within 14 hours improved from 87% to 

100%.  

 

Conclusions: Implementation of a standardised 

NIV prescription significantly improved 

adherence to BTS Quality Standards, reduced 

delays in NIV initiation, and enhanced 

documentation and clinical governance. 

Improved patient outcomes, faster decision-

making, and safer care delivery were 

demonstrated. A further re-audit will evaluate the 

sustainability of these improvements. 

 

Keywords: Non-invasive ventilation, COPD, 
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3.11 Assessing the Utility of Impulse 

Oscillometry in the assessment of People with 

Liver Disease undergoing transplant 

assessment. (342) 

Ms Orla Healy 

St Vincent's University Hospital 

 

Background: Oscillometry is a non-invasive 

method for assessing the mechanical properties of 

the respiratory system by measuring mechanical 

impedance during normal tidal breathing[1]. The 
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use of impulse oscillometry (IOS) has expanded 

in cohorts where spirometry is inappropriate.  

 

People with liver disease (PwLD) have been 

shown to have a higher prevalence of obstructive 

respiratory disease[2] and a greater risk of 

pulmonary complications from chronic liver 

disease.  Pulmonary function tests  have been 

shown to have a role in predicting morbidity and 

length of stay in patients post liver transplant [3] 

and play a role in the overall assessment of 

PwLD.  

 

The aim of this study was to compare IOS versus 

standard spirometry/ diffusion capacity in the 

detection of lung disease in PwLD.  

 

Methods: We conducted a retrospective review 

of patients with liver disease referred for 

pulmonary function testing in St Vincent’s 

University Hospital. Data from Spirometry, 

diffusion capacity and impulse oscillometry was 

analysed alongside demographics including age, 

gender, underlying diagnosis and liver transplant 

status.  

 

Results: 15 patients with liver disease underwent 

pulmonary function tests as part of transplant 

assessment. Of the 15 patients, 60% (n=9)  of 

patients demonstrated airway resistance on IOS. 

This compares to spirometry where 20% (n=3 ) 

showed evidence of obstructive disease, all of 

whom were detected via IOS. 54%(n=8) of the 

cohort demonstrated normal spirometry versus 

40% (n=6 ) showing normal IOS. 27% (n=4) 

showed diffusion deficits.   

 

Conclusion: Impulse oscillometry can identify 

early changes of lung disease in PwLD, often 

prior to detection on spirometry.  There is a 

growing role for the use of IOS in PwLD, given 

its potential ability to detect lung changes early. 
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3.12 Medical Intern Confidence and 

Competence in Managing NIV – An Audit 

(141) 

Dr Noreen Tangney1, Prof Terry O'Connor 
1Mercy University Hospital 

 

Background: Medical interns are frequently the 

first port of call when a patient’s response to non-

invasive ventilation (NIV) needs assessment, ie 

arterial blood gas (ABG) sampling. Despite this, 

our intern group expressed uncertainty in the best 

approach to ABG sampling and its interpretation 

in the context of acute NIV treatment. We aimed 

to assess the groups knowledge surrounding NIV 

management and provide teaching to bestow 

more confidence in their practice. 

 

Method: A short questionnaire was formulated 

and sent to the medical interns in a tertiary level 

hospital. The questionnaire assessed frequency of 

NIV review on the ward, confidence in managing 

NIV, previous teaching provided, awareness of 

available resources, and understanding of NIV 

and its management with sample scenarios 

provided. A teaching session was then provided 

on NIV and best approach to its management on 

the wards from an intern’s point of view. The 

questionnaire was then sent to the same group of 

interns six weeks later to reassess confidence and 

competence and results compared. 
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Results: Among the medical intern group, the 

first questionnaire received 13 responses: 

• Over half of this cohort (7, 54%) felt “not 

at all confident” in managing NIV (4 (31%) felt 

slightly confident, 1 (8%) felt somewhat 

confident and 1 (8%) felt fairly confident).  

• Eight interns (62%) reported having 

never been taught how to manage NIV.  

• Seven (54%) were unaware of any 

local/national/international protocols or 

resources. Four interns (31%) were but did not 

know how to access them and 2 (15%) were 

unaware.  

• The group had good understanding of 

terms such as FiO2, CPAP, BiPAP, IPAP, EPAP, 

PEEP.   

• Most interns (8, 62%) correctly selected 

1 hour as the appropriate time for the first ABG 

post NIV initiation while just 5 (39%) correctly 

selected 4 hours as the appropriate time for the 

next ABG (assuming improvement on the first). 

Only 3 (23%) identified that clinical deterioration 

is the correct indication for a repeat ABG once 

pH has normalized.  

• All interns chose the correct weaning 

protocol. 

• Six scenarios were provided for timing of 

ABG sampling, ABG interpretation and 

appropriate management. Responses generally 

showed a lack of knowledge in these scenarios. 

After teaching, there were 6 responders to the 

repeat questionnaire. Confidence in NIV 

management improved – 1 (17%) slightly 

confident, 4 (67%) somewhat confident, and 1 

(17%) fairly confident. All responses to clinical 

scenarios improved post teaching except one 

(though this could be accounted for by less 

participation in the second questionnaire). The 

intern group were keen to understand this topic 

better and the teaching received very positive 

feedback. 

 

Conclusion: Despite medical interns so 

frequently being called to perform ABGs for 

patients on acute NIV, our study shows that this 

group’s understanding of the ABG timing, 

indications and interpretation was poor. 

Confidence in the best approach to NIV was low. 

This study demonstrates that this is an area that 

requires more teaching to improve confidence 

and competence and, as a result, patient care. 

 

3.13 Dermatology side effects of antifibrotics 

in IPF, a single-centre Irish cohort analysis. 

(173) 

Dr Adina Elena Zagoneanu1, Dr Jayleigh Lim1, 

Ms Grace O'Sullivan1, Dr Michael T Henry1 
1Department of Respiratory Medicine, Cork 

University Hospital 

 

Background: Antifibrotics are commonly 

prescribed to help prevent progression of 

idiopathic pulmonary fibrosis (IPF) and 

progressive pulmonary fibrosis (PPF). Cutaneous 

adverse effects such as photosensitivity, pruritus 

and rash are prevalent in 10-20% patients on 

antifibrotics and can influence adherence and 

tolerability(1,2). Therefore, understanding the 

real-world burden and management of these 

adverse effects is essential for management 

optimization and treatment adherence. 

 

Methods: We conducted a retrospective single-

centre database review of 518 IPF patients 

receiving antifibrotic treatments such as 

pirferidone and nintedanib from 2018-2025.  

Dermatological reactions such as pruritus and 

rash were recorded along with subsequent 

management. All patients received sun safety 

education prior to commencing antifibrotics, such 

as direct sun avoidance, wearing SPF 50+ daily 

and re-applying every 2 hours. 

 

Results: 518 patients were reviewed with 364 

(70.2%) IPF and 154 (29.7%) PPF. Among this 

participant cohort, 206 (39.8%) were receiving 

pirferidone and 312 (60.2%) were receiving 

nintedanib. 

Among the pirferidone patients, 14 (6.8%, 95% 

CI 4.1–11.1) developed cutaneous adverse 

reactions such as rash 13 (92.8%) and pruritus 

(8.2%). None of the patients being treated with 

nintedenib developed cutaneous adverse 

reactions (0.00%, 95% CI 0.00–1.2). 
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Out of the 14 (6.8%) of participants with adverse 

cutaneous reactions to pirferidone, 7 (50%) were 

switched to nintedanib treatment and experienced 

no further complications, 2 (14%) stopped 

treatment and restarted initiation pack with no 

further complications, 2 (14%) had a dose 

reduction and 3 (21%) had to discontinue 

treatment. 

The patient that experienced pruritus (7%) 

received a treatment dose reduction however 

subsequently discontinued of treatment due to 

persistence of adverse cutaneous reactions. All 

participants adhered to sun protection advice, bar 

1 patient (7%) who discontinued treatment due to 

cutaneous adverse reactions. 

 

Conclusion: In this single-centre Irish cohort, the 

overall incidence of our real world cutaneous 

adverse reactions (6.8%, 95% CI 4.1–11.1) was 

significantly lower than international reports (10-

20% with pirfenidone). This could possibly be 

due to proactive dermatology-focused 

counselling and patient education (1-2). Our 

results showed no adverse cutaneous reactions in 

patients on nintedanib, in keeping with published 

literature. 
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3.14 The Implementation of Nasal Nitric 

Oxide testing to Advance Diagnostic Pathways 

for Primary Ciliary Dyskinesia at Galway 

University Hospitals (39) 

Ms Rachel O Neill1, Ms Clare Connolly1, Mr 

Stephen Bradish1, Mr James O Hanlon1, Mr 

Michael O Mahony1, Ms Melissa J. Mc 

Donnell1,2, Mr Padraig E. Hawkins1 
1Galway University Hospital, 2University of 

Galway, Ireland 

 

Background: Primary Ciliary Dyskinesia (PCD) 

is a rare, genetic condition characterised by 

impaired cilary function.  It leads to 

bronchiectasis, sino-nasal disease, recurrent otitis 

media and subfertility.  Early diagnosis is vital. 

PCD remains vastly underdiagnosed, in part due 

to the complexity of the diagnostic pathway and 

lack of services in Ireland. nNO is a non-invasive, 

simple screening test for PCD recommended by 

ERS/ATS guidelines as the initial diagnostic step.  

 

Methods: Design: Service implementation audit. 

Patients:  > 18y attending the Severe 

Bronchiectasis Service with a clinical suspicion 

of PCD from June 2025. 

Equipment:  NIOX VERO 

Data Collection: Demographics, nNO results, 

investigations triggered. 

 

Results:  

Parameter Value 

Patients Tested 9 (Male n=4, Female n=5)  

Median Age (Range) 37 years (19–59) 

Abnormal nasal nitric oxide (<77 nL/min)

 88.8% 

Mean nasal nitric oxide 39 nL/min 

Investigations Triggered  

Genetic panel 9 (100%) 

Electron microscopy 1 (11.1%) 

 

Conclusion: The implementation of nasal nitric 

oxide testing within the Severe Bronchiectasis 

Service proved feasible and effective in 

streamlining the diagnostic pathway for Primary 

Ciliary Dyskinesia. The high rate of abnormal 

nNO results supported its role as a reliable non-

invasive screening tool, facilitating timely 

initiation of further investigations such as genetic 

panels and referral to diagnostic centres. Early 

and accessible nNO testing has the potential to 

increase the diagnosis of PCD and ultimately 

enhance paitent outcomes. 
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3.15 Assessing First-Time Referrals: An Audit 

of New Patients Pulmonary Function Tests at 

SVPH (86) 

Miss Caoimhe Mckeown1, Ms Joana 

Carvalho1, Professor Charles Gallagher1, Ms 

Anita Doggett-Judge1, Miss Su Hepenstall1 
1St Vincent's Healthcare Group 

 

Background: Pulmonary function tests (PFTs) 

are essential in the assessment of lung disease, 

particularly for first-time referrals. This audit was 

conducted at the Pulmonary Physiology 

Department of St. Vincent’s Private Hospital 

(SVPH) during 2024 to evaluate lung function 

patterns among newly referred patients, aiming to 

identify the prevalence of obstructive and 

restrictive lung diseases. 

 

Methods: This retrospective audit included data 

from 875 newly referred patients who underwent 

full PFTs, comprising 22% of the total PFTs 

performed at SVPH in 2024. The patient age 

range was 17–87 years. All patients were 

assessed using spirometry, lung volumes, and 

diffusion capacity. Grading of lung disease 

severity was based on z-scores and percent 

predicted FEV1 values, using established 

guidelines. Colour-coded data was recorded in a 

central spreadsheet for analysis. 

 

Results: Of the 875 patients assessed, 709 (81%) 

had normal pulmonary function, while 166 (19%) 

showed abnormal patterns. Among those with 

abnormal results, 124 patients (14%) 

demonstrated obstructive patterns and 42 (5%) 

exhibited restrictive patterns. 

Within the obstructive group: 

• 90 patients (10%) were classified as 

having mild obstruction, 

• 31 patients (4%) had moderate 

obstruction, and 

• 3 patients (0.3%) had severe obstruction. 

This highlights that the majority of abnormal 

findings were mild in severity. 

 

Conclusion: Although most first-time referrals 

exhibited normal lung function, a significant 

minority (nearly 1 in 5) presented with abnormal 

patterns. Notably, the majority of these 

abnormalities were mild obstructive defects, 

suggesting that patients are being referred and 

evaluated early in the course of disease, which 

enables timely intervention and better 

management. However, it is also emphasised that 

spirometry alone may not be sufficient to 

conclusively diagnose lung diseases. Further 

diagnostic tools, such as chest X-rays, CT scans, 

and full blood counts, are often required to 

confirm specific conditions. 

 

Recommendation: This audit underscores the 

utility of early pulmonary assessment in 

identifying subtle functional impairments. Future 

audits could benefit from interdepartmental 

collaboration to integrate radiological and 

hematological data, allowing for a more 

comprehensive diagnosis and improved clinical 

decision-making. Greater specificity in 

identifying lung diseases will support more 

accurate and effective patient care. 

 

3.16 The Respiratory Post Discharge Clinic 

Reduces Time to Diagnosis and Treatment 

Optimisation. (171) 

Ms Rosaleen Reilly1, Ms Marie Togher1 
1Cavan Monaghan Hospital 

 

Background: The Respiratory Post Discharge 

Clinic was established in Cavan General 

Hospital in January 2024. Prior to this, patients 

who had an in-patient stay and who were 

assessed by clinical nurse specialist (CNS)/allied 

health professional (AHP) as having 

undiagnosed respiratory disease were referred to 

the Respiratory Clinic Waiting List for formal 

diagnosis. The waiting time for review by 

Respiratory Consultant and diagnostics in 2024 

was >1 year.  

 

Objective: To expedite clinic review for 

patients requiring diagnosis and/or confirmation 

of respiratory disease to 12 weeks post 
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discharge. Clinic appointment includes PFTs 

allowing for diagnosis and treatment initiation 

on same day. In addition, an oxygen therapy 

assessment and blood testing are included as 

necessary. This initiative reduces the number of 

patients referred to the Respiratory Consultant 

Waiting List (waiting list avoidance).  

 

Implementation: The clinic is bimonthly and 

run by Registered/Candidate Advanced Nurse 

Practitioners (RANP/cANP).  

 

Outcomes: Between 1st January 2024 – 11th 

August 2025: 101patients were referred. Seventy 

eight patients were offered appointments – 58% 

within 12 weeks and 86% within 16 weeks of 

discharge. Seventy percent of new patients (55) 

attended their appointments.  

Confirmed diagnosis included asthma, asthma 

COPD overlap, COPD, bronchiectasis, 

interstitial lung disease and OSA. Twenty two 

patients (40%) were on the correct inhaler 

regime and had the correct inhaler technique. 

Twenty patients (36%) required an oxygen 

assessment. Fourteen cases were discussed at the 

MDT Discussion Meetings. Eight patients (15%) 

were discharged following one review and 47% 

(26) were linked into other respiratory 

clinics/services for ongoing management 

including Consultant Clinic, RANP Clinic, 

cANP/CNS Asthma Clinic. ANP ILD clinic, 

Oxygen Clinic, Sleep Clinic and Integrated 

Care.  

 

Conclusion: The Respiratory Post Discharge 

Clinic provides a pathway to earlier diagnosis 

and treatment for patients identified during an 

in-patient stay with an undiagnosed respiratory 

disease. This clinic reduces the patient’s time to 

diagnosis and treatment optimisation to 16 

weeks. Patients are cohorted into appropriate 

clinic for ongoing management.   

 

3.17 Measuring Knowledge & Use of Artificial 

Intelligence in the Healthcare Setting (23) 

Ms Naoise McManus2, Dr Theodore 

Liapman1, Mr Tiarnan McManus3, Dr James 

Irwin1, Prof Terence McManus1 
1South West Acute Hospital, 2Mount Lourdes 

Grammar School, 3Saint Michael's College 

 

 

Introduction: Artificial intelligence [AI] has 

developed an increasingly prominent role in 

healthcare. We wished to determine the use and 

understanding of AI by medical staff and what we 

can do in the future to ensure the safe and 

efficient use of AI, as it develops.  

 

Methods: An online survey was used to collect 

and collate data based on; what age groups use AI 

the most, what specialties benefit from AI 

assistance, how AI is used to diagnose patients 

and generate treatment plans- and most 

importantly, how much awareness and 

knowledge clinical staff have surrounding the 

risks and benefits of AI. The survey included 

various drop downs and tick-box style questions 

to endure ease of completion by staff.  

 

Results: Data is still being collected. The results 

will give us an idea of what the main issues 

surrounding AI in healthcare are, and how we can 

organise future training or information support 

for clinical staff that already use or will be using 

AI as part of their daily work.  

 

Conclusion: In conclusion, this project will 

promote the development and safe use of AI in 

healthcare settings moving forward. 

 

3.18 Optimising Patient Care in Oxygen 

Clinics: The Impact of Clinical Specialist 

Physiotherapists on Interventions and Clinic 

Efficiency (31) 

 

Miss Elaine Joyce1, Ms Ciara Scallan, Ms Emma 

McArdle, Ms Sara Keane, Aisling Breen, Miss. 

Alanah Quinsey 
1Tallaght University Hospital 
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Patients with chronic lung diseases and hypoxia 

are frequently referred for oxygen assessment. 

The oxygen clinic at Tallaght University Hospital 

(TUH), led by clinical specialist physiotherapists, 

has seen substantial growth over the past five 

years. During clinic sessions, physiotherapists 

carry out a considerable number of interventions, 

the volume and complexity of these interventions 

has increased over the past five years.  

 

The aim of this project was to identify the 

interventions performed by the Clinical Specialist 

Physiotherapist during an Oxygen clinic 

appointment.  

Data has been gathered over the last five years for 

all patients who attended the oxygen clinic. This 

data highlights the different interventions 

performed and demonstrates the increasing 

complexity of patients, along with the growing 

number of interventions delivered by the Clinical 

Specialist Physiotherapists.  

 

Between January 2020 and December 2024, a 

total of 1,633 patients were treated at the 

physiotherapy-led oxygen clinic. This included 

both face-to-face and virtual appointments, due to 

the Covid pandemic. The main conditions 

addressed in the clinic were chronic obstructive 

pulmonary disease (COPD) and interstitial lung 

disease (ILD). During this time, physiotherapists 

routinely performed 20 different interventions, 

with the top five being: oxygen education and 

advice, breathlessness management techniques, 

exercise advice, referrals to the multidisciplinary 

team (MDT) and assessments for pulmonary 

rehabilitation. 

  

Of the patients who attended the clinic:  

· 86% received oxygen advice and 

education or had a prescription change.  

· 85% were given exercise advice and 

education.  

· 49% were provided with breathlessness 

management guidance.  

· 18% were assessed and enrolled in 

pulmonary rehabilitation. 

· 14% had onward referrals to other MDT 

members. 

  

Additional interventions offered at the clinic 

include airway clearance techniques, provision of 

mobility aids, guidance on air travel with oxygen, 

inhaler technique, palliative care referrals, 

smoking cessation advice, fatigue management, 

referrals for sleep studies and consultations with 

the primary medical team.  

 

On average, each patient underwent four 

interventions during their oxygen clinic review, 

minimising the need for multiple outpatient 

hospital visits and reducing both time and travel 

expenses for the patients.  

 

A clinical specialist physiotherapy-led oxygen 

clinic offers multiple interventions in a single 

visit, which helps minimise the number of 

hospital appointments a patient must attend, 

saving them both time and travel expenses. This 

also benefits hospitals by decreasing the demand 

for clinic space. Introducing an Advanced 

Practice Physiotherapist (APP) with prescribing 

rights could further lower the number of required 

appointments for patients. Several cases 

discussed with the primary medical team could 

have been addressed directly by an APP if they 

had prescribing authority. Additionally, 

legislation is currently being enacted in Ireland to 

allow physiotherapists to refer for radiology 

procedures, which will further alleviate pressure 

on busy respiratory medical clinics. 

 

3.19 Audit on Antibiotic Choices for Managing 

Community-Acquired Pneumonia in 

Hospitalised Patients of Model 3 Hospital 

(223) 

Dr Rachel Leong1, Dr Tiong Ming Chia1, Dr 

Nagi Daniyal1 
1Portiuncula Hospital 

 

Introduction: Pneumonia is one of the leading 

causes of morbidity and mortality worldwide 

which its general incidence ranges between 1 and 

25 cases per 1000 inhabitant per year. Annually, 

0.5% to 1% of adults in the UK were diagnosed 

with community acquired pneumonia. Among the 

admitted patients, 1.2% to 10% of patients were 
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managed in an intensive care units and for these 

patients, the risk of mortality surpasses 30%. 

Notably, over half of the deaths linked to 

community acquired pneumonia occur in 

individuals aged 84 years and older. This data 

underscores the significant impact and severity of 

community-acquired pneumonia within the adult 

population. Due to the significant clinical and 

economic challenges posed by pneumonia, it is 

crucial to treat them appropriately according the 

national guideline. 

  

The aim of this audit is to assess NCHD 

adherence to antimicrobial guideline for empiric 

antibiotics prescribing in community-acquired 

pneumonia management 

 

Methods: A retrospective study was done for 

patient admitted with community acquired 

pneumonia from hospital admission between Jan 

2023 to March 2023 with confirm diagnosis of 

community acquired pneumonia. Total 40 patient 

was examined. 

Excel form were developed based on review of 

literature and consult advice. Data collected from 

the medical notes, drug Kardex and radiology 

report. The raw data collected was entered 

manually into the excel form and subjects were 

grouped based on CURB-65 score from 0 to 4, 

empiric antibiotics regimen and guideline 

adherence. 

 

 

Results: 

  

Chest X-ray confirmation of diagnosis with 

validated reports 

40 (100%).  ---> Yes 

 

0 ---> No 

 

 

True community acquired pneumonia 

40 (100%) ---> Yes 

 

0 ---> No 

 

 

Assessment of CURB-65 for patients 

 

35 (87.5%) ---> Yes 

 

5 (12.5%) ---> No 

 

 

Empiric antibiotics prescribed according to 

CURB-65 & guideline  

 

33 (82.5%) ---> Yes 

 

7 (17.5%) ---> No 

 

 

  

CURB-65 

 

Empiric antibiotics Regimen 

 

0-1 

Oral amoxicillin --> 1 

Oral doxycycline --> 0 

Oral clarithromycin  --> 0 

 

 

2 

Oral amoxicillin + clarithromycin  --> 2 

Oral doxycycline + clarithromycin  --> 0 

 

 

3-4:  

IV Augmentin + Clarithromycin  --> 30 

Levofloxacin --> 0 

 

 

Conclusion: 33 hospitalized patients diagnosed 

with community-acquired pneumonia was treated 

appropriately according to the guideline. CURB-

65 should be assessed in all patients as it is 

essential to effectively manage patients to reduce 

the length of stay and improve patients’ 

outcomes.  

 

3.20 An accelerometry-based evaluation of 

physical activity and sitting time in pulmonary 

rehabilitation participants before 

commencing a programme. (101) 
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Ms Niamh Duignan1, Ms Elaine Hall1, Ms Ruth 

Kelly1, Mr Fergal Moore1, Ms Philippa 

Needham1, Mr Eoghan O'Regan1, Ms Ciara 

Sherlock1, Ms Yashika Vichare2, Mr Siddhesh 

Jadhav2, Dr. Jennifer Jones2, Dr Sinead Walsh1 
1Galway City Integrated Respiratory Care Hub, 
2National University of Ireland Galway  

 

Background: Ideally our COPD patients should 

be both physically active and non-sedentary. 

Being physically active refers to achieving a 

minimum of 150 minutes of moderate intensity 

aerobic exercise per week (WHO 2020).  

Sedentary behaviour is defined as time spent 

sitting or lying with low energy expenditure 

while awake (WHO 2020). Research shows that 

spending ≥8.5 hours per day in sedentary 

activities is an independent predictor of mortality 

in patients with COPD, even adjusting for 

moderate-to-vigorous physical activity.  

 

Aim: To evaluate sitting time and physical 

activity in pulmonary rehabilitation patients 

using triaxial accelerometery before they 

commence a programme.  

 

Method: 28 participants attending pulmonary 

rehabilitation programmes in Galway City wore 

an ActivPAL accelerometer for seven days prior 

to or during the first week of their programme. 

The study included 22 COPD patients (16 males, 

6 females; mean age 70) and 6 Asthma/ACO 

patients (3 males, 3 females; mean age 65). 

COPD severity was mostly moderate to severe 

(GOLD stages 2 and 3). Activity monitoring 

showed COPD patients averaged 10.7 hours of 

sitting daily, with 4600 steps and 31 minutes of 

moderate-to-vigorous physical activity (MVPA). 

Asthma/ACO patients had slightly lower sitting 

time (10.0 hours), higher step counts (5852), and 

more MVPA (42 minutes), indicating greater 

physical activity levels. 

 

Conclusion: We need to address sedentary 

behaviour in our pulmonary rehabilitation 

programmes in addition to promoting physically 

activity.  

 

3.21 An Audit of Transbronchial Needle 

Aspiration Diagnostic Yield in a non-EBUS 

Centre  (32) 

Dr Peter Leahy1, Dr. Ibrahim Haydar1, Dr. 

David Curran1, Prof Terry O'Connor1 
1MUH 

 

Background: Transbronchial needle aspiration 

(TBNA) is a minimally invasive procedure used 

to collect samples of tissue or fluid from the lungs 

or surrounding lymph nodes. Diagnostic yield 

varies from 42.3% to 73.3% (1) Having a lower 

yield of diagnostic return at cTBNA may lead to 

repeat procedures and diagnostic delay.  

 

Methods: Approval for this audit was obtained 

from the Quality and Risk Department in MUH. 

Patients who underwent a transbronchial needle 

aspirate/aspiration at bronchoscopy between 

January 2024 and March 2025 were extracted 

from the bronchoscopy reporting tool, EndoRaad 

Version 5. Data was extracted to determine 1) the 

indication for the procedure, 2) was the sample 

adequate, 3) was it diagnostic and 4) was a further 

procedure required. Data was stored and coded in 

a password protected Excel file to which only the 

authors had access. Simple descriptive statistics 

were used in the data analysis.  

 

Results: Thirty (30) patients were included in the 

analysis (18 male, 12 female) aged from 31-80 

(mean 62). Fifteen patients (50%) underwent 

bronchoscopy on suspicion of sarcoidosis. 

Fourteen (14) patients had “Adequate” samples 

(46%). Twelve of these 14 patients had a 

diagnosis based on the TBNA pathology. Of the 

16 patients who had “Inadequate” sampling, 6 

patients had a diagnosis achieved at 

bronchoscopy by other means (bronchoalveolar 

lavage, endobronchial biopsy etc). Twenty 

percent (n=6) of patients required a repeat 

procedure (EBUS, CT-guided biopsy etc).  

 

Discussion: Diagnostic return from cTBNA is 

within the accepted quoted range, albeit at the 

lower end. 18 patients (60%) had a diagnostic 

return from bronchoscopy when all interventions 

were considered in this group. Having a 20% rate 
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of repeat sampling may have knock-on effects on 

time-to-diagnosis and treatment, particularly for 

those with a suspicion of cancer. EBUS-TBNA 

may improve diagnostic accuracy in this setting.  

 

Keywords: bronchoscopy, TBNA, EBUS, 

mediastinal adenopathy, sarcoidosis  Conflict of 

Interest: The authors declare that they have no 

conflict of interest.  
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3.22 An Integrated Palliative and Respiratory 

Care Exercise and Education Programme for 

Patients living with Advanced Chronic 

Respiratory Disease in Kerry – A Pilot Project 

(197) 

Mr Jonathon Crowley1, Ms Ann-Marie Breen2, 

Dr Liam Chawke3, Dr Patricia Sheahan2, Ms 

Gráinne Coffey3, Ms Julie Cournane1, Ms Keira 

O'Brien2, Ms Lisa King2, Ms Mary Hickey2, Ms 

Aine Moriarty2, Ms Bridget Browne1, Mrs Sue 

O'Neill1, Ms Elisabeth Koch2, Ms Brid Lynch2, 

Dr Margaret Clifford2 
1Respiratory Integrated Care, 2Kerry Specialist 

Palliative Care Service, 3Respiratory Service 

 

Background: In early to mid-2023, a 

collaborative partnership was established 

between the Acute Respiratory and Specialist 

Palliative Care Consultants at University 

Hospital Kerry (UHK) to address the complex 

needs of patients with advanced respiratory 

disease. Bimonthly joint multidisciplinary team 

(MDT) meetings and combined consultant clinics 

were established. As part of this growing 

collaboration, and supported by integrated 

governance structures —wherein the Acute 

Respiratory Consultant provided clinical 

oversight to the Kerry Chronic Disease 

Management (CDM) Pulmonary Rehabilitation 

services—the Kerry CDM Pulmonary 

Rehabilitation Team and the Kerry Specialist 

Palliative Care Rehabilitation Team proposed a 

joint rehabilitative initiative. The goal was to pool 

staffing resources and clinical expertise to pilot a 

six-week integrated exercise and education 

programme. This programme was specifically 

designed to meet the rehabilitative care needs of 

patients living with advanced respiratory disease 

, offering a structured, person-centred approach 

to tailored group-based rehabilitation that bridged 

the disciplines of pulmonary rehabilitation and 

specialist palliative care. 

 

Methodology: Integrated governance for this 

programme was provided by the Acute 

Respiratory Consultant and Specialist Palliative 

Care Consultants. There was a preparatory 

planning phase for this pilot programme over a 3 

month period. The aim was to provide a 

comprehensive supportive environment for 

exercise delivery for patients with advanced 

respiratory disease living in the county of Kerry 

and support for their care givers. The CDM Hub 

Respiratory team contributed evidence-based 

expertise in structured, individualised pulmonary 

rehabilitation, while the Palliative Care 

rehabilitation team provided a person-centred, 

holistic approach grounded in advanced 

communication and experience with complex, 

end-stage illness. Inclusion and exclusion criteria 

were agreed and referrals were accepted for 

patients under the shared care of both specialty 

consultants. A cohort of patients under joint care 

with significant rehabilitative needs were 

identified. All patients were medically optimised 

prior to programme commencement. During the 

assessment phase, it was ensured that all of the 

participants had an up to date oxygen 

prescription.  Individual pre- and post-

programme assessments were conducted utilising 

standardised assessment tools: the mMRC, 

CRDQ, 6-Minute Walk Test, 5 Times Repeated 

Sit to Stand Test (5xRSTS), and grip strength 

dynamometry. In addition, Palliative Care 

Outcomes Collaboration (PCOC) tools were 

completed weekly by the Palliative Day Care 

team. It was decided upon that the basic structure 

would be to hold one exercise and education class 
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per week in the Palliative Care gym over a 

consecutive 6 week period (November 2023 – 

December 2023). The exercise component 

involved a circuit-based class of low to moderate 

intensity, combining strength and aerobic 

exercises using interval training principles. Each 

session maintained a staff-to-participant ratio of 

3:9 to ensure safety and support. There was an 

emphasis placed on promoting increased physical 

activity levels at home through home exercise 

programme counselling and individualised 

walking programme advice. Education was 

delivered by a multidisciplinary team, covering 

topics such as breathlessness management, 

fatigue management and mental wellbeing. 

Participants benefited from the wraparound 

support of the Palliative Day Care Unit, which 

provided opportunities for social interaction and 

informal carer engagement before and after each 

session.  

 

 

 

Results: Eight participants completed the six-

week integrated rehabilitation programme: five 

with advanced COPD and three with interstitial 

lung disease (ILD). The average age was 73.6 

years (range: 65–82). All patients were on 

supplemental oxygen therapy at varying levels, 

from 2 L/min via conserver to 10 L/min with 

liquid ambulatory oxygen therapy. The 

programme achieved a 96% class attendance rate, 

and no adverse incidents were reported.  

Seven patients completed post-programme 

assessments. Clinically meaningful 

improvements were observed: five patients 

achieved a Minimal Clinically Important 

Difference (MCID) in the 5 Times Sit to Stand 

(5xSTS) test, and three patients achieved an 

MCID in the 6-Minute Walk Test (6MWT). The 

PCOC results mostly showed symptom stability, 

with a small reduction in symptoms including 

breathing problems and pain. Encouragingly, 

there was no overall increase in symptoms with 

progressive exercise. Anonymous patient 

satisfaction survey feedback was unanimously 

positive. A major perceived strength of the group, 

highlighted consistently throughout the service 

user feedback, were the many opportunities for 

the participants and their care-givers to meet and 

engage socially in peer support in the Palliative 

Day Care Unit within the day of the formal 

programme. 

 

Conclusion: This innovative pilot highlights the 

feasibility and potential benefits of integrated 

pulmonary and palliative rehabilitation services 

for individuals with complex needs due to 

advanced respiratory disease. It demonstrates the 

willingness of local teams to deliver coordinated 

integrated care and to work across boundaries to 

best meet the complex rehabilitative and 

supportive care needs of our patients with 

advanced disease.   

3.23  Respiratory care in Motor Neuron 

Disease (MND): a GUH service review (24) 

Ms Ciara Dolan1 
1Hse 

 

NICE guidelines recommend Non Invasive-

Ventilation (NIV) discussion with MND patients 

soon after the diagnosis or once respiratory 

function declines and to consider NIV trial if the 

clinical picture or the parameters of pulmonary 

function test indicate. 

In Galway University Hospital patients 

diagnosed with MND are routinely followed up 

in a neurology MDT clinic every 3 months. 

Patient often waiting 3-10 months for a 

respiratory assessment if required. A new 

pathway was developed to facilitate those 

requiring respiratory assessment. Patients with 

respiratory symptoms and/or reduced SNIP/peak 

cough flow were referred directly to a dedicated 

MDT respiratory clinic by the neurology 

physiotherapist. 

Each patient underwent a comprehensive 

assessment. The assessments were performed by 

a multidisciplinary team, including respiratory 

physician, respiratory physiotherapists and 

respiratory physiologists. 

Findings revealed that 82% of the patients 

referred met the criteria for NIV initiation due to 

signs and symptoms of hypoventilation. Patients 

who met the criteria for NIV commenced NIV the 

same day as their appointment. Time from 
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referral to NIV initiation was 15(10–28) days. 

Early intervention with NIV is associated with 

improved symptom management, reduced 

hospital admissions, and enhanced patient 

comfort. 

This study underscores the importance of timely 

NIV assessment in MND patients, demonstrating 

the efficacy of a multidisciplinary approach in 

line with evidence-based guidelines to optimise 

patient outcomes 

 

3.24 Comparative Analysis of Care Quality in 

Specialist versus General Respiratory Clinics 

(147) 

Dr Fiona Hickey1, Dr Elaine Hayes 
1Our Lady of Lourdes Hospital, Drogheda 

 

Introduction: Chronic respiratory diseases such 

as asthma, sleep disorders and interstitial lung 

disease (ILD) represent a significant global health 

burden. Variability in care delivery models, 

particularly between specialist respiratory clinics 

and general respiratory clinics, may influence 

patient outcomes, healthcare utilization, and 

adherence to evidence-based guidelines. This 

study aims to compare the quality and outcomes 

of care provided to respiratory patients in OLOL 

since the introduction of speciality clinics 

approximately three years ago.  

 

Methods: All patients referred to general 

respiratory clinics and to speciality clinics (severe 

asthma, ILD and sleep) over the preceding 12 

months were included for analysis and 

comparison. Data gathered included: total 

patients seen, time from referral to review, 

provisional diagnosis at time of referral and 

outcome of initial consultation, where available. 

Results: Similar numbers of patients were seen 

in general clinics and in specialist clinics. Time 

from referral to review was shorter for those seen 

in specialist clinics. Specialist clinics also 

showed superior performance in timely and 

accurate diagnosis, particularly in complex 

diseases such as ILD and severe asthma. PROMs 

indicated higher patient satisfaction and 

perceived quality of care in specialist settings. 

Unfortunately, access to specialist clinics is often 

limited by geographic and referral barriers. 

 

Conclusion: Specialist respiratory clinics offer 

superior care outcomes compared to general 

respiratory clinics, particularly in the 

management of complex and severe respiratory 

diseases. Enhanced diagnostic accuracy, 

adherence to clinical guidelines, and reduced 

hospital utilisation are key differentiators. 

However, disparities in access to specialist care 

highlight the need for broader implementation of 

specialist-led models and integration of 

subspecialty resources into general practice 

settings. Future strategies should focus on 

improving referral pathways, expanding tele-

respiratory services, and training generalists in 

subspecialty competencies to bridge care gaps. 

 

3.25 Adherence to ERS-Recommended 

Aetiological Investigations in Bronchiectasis: 

A Single-Centre Audit – Galway University 

Hospitals (37)  

Ms Rachel O Neill1, Mr Stephen Bradish1, Mr 

Padraig E. Hawkins1, Mr Michael O Mahony1, 

Ms Melissa J. Mc Donnell1,2 
1Galway University Hospitals, 2University of 

Galway, Ireland 

 

Background:  The European Respiratory Society 

(ERS) 2017 guidelines recommend a 

standardised core investigation panel for all 

adults with newly diagnosed bronchiectasis to 

identify potentially treatable underlying causes. 

Studies have suggested that adherence to these 

recommendations is variable.  

 

Methods:  A retrospective analysis of electronic 

patient records attending the Severe 

Bronchiectasis Clinic between October 2023 and 

July 2025 was conducted to evaluate adherence 

to ERS-recommended testing protocols. Data on 

patient demographics, core test completion, and 

additional investigations were collected using a 

structured proforma to assess adherence with 

ERS investigation standards. 
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Results: 

Total patients 81 

Gender Male n=23 (28%), Female n=58 (72%) 

Median age (range) 53 (17–89) years 

Completion rates for core tests  

Full Blood Count (FBC) 100% 

IgG/IgA/IgM 95% 

Total IgE 95% 

Aspergillus fumigatus-specific IgE 91% 

Sputum culture 100% 

Mycobacterial culture 94% 

Alpha-1 antitrypsin 84% 

Overall full ERS core bundle completion

 82% 

Additional investigations  

Cystic fibrosis genetics 21% 

Primary ciliary dyskinesia genetics (PCD)

 5% 

Nasal nitric oxide 5% 

HIV testing 15% 

Rheumatoid factor 58% 

Autoimmune panel 58% 

Sweat test 1.2% 

 

Conclusion: Our centre achieved high 

completion rates for most core ERS-

recommended investigations, but only 82% of 

patients received the full bundle, with alpha-1 

antitrypsin and A. fumigatus-specific IgE being 

most frequently omitted. Introduction of a 

standardised clinic proforma and clinician 

education could further enhance compliance.  

 

3.26 Outcomes of a Community Respiratory 

Nurse-led Service within the West Galway and 

City Integrated Care Hub (84) 

Ms Ciara Sherlock1, Ms Niki Byrne1, Mr Arun 

Joseph1, Ms Ruth Kelly1, Ms Philippa 

Needham1, Dr Sinead Walsh1 
1West Galway and City Integrated Care Hub 

    

Introduction: The Integrated Care Programme 

for the Prevention and Management of Chronic 

Disease (ICPCD) aims to shift patient care for 

asthma and COPD care from tertiary settings to 

patient-centred primary care and community 

hubs. The Respiratory Nursing Service plays a 

key role within this framework delivering high-

quality, individualised, person-centred care that 

addresses patients’ needs effectively. Services 

provided included physical assessment, fractional 

exhaled nitric oxide testing, spirometry, ECG, 

phlebotomy, medication review, inhaler 

technique training, vaccination advice, peak flow 

monitoring, onward referral to pulmonary 

rehabilitation and signposting to community 

supports (Living Well, Quit West, Asthma 

Society of Ireland and COPD Support Ireland).  

 

Methods: A retrospective analysis was 

conducted of 619 patients who attended the 

Respiratory Nurse-led Service from its 

commencement in April 2023 to April 2025. Data 

from the ICPCD electronic health records were 

used to examine referral sources, clinic delivery 

modes, and care interventions provided. 

 

Results: Of the 619 patients included, 595 (96%) 

were referred from the Community Respiratory 

Diagnostic Clinic, 16 (3%) from GPs, and 8 (1%) 

from the Hospital Respiratory Service. Clinical 

encounters were delivered either face-to-face 

(n=463) or virtually (n=89), depending on patient 

needs; 43 patients did not attend their scheduled 

appointment. 

A total of138 (22%) required more than one 

Nurse-led Clinic review. We encountered 192 

(31%) current smokers, all received smoking 

cessation advice and half accepted referral to 

cessation services. Of 386 patients with Asthma 

or Asthma/COPD overlap, 221 (57%) were 

discharged with an Asthma Control Test (ACT) 

Score >20, indicting well controlled disease. Of 

163 COPD patients, 53 (33%) were discharged 

with a COPD Assessment Test (CAT) Score of 

<10, indicating low symptom burden.  A disease 

specific self-management action plan was 

provided to 563 (91%) patients. Prescription 

changes were made for 66 patients (11%) by a 

Registered Nurse Prescriber.    

 

Conclusions: The Nurse-led Clinic is a highly 

effective, person centred service that fosters a 

safe and supportive environment and equips 

patients with the knowledge and skills to manage 

their condition within the community while 
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offering referrers expert clinical input. This 

model demonstrates the value of integrated 

respiratory care in improving patient outcomes 

and supporting primary care capacity. With 

ongoing upskilling in nurse prescribing and 

spirometry, there is significant potential to 

expand the scope of services in the future. 

Capturing improvements in CAT and ACT scores 

is challenging since the majority of patients are 

receiving a confirmed diagnosis at the 

Community Diagnostic Clinic. However, with 

the growing number of direct referrals to the 

Nurse-Led Clinic for patients already diagnosed, 

we now have a better opportunity to capture 

accurate baseline CAT and ACT scores and 

monitor changes more effectively over time. 

 

3.27 Developing an integrated 

Cardiorespiratory Rehabilitation 

Programme; a pilot project (22) 

Mrs Sue O'Neill1, Ms Margaret Crowley1, Ms 

Tina O'Connor1, Ms Norita Cullinane2, Ms 

Sinead Kennedy1, Dr Liam Chawke1,2, Dr Orla 

O'Carroll1,2, Dr Hatim Yagoub1,2, Mr Liam 

Ryan1, Mr Fionnan Hallinan1 
1Kerry Chronic Disease Management Hub, 
2University Hospital Kerry 

 

Background and Objectives: Cardiovascular 

disease (CVD) is the main cause of death in 

patients with mild-moderate COPD, and is 

associated with increased risk of exacerbations, 

hospitalizations and prolonged length of hospital 

stay (Santos et al, 2022).  Benefits of 

rehabilitation in both CVD and pulmonary 

disease individually are well documented. The 

objective of this pilot project was to investigate 

the feasibility of holistic rehabilitation of patients 

with coexisting COPD and CVD, through 

integration of specialist Cardiac and Respiratory 

services, to form a Cardiorespiratory 

Rehabilitation Programme 

 

Methods: A three-month planning phase 

involved consultation with the Chronic Disease 

Hub Operation Lead and rehabilitation team 

members. Governance was provided by the 

Respiratory and Cardiology Consultants. A pre-

programme Cardiology and Respiratory MDT 

was conducted, to optimise respiratory and 

cardiology care of the participants. Twelve 

patients with cardiac and pulmonary conditions 

completed an 8 week exercise and education 

programme, led by the Kerry CDM Hub cardiac 

rehabilitation CNS and Senior Physiotherapist, 

and the Pulmonary Rehabilitation Co-ordinator. 

Education was a combination of whole group 

health promotion topics, and disease specific 

topics delivered to smaller groups of the 

participants as applicable. Validated generic 

outcome measures including six minute walk test, 

Hospital Anxiety and Depression Scores, 5 times 

sit to stand, Euro-QoL and Mediterranean Diet 

Score were completed by all patient and 

anonymous feedback questionnaires were 

utilised. Pre- and post-programme focus groups 

were undertaken by team members. 

 

Key Results or Findings: 100% of participants 

reported strong agreement that they were satisfied 

with the service as a whole. The programme was 

deemed safe, with only one patient experiencing 

an adverse event of mild dizziness.  

Themes identified in focus groups included the 

benefit of upskilling in different clinical areas, 

and the opportunity to treat patients in a more 

holistic manner. Enablers included support from 

the Operational Lead and the Respiratory and 

Cardiology Consultants, and the pre-existing 

integrated nature of the teams within the Kerry 

CDH. Challenges included limited staffing 

resources, the need to agree common outcome 

measures and data analysis, and Cardiac 

Rehabilitation Model of Care requirements to 

locate rehabilitation of high risk Cardiac patients 

in a hospital setting. 

 

Conclusions and Implications: This initiative 

demonstrates the feasibility of hospital-based 

combined cardiopulmonary rehabilitation, and 

some processes required for implementation. 

Feedback from staff and participants was very 

positive. The feasibility and benefit of 

Consultant-led combined cardio-pulmonary 

meetings was also demonstrated.  
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As comorbid CVD and COPD are relatively 

common (Santos et al, 2022), the identification 

and proper treatment of cardiac comorbidity is 

essential in the management of COPD, as 

prognosis in COPD is greatly affected by the 

presence of CVD. Due to pathophysiological and 

inflammatory interactions between COPD and 

cardiovascular disease, the presence of cardiac 

comorbidities should be actively investigated in 

all COPD patients, both in stable conditions and 

in the context of exacerbations (Andre et al, 

2019). 

 

3.28 The Impact of Obesity on Pulmonary 

Rehabilitation Outcomes (253) 

Dr Sorcha Murray1,2, Mr Philip Tonge1, Dr 

Sarah O'beirne1,2 
1Department of Respiratory Medicine, St 

Michael’s Hospital, 2Department of Respiratory 

Medicine, St Vincent’s University Hospital 

 

Background: Pulmonary rehabilitation (PR) has 

been shown to improve outcomes including 

symptom burden and exercise tolerance in 

chronic respiratory diseases (CRD) such as 

chronic obstructive pulmonary disease (COPD). 

Although obesity is increasing in prevalence, 

little is known about the impact on body mass 

index (BMI) and obesity on outcomes in 

individuals with CRD completing PR. 

 

Methods: To assess the impact of BMI on PR 

outcomes in CRD, we examined baseline and 

post-PR changes in exercise capacity (six minute 

walk test), and symptom burden (COPD 

assessment test (CAT)), hospital anxiety and 

depression scale (HADS)) and quality of life (St 

George’s Respiratory Questionnaire (SGRQ)) in 

patients taking part in an outpatient pulmonary 

rehabilitation programme, divided into body 

habitus categories determined based on their 

body mass index (BMI). Normal weight (BMI 

20-25 kg/m2) and overweight patients (BMI 25-

30 kg/m2) were classified as non-obese and those 

with BMI >30 kg/m2 were considered obese. 

Underweight individuals with a BMI < 20 kg/m2 

were excluded from the analysis. Descriptive 

statistics were used to summarize patient 

demographics, pre and post rehabilitation 

measures were compared using a paired t-test 

with p-values <0.05 considered significant. 

 

Results: Normal, overweight and obese patients 

with CRD attending outpatient PR in our center 

between 2024 and 2025 were included in the 

study. Despite a significant difference in BMI 

between the normal/overweight and obese groups 

there was no significant difference in the baseline 

walk test distance, CAT, HADS or SGRQ scores 

between groups.  

 

Conclusion: This study suggests that body 

habitus does not influence outcomes in PR for 

chronic respiratory disease. 

 

Funding: No external funding was received 

Conflict of Interest: The authors have no 

conflict of interest to declare 

 

3.29 The prevalence of sarcopenia in a 

respiratory rehabilitation setting (96) 

Ms Ciara Walsh1, Ms Lucy Guinan1, Ms Ellen 

Kiernan1, Mr Kudos Anyakudo1, Ms Maria 

Gamito1, Ms Eimhear Shortall1, Ms Maria 

Buffini1, Ms Aoife Courtney1, Ms Jacqueline 

Boyle1, Ms Lijimol Joseph1, Dr Minesh Kooblall1 
1Peamount Healthcare 

 

Background: Sarcopenia is the progressive loss 

of skeletal muscle mass, strength, and function. It 

is associated with numerous adverse outcomes 

including increased risk of falls, hospitalisation, 

and mortality. Sarcopenia and respiratory disease 

have many shared risk factors, including physical 

inactivity and poor nutrition. 

 

Methods: Participants were recruited from a 

respiratory rehabilitation inpatient unit and 

outpatient pulmonary rehabilitation classes. 

Sarcopenia risk was screened for using the 

SARC-F questionnaire. Muscle strength was 

assessed via hand-grip dynamometry. Calf-

circumference was measured to assess muscle 

mass. Sarcopenia was diagnosed according to 
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EWGSOP2 criteria. For participants with 

confirmed sarcopenia, a timed up and go test 

(TUG) was carried out to determine severity. 

Malnutrition risk was assessed using the MUST 

tool. For inpatients who were seen by a dietitian, 

clinical notes were assessed to determine 

adequacy of energy and protein intake.  

 

Results: 50 participants took part in the study (42 

inpatients, 8 outpatients). 56% were at risk of 

sarcopenia based on SARC-F score. 12% of 

inpatients had probable sarcopenia (low muscle 

strength in the absence of low muscle mass), and 

21% had confirmed sarcopenia (low muscle 

strength and low muscle mass). 25% of 

outpatients had probable sarcopenia, 0% had 

confirmed sarcopenia. Of note, 25% of those with 

probable or confirmed sarcopenia had a negative 

SARC-F score (SARC-F <4). Of those diagnosed 

with confirmed sarcopenia 67% completed a 

TUG test, of which 83% had severe sarcopenia. 

56% of participants with confirmed sarcopenia 

were at high risk of malnutrition based on MUST 

score. Of those with probable or confirmed 

sarcopenia who had been referred to dietetics, 

86% were not meeting their estimated energy or 

protein needs prior to intervention.  

 

Conclusion: A combined total of 33% of 

inpatients and 25% of outpatients had either 

probable or confirmed sarcopenia, putting them 

at an increased risk of adverse outcomes. It is 

essential that standardised pathways are 

developed to routinely identify individuals with 

sarcopenia. This will allow for appropriate 

nutrition and exercise interventions to be put in 

place with the potential to improve patient 

outcomes. In this cohort, SARC-F score alone is 

not enough to predict sarcopenia and further 

assessments are warranted.   

3.30 Oxygen supplementation thresholds and 

environmental tradeoffs (185) 

Dr Roisin Hehir2, Dr Alex Dix2, Dr Jack 

McCarthy2, Dr William Griffin2, Prof. Cormac 

McCarthy1,2, Dr Alessandro N Franciosi1,2 

1School of Medicine, University College Dublin, 
2Department of Respiratory Medicine, St. 

Vincent’s University Hospital 

 

Background: U.S. (AARC) and British (BTS) 

guidelines recommend initiation of 

supplementary O2 when SpO2 is <94%, while the 

Thoracic Society of New Zealand Australia 

(TSANZ) adopt a threshold of <92%. Despite 

this, there is little physiological or clinical 

evidence of worse outcomes associated with 

lower threshold of 90%, and higher targets 

contribute to greater environmental impacts from 

single-use plastic equipment. We sought to 

explore how adoption of different accepted and 

exploratory lower SpO2 thresholds might reduce 

the need for single-use plastic equipment use in 

this setting 

 

Methods: We assessed 100 medically admitted 

patients prescribed O2 in the emergency 

department between August-September 2024. 

The first recorded SpO2 and respiratory rate 

before commencement of O2 were recorded. We 

defined inappropriate O2 initiation as 1) patients 

with an initial SpO2 of ≥92% (≥88% SpO2 in 

patients with COPD) without evidence of 

respiratory distress (RR>30) in line with TSANZ 

guidelines and 2) as patients commenced on O2 

with an initial SpO2 of ≥94% (≥88% SpO2 in 

patients with COPD) in line with BTS/AARC 

guidelines 

 

Results: 55% individuals were inappropriately 

started on O2 by TSANZ guidelines, and 43% by 

BTS/AARC, where TSANZ adherence could 

have reduced O2 use by 12%. If the threshold to 

start O2 was hypothetically lowered to SpO2 

90%, only 39% would have qualified for O2 

initiation 

 

Conclusion: Adherence to supplemental O2 

guidelines can significantly reduce excess 

environmental impacts associated with 

supplemental O2. Wider adoption of lower SpO2 

thresholds such as TSANZ should be considered, 

and could further mitigate waste. Further research 

is needed to identify the lowest safely adoptable 

SpO2 thresholds in these settings. 
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3.31 CTPA in Suspected Pulmonary 

Embolism: Evaluating Guideline Adherence 

and Clinical Impact at Tipperary University 

Hospital (45) 

Arifa Salim1, Dr Luke Kelly1 
1Department of Respiratory 

 

Background: Pulmonary embolism (PE) is a 

life-threatening condition with non-specific 

symptoms, posing diagnostic challenges. 

National guidelines from the British Thoracic 

Society (BTS) and National Institute for Health 

and Care Excellence (NICE) recommend a 

structured diagnostic pathway, starting with 

clinical probability assessment using tools like 

the Wells score, followed by D-dimer testing in 

low-risk patients. CT pulmonary angiography 

(CTPA) is indicated for patients with high pre-

test probability or positive D-dimer results. 

Inappropriate CTPA use may lead to unnecessary 

imaging, increased radiation exposure, and 

healthcare costs. This audit evaluates the 

appropriateness of CTPA use in suspected PE 

cases at Tipperary University Hospital 

 

Aims: The primary aim was to assess adherence 

to BTS/NICE guidelines for CTPA use in 

suspected PE and evaluate CTPA diagnostic 

yield. Secondary objectives included identifying 

common PE risk factors, embolus size and 

location, and 6-month mortality outcomes. 

 

Methods: A retrospective audit reviewed 260 

patients (143 female, 117 male; mean age 66 

years) undergoing CTPA for suspected PE at 

Tipperary University Hospital from January 2023 

to June 2024. Data were collected from electronic 

medical records and radiology reports on Wells 

score documentation, D-dimer levels, chest X-ray 

findings, PE confirmation, underlying risk 

factors, embolus characteristics, and 6-month 

mortality. Guideline adherence was assessed 

based on documented Wells scores in all cases 

and appropriate D-dimer testing (reserved for 

low/intermediate-risk patients per BTS/NICE 

guidelines). For cases lacking Wells score 

documentation, scores were retrospectively 

assigned based on clinical data. 

 

Results: PE was confirmed in 41 patients (15.8% 

diagnostic yield; 13.3% female, 18.8% male). 

Wells scores were not documented in 57% of 

cases, indicating poor guideline adherence. 

Retrospective assignment of Wells scores, based 

on clinical data, revealed mean scores of 4.0 in 

the non-PE group and 4.2 in the PE group, 

suggesting moderate clinical probability. D-

dimer testing was performed in all cases, with 

mean levels of 9.95 mg/L (range: 0.44–35.0 

mg/L) in PE-positive cases and 4.35 mg/L in PE-

negative cases (range unavailable). Abnormal 

chest X-rays, potentially explaining symptoms, 

were noted in 26% of all patients and 22% (9/41) 

of PE-confirmed cases. 

Among the 41 PE cases, 9 (22%) were associated 

with malignancy (4 prostate, 2 renal cell 

carcinoma, 2 lung, 1 colorectal). Non-malignant 

risk factors included postoperative status (4), 

obstetric conditions (4), long-haul flight (1), and 

COVID-19 (1); 24 cases were idiopathic. 

Embolus locations in the 41 PE cases included 

main pulmonary arteries (60%) and segmental 

branches (40%), with some cases involving 

multiple sites. The 6-month mortality rate was 

24% overall, with 44% in malignancy-associated 

PE cases. 

 

Conclusion: The diagnostic yield of CTPA was 

low at 15.8%, and adherence to BTS/NICE 

guidelines was suboptimal, with frequent 

omission of Wells score documentation and 

inappropriate universal D-dimer testing. 

Malignancy was a significant risk factor for PE, 

linked to higher mortality. These findings 

underscore the need for improved guideline 

adherence through staff training and protocol 

implementation to optimize CTPA use, reduce 

unnecessary imaging, and enhance patient 

outcomes. 

 

3.32 Presence of a pleural effusion in 

pulmonary Streptococcal pneumoniae disease 

is associated with a more severe presentation 

and a longer length of stay in Saint James’s 

Hospital (176) 
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Dr. Luke Gooding1, Dr Sean Garvey1, Prof. 

Laura Gleeson1 
1Saint James's Hospital 

 

Introduction: Streptococcus pneumoniae (SP) is 

the most common cause of community acquired 

pneumonia (CAP).¹ Around 15-20% of 

hospitalized pneumococcal CAP patients have an 

associated pleural effusion.² Morbidity and 

mortality are higher in pulmonary pneumococcal 

disease complicated by pleural effusions.³  This 

study aimed to compare the clinical 

characteristics and outcomes of patients admitted 

to Saint James’s Hospital (SJH) with SP 

pneumonia alone versus those with SP 

pneumonia and an associated pleural effusion. 

 

Methods: We reviewed all cases with positive SP 

cultures or positive pneumococcal urinary 

antigen from the SJH microbiology laboratory 

over a 7-month period between 1st Feb 2024 - 1st 

September 2024. Radiological reports at time of 

SP detection were used to classify patients into 

two groups: SP pneumonia cases without pleural 

effusion and SP pneumonia cases with a pleural 

effusion. We used electronic medical records to 

compare length of hospital stay, antibiotic 

duration, ICU admissions, sepsis on admission, 

pleural interventions, and persistence of changes 

on follow up imaging between these two groups.  

 

Results: Of the 134 unique admissions where SP 

was detected, 104 (78%) had radiographic 

evidence of pneumonia, 29 (22%) had 

radiographic evidence of pneumonia with a 

pleural effusion, and 4 (3%) received a chest 

drain for complicated parapneumonic effusion.  

Sputum culture (n=81) was the most frequent 

method of SP detection, followed by urinary 

antigen (n=42), then blood culture (n=11). 

Outcomes were mostly worse in SP pneumonia 

associated with a pleural effusion vs SP 

pneumonia without a pleural effusion - average 

length of hospital stay was 25.4 days (n=27) vs 

14.7 days (n=72), proportion of sepsis on 

admission was 9/29 (31%) vs 13/75 (17%), 

proportion of ICU admissions was 8/29 (28%) vs 

10/75 (13%).  

Average antibiotic duration and proportion of 

patients with persistent changes on follow up 

imaging >6 weeks were similar between SP 

pneumonia with pleural effusion vs SP 

pneumonia without pleural effusion - 13.7 days 

(n=21) vs 12.7 days (n = 62) and 2/21 (9.5%) vs 

5/52 (9.6), respectively. 

Pulmonary SP disease under the care of 

respiratory services had a shorter average length 

of hospital stay - 11.7 days (n=30) compared to 

20.3 days (n=69) under non-respiratory services. 

Similarly, SP pneumonia with a pleural effusion 

had a shorter average hospital length of stay 

under respiratory teams - 14.6 days (n=9) vs 31.2 

days (n=18). 

 

Conclusion: SP pneumonia complicated with a 

pleural effusion in SJH over a 7-month period 

were sicker on admission, had more ICU 

admissions, and a longer average hospital stay 

length than SP pneumonia without a pleural 

effusion. 
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3.33 Appropriate prescribing and titration of 

oxygen in adult in-patients against BTS and 

HSE standards in Level 2 Nenagh University 

Hospital (196) 
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Dr. Mohamad Helmi, Dr Liadan Carty, Dr 

Federica Piazza, Dr Andrew Scott 
1Nenagh University Hospital 
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Background: Oxygen is a pharmacological 

agent that requires formal prescribing on the drug 

Kardex, with target oxygen saturation (SpO₂) 

ranges and clear monitoring plans documented to 

minimise the risks of inappropriate therapy and 

hypercapnic respiratory failure in patients with 

underlying lung disease. The National Early 

Warning Score (NEWS) chart provides the 

national standard for inpatient monitoring, 

including SpO₂ recording, supplemental oxygen 

use, and escalation criteria. Best practice dictates 

that oxygen prescriptions and target saturations 

are recorded consistently across the Kardex, 

clinical notes, and NEWS chart to ensure clarity 

of indication and therapeutic range. When SpO₂ 

exceeds the prescribed target in a stable patient, 

flow rates or delivery devices should be reduced 

to restore the target range, with weaning and 

discontinuation undertaken when clinically 

appropriate. Despite this, persistent deficiencies 

in documentation, titration, and daily review of 

oxygen therapy have been reported 

internationally. 

  

Methods: We conducted a retrospective 

observational audit over a four-week period of 

medical inpatients receiving supplemental 

oxygen. Active oxygen prescriptions were 

identified via the drug Kardex and compared 

against clinical documentation. Data was 

collected from three sources: the drug Kardex, 

medical notes, and NEWS charts. Variables 

collected included; presence of oxygen 

prescription, documentation of target SpO₂ range, 

regular SpO₂ monitoring in NEWS, daily review, 

O₂ titration, parameters for SpO₂, clinical 

indication, and long-term oxygen therapy 

(LTOT) or home oxygen use documentation. The 

primary outcome was the overall compliance rate 

for each documentation standard. Descriptive 

statistics were used to summarise data collected. 

 

Results: Results demonstrated that oxygen 

prescribed on the Kardex 9.1%, target SpO₂ range 

documented 81.8%, documented regular review 

of oxygen 45.5%, SpO₂ monitoring recorded 

regularly 100%, parameters charted 81.8%, 

indication for oxygen documented 54.5%, 

parameters charted at the time of prescribing 

45.5%, and LTOT present at home in 36.4%. 

 

Conclusion: These results indicate excellent 

routine SpO₂ monitoring but substantial gaps in 

formal Kardex prescribing, daily review/titration, 

and capture of indication and prescribing 

parameters. Deficits in formal prescribing and 

documentation indicates room for implementing 

education and improvement of local hospital 

practice. 
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3.34 The results of an audit of inhaler 

technique of 100 inpatients in Mallow General 

Hospital (MGH) Aim/objective: To evaluate 

the critical errors of Inhaler Technique in 

patients admitted to MGH. (17) 
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Mrs Catherine Hanlon1, Rebecca Jones, Marie 

Ahern 
1Mallow General Hospital 

 

Aim/objective: To evaluate the critical errors of 

Inhaler Technique in patients admitted to MGH. 

 

Methods: 100 inpatients were randomly selected 

in MGH over a 3 month period  to assess inhaler 

technique accuracy. Three Respiratory Nurses 

collected the data over a 3-month period. The 

assessment of Inhaler technique was completed 

and scored out of a scale of 0-10 using the 

Asthma Society of Ireland Standardized 

Operating Procedure audit tools.  Each patient 

gave verbal consent prior to assessment. Inhaler 

technique was assessed using placebo devices. 

The patient received one to one education on the 

relevant inhaled medication if the patient 

achieved suboptimal inhaler technique. Patients 

deemed unsuitable were patients suffering from 

delirium or living with a cognitive impairment or 

refused to give verbal consent 

 

Results: Main Findings 

                 27  % of   patients displayed optimal 

technique scoring 10/10 on the Audit tool 

                 73  %  of  patients displayed sub 

optimal technique scoring less than 10 on the 

Audit tool  

 

Discussion:  Patient Profiles 

COPD, Asthma and Asthma/COPD overlap were 

the three main respiratory diseases. 

Age was not a factor in relation to errors  

 

Most Common Errors  

Across all 9 devices assessed the following errors 

were noted: 

 

PRE DOSE ERRORS POST DOSE ERRORS  

15 % Patients did not exhale prior to taking dose 

 20%  patients did not wait 30 to 60 seconds in 

between doses 

29 % Patients had a poor seal/ incorrect position 

of the device in the mouth  

45 %  patients did not hold their breath post dose  

22 % Patients unaware of inhaler test dose  

37 % patients did not rinse their mouths post dose  

 

The Turbohaler and the Ellipta device were the 

most common inhalers assessed. Both scored 

poorly  

in terms of optimal technique 

 

Conclusion;  

The audit results emphasizes the importance of 

providing patient and/or next of kin education on 

how  

to correctly use their prescribed inhalers.  

As a result of this audit an action plan was 

developed. Rolling workshops, lasting 30-40 

minutes, were 

made available to all clinical staff on an ongoing 

basis with a focus on inhaled therapies and the 

management of chronic respiratory diseases.  

A patient assessment and knowledge tool to 

identify key patient problem areas is being 

developed by   

the respiratory team in MGH. There is a plan to 

repeat this audit in the Out patients Department 

and  

compare both audits.  

 

3.35 Computed Tomography Pulmonary 

Angiography (CTPA), audit of pretest 

probability use and outcomes in University 

Hospital Waterford. (170) 

Dr Aidan O'Beirne, Dr Tom Farrell1, Dr 

Ghadeer Alkhafaji1, Dr Ciaran Redmond1 
1University Hospital Waterford 

 

Pulmonary embolism (PE) is a potentially life-

threatening condition frequently encountered in 

respiratory medicine. CT pulmonary angiography 

(CTPA) remains the gold-standard imaging 

modality for diagnosing PE, offering high 

sensitivity and specificity through direct 

visualization of thromboemboli in the pulmonary 

vasculature. National Institute for Health and 

Care Excellence (NICE) guidelines recommend 

the use of validated clinical prediction tools—

such as the two-level Wells score—to guide 

CTPA use. This re-audit was conducted at 

University Hospital Waterford (UHW) to assess 

compliance with these guidelines and to evaluate 
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the impact of interventions implemented after a 

previous audit cycle in 2024. 

 

Aims: The primary objective was to evaluate the 

documentation and use of clinical prediction 

tools, specifically the Wells score, in CTPA 

requests. Secondary outcomes included 

diagnostic yield (positivity rate), time to scan, 

incidental findings, and recommendations for 

further investigations following negative or 

inconclusive scans. 

 

Methods: A retrospective review of all CTPA 

studies performed during March and April 2025 

was conducted. Data were compared with 

findings from a previous audit carried out in the 

same period in 2024. Following the initial audit, 

results were disseminated via teaching sessions 

and quality improvement meetings within UHW. 

Each CTPA request was reviewed for 

documentation of pre-test probability scoring, 

and reports were analysed for scan outcomes and 

additional findings. NICE guidelines were used 

as the audit standard. 

 

Results: A total of 180 CTPAs were performed 

over the two-month period: 104 in March and 76 

in April. 

• Referral source: 91 from the Emergency 

Department, 87 from inpatient teams, and 2 from 

outpatient services. 

• Patient demographics: Mean age was 

64.8 years (range 17–94). 

• Pre-test probability scoring: Only 39% of 

requests included a documented Wells score. No 

use of alternative validated tools such as PERC or 

YEARS was observed. The median Wells score 

was 4.5 (range 1.5–9). 

• Diagnostic yield: PE was diagnosed in 30 

cases (16.6%). Among these, 10 had a Wells 

score >4 documented. 

• Incidental findings: 40 scans (22%) 

revealed unrelated findings warranting further 

investigation. 

 

Discussion: This audit highlights ongoing 

suboptimal adherence to NICE recommendations 

regarding the documentation and use of clinical 

prediction rules prior to CTPA. While some 

improvement was seen in the CTPA positivity 

rate (from 11.4% in 2024 to 16.6% in 2025), 

indicating more appropriate utilization, the low 

rate of pre-test probability documentation 

remains a key area for improvement. Notably, the 

diagnostic yield aligns with the Royal College of 

Radiologists’ recommended positivity range 

(15.4–37.4%) (2), suggesting reduced overuse of 

imaging. The high incidence of incidental 

findings supports the need for careful patient 

selection to avoid unnecessary downstream 

investigations. 

 

Conclusion: While positive strides have been 

made in optimizing CTPA use at UHW, further 

efforts are required to ensure consistent use of 

clinical prediction tools. The findings will inform 

further targeted teaching and quality 

improvement initiatives, with a focus on 

embedding evidence-based practice into routine 

clinical workflows. 

 

3.36 Pulmonary Rehab in Mayo; Are we into 

Integration? (51) 

Ms Julianne Tansey1, Ms Rebecca O'Malley1, 

Mr Mulhern Colin1, Ms Edel O'Malley2, Ms 

Sinead Moran1, Ms Rita Corcoran1, Ms Deirdre 

Garvin1, Ms Caroline Groarke1, Dr Dominic 

Doyle1 
1Chronic Disease Hub, 2Mayo Sports Partnership 

Background: Pulmonary Rehabilitation (PR) is 

an important component in the long-term 

management of chronic respiratory disease, 

focused on active patient participation and 

enhanced self-management. Regular feedback 

from patients who complete the PR programme is 

the need for “follow-on classes” and they often 

report missing the structure of PR.  As per 

National Clinical Care Programme (NCP) for 

COPD and Asthma guidelines, “On completion 

of PR all patients should be provided with 

information regarding existing voluntary groups 

which they can contact for ongoing support and 

social interaction”.  

 

Approach: All patients who participate in the 

Pulmonary Rehab programme (PRP) in Mayo are 
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educated about self-managing their condition, 

with particular emphasis on continuing to 

exercise to maintain and build on the benefits 

gained during the programme. In line with the 

NCP guidelines, patients who complete the PRP 

in Mayo are both signposted and referred to 

relevant programmes, classes and services in 

their local community. The PR team conducted a 

retrospective review of the patients who 

completed the PRP that were signposted and/or 

referred to these services.  

 

Results: 88 patients completed the PRP in Mayo 

between May 2024 and March 2025. 100% of 

these patients were informed about relevant 

services available in their locality and signposted 

to programmes that would meet their needs in 

maintaining the gains made during the PRP. 

Where possible, staff members who deliver these 

programmes were invited into the PRP to talk 

about the service and provide feedback from 

participants. This was also an opportunity for 

patients to become familiar with those involved 

in the local programmes.  

Of the 88 patients, 91% (n=80) consented to a 

referral to a relevant programme. These included 

COPD Support Ireland support group, Mayo 

Sports Partnership (MSP) classes, QUIT 

Smoking service, Cardiac Rehab, DESMOND 

education programme and HSE primary care 

services (including Physiotherapy, Occupational 

Therapy and Public Health Nursing).  

Feedback from the MSP Physical Activity for 

Health Officer reported participants who have 

enrolled in their programmes maintained physical 

activity levels and psychosocial quality of life.  

 

Conclusion: Evidently, the PRP promotes self-

management principles and advocates integration 

with community based services to achieve and 

maintain this. In Mayo, this integrated 

partnership has resulted in the further 

development and expansion of services including 

a “Breathe Well” exercise class (MSP), a second 

COPD Support Ireland class in the county as well 

as supporting the establishment of a “FAB 

(Fatigue and Breathlessness) programme” in the 

local Hospice. This review demonstrates that an 

integrated approach best advocates patient’s self-

management in their local community. In 

conclusion Pulmonary Rehab in Mayo; “Is into 

Integration”. 

 

3.37 Assessing the detection rate of Pulmonary 

Embolism (PE) with use of CT Pulmonary 

Angiogram (CTPA) imaging in a tertiary 

acute hospital in Ireland.  (111) 

Dr Mahita Darbha1, Dr Nurul Hazimah Binti 

Mohammad1, Dr Aidan Quinn1, Dr Tidi Hassan1 
1Department of Respiratory Medicine, Our Lady 

Of Lourdes Hospital, 2Royal College of Surgeons 

Ireland 

 

Introduction: CTPA is the gold standard for 

diagnosis of pulmonary embolism (PE) in 

Ireland. The Royal College of Radiologists in the 

United Kingdom suggest that PE detection rate in 

CTPAs should be 15.4-37.7%.  

 

Aim: We assessed our detection rate using 

clinical suspicion and D-dimer levels to measure 

against this standard in a tertiary acute hospital in 

Ireland.  

 

Method: A retrospective audit was conducted 

between 1st January and 31st December 2024. 

 

Results: 1243 CTPAs were performed and 138 

(11%) were detected as positive for PE. Median 

age was 60.8 years, ranging from 14 to 98. There 

were concomitant serum d-dimer analyses in 

1122 CTPA examinations. The mean serum D-

dimer levels were 2.64± 3.32 mg/L and 4.30±9.l4 

mg/L in patients with negative and positive 

CTPA for PE respectively and statistically 

different (P=0.02).The 0.5 mg/L cut-off achieved 

a sensitivity and negative predictive value (NPV) 

of 99%. The age-adjusted cut-off achieved a 

sensitivity and NPV of 98%. 

  

Discussion: Our detection rate is lower than the 

recommended levels. It is likely that D-dimer 

levels are used to rule-in a PE. A prediction 

algorithm to rule-out a PE should also be utilised 

to improve detection rates. The YEARS 
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algorithm have now been incorporated before 

CTPA requests. 

 

Conflict of Interest: The authors declare that 
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References: 

European Heart Journal, Volume 41, Issue 4, 21 

January 2020, Pages 543–603, 

https://doi.org/10.1093/eurheartj/ehz405 

 

 

3.38 Predicting echocardiogram screening 

with serum D-dimer and pulmonary embolism 

location for chronic thromboembolic 

pulmonary hypertension (112) 

Dr Mahita Darbha1, Dr Nurul Hazimah Binti 

Mohammad1, Dr Nasir Nizrull1, Dr. Ruaidhri 

Keane1, Dr Tidi Hassan1,2 
1Department of Respiratory Medicine, Our Lady 

Of Lourdes Hospital, Drogheda, Ireland., 2Royal 

College of Surgeons 

 

Introduction: Studies demonstrated screening 

for chronic thromboembolic pulmonary 

hypertension (CTEPH) secondary to pulmonary 

embolism (PE) are rare likely due to low (1-3%) 

incidence. We evaluated whether D-dimer levels 

and location of PE correlate with the likelihood 

of screening. 

 

Aim: A retrospective study was conducted 

between 1st January and 31st December 2024. 

We investigate whether categorical elevated d-

dimer levels (age-cutoff) (<2,2-4-,>4-fold rise) 

are associated with location of PE (segmental, 

bilateral segmental, lobar, bilateral lobar, 

pulmonary trunk or arteries) and likelihood of 

echocardiogram screening for CTEPH using 

logistic regression. 

 

Results: 138 CTPAs performed in 2024 reported 

as positive for PE and 59 (42%) patients 

underwent screening for CTEPH. One patient 

(0.7%) had confirmed CTEPH. D-dimer >4-fold 

rise was significantly associated with bilateral 

segmental (OR 2.2 [95%CI 1.1-4.1]), bilateral 

lobar (OR 2.8 [95%CI 1.8-6.9]), and pulmonary 

artery or trunk involvement (OR 3.9 [95%CI 1.9-

19.2]) compared to <2-fold rise. D-dimer of 2-4 

and >4-fold rise increase the likelihood of 

screening for CTEPH (OR 3.1 [95%CI 1.8-6.6]) 

and (OR 6.3 [95%CI 2.9-18.3]) respectively. 

 

Discussion: The 0.7% incidence of confirmed 

CTEPH matches previous studies but less 

expected than prospective studies. Further studies 

are required to evaluate D-dimer or location of PE 

as predictors to improve screening.  

 

Conflict of Interest: The authors declare that 
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3.39 Risk stratification and management of 

acute pulmonary embolism in a model 3 

hospital: an audit and quality improvement 

project (198) 

Doctor Robert Power1, Doctor Conor Mac 

Donnchadha1, Dr Ronan Desmond2, Dr Amani El 

Gammal1 
1Respiratory Medicine, Naas General Hospital, 
2Haematology, Tallaght University Hospital 

 

Background: Acute pulmonary embolism (PE) 

is a common and potentially life-threatening 

medical emergency. Risk stratification after 

diagnosis using clinical assessment, biomarkers, 

and imaging of the right ventricle is crucial for 

guiding treatment and predicting outcomes. 

International guidelines, including those from the 

European Society of Cardiology (ESC), 

recommend a risk-based approach to PE 
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management. This audit aimed to assess 

adherence to these guidelines in a model 3 

hospital in Ireland and identify areas for 

improvement. 

 

Methods: Fifty consecutive cases of acute PE 

diagnosed by CT pulmonary angiogram (CTPA) 

between June 2024 and February 2025 were 

retrospectively reviewed. Fourteen audit 

standards were developed based on the 2019 ESC 

guidelines, with a target adherence threshold set 

at 70 percent. 

 

Results: Among the 50 patients, the median age 

was 70 years with an equal male-to-female ratio. 

Thirty-four percent had unprovoked PE and 20% 

were hospital-acquired. The median length of 

stay was 8 days, and the in-hospital mortality rate 

was 20 percent. Documented use of risk 

stratification tools such as PESI or the ESC 

criteria was observed in only 6% of cases, 

although sufficient clinical data to stratify risk 

were available in 66%. CTPA reports commented 

on right heart strain in only 18% of cases. Cardiac 

biomarkers, including troponin or BNP, were 

measured in 68%, and 58% of patients underwent 

echocardiography. All anticoagulated patients 

received therapeutic low molecular weight 

heparin followed by a direct oral anticoagulant, 

with a median transition time of 48 hours. No 

patients were managed as outpatients. Of six 

patients with isolated subsegmental PE, five 

(84%) received anticoagulation. No cases 

involved systemic thrombolysis, catheter-

directed therapy, thrombectomy, or inferior vena 

cava filter placement. Among patients with 

unprovoked PE, 30% had a malignancy screen, 

while 12% underwent further investigations for 

thrombophilia. Haematology follow-up was 

arranged in 71% of cases. 

 

Conclusions: This audit highlights significant 

gaps in adherence to ESC guidelines, particularly 

in risk stratification, CTPA reporting of right 

ventricular strain, and aligning management 

strategies with risk profiles. Planned quality 

improvement measures include collaboration 

with radiology to standardize reporting, revision 

of the PE admission proforma, targeted staff 

education, and the development of a local PE 

management pathway. A re-audit is currently 

underway to assess the impact of these 

interventions. 

 

3.40 An Analysis of patient satisfaction level 

and experience in the Cork City North 

Respiratory Integrated Care Hub (RIC). (221) 

Mrs Preema Baby Varghese1, Mrs Bernadette 

Bowen1, Marie Ahern1, Dr Patrick Coghlan1 
1Integrated Care Hub,Harbour View Building,St 

Mary's Health Campus.gurranabraher ,cork. 

 

Background and Objectives: The Respiratory 

hubs were developed within the Integrated Care 

Programme for prevention and management of 

COPD and Asthma (ICPCD) in line with 

Slaintecare. By surveying patients, they can tell 

of their own personal experiences so that their 

voices can begin to be heard and listened to. It 

recognises that patients are experts about their 

own experiences over their entire journey of care. 

 

Methods or Approach:  A survey was carried 

out over a 12 week period. The questionnaire was 

designed by the three Clinical Nurse Specialists 

and the Respiratory Consultant in conjunction 

with the Quality and Safety Dept. HSE South 

West. All patients attending the Respiratory Dept. 

were asked to complete the questionnaire after 

the consultation, in the waiting room or by QR 

code. Data was analysed and interpreted by the 

respiratory team. 

 

Key Results or Findings: Out of 62 responses, 

76 % were very satisfied with their overall 

experience. 95% strongly agreed that the team 

introduced themselves, treated them with 

kindness and respect, gave them time to ask 

questions and address any concerns. 93% 

strongly agreed that things were explained to 

them in a way that was easy to understand. 91% 

strongly agreed that their lifestyle was considered 

and were involved in decisions about their 

treatment. Patients understanding on COPD and 

asthma, importance of exercise, how to use 
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inhalers and strategies for giving up smoking 

improved. 

  Mean Scale 

Q1 What it means to have COPD or asthma  

 Before 2.7 Fair 

 After 4.7 Very Good 

Q2 How to manage your symptoms at home

 Before 2.7 Fair 

 After 4.2 Good 

Q3 The importance of exercise and how to 

exercise effectively Before 3.6 Good 

 After 4.8 Very Good 

Q4 How to use your inhaler Before 3

 Fair 

 After 4.9 Very Good 

Q5 Strategies for giving up smoking Before

 3.2 Fair 

 After 4.6 Very Good 

Q6 Support groups for people with COPD or 

Asthma Before 2.2 Poor 

 After 4.2 Fair 

 

Conclusions and Implications: Our specialist 

service provides patient-centred care as shown by 

patients’ satisfaction with their experience of the 

respiratory team .There was a significant 

improvement in patients understanding of their 

COPD or Asthma, strategies for giving up 

smoking and how to use their inhalers. 

Managing symptoms at home and signposting to 

support groups are areas to improve on. 

Measuring patients’ experiences allows us to 

identify any gaps and make targeted 

improvements. 

 

3.41 HSE Compliance Audit Report: Oxygen 

Parameters Charting at St. Luke’s hospital 

Kilkenny (20) 

Doctor Muhammad Ahmad1, Doctor Saad 

Zafar2, Khan Ramsha Khan2, Doctor Bilal 

Khan2 
1Cork University Hospital, 2St Luke’s general 

hospital Kilkenny  

 

Audit Period: February 2025- April 2025 

Audit Conducted by: Muhammad Ahmed1 

,Ramsha Khan2, Dr. M. Bilal Khan2, Saad 

Zafar2. 

1 Department of Respiratory Medicine, St Luke’s 

hospital, Kilkenny, Ireland. 

  

2Department of General Medicine, St Luke’s 

hospital, Kilkenny, Ireland 

 

Background: This audit evaluates compliance 

with the Health Service Executive (HSE) 

guidelines for oxygen prescription in the 

respiratory ward at St. Luke’s Hospital, 

Kilkenny. The aim is to assess current prescribing 

practices and identify areas for improvement to 

ensure safe and effective oxygen therapy. 

 

Methods: A retrospective review of inpatient 

record related to prescriptions was conducted for 

80 patients admitted in the hospital within the 

period from February till April 2025. Data were 

collected using the hospital’s record. 

 

Results: Compliance with HSE guidelines for 

oxygen prescribing was found to be low. Formal 

oxygen prescription with documented parameters 

was recorded in 34%, Target saturation range 

documented in 28%, Oxygen delivery device was 

recorded in 41%, Oxygen flow rate was 

accurately documented in  36%, Duration of 

oxygen therapy was recorded in 22% and the 

adjustments made based on patient response was 

found in 19%. 

 

Conclusion: The findings indicate suboptimal 

adherence to HSE standards for oxygen 

prescription at St. Luke’s Hospital. It can be 

concluded that less than 1 in 3 patients received 

oxygen therapy in full accordance with HSE 

guidelines. This highlights a potential risk to 

patient safety and underscores the need for 

improved awareness and implementation of 

guideline-based oxygen prescribing practices. 

Keywords: Compliance, Oxygen prescription, 

HSE guidelines Disclosures: Conflict of 

Interest: The authors declare that they have no 

conflict of interest. 
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3.42 Assessing the Appropriateness of CTPA 

Requests for Suspected Pulmonary Embolism 

at Beaumont Hospital (119) 

Doctor Babar Shehzad1, Dr Reema Alsufyani1, 

Doctor Hebatalla Ismail1, Doctor Douglas 

Mulholland1 
1Beaumont Hospital 

 

Background: Pulmonary embolism (PE) is a 

frequent differential diagnosis in acutely unwell 

patients, though its presentation often overlaps 

with other cardiopulmonary conditions. 

Unnecessary CTPA carries risks, including 

radiation exposure, contrast-induced 

nephropathy, and resource burden. NICE 

guideline NG158 recommends CTPA for Wells 

score >4, or Wells ≤4 with a positive D-dimer. 

The Royal College of Radiologists (RCR) advises 

a target CTPA positivity rate of ≥15% for PE, 

with up to 50% for alternative diagnoses. A 

previous audit in November 2022 demonstrated 

suboptimal compliance, prompting this re-audit 

to assess compliance with NICE guidelines and 

evaluate diagnostic positivity rates against RCR 

standards. 

 

Methods: We retrospectively reviewed 130 

CTPAs performed in February 2024 at Beaumont 

Hospital (ED and inpatient services). Data were 

obtained from McKesson/NIMIS (Wells score, 

chest X-ray, CTPA report) and PIPE Lab Archive 

(D-dimer). 

• Compliance with NICE guidelines was 

defined as Wells score >4, or Wells score ≤4 with 

a documented positive D-dimer prior to CTPA 

request. 

• Compliance with RCR standards was 

defined as a CTPA positivity rate for PE ≥15%, 

and a positivity rate for alternative clinically 

significant diagnoses ≥50%. 

Results from this cycle were compared to a 

previous audit conducted on CTPA requests from 

November 2022 to assess improvements and 

identify areas for further enhancement. 

 

Results: 

• Wells score documented in 97% 

(126/130). 

• D-dimer performed in 80% (103/130). 

• Compliance with NICE criteria achieved 

in 96% (125/130), an improvement from 76% in 

2022. 

• CTPA positivity for PE increased from 

14% to 18%, meeting the RCR target of ≥15%. 

• Alternative significant diagnoses 

identified in 81%, exceeding the RCR benchmark 

of ≥50%. 

These improvements are likely attributable to a 

McKesson system update mandating D-dimer for 

Wells ≤4, and targeted education via 

departmental teaching, Radiology meetings, and 

Journal Club. 

 

Conclusions: Compliance with NICE guidance 

and achievement of RCR targets demonstrated 

improvement since the 2022 audit. These gains 

are likely attributable to updates in McKesson 

prompts mandating D-dimer for Wells ≤4, 

alongside targeted education delivered through 

departmental teaching, Radiology meetings, and 

Journal Club. Sustaining this progress will 

require continued education, periodic re-audit, 

and ongoing refinement of McKesson prompts. 

 

Keywords: Pulmonary embolism, CTPA, audit, 

Wells score, D-dimer. Disclosures: The authors 

declare no conflicts of interest. 

 

3.43 ZZ Family Study: Assessment of Risk in 

ZZ Alpha-1 Antitrypsin Deficiency (244) 

Dr Emma Farrell1, Dr Daniel Fraughen1, Dr 

Suzanne Roche1, Dr Caitriona Breathnach1, Dr 

Eamon Mullen1, Dr Rachel Mulpeter1, Dr Tomas 

McHugh1, Dr David Quigley1, Dr Tomás 

Carroll2, Professor N.G. McElvaney1 
1National Centre for Expertise in AATD, 2Irish 

Centre for Genetic Lung Disease, Royal College 

of Surgeons in Ireland 

 

Introduction: Alpha-1 antitrypsin deficiency 

(AATD) is a genetic condition caused by a 

myriad of SERPINA1 gene mutations, resulting 

in low circulating levels of alpha1 antitrypsin 

(AAT), conferring varying risks of emphysema 
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and liver disease.  Homozygosity for the Z allele 

is the most common severe deficiency phenotype.    

 

Individuals diagnosed due to the presence of 

symptoms commonly exhibit established, 

irreversible lung disease.  Consequently, previous 

studies which primarily focus on such lung-index 

cases, are prone to ascertainment bias and 

inadequate controls.  

 

This novel family-based methodology examines 

ZZ lung-index cases and performs comparison 

with their ‘normal risk’ MM siblings as well-

matched controls, in order to quantify the risks of 

lung and liver disease in ZZ individuals.  We also 

perform ZZ specific analysis, comparing lung-

index versus non-index ZZ individuals.  

 

Results: We present spirometric, oscillometry, 

CT and Fibroscan data from more than 100 

families and quantify risk and disease trajectory 

in ZZ AATD, considering sex, smoking and 

mode of presentation.  

 

Conclusions: With trials underway in exciting 

novel therapies, understanding the natural history 

of disease in AATD is vital.  This study supports 

the role for formal family screening pathways, 

however, high rates of COPD in our 

‘asymptomatic’ family screened population 

highlights the need for earlier screening.  

 

3.44 Microbiological Yield from 

Bronchoscopy Over a 6 month Period in a 

Tertiary Centre (243) 

Dr Aimee Wallace1, Dr Anne-Marie Sweeney1 
1Department of Respiratory Medicine, St 

Vincent's University Hospital 

 

Background: Flexible bronchoscopy is an 

essential procedure in respiratory medicine and 

has a number of diagnostic and therapeutic 

indications, most commonly infection, 

malignancy, haemoptysis and interstitial lung 

disease (ILD) (1). Diagnostic yield for pulmonary 

infection with flexible bronchoscopy varies 

between studies, ranging from 46% to 67% (2-5).  

 

Aims: To review the diagnostic microbiological 

yield of all flexible bronchoscopy procedures 

performed at a tertiary centre over a six month 

period.  

 

Methods: Clinical and laboratory data for 109 

consecutive patients who had a flexible 

bronchoscopy between January and July 2025 

were reviewed, and basic descriptive statistics 

were calculated.  

 

Results: Indications for bronchoscopy included 

infection (n=28), suspected malignancy (n=19), 

haemoptysis of unknown cause (n=25) and 

suspected ILD (n=20). The remaining patients 

had abnormal imaging with direct inspection 

recommended (n=15), therapeutic foreign body 

removal (n=1) and hoarseness (n=1). 

 

Microbiological samples were obtained in 86 

procedures, including bronchial washings in 48 

procedures and bronchoalveolar lavage (BAL) in 

38 procedures. No microbiological samples were 

acquired in 23 cases. 60% of patients (n=52) had 

microbial growth on culture; which included 65% 

of bronchial washings and 55% of BALs. 

 

Where infection was the indication for 

bronchoscopy (n=28), microbiological samples 

were obtained for all patients, of which there was 

positive growth on microbiology culture in 18 

patients (64%). 

In patients with haemoptysis as the indication for 

procedure (n=25), 17 had analysed samples with 

ten positive for microbial growth (59%). 47% of 

patients with suspected malignancy had samples 

obtained for culture, of which 55% (n=5) had 

positive microbial isolates.  In the ILD group, all 

bar 3 had a microbiology sample sent with 35% 

(n=6) having growth at culture.  

 

17 unique organisms were cultured.  3 gram-

positive bacteria, 13 gram-negative bacteria and 

3 fungal species isolated. 19% (n=16) samples 

demonstrated poly-microbial growth. 

The most common organisms included Candida 

in 38% of cases (n=20), followed by Methicillin-

Susceptible Staphylococcus Aureus (19%, n=10), 
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Klebsiella Pneumoniae (12%, n=6), Escherichia 

Coli (10%, n=5) and Haemophilus Influenza (8%, 

n=4), Pseudomonas aeruginosa (n=2), 

Stenotrophomonas maltophilia (n=1), 

Enterobacter cloacae (n=1), among others. 

Mycobacterium culture was negative in all 86 

cases. 

 

 

Conclusions: 60% of samples sent for 

microbiological analysis were positive for 

microbial growth. Therefore, our data 

demonstrates similar diagnostic yield to 

previously published reports (2-5). 

Where infection was the suspected indication, 

positive results was yielded in 64%. 

In cases where abnormal imaging was the 

indication for bronchoscopy ( n =15), 14 cases 

were sent for microbiology culture of which 86% 

(12 cases ) had a positive growth.  

The microbiological yield varied with clinical 

indication; clinician-suspected infection and 

haemoptysis was more likely to yield a positive 

result.  

Flexible bronchoscopy in our centre has a high 

diagnostic yield for infection in line with 

international studies.  

 

Disclosures: Nothing to disclose.  

 

References: 

1. Du Rand IA, Blaikley J, Booton R, Chaudhuri 

N, Gupta V, Khalid S, Mandal S, Martin J, Mills 

J, Navani N, Rahman NM, Wrightson JM, 

Munavvar M; British Thoracic Society 

Bronchoscopy Guideline Group. British Thoracic 

Society guideline for diagnostic flexible 

bronchoscopy in adults: accredited by NICE. 

Thorax. 2013 Aug;68 Suppl 1:i1-i44. doi: 

10.1136/thoraxjnl-2013-203618. PMID: 

23860341. 

 

2. Joos L, Patuto N, Chhajed PN, Tamm M. 

Diagnostic yield of flexible bronchoscopy in 

current clinical practice. Swiss Med Wkly. 2006 

Mar 4;136(9-10):155-9. doi: 

10.4414/smw.2006.11344. PMID: 16633961. 

 

3. Qanash S, Hakami OA, Al-Husayni F, Gari 

AG. Flexible Fiberoptic Bronchoscopy: 

Indications, Diagnostic Yield and Complications. 

Cureus. 2020 Oct 24;12(10):e11122. doi: 

10.7759/cureus.11122. PMID: 33133790; 

PMCID: PMC7586410. 

 

4.Panse J, von Schwanewede K, Jost E, Dreher 

M, Müller T. Pulmonary infections in patients 

with and without hematological malignancies: 

diagnostic yield and safety of flexible 

bronchoscopy-a retrospective analysis. J Thorac 

Dis. 2020 Sep;12(9):4860-4867. doi: 

10.21037/jtd-20-835. PMID: 33145059; PMCID: 

PMC7578490. 

 

5. Nakagawa N, Ando T, Kawakami M, Hosoki 

K, Hiraishi Y, Mikami Y, Kage H. Diagnostic 

yield of flexible bronchoscopy for 

immunocompromised patients with lung 

infiltrates: A single-center, retrospective study. 

Respir Investig. 2024 Jul;62(4):726-731. doi: 

10.1016/j.resinv.2024.05.017. Epub 2024 Jun 12. 

PMID: 38870553. 

 

3.45 Addressing the rising demand for 

respiratory care: A five-year overview of the 

Tallaght University Hospital oxygen clinic. 

(102)  

Ms Emma Mc Ardle1, Ms Sara Keane1, Ms 

Ciara Scallan1, Miss Elaine Joyce1 
1Tallaght University Hospital 

 

Background:  Patients with chronic lung 

diseases and hypoxia are frequently referred for 

oxygen assessment. The oxygen clinic at Tallaght 

University Hospital (TUH), led by specialist 

physiotherapists, has experienced significant 

growth over the past five years, now serving more 

than 300 patients annually. The aims of this 

project were to evaluate clinic workflow, patient 

profile, and treatments provided at the oxygen 

clinic from 2020 to 2024. 

 

Methods: Data was collected concurrently with 

each patient’s appointment. Number of referrals, 

patient primary and secondary diagnoses, and 
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treatments provided were recorded. Clinic 

staffing was also documented. 

 

Results: Annual number of appointments rose 

from 325 to 427 over five years, reflecting a 24% 

increase in referrals. The average number of new 

patients reviewed annually was 144, while the 

number of returning patients grew from 170 to 

286 over the five-year period. COPD (39%) and 

ILD (31%) were the most prevalent diagnoses, 

with 27% of patients also having a secondary 

respiratory condition. The percentage of patients 

needing three or more interventions rose from 

77% to 82%. Staffing levels grew from 0.5 to 1.4 

specialist physiotherapists during this time. 

 

Conclusions: Nearly a third of patients referred 

to the oxygen clinic have multiple respiratory 

diagnoses, making their cases more complex. 

These patients are living longer, in part due to 

access to specialised oxygen clinics, as evidenced 

by the increasing demand for follow-up 

appointments and a higher volume of treatments 

required. In response, our clinic has enhanced its 

specialist staffing and grown substantially in five 

years. As the global prevalence of respiratory 

diseases continues to grow, other clinics will need 

to respond to this demand. 

 

3.46 Risky Business: Emergency Pulmonary 

Embolism Risk Stratification and 

Management in a Model Four Hospital (65) 

Dr. Cameron Luke Forward1, Dr. Nur Atikah 

Mohd Asri1, Dr. Sara Mirghni Mirghni1, Dr. 

Hadeel Abdalla1, Dr. Luke Walsh1, Dr. Mark 

Rogan1 
1Department of Respiratory Medicine, Waterford 

Regional Hospital 

 

Background: Acute pulmonary embolism (PE) 

is a common presentation to the emergency 

department and is a common cause of sudden 

cardiac death.1 Suspected acute PE represents 

1.5% of all presentations to the ED in Ireland.2 

Risk stratification for patients who have a 

confirmed diagnosis of acute PE is vital to 

determine the optimal treatments and which 

patients are at increased risk of mortality. This 

involves assessing a patient’s comorbidities, vital 

signs, and features of right heart strain on imaging 

or biochemistry. The European Society of 

Cardiology (ESC) guidelines from 2019 outlines 

the risk stratification approach.3 Patients should 

have a PE severity index (PESI) score calculated 

and should undergo risk stratification. Risk can 

be deemed to be low, intermediate-low, 

intermediate- high, and high- risk. The 

management between these risk categories differs 

significantly with low-risk patients having the 

opportunity to receive outpatient care; 

intermediate and high-risk groups receive their 

treatment in hospital. 

 

Objectives: Improve the acute PE care received 

by patients diagnosed with PE who presented 

acutely to University Hospital Waterford. 

Identify the low-risk group who did not require 

admission to the hospital with potential saving of 

bed days. This was achieved through analysing 

clinical notes, radiology, and clinical letters; 

comparing management and treatment outcomes 

to the ESC PE guidelines. 

 

Methods: A retrospective audit of 656 CTPAs 

performed in University Hospital Waterford 

between 1/1/2024 and 30/6/2024 identified 79 

cases of PE. Eligible cases underwent detailed 

review of clinical records, radiology and 

laboratory data to assess inclusion criteria, 

application of risk stratification and management.  

 

Inclusion Criteria 

Age ≥ 18 years 

Presenting complaint to ED consistent with PE 

and a CTPA-confirmed diagnosis 

 

Results: 79 cases of PE were identified. Data was 

obtained from 59 cases. Of these 59 cases 34 

(58%) patients had PE as their presenting 

complaint. 33 patients were admitted to hospital 

and 1 patient self-discharged. The mean age of 

these patients was 71 (SD=12.04) with 17 being 

male and 17 being female. 11, 8, and 6 had a 

background of malignancy, heart failure or 

chronic lung disease respectively. All patients 

had their PE diagnosed by CTPA. The presence 
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of right heart strain on CTPA was documented in 

11 cases. 28 patients had troponins sent of which 

17 were elevated. 21 patients had an echo 

performed of which 10 showed right heart strain. 

3 patients presented shocked and 1 case presented 

in cardiac arrest. Risk stratification was only 

documented in 3 cases. After calculation 5 

patients were low-risk, 11 were intermediate-low 

risk, 13 were intermediate-high risk and 4 

patients were high-risk. Patients were managed 

with LMWH (25), DOAC (7), and thrombolysis 

(1). Average length of stay was 10.58 days 

(SD=10.06). 2 patients passed away in hospital. 

 

Discussion: Risk stratification is not currently 

used as part of assessment in acute PE in our 

hospital. An outpatient pathway targeting the 

low-risk PE group would result in a reduction of 

hospital bed requirements for PE. 

Implementation of risk stratification would 

identify high risk cases and promote correct 

treatment pathways.  

 

3.47 Life After Clot: An Audit of Post 

Pulmonary Embolism Follow Up Care in a 

Model Four Hospital (68) 

Dr. Cameron Luke Forward1, Dr. Nur Atikah 

Mohd Asri1, Dr. Hadeel Abdalla1, Dr. Sara 

Mirghni1, Dr. Luke Walsh1, Dr. Mark Rogan1 
1Department of Respiratory Medicine, Waterford 

Regional Hospital 

 

Background: Pulmonary embolism (PE) is a 

common presentation requiring access to tertiary 

healthcare. It has significant morbidity and 

mortality and is a common cause of sudden 

cardiac death.1 After the acute management of 

PE clot typically resolves. However incomplete 

resolution of clot does occur and perfusion 

defects can be detected in up to 50% of patients 

who have completed three months of 

anticoagulation therapy.2 This condition is called 

chronic thromboembolic pulmonary disease 

(CTEPD) and can lead to elevated pulmonary 

arterial pressures resulting in chronic 

thromboembolic pulmonary hypertension 

(CTEPH) in 2-3% of cases.3 CTEPH is a chronic, 

progressive, life limiting condition and left 

untreated has a 5-year survival of 55%.4 CTEPH 

is underdiagnosed with the mean average time 

from symptom onset to diagnosis ranging from 

10-15 months.5-6 This delay in diagnosis results 

in worsening haemodynamics and increased 

morbidity and mortality. To aid in the early 

detection of CTEPH the European Society of 

Cardiology (ESC) PE guidelines recommend 

early follow up.7 In 2025 the DELPHI study 

released European venous thromboembolism 

expert consensus guidelines around structured 

follow up care for PE survivors.8 

 

Objectives: Improve the post PE care received 

by all patients diagnosed with a PE who presented 

to University Hospital Waterford. This was 

achieved through analysing clinical notes, 

radiology, and clinical letters; comparing follow-

up, management and treatment outcomes to the 

ESC PE guidelines. 

 

Methods: A retrospective audit of 656 CTPAs 

performed in University Hospital Waterford 

between 1/1/2024 and 30/6/2024 demonstrated a 

total of 79 cases of PE. These cases were then 

analyzed with a chart, radiology and clinic review 

to determine if appropriate follow up was put in 

place and to assess post PE outcomes. 

 

-Patients below 18 were excluded. 

-Patients needed to have a CTPA demonstrating 

acute PE during the inclusion period. 

-Patients needed to survive to follow up 

 

Results: In total 79 cases of acute PE were 

identified. Data was obtained from 59 cases. Of 

these 59 cases only 20 (34%) patients received a 

dedicated follow up after their acute PE. 22 (37%) 

patients had no follow up and 17 (28%) patients 

died within 6 months of their PE. For the cases 

that were followed up the average length of time 

to follow up was 3.3 months (SD=2.88). Follow 

up was done by haematology (9), respiratory (3), 

cardiology (2) and other specialties (8).   16 

patients were on anticoagulation at follow up 

(DOACs 15, LMWH 1). Decisions regarding 

long term anticoagulation were addressed in 15 

cases. At follow up 8 patients were asked about 
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worsening dyspnoea and 5 patients were asked 

about decline in functional status. 8 patients had 

a repeat echocardiogram performed to assess for 

persistent right heart strain which was present in 

3 cases. No patients were referred for a V/Q scan, 

right heart catheterization, or to the pulmonary 

hypertension unit. No patients received a 

diagnosis of CTEPD or CTEPH. 

 

Discussion: Dedicated post PE follow up is poor 

and can be improved by initiation of a post PE 

follow up clinic.  This is recommended in current 

expert consensus guidelines. 
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Irish Thoracic Society Poster 

Review & Discussion 

Friday 21st November 2025 

4: ILD 

4.01 Clinical Characteristics and Genetic 

Results from a Familial Pulmonary Fibrosis 

Clinic (195) 

Dr. Aoife Carolan1,2, Ms Jisha Jasmin2,3, Wan 

Lin Ng1,2, Stephanie McDonnell1, Prof Peter 

Branagan4, Prof Seamus Donnelly5,6, Dr Ruairi 

Fahy7,8, Cedric Gunaratnam1,4, Conor Hagan9, Dr 

Michael T Henry10, Michael J. Keane11, Prof 

Cormac McCarthy11, Noel G. McElvaney1,4, 

Michael McWeeney12, Olga Mikulich13, Patrick 

D. Mitchell14, Aidan O’Brien15, Michael E. 

O'Brien4, Professor Anthony O'Regan16, 

Katherine M.A. O'Reilly17,18, Dorothy M. Ryan4, 

Dr Mari Ozaki1,2, Professor Ross Morgan4, Prof 

Dr Killian Hurley1,2 
1Department of Medicine, Royal College of 

Surgeons in Ireland, 2Tissue Engineering 

Research Group, Royal College of Surgeons in 

Ireland, 3University of Galway, SFI Centre for 

Research Training in Genomics Data Science, 
4Department of Respiratory Medicine, Beaumont 

Hospital, 5Department of Clinical Medicine, 

School of Medicine, Trinity Translational 

Medicine Institute, 6Department of Respiratory 

Medicine, Tallaght University Hospital, 
7Department of Respiratory Medicine, St James's 

Hospital, 8Department of Medicine, Trinity 

College Dublin, The University of Dublin, 
9Antrim Area Hospital, Northern Health and 

Social Care Trustt, 10Department of Respiratory 

Medicine, Cork University Hospital, 11University 

College Dublin, Respiratory Medicine, St. 

Vincent's University Hospital, 12Department of 

Medicine, Bon Secours Hospital, 13Department of 

Respiratory Medicine, Letterkenny University 

Hospital, 14Department of Medicine, Tallaght 

University Hospital & Trinity College Dublin, 
15Department of Medicine, University Hospital 

Limerick,, 16Department of Respiratory 

Medicine, Galway University Hospital, National 

University of Ireland, 17Department of 

Respiratory Medicine, Mater Misericordiae 

University Hospital, 18School of Medicine, 

University College Dublin 

 

Background: Increasing evidence shows that 

family history and genetic factors are important 

prognostic indicators in IPF. Familial pulmonary 

fibrosis (FPF) is the name given to cases of f-ILD 

with at least one relative diagnosed with a f-ILD. 

19% of those with IPF in Ireland(1) report a 

family history of IPF, higher than the 5.9% 

reported from the UK.(2)  Monogenic causes, 

such as telomere-related gene (TRG) variants, 

leading to short telomere length, are thought to 

contribute to 25% of FPF, and are suspected to 

present earlier and with more progressive disease 

than sporadic-IPF. TRGs can also present with 

other short telomere syndromes such as liver 

disease, cryptogenic liver function derangement 

to liver cirrhosis, and haematological 

complications.  

The FPF clinic in Beaumont Hospital assesses 

and screens patients with FPF for genetic causes, 

monitors for complications and screens family 

members. All physicians nationally can refer 

patients to the clinic. This abstract aims to 

describe the phenotype and genotype of patients 

in the clinic.  

 

Methods: Genetic testing was offered to patients 

meeting the criteria outlined in the European 

Respiratory Society statement on FPF;(3) those 

with a f-ILD suspected of a monogenic cause, 

including those with a family history, an 

unknown cause of f-ILD under the age of 50, 

and/or having features of short telomere 

syndrome. Next-generation sequencing was 

carried out after informed consent. Results were 

reported according to ACMG guidelines.(4) 

Variants of unknown significance (VUS), likely 

pathogenic (LP) and pathogenic (P) variants only 

were reported. If a TRG variant was identified, 

telomere length was measured by Flow-FISH. 

Complex variants were discussed with colleagues 

at the RespiFIL genetic multidisciplinary meeting 

(MDM). Patients who consented to participate in 

the PRECISE-PF biobank only are included in 

this analysis.  
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Results: A total of 97 patients meeting ERS 

criteria consented to next-generation sequencing; 

92 patients with a family history of a f-ILD, 

including 72 probands and 16 families, four 

presenting with a f-ILD <50 years of age of 

unknown cause and one with features of short 

telomere syndrome. Of those screened, 50 (52%) 

were female. The median age was 67 (39-85). 

The median FVC was 92% and the median 

DLCO was 53%. A total of 19 (20%) had a 

variant associated with pulmonary fibrosis found; 

12 (12%) VUS, 4 (4%) LP and 3 (3%) 

pathogenic. Following discussion at the Genetic 

ILD MDM, all VUS had their pathogenicity 

upgraded (n=5).  Eighteen were TRGs, with 

RTEL1 being the most common variant.  

 

Conclusion: Familial pulmonary fibrosis is an 

evolving area of interstitial lung disease diagnosis 

and care. Multidisciplinary care with specialties 

such as clinical genetics, hepatology, and 

haematology is necessary. Almost a fifth of 

patients with genetic testing in the FPF clinic had 

a monogenic variant found; the majority of these 

were VUS. Patient access to genetic counselling 

and discussion at a Genetic ILD MDM are 

essential components of care for these patients.  
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4.02 Real-World Experience with Antifibrotic 

Therapy in IPF and PPF: Insights from a 

Decade of ILD Care at a Tertiary Centre (73) 

Ms Jayleigh Lim1, Ms Grace O'Sullivan1, Dr 

Michael T Henry1 
1Department of Respiratory Medicine, Cork 

University Hospital 

 

Background: Antifibrotic agents such as 

pirfenidone and nintedanib have been shown to 

slow disease progression in Idiopathic pulmonary 

fibrosis (IPF) and progressive pulmonary fibrosis 

(PPF). However, their use is often limited by 

treatment-related adverse effects (AEs), leading 

to dose reductions, treatment interruptions, or 

discontinuation.  

 

Aim: We sought to evaluate the clinical use and 

tolerability of antifibrotic therapy in patients with 

IPF and PPF attending the ILD service at our 

tertiary care centre. 

 

Methods: We performed a retrospective review 

of the electronic medical records of patients 

attending the ILD clinic in Cork University 

Hospital between 2014 and 2025. Data collected 

included diagnosis (IPF or PPF), antifibrotic 

agent initiated, and treatment outcomes including 

dose adjustments, drug switches, and therapy 

discontinuation due to AEs. 

 

Results: A total of 518 patients were commenced 

on antifibrotic therapy between 2014 and 2025. 

Of these 518 patients, 364 had IPF (70.2%) and 

154 (29.7%) had PPF. 312 (60.2%) patients were 

initiated on nintedanib and 206 (39.8%) on 

pirfenidone. Among those commenced on 

nintedanib, 22 (7.1%) required dose reductions, 

24 (7.7%) discontinued therapy, and 66 (21.2%) 

were subsequently switched to pirfenidone due to 

AEs or other reasons. Gastrointestinal (GI) 

symptoms (17.6%) and liver enzyme elevations 

(8.7%) were the most commonly reported AEs 

leading to treatment modification in this cohort. 
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Among those commenced on pirfenidone, 10 

(4.9%) required dose reductions, 11 (5.3%) 

discontinued therapy, and 40 (19.4%) were 

switched to nintedanib due to AEs and other 

reasons. The most common AEs prompting 

treatment modification in this cohort were GI 

symptoms (9.2%) and rash (6.3%). Of the 40 

patients switched to nintedanib from pirfenidone, 

9 (22.5%) required dose reduction and 7 (17.5%) 

discontinued treatment due to intolerance.  

Similarly, among the 66 patients switched to 

pirfenidone from nintedanib, 7 (10.6%) required 

dose reduction and 17 (25.8%) had to discontinue 

treatment due to AEs or other reasons. 

 

Discussion: While antifibrotic therapy offers 

significant clinical benefit in IPF and PPF, 

tolerability remains a significant challenge. Our 

study reflects a large-scale, real-world 

population, providing valuable insights into the 

practical use and tolerability of antifibrotic 

therapies. Our findings align with those of several 

international observational studies, including the 

PASSPORT study, which reported treatment 

discontinuation due to AEs in 28.7% of patients, 

with nausea, weight loss, and rash being the 

commonest reasons for discontinuation (1, 2). 

Further studies on strategies to manage and 

mitigate AEs are warranted to enhance treatment 

adherence and improve long-term outcomes. 
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4.03 Characterising wound healing responses 

of fibroblasts in Idiopathic Pulmonary 

Fibrosis (IPF) (83) 

Darren Chow1, Amal ElBanna1, PhD Amanda 

Tatler2, PhD Bettina Schock1 

1Queen's University Belfast, Wellcome-

Wolfsone Centre for Experimental Medicine, 
2Centre for Respiratory Research, BRC in 

Translational Medical Sciences, Nottingham 

University 

 

Background: Idiopathic pulmonary fibrosis 

(IPF) is a progressive and fatal lung disease, 

characterized by intensive remodelling of lung 

tissue due to uncontrolled fibrosis leading to 

respiratory failure. The mechanism of disease is 

thought to involve dysregulated wound healing 

following fibroblast activation. In IPF, both 

fibroblast migration and proliferation can be 

upregulated in response to injury. 

 

Objective: Using cultured primary lung 

fibroblasts, we investigated differences in 

migration and proliferation between IPF and 

healthy control (HC) fibroblasts and associated 

wound closure with gene expression for markers 

for proliferation and migration. 

Methods: Outgrown biopsy fibroblasts were 

cultured from patients with IPF and HC.  Cells 

were wounded (1x scratch assay) in the 

presence/absence of TGFβ1 (0-10 ng/mL). 

Wound closure was observed (microscopy) and 

calculated (ImageJ). Following injury (3x3 

scratch, ± 5 ng/mL TGFβ1), markers of fibrosis, 

migration and proliferation were determined by 

qRT-PCR. 

 

Results: In the scratch assay, we observed 

increased wound closure in IPF fibroblasts 

compared with healthy control fibroblasts over 

time, but this response was independent of 

TGFβ1 stimulation. Additionally, repeated injury 

resulted in significantly reduced wound closure, 

again, independent of TGFβ1 stimulation. PCR 

results showed changes in migration and 

proliferation: In non-stimulated cells, expression 

of genes involved in proliferation (Ki-67, PCNA 

{Proliferating Cell Nuclear Antigen}) were 

significantely higher in IPF fibroblasts while 

those indicating migration (CXCL12, Vimentin) 

were lower compared with HC.  

 

Conclusions: Our results suggest that IPF 

fibroblasts show an intrinsic difference in their 
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proliferative ability in response to injury. Future 

work will characterise the IPF fibroblast 

behaviour in response to other disease-relevant 

stimuli and epithelial injury. 

Ongoing work is confirming  the responses to 

diseases relevant injury of pluripotent stem cell 

(iPSC)-derived fibroblasts from patients with IPF 

in comparison to primary IPF fibroblasts. 

 

4.04 Induced pluripotent stem cell (iPSC)-

derived fibroblasts reveal differences between 

Systemic Sclerosis (SSc) and SSc-ILD (82) 

PhD Bettina Schock1,2, Edeline C Adhidjaja2,3, 

Batoul Alfandi2,4, Gular Karimli2,5, Jose Luis 

Paolo Salas Domingo2,6, Darren Chow1, 

Professor Andriana Margariti1, Dr Nazia 

Chaudhuri7 
1Queen's University Belfast, Wellcome-wolfsone 

Centre For Experimental Medicine, 2 iENGAGE 

2025, Wellcome-Wolfson Institute for 

Experimental Medicine, Queen’s University 

Belfast, 3Institut Teknologi Bandung, 4University 

of Aleppo, 5Mersin University, 6Ateneo de 

Manila University, 7University of Ulster 

 

Introduction: Systemic Sclerosis (SSc) is a rare 

autoimmune disease, mainly affecting the skin. 

40% of patients develop Interstitial Lung Disease 

(SSc-ILD), a disease with a higher mortality risk. 

The mechanisms underlaying the transition from 

SSc-to-SSc-ILD are unknown, but lung 

fibroblasts from patients with SSc are difficult to 

obtain. 

 

Objective: Using peripheral blood-induced 

Pluripotent Stem Cells (iPSCs) differentiated into 

fibroblasts, we aim to identify differences 

between SSc and SSc-ILD fibroblasts in response 

to disease relevant stimuli.  

 

Methods: Peripheral blood-derived mononuclear 

cells from patients were reprogrammed into 

induced pluripotent stem cells (iPSCs) and 

differentiated into fibroblasts.  Successful cell 

differentiation was confirmed using specific 

fibroblast markers.  

Cells were wounded (1x scratch assay) in the 

presence/absence of TGFβ1 (0-10ng/mL). 

Wound closure was recorded by microscopy at 0-

48h and calculated using ImageJ. 

Markers of fibrosis, migration and proliferation 

in response to injury were determined by qRT-

PCR using a 3x3 scratch assay (3x3 scratch-PCR, 

0-48h). Collagen deposition (Pricrosirius Red) 

was also determined  

 

Results: iPSCs were successfully transformed 

into fibroblasts (Col1A1, Vimentin, S100A4). In 

response to injury, we observed a significantly 

increased wound closure in SSc-ILD fibroblasts 

(24h) in non-stimulated iPSC-fibroblasts, which 

was lost by the addition of TGBβ1. Scratch-PCR 

revealed increased expression of proliferation 

markers (Ki-67, PCNA) and lower levels of 

migration markers (CXCL12, Vimentin) in SSc-

ILD fibroblasts compared to SSc only fibroblasts. 

Conclusions: Here we present for the first time 

that iPSC-derived fibroblasts mimic differences 

between SSc and SSc-ILD in-vivo and therefore 

may serve as a new model to study key 

behavioural and physiological differences which 

could explain the progression to SSc-ILD 

(Madsen et al, SciRep 2025). Ongoing work is 

characterising the cells’ behaviour to lung 

epithelial specific stimuli and identified drug 

candidates to ameliorate progression of fibrosis. 

Additionally, this model system can be used to 

investigate other fibrotic lung diseases such as 

Idiopathic pulmonary Fibrosis (IPF) or other 

disease associated ILDs. 

 

4.05 General Anaesthesia in Chronic 

Beryllium Disease (CBD): A Systematic 

Review of Perioperative Risks and Outcomes 

(245) 

Miss Harshini Kamalakannan1 
1Queens University Belfast 

 

Background: Chronic Beryllium Disease (CBD) 

is a very rare form of hypersensitivity 

pneumonitis caused by exposure to beryllium, 

which is widely used in the aerospace and 

electrical manufacturing industries. It is 
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characterised by non-caseating granulomas and 

progressive restrictive lung impairment [1]. 

Patients often present with impaired gas 

exchange, pulmonary hypertension and reduced 

ventilatory reserve [2]. The perioperative risks of 

general anaesthesia (GA) in CBD remain poorly 

described though reports suggest vulnerability to 

postoperative pulmonary complications and even 

respiratory failure [3]. 

 

Methods: A systematic review was performed 

according to PRISMA 2020 guidelines [7]. 

MEDLINE, EMBASE and Cochrane CENTRAL 

were researched. Eligible studies included adult 

patients with confirmed CBD undergoing GA. 

Primary outcomes were postoperative pulmonary 

complications (PPCs) such as atelectasis and 

pneumonia, acute respiratory failure, ICU 

admission and mortality. Risk of bias for included 

studies was systematically assessed using the 

Newcastle - Ottawa Scale (NOS) that evaluates 

selection and outcome domains [8]. Narrative 

synthesis was used due to heterogeneity in study 

design and outcomes. 

 

Results: Seven studies (n≈450 patients) met the 

inclusion criteria. Compared to non-CBD 

controls, CBD patients had higher rates of 

Postoperative Pulmonary Complications (20–

40%) [2,4]. Acute respiratory failure occurred in 

up to 10% of cases, often triggered by 

perioperative infections or ventilation strategies 

[4,5]. High inspired oxygen fractions and fluid 

overload were reported as risk factors, whereas 

lung protective ventilation and conservative fluid 

balance improved outcomes [3,6]. Additionally, 

ICU admission rates were greater and hospital 

stays were longer in CBD patients than in 

matched controls [5]. 

 

Conclusion: GA in patients with CBD is 

associated with increased perioperative 

morbidity, particularly acute respiratory failure 

and prolonged recovery [3,5]. Preoperative 

optimization and multidisciplinary perioperative 

planning are crucial. Furthermore, lung - 

protective anaesthetic strategies are essential to 

reduce risk [6]. Further prospective studies are 

needed, in keeping with recommendations for 

research priorities in rare interstitial lung diseases 

[9]. 

 

Keywords: Chronic Beryllium Disease, 

berylliosis,  interstitial lung disease,  general 

anaesthesia, perioperative risk Disclosures: The 

author declares no conflicts of interest. 
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Introduction: Pulmonary Fibrosis is a 

progressive lung condition that causes 

irreversible scarring of the lung tissue. Familial 

pulmonary fibrosis (FPF) is often linked to 

genetic factors, whereas with idiopathic 

pulmonary fibrosis (IPF), the exact cause of the 

disease is unknown. The quality of life (QOL) of 

pulmonary fibrosis patients can be debilitating, 

but this can vary largely amongst individuals 

affected by the disease. We compared the QOL of 

patients with FPF and IPF at their initial 

recruitment visit to the Precision Diagnosis and 

Care for Families with Pulmonary Fibrosis in 

Ireland (PRECISE-PF) observational cohort 

study. Patient Reported Outcome Measure 

(PROM) questionnaires were used to collect this 

data.  

 

Objective: The aim was to evaluate if there was 

a difference in the QOL at baseline between the 

two groups of patients with pulmonary fibrosis. 

This was assessed by comparing the qualitative 

and quantitative data collected via the PROM 

questionnaires. 

 

Methods: Qualitative and quantitative data were 

collected using PROM QOL questionnaires and 

were completed by participants on recruitment to 

the study. The questionnaires included were the 

Modified Medical Research Council Dyspnoea 

Scale (MRC Dyspnoea Scale), which is used to 

assess perceived respiratory disability by a 

grading scale, and the EQ-5D-3L Questionnaire 

assesses QOL as a measure of health outcome. 

 

Results: A total of 142 participants were 

included in the study; 85 FPF and 57 IPF. The 

median age in the FPF cohort was 67 versus 75 in 

the IPF cohort (p=0.00). For the EQ-5D-3L 

questionnaire, the FPF cohort reported a median 

of 71.1 for the patient’s self-rated health status of 

today on a 0 to 100 visual analogue scale. For the 

IPF cohort, the median number reported was 64.9 

(p=0.036). For the MRC questionnaire, on the 1-

5 stage scale, the FPF cohort had a median score 

of 1.2, whilst the IPF cohort had a median score 

of 1.4 (p=0.242). 

 

Discussion: PROMs were statistically higher on 

the self-reported health score (71.2 versus 64.9) 

in the FPF versus the IPF cohort, respectively. 

PROMs were statistically lower on the 

respiratory disability score (1.2 versus 1.4) in the 

FPF versus the IPF cohort, respectively. This may 

be due to patients with familial disease having an 

earlier diagnosis due to family screening, 

increased awareness of disease behaviour due to 
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their family experience, or the increased number 

of comorbidities associated with older age found 

in patients with IPF. 

 

Conclusion: Participants in the FPF Precise-PF 

observational cohort study appear to have a 

higher self-reported health score and a lower 

respiratory disability score than their IPF 

counterparts. 

 

4.07 ATP-Driven Purinergic Remodelling in 

Progressive Fibrotic Lung Disease (125) 

Doctor Luke Forde1,2, Dr Debananda Gogoi2, 

Mr Rory Baird2, Ms Mengxin Niu2, Dr Sara 

Waqas Ahmed2, Prof Cormac McCarthy1,3, Prof 

Michael P Keane1,3, Prof Emer P. Reeves2, Prof 

Emmet E McGrath21,3 
1St Vincent's University Hospital Dublin, 2Royal 

College of Surgeons in Ireland, 3University 

College Dublin 

 

Background: Progressive fibrotic interstitial 

lung diseases (PF-ILD) are characterised by 

chronic inflammation and relentless fibrosis 

resistant to standard therapy. The mechanisms 

sustaining this pathological state remain 

incompletely defined [1]. Extracellular adenosine 

triphosphate (eATP) is a potent danger-

associated molecular pattern (DAMP) that 

activates P2 purinergic receptors, driving 

inflammasome activation, cytokine release 

including IL-1β, TNFR1, TGF-β, VEGF, and IL-

6, and fibroblast proliferation [2]. While altered 

ATP and P2 receptor expression have been 

described in idiopathic pulmonary fibrosis (IPF), 

their role across PF-ILD subtypes and biological 

compartments has not been comprehensively 

evaluated [2]. 

 

Methods: Written informed consent was 

obtained from participants under protocols 

approved by the St Vincent’s University Hospital 

Ethics Committee. Patients with PF-ILD (n=11) 

and patient controls undergoing bronchoscopy 

for non-fibrotic indications (n=6) were recruited, 

along with healthy control blood donors (n=11). 

Bronchoalveolar lavage fluid (BALF), plasma, 

nasal epithelial cells (NECs), circulating 

monocytes, and BALF cells were analysed. 

Extracellular ATP was quantified by 

luminescence assay. P2 receptor expression was 

measured by qPCR and Western blot. 

Cytokines/growth factors (IL-1β, TNFR1, TGF-

β, VEGF, IL-6) were quantified in BALF and 

plasma by ELISA. 

 

Results: BALF ATP was markedly elevated in 

PF-ILD (~13-fold vs controls; p<0.001) and 

inversely correlated with lung function. 

Monocytes demonstrated broad P2 receptor 

upregulation, including significant increases in 

P2X4 (p=0.01), P2X7 (p=0.003), and P2Y6 

(p=0.02) transcripts, with confirmation of P2X4, 

P2X7, and P2Y4 at the protein level. NECs 

exhibited a similar pattern, with additional 

upregulation of P2X3 (p=0.01) and P2X6 

(p=0.04). BALF cells also showed increased 

P2X3, P2X6, P2X7, P2Y4, P2Y6, P2Y12, and 

P2Y13 expression (all p<0.05). Across 

compartments, P2 receptor upregulation was 

accompanied by elevated IL-1β in plasma (~9-

fold vs controls; p<0.001), while TNFR1, TGF-

β, VEGF, and IL-6 were all significantly 

increased in both BALF and plasma. 

 

Conclusions: PF-ILD is characterised by a 

conserved, multi-compartmental pattern of 

purinergic remodelling, encompassing systemic 

immune cells, airway epithelium, and alveolar 

immune populations. Elevated alveolar ATP, 

coupled with widespread P2 receptor 

upregulation, is associated with increased pro-

inflammatory and pro-fibrotic cytokines. These 

findings implicate sustained ATP–P2 receptor 

signalling as a unifying mechanism driving 

chronic inflammation and fibrosis in PF-ILD and 

highlight this pathway as a promising therapeutic 

target. 
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fibrosing interstitial lung disease: clinical 
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research priorities. The lancet Respiratory 
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4.08 Longitudinal Pulmonary Function 

Trends in Lymphangioleiomyomatosis: A 
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Background: Lymphangioleiomyomatosis 

(LAM) is a rare cystic lung disease characterised 

by proliferation of abnormal smooth muscle–like 

LAM cells, leading to airway obstruction and 

parenchymal destruction. It occurs sporadically 

or secondary TSC1 or TSC2 mutations, with 

downstream dysregulation of the mTOR 

pathway. It predominantly affects women of 

reproductive age. Pulmonary function tests 

(PFTs) provide objective measures of airflow 

limitation, gas exchange impairment, and disease 

progression.  

 

ATS/JRS guidelines recommend initiation of 

mTOR inhibitor therapy in patients with 

abnormal lung function (FEV₁ <70% predicted) 

or with a sustained decline of ≥90 mL/year (1). 

This study evaluated longitudinal PFT trends in 

LAM patients at our centre and explored potential 

factors influencing decline. 

 

Methods: We analysed longitudinal PFT data 

from 27 patients with a confirmed diagnosis of 

LAM attending the Rare Lung Disease Clinic at 

St. Vincent’s University Hospital. Parameters 

assessed included forced expiratory volume in 

one second (FEV₁), forced vital capacity (FVC), 

and diffusing capacity for carbon monoxide 

(DLCO). Change was calculated from the first to 

the most recent PFT. Patients with an annual 

FEV₁ decline ≥90 mL were classified as 

“decliners” per ATS guidelines. Welch’s t test 

was used to assess differences in demographics 

and treatment status between groups. 

 

Results: All 27 patients were female, with a mean 

age of 53.8 years (SD 12.1) and mean BMI of 

28.7 kg/m² (SD 6.0). Fifteen were never-smokers, 

one was a current smoker, and 11 were ex-

smokers (mean pack-year history 22.9; mean 

time since quitting 15.2 years). Twelve patients 

were receiving mTOR inhibitor therapy and nine 

were on inhaled therapies.  

 

The mean follow-up interval between first and 

last PFT was 43 months (SD 25.8). Five patients 

had abnormal baseline lung function (FEV1 

<70%), all of whom had a smoking history. Mean 

annual changes were –4.96mL for FEV₁, 0mL for 

FVC, and 0mL for DLCO. Five patients (19%) 

demonstrated an annual FEV₁ decline >90mL. No 

significant differences in age, BMI, smoking 

status, or treatment were observed between 

decliners and non-decliners. 

 

Conclusion: Longitudinal PFT analysis captures 

heterogeneity in disease behaviour among 

patients with LAM. While most patients 

demonstrated stability, a subset met ATS 

guideline thresholds for clinically significant 

decline, underscoring the prognostic value of 

PFT monitoring. Further investigation is 

warranted to identify predictors of rapid decline 

and to assess treatment-related effects.  
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Background : Interstitial lung diseases (ILDs) 

are a heterogeneous group of progressive lung 

conditions, many of which culminate in 

respiratory failure requiring lung transplantation. 

The accuracy of the pre-transplant diagnosis is 

central to patient counselling, listing decisions, 

and prognostication. However, the definitive 

diagnosis can only be confirmed after 

examination of the explanted lung, which allows 

complete histopathological assessment. 

Published studies report overall concordance 

between pre-transplant diagnosis and explant 

histology in the range of 80–90%. Evaluating 

local concordance rates may highlight areas for 

improvement in diagnostic pathways and MDT 

decision-making. 

 

Methods : We are conducting a retrospective 

audit of all ILD patients who underwent lung 

transplantation at our centre between 2020 and 

2025. Pre-transplant clinical diagnoses were 

extracted from MDT records and categorised as 

idiopathic pulmonary fibrosis (IPF), chronic 

hypersensitivity pneumonitis (CHP), connective 

tissue disease-associated ILD (CTD-ILD), 

sarcoidosis, or other. Corresponding explant 

histopathology reports were reviewed and 

classified as UIP, NSIP, CHP, sarcoid, or other. 

Cases were grouped as match or mismatch. The 

primary outcome is the concordance rate between 

pre-transplant diagnosis and explant histology. 

Secondary outcomes include the most frequent 

subtypes associated with mismatch and the 

direction of reclassification (e.g. clinical IPF re-

labelled as CHP on explant). 

 

Results: At the time of abstract submission, data 

collection is ongoing. Preliminary review 

suggests both concordant and discordant cases. 

Detailed concordance rates, breakdown by 

subtype, and mismatch patterns will be presented 

at the meeting. Ongoing data collection thus far 

shows as below. 

 

1198258 MDT Diagnosis CTD -ILD 

Explant diagnosis CTD-ILD 

1392522 MDT Diagnosis UIP Explant diagnosis 

UIP 

0452034 MDT Diagnosis UIP Explant diagnosis 

UIP 

1379675 MDT Diagnosis Chronic HP Explant 

diagnosis                                    Chronic HP 

1339415 MDT Diagnosis IPF (UIP) Explant 

diagnosis IPF (UIP) 

1393433 MDT Diagnosis IPF(UIP) Explant 

diagnosis IPF (UIP)  

1261880 MDT Diagnosis CTD-ILD Explant 

diagnosis CTD-ILD 

1289109 MDT Diagnosis IPF(UIP) Explant 

diagnosis IPF(UIP) 

770598 MDT Diagnosis IPF(Surfactant Protein 

A2) Explant diagnosis IPF(UIP) 

 

Conclusions: This audit will provide the first 

local evaluation of concordance between pre-

transplant diagnosis and explant histology in ILD 

lung transplant recipients. Identifying the 

frequency and nature of mismatches will allow us 

to benchmark against published concordance 

rates and inform refinement of diagnostic 

practices. The findings are expected to guide 

improvements in pre-transplant assessment, 

ensuring optimal diagnostic accuracy and patient 

care. 
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Background: Fibrosing Interstitial lung diseases 

(ILDs) are a heterogeneous group of pathologies 

characterised by aberrant extracellular matrix 

deposition(1). The pathogenic mechanisms 

driving fibrosis remain incompletely understood, 

though the contribution of various proteolytic 

enzymes is an area of growing interest(2). In 

particular, the role of lysosomal proteases in 

disease progression is not fully defined. This 

study examines the dysregulation of aspartic 

protease cathepsin D (CTSD) in ILD and its 

functional impact on pulmonary fibrosis 

pathways. 

 

Methods: Written informed consent was 

obtained from participants under protocols 

approved by the St Vincent’s University Hospital 

Ethics Committee. CTSD levels were quantified 

by ELISA in bronchoalveolar lavage fluid 

(BALF) and plasma of ILD patients (n = 11), 

patient controls (n = 4), and healthy subjects (n = 

20). CTSD isoforms in BALF were characterised 

via Western blot analysis, and enzymatic activity 

was measured fluorometrically (± pepstatin A 

inhibition). Primary human bronchial epithelial 

(HBE) cells were treated with recombinant CTSD 

at physiologically relevant concentrations 

(15ng/ml, based on BALF measurements), and 

increased levels (75ng/ml, 150ng/ml), to assess 

epithelial-mesenchymal transition (EMT) and 

fibrotic gene expression over 12-24h. 

 

Results: Levels of cell-free CTSD were 

significantly elevated in the circulation and 

airways of fibrotic ILD patients compared to 

controls (plasma: p < 0.0001; BALF: p = 0.0264). 

Western blot confirmed the presence of both 

active and pro-CTSD isoforms in ILD BALF, 

with approximately 1,400 relative fluorescence 

units (RFU) per million cells of CTSD enzymatic 

activity detected (p =0.0078). HBE cells treated 

with CTSD (15ng/ml) exhibited a consistent 

profibrotic response, including a 2.1-fold 

increase in TGF-β gene expression (p = 0.0025), 

and upregulation of EMT markers as indicated by 

a 2.6-fold increase in α-SMA (p = 0.045), 1.7-

fold increase in vimentin (p =0.0008), and 6.3-

fold increase in fibronectin (p =0.0338). 

Comparable effects were observed across all 

CTSD concentrations employed.  

 

Conclusions: CTSD is markedly elevated and 

enzymatically active in ILD, directly promoting 

profibrotic responses in bronchial epithelium. 

These findings establish CTSD as a novel 

mediator of fibrosis and a potential therapeutic 

target. Future studies will elucidate CTSD-

dependent signalling mechanisms driving these 

effects.  

 

Keywords: Cathepsin D, interstitial lung disease, 

pulmonary fibrosis, epithelial-mesenchymal 

transitions, TGF-β. Disclosures: This study was 
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Introduction: Birt Hogg Dube is a rare 

autosomal dominant condition classified as one 

of the diffuse cystic lung diseases. It is caused by 

a mutation in the folliculin gene on chromosome 

17 of which over 150 unique mutations have been 

identified. The condition is characterized by 

pulmonary cysts which tend to have a lower lobe 

and subpleural predominance, pneumothorax 

which tend to be recurrent, fibrofolliculomas 

which are usually seen in the 3rd decade of life 

and renal tumours, hybrid oncocytic and 

chromophobe being the most common. The 

prevalence of BHD has been a subject of debate 

in recent years. The current prevalence according 

to literature is 1 in 200,000 however this is widely 

considered an underestimation.  

 

Methods: A retrospective cohort study was 

conducted on patients with confirmed BHD on 

genetic testing. Any patients with genetic testing 

pending were removed from the study. Electronic 

records and charts were reviewed on identified 

patients with the condition. Information 

regarding the patients age, clinical 

manifestations, reason for referral to the clinic, 

genetic mutation and smoking status was 

obtained. This was carried out only on patients 

who were positive prior to August 2025.  

 

Results: 56 individuals were identified to be 

BHD with a FLCN mutation. Of the 56 

individuals the 42 (75%) were female and 14 

(25%) were male. The median age of our cohort 

was 49 (range of 13 to 91). Of the 56 patients with 

BHD, the number one reason for referral was 

family history, followed by pulmonary cysts 

picked up on imaging.  

55 of the patients in our cohort had at least one 

clinical manifestation of BHD. The one patient 

without any confirmed manifestation is awaiting 

imaging. Respiratory manifestations were the 

most common with 61% of our patients having 

pulmonary cysts and 46% having pneumothorax. 

Of the 46% which had pneumothorax 69% of 

these has surgical management with 28% having 

recurrence after treatment. 39% of our cohort had 

fibrofolliculomas with 3% having renal tumours. 

57% of our cohort were life long non-smokers. 

The two most common FLCN mutations seen in 

our cohort were the c.1285dupC 

p.His429Profs*27 and the c.17_21del pAla6fs. 

The prevalence of BHD in Ireland was calculated 

to be approximately 1 in 91,554. 

 

Conclusion: This study showed that BHD is 

more prevalent than currently suggested by the 

literature. The prevalence of 1 in 91,554 we 

believe to be an underestimation of the true 

prevalence in Ireland as we have numerous 

patients with genetic testing still pending from 

our clinic. Furthermore our study would suggest 

that patients with BHD and pneumothorax have a 

surgical management as treatment as it reduces 

the risk of recurrence 

 

4.12 Remote Rehabilitation for Interstitial 

Lung Disease: A Scoping Review (42) 

Mr David Kelly1, Ms Anastasiia Oglo2, Dr Ciara 

McCormack3, Dr Katherine O'Reilly4, Dr 

Orlagh O'Shea5 
1School of Medicine, University College Dublin, 

, 2School of Medicine, RCSI University of 

Medicine and Health Sciences, 3Department of 

Sport Science and Nutrition, Maynooth 

University, , 4Department of Respiratory 

Medicine, Mater Misericordiae Hospital , 
5School of Physiotherapy, RCSI University of 

Medicine and Health Sciences 

 

Background: There is little provision of 

pulmonary rehabilitation (PR) for people with 

interstitial lung disease (ILD). Remote PR can 

increase access and reach of PR. There is limited 

data on the safety, acceptability effectiveness and 

costs of both in-person and remote PR for ILD. 

We aimed to map the research undertaken to 

deliver remote rehabilitation for people with ILD. 

 

Methods: Searches were conducted in CINAHL, 

Medline, EMBASE and clinical trial databases. 

Databases were searched for keywords 

(“interstitial lung disease”, “pulmonary fibrosis”, 

“pulmonary rehabilitation) as well as synonyms 

of these terms, which were connected using 

Boolean operators. Search results were imported 
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into Covidence and duplicates removed. 

Abstracts and titles were screened before full text 

retrieval. Full text records were independently 

screened. Data relating to the aim of the review 

was extracted and collated.  

 

Results: The search returned 878 records for 

screening; seven published reports and 11 studies 

from trial registries met the inclusion criteria. Of 

the seven published studies, there were: N=5 

quantitative studies, N=1 mixed-methods pilot 

study, and N=1 qualitative study. Sample size 

ranged from 15- 30 participants. Intervention 

durations varied from 4 to 12 weeks, with content 

including breathing exercises, inspiratory muscle 

training, traditional PR delivered via 

videoconferencing, PR with a virtual 

physiotherapy agent, and PR delivered via 

Android tablet application. Quality of life was 

reported in six studies using tools such as Kings 

Brief Interstitial Lung Disease Questionnaire, St 

Georges Respiratory Questionnaire, Chronic 

Respiratory Disease Questionnaire, and visual 

analogue scales. Exercise capacity was assessed 

in three studies using 6-Mintue Walk Test, 

Cardiopulmonary Exercise Test, and 1-minute 

sit-to-stand tests. Dyspnoea was reported in three 

studies using the Medical Research Council 

scale, University of California San Diego 

Shortness Of Breath Questionnaire, and A Tool 

to Assess Quality of Life in 

Lymphangioleiomyomatosis. Adherence rates 

ranged from 64% to 87%. Four studies reported 

on safety, with no adverse events documented. 

Two studies reported quantitative satisfaction 

scores (on a 5-point Likert scale), while the 

qualitative study highlighted generally high 

satisfaction. Findings from trial registry 

identified: three single-arm feasibility trials and 

eight randomised controlled trials (three of which 

were labelled as pilot/feasibility studies). 

Proposed sample sizes, where reported, ranged 

from 15 to 30 participants, with intervention 

durations between 8 weeks and 12 months. 

Interventions included combinations of aerobic 

and resistance training with breathing exercises. 

Delivery modes varied: five proposed using 

videoconferencing, two used virtual 

physiotherapy agents, one incorporated 

videoconferencing that tapered to independent 

home exercise, one used Wii-based exercise, and 

one used tablets/cameras with weekly phone 

calls.  

 

Conclusion: The evidence for remote PR in ILD 

is still limited but promising. Studies suggest 

benefits for quality of life and exercise capacity, 

with good adherence, satisfaction, and no major 

safety concerns. However, most studies are small, 

varied in design, and use different outcome 

measures, making comparisons difficult. This 

highlights the need for high quality research to 

confirm feasibility and effectiveness of remote 

rehab for ILD in real-world settings, particularly 

relevant to healthcare systems like Ireland’s 

aiming to expand provision of PR services for 

ILD. 

 

4.13 Retrospective Review of Nurse-Patient 

Interactions in Antifibrotic Treatment. (52) 

Ms Christina Gray, Ms Roisin Kennedy, Mr 

Parthiban Nadarajan 
1St James hospital 

 

Background: Respiratory assessment unit 

(RAU) in St James’s Hospital is a nurse and 

physiotherapist lead unit, which specialises in 

caring for patients with chronic respiratory 

diseases. 

Changes in the guidelines for antifibrotic therapy 

in PPF meant the referrals to our services have 

increased, RAU anticipate the number of referrals 

will continue to grow due to increased awareness 

of the disease. RAU has no dedicated fibrosis 

CNS and we were interested in the demographics 

of this patient population and the nursing 

interaction time needed to care for them. 

 

Methods: A retrospective chart review of these 

patients was conducted from December 2023 to 

December 2024. Information was gathered via 

the electronic patient record (EPR).  

 

Results: Of the 48 patients commenced on 

Antifibrotics in RAU 16 patients were 

discontinued on their initial treatment due to side 
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effects. The average length of time from 

commencing to stopping treatment was 112 days 

for Nintedanib and 149 days for pirfenidone. 60% 

of patients were commenced on a different 

antifibrotic following the discontinuation of their 

initial treatment.  

 

Conclusion: Patients who have been commenced 

on antifibrotics have on-going care needs which 

include monitoring blood results, giving advice 

regarding side effects, changing treatment, 

furnishing prescriptions and on-going oxygen 

AOT and LTOT assessments. During Dec 2023 

to Dec 2024 RAU staff spent 174 hours with these 

patients. We currently have 160 active patients on 

treatment.    

A pathway was established in 2017 for people 

with ILD commencing anti fibrotic medication to 

be cared for and monitored by the clinical nurse 

specialists (CNS) within RAU. Currently there 

are 160 pts being cared for while receiving 

treatment, 48 of which commenced between 

December 2023 and December 2024. 

 

4.14 Eliciting antigen exposures in patients 

with Hypersensitivity Pneumonitis (HP) in 

ILD clinics. (118) 

Doctor Ali Yunes1, Dr Rachel Mulpeter1, 

Doctor Mujammil Irfan1, Prof Dr Killian Hurley1, 

Advanced nurse practitioner Jis Joseph1 
1Respiratory department ,Beaumont Hospital 

 

Background: Recognition of relevant antigen 

exposures in patients suspected to have 

Hypersensitivity pneumonitis  substantially 

increases its diagnostic probability from a ‘low 

confidence’ of 60% to ‘high confidence/ 

definite’. This was identified in a multicentre 

prospective study where a clinical prediction rule 

was developed to diagnose HP. Recognition of an 

antigen exposure carried an OR of 38.8. Given its 

importance, we are auditing our practice in 

identifying relevant exposures. 

The aim of this audit is to describe our practice in 

recording antigen exposures in patients suspected 

to have HP. Recognizing where we stand will 

help us improve our practice in implementing a 

validated antigen exposure questionnaire in our 

ILD clinics. 

 

Methods: All patients diagnosed with 

hypersensitivity pneumonitis between 2020 to 

date were identified from clinical records of ILD 

MDMs and the database of ILD patients on 

antifibrotics. Clinic letters on our electronic 

record were accessed and information describing 

the relevant antigen exposures, duration and 

temporal association at the time of diagnosis was 

collected.  

Precipitins to known antigens, lung function tests 

(FVC and DLCO), CT imaging findings, 

presence or absence of BAL (bronchoalveolar 

lavage) with findings and final diagnosis was 

gathered. Treatment disposition including 

antifibrotics, immunosuppression and lung 

transplant referral were collected. 

 

Results: 13 patients only were identified having 

the diagnosis of HP, 46 % males, average age 

69.7 years. Smoking status: 8 (57 %) ex-smoker, 

5 (36%) never smoker. In 38% of cases, the 

relevant exposures were not documented. The 

duration of exposure and the temporal association 

were not reported in approximately 80 % of cases 

with identifiable antigen exposure. In the 5 

patients with no identifiable antigen exposure, the 

radiological diagnosis was UIP in 3 and ground 

glass changes superimposed on UIP was seen in 

2 patients. In these patients, the final diagnosis 

was HP provisional, low confidence as per 

Ryerson’s criteria.  

Out of the 8 patients with identifiable antigen 

exposure the radiological diagnosis was: 1 had 

diffuse ground glass changes – Definite HP. 

UIP in 5, 1 with symmetric upper lobe subpleural 

reticulation and 1 had chronic parenchymal 

changes’ as the radiological diagnosis. 

• 3 patients with identifiable antigen 

exposure had surgical lung biopsy on a 

radiological diagnosis of probable UIP. It would 

be up for discussion whether they would have 

needed a surgical biopsy especially as they did 

not have a BAL. One patient with no identifiable 

antigen exposure with UIP, rightly had a surgical 

lung biopsy. 
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• 6 patients were on immunosuppression 

(prednisolone), 6 were on antifibrotics and one 

declined antifibrotic therapy. No patients were 

referred for lung transplantation. Only one patient 

had BAL which did not show lymphocytosis.  

 

Conclusion: Audit outcomes indicate that in 38% 

of patients diagnosed with HP, the antigen 

exposure was not recorded . There is a clear 

underutilisation of BAL, a less invasive test that 

can improve the diagnostic probability from low 

confidence to high confidence especially in 

patients with no identifiable antigen exposures 

with a suggestive radiology. Implementing a 

validated antigen exposure questionnaire in our 

ILD clinics is recommended. 

 

4.15 Pulmonary function trends at the 

initiation of oxygen therapy in Interstitial 

Lung Disease: A retrospective review (93) 

Ms Grace O Sullivan1, Ms Maeve O'Grady, Ms 

Jayleigh Lim, Dr Michael T Henry 
1Cork University Hospital 

 

Background: Oxygen therapy is a key 

intervention in the management of Interstitial 

Lung Disease (ILD), yet the timing of initiation 

varies. Pulmonary function tests (PFT), including 

forced vital capacity (FVC) and diffusing 

capacity of the lungs for carbon monoxide 

(DLCO), are commonly used to assess disease 

progression and predictors of mortality1. 

However, their correlation with the 

commencement of oxygen therapy in ILD 

remains under-characterised. 

 

Research Question: To evaluate the relationship 

between PFT parameters (FVC and DLCO) and 

the initiation of oxygen therapy in patients with 

ILD. 

 

Methods: We conducted a retrospective review 

of ILD patients commenced on oxygen therapy 

between July 2022 and July 2025. Of 102 patients 

with ILD initiated on oxygen, 56 met inclusion 

criteria, defined as having up-to-date PFTs within 

three months of oxygen initiation. Data on FVC, 

DLCO, as well as ILD subtype, and clinical 

outcomes were collected. 

 

Results: Among the 56 included patients: 

• Median FVC at oxygen initiation was 

68% (range: 106-41% predicted).   

• Median DLCO at oxygen initiation was 

44% (range: 68-20% predicted).   

• Patients initiated on ambulatory oxygen 

only showed a wider FVC range, while DLCO 

values were more consistently reduced. 

• 41% Idiopathic Pulmonary Fibrosis 

(IPF), 18% Hypersensitivity Pneumonitis (HP), 

29% connective tissue disease related (CTD 

ILD), 7% Sarcoidosis related and 5% drug 

induced.  

• Of the 56 patients, 10 died during follow 

up, 13 were referred to palliative care, 3 

underwent lung transplantation, and 2 are 

currently undergoing transplant assessment. 

 

Conclusion: In this ILD cohort, DLCO showed a 

narrower and more significantly reduced range 

than FVC at the time of oxygen initiation. These 

findings highlight the potential role of DLCO as 

an early indicator for assessing oxygen needs and 

may help guide timely referrals for oxygen 

evaluation, transplant consideration, and 

palliative care referrals. 

 

References: 

1. Oldham, J.A., Neely, M.L., Wojdyla, D., 

Gulati, M., Li, P., Patel, D., Palmer, S.M., Todd, 

J.L. & Patel, D. (2024) Changes in lung function 

and mortality risk in patients with idiopathic 

pulmonary fibrosis (IPF). European Respiratory 

Journal 64(68).  

 

4.16 Case Series review of Myositis and 

Vasculitis at a Specialist ILD Clinic (92) 

Mr Patrick Kenny2, Ms Mayuri Sachin Raje2, 

Dr Eoin Murtagh1, Dr Paul Minnis1,2 
1Northern HSC Trust, 2Queens University Belfast 

 

Background & Aims: There is a well-

established relationship between idiopathic 

inflammatory myopathies (IIM) and Interstitial 
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Lung Disease (ILD). An association between 

Anti-neutrophil cytoplasmic antibody (ANCA)-

associated vasculitis (AAV) has also been 

demonstrated for many decades. The estimated 

prevalence of Vasculitis is of 4 per 100’000, with 

up to 45% having ILD1. The estimated 

prevalence of myositis is 6-8 people per 100,000, 

with 20-40% having ILD2. We aim to report the 

prevalence and natural history of these conditions 

at a single specialist ILD Centre. 

 

Methods: We reviewed all patients attending 

ILD clinic (1203) over the last 60 months and 

identified 11% within the Connective Tissue 

Disease Subgroup [Figure 1]. Off these 10 had 

IMM ILD and 10 had AAV (Combined 1.7%). 

We estimate a crude prevalence of 4.7 for IIM 

and 5-10 AAV, which appears similar to reported 

literature. We collated demographics, baseline 

investigations including inflammatory markers, 

Pulmonary function tests, treatment, CT imaging. 

We evaluated there natural history with 

physiological and radiological follow up, were 

available. 

 

Results: Baseline characteristics IIM v AAV: 

Average age 56.6 v 58.9, gender 30% v 10% 

male, FVC% predicted at diagnosis 76% v  78%, 

DLCO% predicted 62% v 70%. All most all 

patients were treated with a combination of 

Prednisolone, Mycophenolate and Rituximab. 

Follow up data at 6 suggested a significant 

improvement in the AAV group in terms of FVC 

1.5% v 30% and DLCO 8% v 19%. This was 

sustained at 24 months. Figure 2. Review of 

qualitative descriptors indicated similar levels of 

inflammatory change (Ground glass opacity & 

consolidation) and fibrotic change (Reticulation 

& Honeycomb change). Baseline CRP 

measurement did appear to be predictive of 

physiological response 41 v 99.7, however a 

positive relationship could not be identified due 

to small numbers and missing data. Figure 3 

 

Conclusion: IIM and AAV are rare accounting 

for < 2% of all cases attending the ILD clinic. 

Patients with AAV appeared to response 

physiologically better to treatment, and this 

response may be predicted by baseline 

inflammatory markers. 

 

References: 

1. Katsumata Y, Kawaguchi Y, Yamanaka 

H. Interstitial Lung Disease with ANCA-
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4.17 Lymphoid Interstitial Pneumonia and 

associated Autoimmune Conditions: A case 

series. (164) 

Dr Grace Tiernan1, Dr Sean McGrath1, Orla 

Healy1, Lindsay Brown1, Prof Michael P Keane1, 

Prof Cormac McCarthy1 
1St Vincents University Hospital (SVUH) 

Background: Lymphoid Interstitial Pneumonia 

(LIP) is a rare lung disease characterised 

lymphocytic infiltration of the alveolar interstitial 

and air spaces. It is often associated with 

autoimmune conditions such as Sjogren's 

syndrome and may have indirect viral aetiologies 

including Human Immunodeficiency Virus 

(HIV) and Epstein-Barr Virus (EBV). We present 

a case series of sixteen patients with LIP and 

describe the prevalence of autoimmune 

comorbidities, viral status, Pulmonary Function 

Test (PFT) patterns and radiological findings on 

Computed Tomography (CT).  

 

Methods: Data was collected for sixteen patients 

(n=16) with LIP attending the Rare Lung Disease 

Clinic in SVUH, including patient demographics, 

CT findings, PFT patterns, comorbid 

autoimmune conditions, viral status and 

immunoglobin levels.  

 

Results: 75% of the cohort were female. 87.5% 

had a comorbid autoimmune condition. 56.25% 

had Sjogren's Syndrome, 12.5% had Rheumatoid 

Arthritis and 12.5% had Systemic Lupus 

Erythematosus (SLE). The mean age of the 
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cohort was 65 years old. Spirometry showed 

mean FEV1 of 80.4% and DLCO 65.3%. CT 

features included pulmonary nodules and cystic 

changes in most patients. 62.5% had nodules on 

their latest CT Thorax and 56.25% had cystic 

changes on their latest CT Thorax. Of those that 

were tested for HIV, all were negative. Only four 

patients were tested for EBV and of these three 

were positive.  

 

Conclusions: LIP shows clear association with 

autoimmune conditions, particular Sjogren's 

Syndrome in our patient population. The patient 

cohort is predominantly female which also fits 

with this phenotype. Increased testing for EBV, 

CMV and HIV in patients with LIP would aid 

further studies of LIP aetiology. Further 

evaluation into the prevalence of LIP in patients 

with autoimmune conditions could optimise early 

diagnosis and management.  

 

Keywords: Lymphoid Interstitial Pneumonia, 

Sjogren's Syndrome.  Conflict of Interest: The 

authors declare that they have no conflict of 

interest. 

 

4.18 Prescription trends of antifibrotics for the 

treatment of pulmonary fibrosis 2022-2024 

(46) 

Dr Colin Edwards1 
1Irish Lung Fibrosis Association, Lavery House, 

Earlsfort Terrace 

Introduction:  The true incidence of pulmonary 

fibrosis in Ireland is not known and there is no 

national registry for interstitial lung disease. 

Analysis of prescription trends of the currently 

licensed antifibrotic treatments may be helpful in 

estimating the incidence of pulmonary fibrosis. 

Pirfenidone (EsbrietⓇ & generic versions) and 

nintedanib (OfevⓇ) are approved for the 

treatment of idiopathic pulmonary fibrosis. 

Nintedanib is also approved for the treatment of 

progressive pulmonary fibrosis (OfevⓇ) and 

non-small cell lung cancer (VargatefⓇ). No 

generic versions of nintedanib are available. Both 

pirfenidone and nintedanib are reimbursed via the 

Healthcare Service Executive (HSE) High Tech 

Scheme (HTS).   

 

Methods: Data on prescription claims and costs 

were accessed from the publicly available HSE 

Primary Care Reimbursement Services website 

https://www.sspcrs.ie/portal/annual-

reporting/report/pharmacy. As this website 

reports data by active ingredient, granular data on 

prescription claims for the various pack sizes and 

formulations of both medicines were obtained 

from the HSE. Prescription patterns for 

pirfenidone (267 or 801mg 28-day packs; all 

brands) and nintedanib (OfevⓇ 100 or 150mg 30-

day packs) were analysed for the years 2022-

2024. Results: There was a  slight upward trend 

in the number of prescriptions of pirfenidone 28-

day packs from 3,303 in 2022 to 3,590 in 2024. 

In contrast, there was a significant increase in 

prescriptions of nintedanib 30-day packs from 

4,558 in 2022 to 8,524 in 2024. Total reported 

expenditure by the HSE HTS on pirfenidone (all 

formulations) was €7.29M in 2022. With the 

introduction of price reductions and generic 

substitution in late 2022, expenditure on 

pirfenidone reduced to €3.46M in 2023 and 

€3.65M in 2024. Generic versions of 28-day 

treatment packs accounted for 34% of 

pirfenidone prescriptions in 2024. Expenditure on 

nintedanib (all formulations including for 

treatment of non-small cell lung cancer) 

increased from €12.72M in 2022 to  €20.15M in 

2024.  

 

Conclusions: The number of prescription claims 

for pirfenidone increased slightly (from 275 

claims/month in December 2022 to 318 in 

December 2024) over this time period. The 

availability of generic versions of pirfenidone has 

resulted in a significant reduction in costs and the 

proportion of prescription claims for generic 

versions is increasing (accounting for 34% of all 

pirfenidone claims in 2024). There was a greater 

increase in prescriptions of nintedanib (from 467 

claims/month in December 2022 to 777 in 

December 2024) accompanied by a significant 

increase in costs reimbursed under the HSE HTS. 

This analysis suggests that approximately 1,095 

patients were prescribed a 1-month treatment 
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pack with an antifibrotic for treatment of an 

antifibrotic lung condition in December 2024. 

 

4.19 Interstitial Lung Disease: Local 

experiences at a Model 3 Centre compared to 

National Registry findings (26) 

Dr. Barry Moran1, Dr. Muhammad Saad 

Zaheer1, Dr. Chithra Varghese1 
1Midlands Regional Hospital Tullamore 

 

Background: The 2018 Irish Thoracic Society 

Interstitial Lung Disease (ILD) Registry 

described idiopathic pulmonary fibrosis (IPF) 

epidemiology across six Model 4 Centres 

(n=154); 32% were male, mean 72 years at 

presentation, 23% lifelong non-smokers, 4.6% 

had FVC <50%, 22% had DLCOc <36%, 82.4% 

MDT-discussed, 22.6% lung biopsied and 30% 

prescribed home oxygen. 

 

Aims: To understand our local ILD 

epidemiology, serving a population of 83,150, 

audited against national standards. 

 

Methods: Retrospective chart review from May 

2025 over 12 months of patients with any ILD 

attending our Respiratory Clinic. 

 

Results: 38 patients were identified; NSIP (n=11, 

29%), IPF (n=9, 24%), CPFE (n=5, 13%), drug-

induced pneumonitis (8%), 

probable/indeterminate UIP (ongoing evaluation) 

(8%),  hypersensitivity pneumonitis (5%), 

asbestosis (3%), pulmonary vasculitis (3%), 

sarcoidosis (3%). 

Among those with IPF (n=9), 100% were male, 

mean 75 years at presentation, 44% lifelong non-

smokers, 22% had FVC <50%, 22% had DLCOc 

<36%, 100% MDT-discussed, 0% lung biopsied 

and 67% prescribed home oxygen. 

 

Conclusions: Our local prevalence of IPF is 10.8 

per 100,000 persons, presenting 3 years later than 

the 2018 national mean with more advanced 

disease and male preponderance. The recent 

advancement of Respiratory Services at our 

centre aims to detect and treat IPF earlier in the 

disease course. 

 

Disclosures: The authors declare no conflicts of 

interest. 
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4.20  An Evaluation of Patient Outcome 

Measures for Pulmonary Rehabilitation (PR) 

in Patients with Interstitial Lung Disease 

(ILD) in Tallaght University Hospital (TUH) 

(49) 

Ciara Scallan1, Sara Keane1, Miss Elaine Joyce1, 

Aisling Breen1 
1Tallaght University Hospital 

 

The numerous benefits of PR for those with 

chronic respiratory diseases has been frequently 

highlighted. It is considered one of the most cost-

effective treatments for adults with chronic 

obstructive pulmonary disease, enhancing both 

exercise capacity and health-related quality of life 

in this population (Man et al., 2023). However, 

there is limited data available on its effectiveness 

in those ILD. The main aim of this study is to 

assess the effects of an 8 week PR programme in 

a cohort of ILD patients.  
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Patients referred to the PR programme in TUH 

with a diagnosis of ILD were invited to 

participate in a specialised ILD focused PR 

programme. An initial assessment was 

completed, with the following outcome measures 

assessed - 6 minute walk test, treadmill walking 

speed, the modified Medical Research Council 

dyspnoea scale (mMRC) and the King’s Brief 

Interstitial Lung Disease questionnaire (KBILD). 

The patients then completed an 8 week 

programme consisting of cardiovascular, 

strengthening and flexibility exercises and 

informal education. A final assessment was 

performed at the end of the programme and the 

outcome measures were reassessed. 

 

Between May 2024 and May 2025, 43 patients 

with an ILD diagnosis attended an initial 

assessment for PR. Of these, seven chose not to 

attend PR for various reasons, including ill 

health, attending PR elsewhere or a preference to 

continue exercising independently. 

 

Twenty four patients completed the PR 

programme by attending more than 12 classes 

and undergoing a final assessment. Attending at 

least 12 classes is considered the threshold for 

gaining clinical benefits from PR (Bolton et al, 

2013). Unfortunately, 12 patients dropped out of 

the programme, for reasons including illness (5), 

unspecified (4), injury (2) and 1 patient passed 

away. 

 

Of the 24 who completed the programme, 21 

showed an improvement in their exercise 

capacity, as measured by the six-minute walk 

test. Nineteen of these achieved the minimal 

clinically important difference (MCID) of a 30-

metre increase. Additionally, 20 patients 

increased their walking speed between the initial 

and final assessments, with an average 

improvement of 41%. 

 

Regarding symptom improvement, 13 

participants experienced a better mMRC score, 

10 remained unchanged and one showed a 

decline. In terms of quality of life, 15 patients 

reported an improvement in their KBILD score, 

with 9 achieving the MCID of 3.9 points.  

 

This small study suggests that an 8 week PR 

programme can improve exercise capacity and 

health related quality of life in patients with an 

ILD diagnosis. Additional research is required to 

determine how long these benefits are sustained 

in this population group. 
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4.21  A Novel Role for C3d in Inducing EMT 

in Human Bronchial Epithelial Cells via CR3 

and Downstream PI3K/Akt and NF-κB 

Pathways (107) 

Mengxin Niu1, Debananda Gogoi1, Rory Baird1, 

Luke Forde1, Sara Waqas Ahmed1, Cormac 

McCarthy2,3, Michael P Keane2,3, Emmet E 

McGrath2 and Emer P. Reeves1   

1Pulmonary Clinical Science, Department of 

Anaesthesia and Critical Care Medicine, Royal 

College of Surgeons in Ireland, University of 

Medicine and Health Sciences, Ireland.   

2Department of Respiratory Medicine, St. 

Vincent's University Hospital, Dublin, Ireland.   

3School of Medicine, University College Dublin, 

Dublin, Ireland.   

  

Background: Interstitial lung diseases (ILD) are 

a group of chronic, progressive disorders 

characterized by persistent inflammation, 

fibrosis, and architectural distortion of the lung 

parenchyma. Complement activation has been 

implicated in ILD pathogenesis, but the role of 

the terminal cleavage fragment C3d remains 

unclear. Traditionally viewed as an inert 

degradation product involved in adaptive 

immunity through CR2/CD21, C3d has recently 

been shown to interact with complement receptor 

3 (CR3) and modulate innate immune responses. 
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This study aimed to determine whether C3d 

promotes epithelial–mesenchymal transition 

(EMT) in human bronchial epithelial (HBE) cells 

and to elucidate the downstream signaling 

pathways involved.   

 

Methods: Serum C3d and TGF-β levels were 

quantified by ELISA in ILD patients and healthy 

controls. HBE cells were stimulated with 

recombinant C3d (10 μg/mL), and mRNA levels 

of CR2, CR3, and EMT markers (vimentin, α-

SMA, fibronectin) were assessed by qPCR. TGF-

β protein secretion was measured by ELISA. 

PI3K/Akt and NF-κB pathway activation was 

evaluated by Western blot analysis of 

phosphorylated Akt and p65.   

 

Results: Serum C3d concentrations were 

significantly elevated in ILD patients compared 

to healthy controls (p < 0.0001). C3d treatment 

selectively increased CR3 mRNA expression at 

12 h and 24 h (p < 0.05) without altering CR2 

levels. In both patient sera and C3d-treated HBE 

cells, TGF-β expression and secretion were 

significantly upregulated (p < 0.05). EMT marker 

analysis revealed increased vimentin (p < 0.05) 

and α-SMA (p < 0.05) mRNA after 12 h of C3d 

stimulation, with a trend toward higher 

fibronectin expression. C3d exposure activated 

PI3K/Akt signaling (increased Akt 

phosphorylation at 2 h, p < 0.05) and NF-κB 

signaling (p65 phosphorylation at 4 h, p < 0.05).   

 

Conclusion: C3d is elevated in ILD and directly 

induces EMT in bronchial epithelial cells through 

CR3 upregulation, TGF-β induction, and 

activation of PI3K/Akt and NF-κB pathways. 

These findings identify C3d as a novel pro-

fibrotic mediator linking complement activation 

to epithelial dysfunction and persistent 

fibrogenesis, suggesting the C3d–CR3 axis as a 

potential therapeutic target in ILD.   

4.22 Bringing pulmonary fibrosis trials to 

Northern Ireland: service expansion and 

patient experience (6) 

Miss Manal Elshafie1, Dr Nazia Chaudhuri, Mr 

Ryan Campbell, Ms Valerie Mortland, Ms 

Kathryn Ferguson, Ms Hazel Thompson, Ms 

Diane Mackey 
1Queens University Belfast, 2Ulster University, 
3C-TRIC 

 

Background: Idiopathic pulmonary fibrosis 

(IPF) is a progressive scarring of the lungs with 

significant symptom burden and shortened 

survival. Despite 2 licensed therapies, we still 

need to find treatments with better efficacy and 

safety profiles. Northern Ireland (NI) has limited 

access to clinical trials with IPF with one study in 

the last decade. 

 

Objective: We aim to lay the foundations for 

development of novel therapies for IPF in NI 

through the expansion and delivery of clinical 

trials. 

  

Methods: We describe the expansion of the 

service and qualitative patient experience through 

the analysis of research provision for PF in NI. 

  

Results: We have supported clinical trial 

expansion by a 200% expansion of research staff 

to; 3 research nurses, a research physiotherapist, 

a physiologist and a study support officer. Staff 

roles have expanded to training in spirometry so 

lung function can be delivered in house rather 

than outsourced. We have had a 500% expansion 

in the number of clinical trials (Table 1) for IPF 

in NI facilitated by the arrival of a dedicated IPF 

specialist. Patient experience has been 

unanimously positive with patients reporting 

‘care was excellent’ and ‘would definitely 

consider another trial’. 

 

Conclusion: Clinical trial delivery in NI is 

feasible and has a positive impact on patients with 

IPF. 
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4.23 Clinical characteristics of Pulmonary 

Langerhans cell histiocytosis in a National 

referral centre  

Dr. Gull Zaman1, Dr. Orla Healey1, Dr. Shane 

Buckley1, Lindsay Brown1, Prof. Michael P. 

Keane1, Prof. Cormac McCarthy1 
1St. Vincent's University Hospital, Clonburris, 

Dublin 22, Ireland 

 

Rationale: Pulmonary Langerhans cell 

histiocytosis (PLCH) is a rare smoking-related 

interstitial lung disease characterised by cystic 

and nodular changes in the lung parenchyma, 

recurrent pneumothoraces, and variable 

progression. The reported incidence is 2–3 cases 

per million patients[1], though prevalence likely 

varies due to under-recognition and referral bias. 

Emerging evidence highlights a neoplastic–

inflammatory duality with MAPK pathway 

mutations and the potential role of targeted 

therapies.  

Methods: We retrospectively reviewed data for 

patients with PLCH attending the ERN Diffuse 

Cystic Lung Disease Clinic. Demographics, 

including smoking history, comorbidities, 

diagnostic modality, HRCT features, pulmonary 

function tests (PFTs), presence of pulmonary 

hypertension, treatment, and outcomes, were 

recorded  

Results:  

Median age was 59 years (range 35–72), with five 

females and one male. Two patients (33%) were 

current smokers, four were ex-smokers. Median 

FEV1, FVC, and DLCO were 72%, 99%, and 

58.8% predicted, respectively. Three patients 

(50%) had emphysema, and two (33%) had 

recurrent pneumothoraces. One patient had 

concomitant pulmonary hypertension, requiring 

ambulatory oxygen and transplant evaluation. 

One patient commenced trametinib as bridging 

therapy to lung transplantation. 

Discussion:  

This series illustrates the spectrum of disease 

from stable ex-smokers to rapidly progressive 

cases with pulmonary hypertension. Key 

management priorities include smoking 

cessation, close monitoring of lung function, and 

screening for pulmonary hypertension. Targeted 

therapies and transplantation represent important 

options in advanced disease.  
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Irish Thoracic Society Poster Review and 

Discussion 

Friday 21st November 2025 

5: Sleep 

5.01 From Referral to Review: A Digital Pilot 

Pathway for Obstructive Sleep Apnoea (226) 

Ms Laura Piggott1, Dr. Roisin Murray, Dr. Jack 

Allen, Ms. Alanna Martin, Mr Peter Coss, Dr. 

Barry Kennedy, Prof. Brian D. Kent 
1St. James's Hospital 

 

Obstructive sleep apnoea (OSA) is the most 

common chronic respiratory disorder, affecting 

an estimated 1 billion people worldwide. Current 

OSA models of care are cumbersome and 

characterised by unacceptable waiting times. 

Digital innovation of OSA care, leveraging 

home-based sleep studies and remote data 

analysis, could expedite diagnosis and treatment, 

potentially enhancing patient experience and 

outcomes. 

 

This pilot study sought to streamline the 

diagnosis and management of obstructive sleep 

apnoea in a tertiary hospital in Ireland. Through a 

fully remote digital pathway, patients were 

invited to download a bespoke app and complete 

a series of symptom questionnaires. Thereafter, 

they underwent a home sleep study, followed by 

a video consultation with a sleep specialist. 

 

This pilot study took place over 17-month period. 

187 appointments were offered. Of 109 home 

sleep studies completed; 85 (78%) revealed an 

AHI of ≥ 5 events per hour [24 patients with AHI 

5-15 events per hour, 28 patients with AHI 15-30 

per hour, 33 patients with AHI ≥30 events per 

hour]. Of these 85 participants, 56 (65.8%) were 

referred for CPAP therapy. Overall average 

nightly usage was 5.8 hours, 48 patients (56%) 

remain adherent to therapy at 6 months. Average 

time from referral to virtual review was 5.4 

months. 

 

The results from this pilot study are promising, 

with significant reduction in waiting times and 

expedited diagnoses of OSA in the majority of 

patients reviewed. To strengthen the findings, 

future studies should include assessment of 

patient-related outcomes such as patient 

satisfaction, experience and adherence and CPAP 

therapy when compared to standard of care 

pathways.  

 

5.02 Management Outcomes of Mild 

Obstructive Sleep Apnoea (AHI 5-15) in a 

Tertiary Sleep Clinic. A 3 year Retrospective 

Review. (246) 

Dr Aimee Wallace1, Dr Peter Leahy1, Dr. David 

Curran1 
1Department of Respiratory Medicine, Mercy 

University Hospital  

 

Introduction: Obstructive sleep apnoea (OSA) is 

characterised by recurrent partial or complete 

collapsibility of the upper airway during sleep. 

(1) The apnoea-hypopnoea index (AHI) is used to 

grade the severity of OSA (1). Positive Airway 

Pressure (PAP) therapy is usually only offered to 

patients with mild OSA if they are symptomatic 

or have, or are at risk of concurrent 

cardiovascular disease. (1) This study aims to 

explore the management outcomes of mild OSA 

(AHI 5-15) in the Mercy University Hospital 

Sleep Clinic over a 3 year period.  

 

Methods: A retrospective database review of 

limited sleep study results reported to the Mercy 

Hospital Sleep Laboratory between January 1st 

2022 and December 31st 2024 was conducted. 

Cases were selected if there was a confirmed 

diagnosis of mild obstructive sleep apnoea, based 

on an initial limited sleep study, defined as an 

AHI score of 5-15. Management outcomes 

included commencement of PAP therapy, 

mandibular advancement device (MAD), 

positional therapy, weight reduction advice, 

referral for further investigations ie: 

polysomnography, or a combination of the above 

treatments, or no treatment.  
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Results: 526 limited sleep studies were identified 

with a diagnosis of mild OSA.  101 cases were 

excluded as there was no clinical correspondence 

available regarding further management post 

diagnosis. 47 studies were excluded as these were 

follow up studies and not initial diagnostic sleep 

studies. Therefore, 378 cases were included in the 

final analysis.  

 

Of this cohort, 72% (n=274) were commenced on 

PAP therapy. 48% (n=183) were treated with 

PAP monotherapy only. PAP was initiated in 

conjunction with other treatments as follows: 

PAP and weight loss in 32% (n=86), PAP with 

mandibular advancement device in four cases, 

and a positional trainer in one case.  

  

In the  18% of total cases (n=104) where PAP 

therapy was not commenced the management is 

outlined as follows; 17% (n=18) of this cohort 

were offered positional therapy as initial 

treatment.  24% (n=25) were referred for 

consideration of mandibular advancement device 

therapy. 29% (n=30) of patients had no treatment 

instigated in a watch and wait approach.  2% 

(n=3) of patients required referral for further 

polysomnography before a decision on treatment 

could be reached, and 7% (n=8) of  patients in this 

cohort were lost to follow up.  

Overall, of the 104 patients not commenced on 

PAP therapy, 24% (n=25) were advised on 

weight reduction in combination with other 

interventions or with watchful waiting.  

 

The Epworth Sleepiness Score (ESS) was 

available for 75% of patients not commenced on 

PAP therapy, the mean score of which was 5 

(range 0-18).  

 

Discussion: In the cohort analysed, the majority 

of patients diagnosed with mild OSA were 

commenced on PAP therapy, A smaller 

proportion were managed without PAP therapy, 

with other strategies such as a MAD or positional 

therapy,  weight reduction advice, or a watch and 

wait approach The variability with ESS and 

symptom burden reflects the need for 

individualised treatment in each case.  

Personalised treatment approaches based on 

patient symptoms, lifestyle and risk factors 

including cardiovascular risk profiles is in line 

with current practice guidelines (2) and is 

reflected in this review.  

 

Keywords: Sleep, Apnea-Hypopnea Index, 

Positive Airway Pressure Conflict of interest: 

Nothing to disclose. 
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5.03 Evaluating a Collaborative Sleep Service 

Model: Findings from a 30-Patient Pilot Study 

(97) 

Miss Sarah Daly1, Dr Fatma Gargoum2 
1Roscommon University Hospital, 2University 

Hospital Galway 

 

Background: Timely access to sleep disorder 

assessment and management remains a challenge 

across many healthcare settings. To address this, 

a collaborative sleep service model - led by an 

Advanced Nurse Practitioner (ANP) and 

delivered in a Model 2 hospital (Roscommon 

University Hospital) - was piloted to evaluate its 

effectiveness in providing timely reviews and 

improving patient understanding and satisfaction. 

All patients were referred from University 

Hospital Galway. 

 

Methods: Thirty patients from County 

Roscommon (n=18) and East Galway (n=12) 

participated in the pilot. The cohort included 22 

males (73%) and 8 females (27%). Of these, 47% 

(n=14) were referred for non-compliance and 
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troubleshooting of CPAP therapy, 23% (n=7) 

were referred for their first review following 

CPAP setup, and 30 (n=9) were referred for sleep 

study results and CPAP initiation. Based on 

clinical triage, 90% (n=27) were prioritised for 

urgent review (4–6 weeks), while 10% (n=3) 

were scheduled for a routine 3-month follow-up. 

Diagnoses included 83% (n=25) severe 

obstructive sleep apnoea (OSA), 24% (n=7) 

moderate OSA and 3% (n=1) mild OSA. Review 

outcomes, treatment plans, and patient 

satisfaction were assessed. 

 

Results: All patients (100%, n=30) were 

reviewed within the clinically recommended 

timeframes. After the initial consultation, 20% (n 

= 6) were deemed suitable for Patient-Initiated 

Review (PIR), which increased to 66% (n=20) 

following a second consultation. CPAP therapy 

was de-prescribed for 10% (n=3), and these 

patients were discharged. A further 23% (n=7) 

required ongoing clinical input. 

Thirteen patients (43%) completed a post-

appointment satisfaction survey: 

• Education: 69% (n=9) strongly agreed, 

and 31% (n=4) agreed that the education 

provided was beneficial. 

• Treatment understanding: 77% (n=10) 

strongly agreed, 15% (n=2) agreed, and 8% (n=1) 

were neutral that the ANP review helped them 

understand their prescribed treatment. 

• Clarity of information: 69% (n=9) 

strongly agreed, 23% (n=3) agreed, and 8% (n=1) 

were neutral that the treatment plan and advice 

were clear. 

• Support received: 77% (n=10) strongly 

agreed, and 23% (n=3) agreed they received 

adequate advice and support. 

• Communication: 77% (n=10) strongly 

agreed, and 23% (n=3) agreed they were able to 

ask questions and understood the responses. 

• Overall satisfaction: 92% (n=12) were 

very satisfied, and 8% (n=1) were satisfied. All 

respondents (100%, n=13) strongly agreed that 

the service was beneficial and worthwhile. 

Qualitative feedback highlighted the value of 

person-centered, efficient care delivered in a 

comfortable, unrushed setting. Comments 

included: 

“The support I got was so beneficial,” and “It felt 

more personal; queries were dealt with quickly.” 

 

Conclusion: This pilot study demonstrates that 

an ANP-led collaborative sleep service in a 

Model 2 hospital can deliver timely care, enhance 

patient understanding, and improve satisfaction. 

Due to consistently positive patient feedback, 

routine referrals to the ANP-led service has 

continued beyond the pilot phase. 

 

5.04 Quality improvement audit of the 

reliability of chin EMG signals used during 

polysomnography (153) 

Ms Lauren McCann1, Ms Louise Brien1, Ms 

Tracy McNerney1, Prof Liam Cormican1, Ms 

Megan McGrane1, Ms Aisling McGowan1 
1Connolly Hospital, Blanchardstown, Dublin 15 

 

Background: The gold standard test for 

diagnosis of sleep disorders breathing as well as 

other sleep conditions is the Full 

Polysomnography (PSG). This test consists of 

recording signals from various parts of the body 

while a patient is sleeping. The Sleep 

Physiologist who is carrying out the setup of all 

this equipment can often encounter some 

challenges while trying to keep the electrode in 

situ for the duration of the night. This is essential 

when trying to produce good quality sleep study 

recordings; therefore provide accurate analysis 

and results in order to optimise the patient's 

diagnosis and treatment plan. During the analysis 

of the sleep studies, we observed quality issues 

with the chin EMG signals. There is often the 

possibility for signal failure based on electrode 

placement and retention during the night.   

 

Method: The aim of this study was to investigate 

the source of chin EMG signal artefact/failure as 

part of a quality improvement initiative. We 

evaluated 193 PSG studies on male patients and 

96 PSG studies on female patients, over a 6-

month period between Jan to Aug 2025. During 

set up chin EMG requires 3 electrodes placed in 

specific locations as per the AASM guidelines 

(version 3).  
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Results: Our data analysis showed there was a 

49.7% failure rate (96 out of 193) in males and a 

failure rate of 36% (35 out of 96) in females over 

this period of time. This failure rate for the 

purpose of this study; is classified as artefact in 2 

or more chin EMG electrodes. All chin EMG 

signals were intact at the start of the study but did 

not withstand the duration of the night. Sources 

of error identified were facial hair and skin 

impedance, electrode placement, type of 

electrode used, and staff training.   

 

Conclusion: This study demonstrates that regular 

auditing of practice, refresher training for staff 

and electrode quality checks are essential in 

maintaining high standards in PSG testing.  

 

5.05 Use of Transcutaneous Carbon Dioxide 

Monitoring as a Surrogate for Arterial 

Samples to Identify Nocturnal 

Hypoventilation (215) 

Miss Caoimhe Tierney1, Dr Ruby Brillante1, 

Associate Professor Leigh Seccombe1,2 
1Thoracic Medicine, Concord Hospital, 2Faculty 

of Health Medicine, University of Sydney 

 

Introduction: Measurement of pCO2 is required 

for the identification hypercapnia, nocturnal 

hypoventilation, and the need for non-invasive 

ventilation (NIV). Gold standard practice is via 

an arterial sample (PaCO2), which is an invasive, 

potentially painful procedure requiring a 

specialised skillset. By guidelines, NIV is 

recommended when evening to morning PaCO2, 

or an “accurate” surrogate measure during sleep, 

rises ≥ 8mmHg. Monitoring CO2 through a 

transcutaneous sensor (TcCO2) is a non-invasive, 

continuous surrogate, however, is known to have 

reduced accuracy and greater potential for 

artefact. This study aims to determine if TCCO2 

can be reliably used to detect hypercapnia and 

nocturnal hypoventilation in comparison to 

PaCO2 in a clinical cohort.  

 

Methods: Data collected from patients attending 

the sleep studies laboratory for full 

polysomnography between January 2023 and 

October 2024 was reviewed. Patients included 

were those whom clinician’s requested both 

TcCO2 and paired evening and morning arterial 

blood gas (ABG) samples. Inclusion criteria were 

as follows; minimum total sleep time (TST) of 

240 minutes, minimum sleep efficiency of 60%, 

minimum one REM cycle, and minimum REM 

efficiency of 10%.  TcCO2 was monitored 

continuously throughout the night and   ABG 

samples were collected during a period of 

evening wakefulness (PM ABG) and again in the 

morning immediately upon waking (AM ABG). 

TcCO2 and PaCO2 were compared using paired 

t-tests and Bland-Altman Plots with linear 

regression. Agreement of measures in 

determining hypercapnia and need for NIV was 

assessed using Cohen’s kappa and cross 

tabulation. 

 

Results: A total of 39 studies met criteria with 23 

male (59%) and 16 female (41%). Mean±SD age 

was 56.1±11.4, BMI (kg/m2) 38.4±9.9. Mean 

TST (mins) was 329.7±41.4 with sleep efficiency 

(%) 77.4±9.4. There was no significant difference 

in evening TcCO2 when compared to PM PaCO2 

(p=0.25). There was no proportional bias 

(p=0.61), however, a systematic bias of -

0.92mmHg was observed. For morning TcCO2 

and AM PaCO2, a significant difference could be 

seen across measurements (p=0.006). Similarly, 

there was no proportional bias (p=0.71), and a 

systematic bias was observed at -2.31mmHg. 

Cohen’s Kappa across measurement techniques 

was <0.14 demonstrating poor concordance in 

identifying hypercapnia. 

 

Conclusion: From this study, it can be noted that 

TcCO2 trends consistently higher than PaCO2. 

TcCO2 appeared more sensitive than PaCO2 in 

detecting hypercapnia, therefore a higher number 

of patients met the recommended threshold for 

NIV requirement. However in this clinical 

setting, an extended period of time between ABG 

sample and data analysis was observed, as well as 

a significant failure rate for both paired ABGs 

and TcCO2 (artefact free) monitoring.  
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5.06 The Role of Serum Ferritin in the 

Management of Restless Legs Syndrome and 

Periodic Limb Movements during Sleep: A 

Retrospective Chart Review (11) 

Dr Ahmad Basirat1,2, Mrs Aoife Bradley2, Dr 

Mazia Shahid Butt1,2, Dr Minesh Kooblall1,2, 

Professor Eddie Moloney1,2, Prof Stephen Lane1,2 
1Tallaght University Hospital, 2Department of 

Respiratory Medicine at Peamount Healthcare 

 

Background: Restless legs syndrome (RLS), 

also known as Willis-Ekbom disease, is a 

treatable condition characterised by an urge to 

move the legs, often associated with unpleasant 

sensations. During sleep, patients with RLS 

frequently exhibit periodic limb movements 

during sleep (PLMS). Iron replacement is 

recommended for RLS patients with a fasting 

serum ferritin level ≤75 ng/mL or ug/L to 

improve symptoms and reduce PLMS. 

 

Aim: RLS is a treatable condition that generally 

responds to pharmacologic therapy. Iron 

replacement is suggested in patients with restless 

legs syndrome (RLS) whose fasting serum 

ferritin level is ≤75 ng/mL. We aim to see 

elevated PLM index with measured serum ferritin 

level in our charts review. 

 

Methodology: A retrospective chart review of 

120 patients referred for PSG in year 2024 was 

conducted. Data collected included demographic 

information, serum ferritin levels, and PLMS and 

apnea-hypopnea index (AHI) findings. 

 

Standard:  As per standard guidelines if PLM 

index is elevated. Check iron stores, eliminate 

aggravating factors, review & institute 

behavioural strategies.  

 

Results: 

• Of the 120 patients, 18 (15%) were 

diagnosed with elevated PLMS based on PSG 

findings. 

• The cohort included 9 males (50%) and 9 

females (50%) with an age range of 39 to 85 years 

(mean 59 years). 

• Serum ferritin levels were checked in 5 

of the 18 patients with PLMS; 1 had a serum 

ferritin level of ≤75 µg/L, and 4 had levels >75 

µg/L. 

• The AHI range from 6 to 72 with an 

average of 24. The PLM index range from 28 to 

112 with an average of 59. 

• All patients with an elevated PLMS 

index also exhibited an elevated AHI. 

 

Conclusion: Patients with elevated PLMS, only 

1 qualified for iron replacement therapy based on 

serum ferritin levels, while others would qualify 

for dopaminergic pharmacotherapy. These 

findings highlight the importance of assessing 

serum ferritin levels and tailoring treatment based 

on individual biochemical and clinical profiles. 

5(27%) had serum ferritin level checked out of 

which 1 had serum ferritin of <75ug/L and 4 had 

serum ferritin >75ug/L. 

Following these guidelines 1 patient out of the 5 

would qualify for iron replacement and the other 

4 would qualify for dopamine agonist 

pharmacotherapy.  

The normal reference range for serum ferritin 

levels as per our hospital laboratory differs to the 

RLS treatment guidelines. Normal reference 

range for serum ferritin as per the laboratory = 4 

to 200ug/L or ng/mL. 

 

Recommendation & Action Plan: Serum 

ferritin and iron studies should be routinely 

evaluated in patients with RLS or PLMS 

symptoms. Iron replacement should be initiated 

in those with serum ferritin levels ≤75 ng/mL or 

ng/mL, in line with current guidelines, to improve 

clinical outcomes. 
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5.07 The use of Urine Toxicology Screening 

when testing for hypersomnolence (222) 

Ms Megan McGrane1, Ms Lauren McCann, Mrs 

Anna Maria O'Brien, Ms Louise Brien, Prof Liam 

Cormican, Ms Aisling McGowan 
1Connolly Hospital Blanchardstown 

 

Background: A Multiple Sleep Latency Test 

(MSLT) is an objective measure for testing 

sleepiness. A shorter sleep latency can indicate a 

greater probability of daytime sleepiness.1 

The Journal of Clinical Sleep Medicine 

recommends performing urine toxicology 

screening to ensure the MSLT results have not 

been impacted by intentional or illicit medication 

and substance use.1 

Drugs and psychoactive substances can cause 

excessive sleepiness and negatively impact sleep 

cycles. If these substances are undetected it may 

lead to an over-diagnosis of central 

hypersomnias.2,3 Chronic use of some 

medications can suppress REM sleep and the 

accuracy of MSLT testing. Similarly, ceasing 

certain medication immediately before MSLT 

testing may result in REM rebound.  

Evidence suggests that between 16 – 33% 

patients had a positive urine drug screen.2,3 

Another study revealed that 81% of the positive 

screens were not revealed prior to the clinician.3 

 

Method: Thirty-four patients who underwent 

MSLT testing which included routine Urine 

Toxicology Screen were retrospectively studied. 

Urine Testing included for Cocaine, 

Tetrahydrocannabinol (THC), Barbiturates, 

Methamphetamine, Benzodiazepines, Opiates, 

Tricyclic Antidepressants (TCA), Amphetamine 

and Methadone. Sleep analysis was scored 

according to the American Association of Sleep 

Medicine. Criteria used for a positive MSLT: two 

or more sleep onset rem period (SOREMP) and a 

mean sleep latency of under 8 minutes. 

 

Results: Five patients had a positive MSLT result 

and these patients all had negative toxicology 

screens. Four out of thirty-four (11.8%) positive 

drug screens noted and none had a positive 

MSLT.  

Of the positive tests, 75% of these drugs were not 

declared to the physician. 

 

Number of Positive Drug Screens:  

Opiates (OPI) 2  

Tricyclic Antidepressants (TCA) 1  

Tetrahydrocannabinol (THC) 1  

 

Percentage of Positive Drug Screens: 

Opiates (OPI)  50% 

Tricyclic Antidepressants (TCA) 

 25% 

Tetrahydrocannabinol (THC)  25% 

 

Our results are similar to the international data4, 

11.8% of our patient’s had a positive urine drug 

test and 75% did not declare the use of illicit 

drugs to their physician. 

 

Conclusion: Routine Urine Toxicology 

Screening should be performed in conjunction 

with MSLTs as certain medications and illicit 

substances adversely affect the quality of the test, 

e.g. reduce sleep latency and suppress REM 

sleep, and will affect further diagnosis.  
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5.08 Guideline-Based Clinical Management of 

Obstructive Sleep Apnea at Portiuncula 

Hospital: A Retrospective Study (48) 

Dr Weaam Al Refai1, Ms Katie Ward1, Ms 

Louise Anne McGrath1, Professor Hilary 

Mcloughlin1,2 
1Portiuncula Hospital HSE, 2University of 

Limerick 

 

Introduction: Obstructive Sleep Apnea (OSA) is 

a prevalent disorder requiring accurate diagnosis 

and effective management guided by 

international standards.This study evaluates the 

diagnostic accuracy, treatment allocation, and 

guideline adherence for sleep-disordered 

breathing (SDB) in Portiuncula University 

Hospital (PUH), a level-3 healthcare facility, 

compared against the British Thoracic Society 

(BTS) and European Respiratory Society (ERS) 

guidelines.  

 

Methods: A retrospective analysis of diagnostic 

sleep studies conducted on adult patients (N=319) 

between March 2024 and March 2025 at PUH. 

Inclusion criteria: adults (≥18 years) with 

complete diagnostic studies and Apnea-

Hypopnea Index (AHI) data. Outcomes 

evaluated: OSA prevalence, disease severity 

distribution, treatment modalities utilized 

(CPAP, AVAPS-AE, BiPAP, positional or 

mandibular devices), management of Upper 

Airway Resistance Syndrome (UARS), and 

BTS/ERS guideline compliance. Diagnostic 

phenotypes were analyzed, considering symptom 

burden (Epworth Sleepiness Score, ESS) in 

relation to objective severity (AHI).  

 

Results: OSA was diagnosed in 85.9% of 

patients, UARS in 5.9%. CPAP was the primary 

therapeutic intervention (64.4%), followed by 

positional or mandibular devices (17.4%), 

AVAPS-AE (7.6%), and BiPAP (0.6%). UARS 

accounted for 6.5% of positive cases, with 89.5% 

of patients managed effectively using CPAP or 

BiPAP, adhering to BTS/ERS guidelines. Severe 

and very severe OSA constituted 28.6% of cases, 

predominantly male patients (86.7% of very 

severe cases). Phenotype analysis revealed 

notable discrepancies between objective severity 

and subjective daytime symptoms, in a subset of 

severe OSA patients, (ESS ≤10, 19/91 patients 

20%). Compliance with BTS/ERS therapeutic 

standards was high, particularly for severe OSA 

(91% compliance), symptomatic moderate OSA 

(100% compliance), and UARS management 

(89.5% compliance). Diagnostic study quality 

was robust, (repeat-study rate 2.5%), meeting 

BTS/ERS quality benchmarks (<3%) 

 

Discussion: The Sleep Diagnostic service at PUH 

Respiratory Dept, demonstrated strong alignment 

with BTS/ERS guidelines, reflecting high 

diagnostic accuracy and appropriate therapeutic 

interventions across severity ranges. Up to date 

prevalence data for OSA with sleepiness in 

Ireland is not available (3-7% in 2015, but figures 

derived from Hospital admissions and screenings 

for Sleep investigations suggests rising detection 

rates(1). European data suggests a prevalence of 

50% in middle aged men and 25% in middle aged 

women(2). High guideline compliance, is 

essential if Level-3 hospitals are to participate in 

the diagnosis and management of Sleep 

Disorders, with referral of very complex cases to 

Level 4 specialist centres. Identified areas of 

interest include the Severe OSA group with 

further research required into phenotype-driven 

approaches. Such an approach could enhance 

personalized patient care and therapeutic 

adherence.  

 

Conclusion: This retrospective study confirms 

effective guideline-driven management of OSA 



 

  

 Irish Thoracic Society Annual Meeting 2025 

 

129 

in the PUH Respiratory Department. Regular 

clinical audits and targeted training have been 

pivotal in achieving this in a resource-constrained 

healthcare setting. 

 

References: 

1. Epidemiological aspects of Obstructive 

Sleep Apnoea : JF Garvey et al Journal of 

Thoracic Disease (Vol 7 No 5 May 2015) 

2. Prevalence of sleep-disordered breathing 

in the general population:the HypnoLaus Study 
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2015;3:310-8 

 

5.09 The Nose–Chin–Neck Angle: A Practical 

Tool for Patient Education and Mandibular 

Advancement Device Work-Up in Obstructive 

Sleep Apnoea (248) 

Prof Liam Cormican1,2, Professor John Faul1,2, 

Professor Ross Morgan3, Professor Eddie 

Moloney4,5, Dr Lucy Mccourt1, Dr Edward 

Cotter1 
1Blackrock Health Hermitage Clinic, 2Connolly 

Hospital Blanchardstown, 3Beaumont Hospital, 
4Peamount Healthcare, 5Beacon Hospital 

 

 

Obstructive sleep apnoea (OSA) is a highly 

prevalent disorder with significant health and 

economic consequences. Alongside obesity, 

craniofacial structure (facial profile) has been 

implicated in the incidence and severity of OSA, 

with retrognathia, elongated soft palate, increased 

tongue size, and posterior mandibular positioning 

during sleep all contributing to upper airway 

obstruction. Mandibular advancement devices 

(MADs) are established treatment options for 

patients with mild to moderate OSA or those 

intolerant of continuous positive airway pressure 

(CPAP). Identifying patients most likely to 

benefit from MAD therapy remains an important 

clinical challenge. 

Cephalometric radiographs provide detailed 

skeletal assessment, but are not always readily 

available in routine practice. Simple bedside tools 

that demonstrate the role of craniofacial profile 

and mandibular position in OSA may help both in 

clinical decision-making and in educating 

patients about their condition. A practical method 

involves measurement of the “nose–chin–neck” 

angle, using external soft tissue landmarks (base 

of nose, tip of chin, thyroid cartilage). This angle 

can be recorded in the supine position with the 

mandible in (i) normal occlusion, (ii) relaxed 

“floppy” posture, and (iii) protruded position. A 

greater difference between occlusion and relaxed 

angles may indicate increased susceptibility to 

mandibular collapse during sleep, while 

improvement with protrusion may predict the 

efficacy of MAD therapy.  

We propose a prospective study to evaluate the 

usefulness of this simple clinical measurement in 

patients undergoing work-up for MAD therapy. 

The study will examine the correlation between 

the differential nose–chin–neck angles and 

established diagnostic parameters, including 

apnoea–hypopnoea index (AHI), cephalometric 

measurements, and treatment response to MADs. 

Secondary outcomes will include patient-

reported understanding of their condition 

following the demonstration, and clinician-

reported ease of incorporating the measurement 

into routine assessment. 

If validated, this simple, non-invasive technique 

could offer a useful adjunct to current assessment 

methods, support patient education, and assist in 

identifying individuals most likely to benefit 

from MAD therapy. 
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6. TB, Cystic Fibrosis, Infection  

6.01 Fuelling mitochondrial metabolism 

boosts phagocytosis in ex vivo human 

monocytes (57) 

Ms Aisling Newing1, Dr Karen Slattery1, Dr John 

Mcgrath1, Dr Emma McNally1,2, Mr Oisin Ó 

Gallchobhair1, Dr Laura Gleeson1,2 
1Trinity Translational Medicine Institute, School 

of Medicine, Trinity College Dublin, 
2Department of Respiratory Medicine, St James’s 

Hospital Dublin 

 

Alveolar macrophages (AM) are vital for 

protecting the lungs against infection via 

phagocytosis and cytokine production. Evidence 

shows that AM are replenished by circulating 

monocytes and in smoker’s lungs these 

infiltrating monocytes are enriched. Newly 

recruited immature airspace monocytes can be 

identified by CD93 expression. Currently, their 

metabolism and immune function is poorly 

characterised. We sought to analyse this in their 

precursors in the blood and identify strategies to 

improve their phagocytic function via metabolic 

manipulation, as blood monocytes present a 

potential therapeutic target.  

 

Peripheral blood mononuclear cells (PBMC) 

were isolated from healthy blood acquired from 

the Irish Blood Transfusion Service (IBTS). Flow 

cytometry-based analysis was then carried out, 

incorporating SCENITH and click chemistry. 

Metabolic dependencies were analysed and then 

compared to airspace monocytes and AM from 

broncho-alveolar lavage (BAL) fluid samples 

collected from St. James’s Hospital, Dublin. 

Flow cytometry was used to measure phagocytic 

function of blood monocytes and human 

monocyte-derived macrophages (hMDM) after 

differentiation in 10% human serum. 

Immunofluorescence microscopy was used to 

visualize uptake of either phagocytosis beads or 

fluorescently stained avirulent Mycobacterium 

tuberculosis (Mtb).  

 

Both blood and CD93+ airspace monocytes 

shared a reliance on glycolysis, whereas more 

mature CD93- airspace monocytes and AM 

shifted towards dependence on OXPHOS in 

addition to glycolysis. We have previously shown 

that the more mature CD93- airspace monocytes 

have higher phagocytic function. Indeed, 

supplementing blood monocytes with succinate 

to promote mitochondrial metabolism resulted in 

significantly increased phagocytic function. 

Furthermore, when cultured in the presence of 

succinate, this heightened phagocytic capacity 

was maintained after differentiation of 

monocytes into hMDM. This finding was 

recapitulated in hMDM when stimulated with 

Mtb.  

 

These findings support the concept that systemic 

therapies designed to boost mitochondrial 

metabolism in monocytes, therefore improving 

phagocytic function, could contribute to infection 

control in the lungs after monocyte migration and 

differentiation.  

 

6.02 Breaking the biofilm: PAD enzymes 

disrupt quorum sensing of multidrug-resistant 



 

  

 Irish Thoracic Society Annual Meeting 2025 

 

131 

cystic fibrosis Pseudomonas aeruginosa isolate 

(47) 

Mr Rory Baird1, Dr Debananda Gogoi1, Dr Luke 

Forde1, Dr Sara Waqas Ahmed1, Ms Mengxin 

Niu1, Dr Brenton Cavanagh2, Prof Emer P. 

Reeves1 
1Pulmonary Clinical Science, Department of 

Anaesthetics and Critical Care Medicine, RCSI 

University of Medicine and Health Sciences, 

Beaumont Hospital, 2Cellular and Molecular 

Imaging Core, RCSI University of Medicine and 

Health Sciences 

 

Background: Pseudomonas aeruginosa is a 

highly adaptable Gram-negative pathogen and a 

major cause of chronic infections, particularly in 

individuals with cystic fibrosis (CF). A key 

feature of P. aeruginosa pathogenicity is biofilm 

formation, involving a structured microbial 

communities encased in a self-produced 

extracellular polymeric substance matrix. 

Biofilms promote bacterial adhesion, protect 

against immune responses, and greatly reduce 

antimicrobial susceptibility, making infections 

extremely difficult to eradicate and leading to 

chronic disease progression. Persistence in CF is 

further enhanced by a wide range of virulence 

factors, many regulated by quorum sensing (QS) 

systems. These cell-density–dependent networks 

control genes for biofilm maturation, motility, 

and production of virulence factors such as 

pyocyanin, rhamnolipids, and extracellular 

proteases. Targeting QS is an attractive strategy 

to reduce virulence while avoiding the selective 

pressures of conventional antibiotics. 

Peptidyl-arginine deiminases (PADs) are a 

family of calcium-dependent enzymes that 

catalyze the conversion of peptidyl-arginine to 

citrulline, a process known as citrullination or 

deimination. Notably, the auto-citrullination of 

virulence-associated proteins by Porphyromonas 

gingivalis peptidyl-arginine deiminase (PPAD) 

has been implicated in reducing the bacterium’s 

biofilm-forming capacity. Based on these 

observations, we hypothesized that recombinant 

(r)PAD2 and rPAD4 may exert a similar 

inhibitory effect on biofilm formation and QS-

regulated virulence in a multidrug-resistant P. 

aeruginosa strain, PGO2330, isolated from a 

patient with CF. 

 

Methods: We employed crystal violet biofilm 

assays and confocal laser scanning microscopy to 

quantitatively and qualitatively assess biofilm 

development. In addition, cell motility assays 

were conducted to evaluate bacterial swimming 

and twitching behaviour. Quantitative PCR was 

used to examine the expression of key QS 

regulatory genes (lasR, lasI, rhlR, rhlI, and mvrf), 

while virulence factor production, including 

extracellular DNA (eDNA), rhamnolipids, 

pyocyanin, and protease activity, were quantified 

using established biochemical assays. 

 

Key Results: Treatment with 20 nM rPAD2 and 

rPAD4 reduced biofilm biomass to 67.9±5.6% 

(p=0.0002) and 68.2±4.2% (p=0.0002) of control 

levels, respectively. This reduction was 

associated with markedly decreased surface 

attachment (p<0.0001 for both enzymes) and 

reduced twitching motility (rPAD2 p<0.0001; 

rPAD4 p=0.0190). rPAD treatment significantly 

downregulated QS gene expression, including 

lasR (rPAD2 p=0.0004; rPAD4 p=0.0002), lasI 

(p<0.0001), rhlR (p<0.0001), rhlI (p<0.0001), 

and mvrf (p=0.0004). A corresponding decrease 

was observed in eDNA release (rPAD2 

p=0.0343; rPAD4 p=0.0055), rhamnolipid 

production (p =0.0055; p=0.0021), pyocyanin 

synthesis (p=0.0004; p=0.00133), and 

extracellular protease activity (p=0.0037; 

p=0.0303). 

 

Conclusions: These findings demonstrate that 

rPAD2 and rPAD4 can significantly disrupt 

biofilm formation and attenuate QS-regulated 

virulence in a multidrug-resistant CF isolate of P. 

aeruginosa. By targeting both biofilm 

architecture and virulence factor production, 

PAD enzymes represent promising candidates for 

development as adjunctive therapeutics in the 

management of chronic P. aeruginosa infections 

in cystic fibrosis. 
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6.03 The North East Dedicated Tuberculosis 

Service in Our Lady of Lourdes Hospital; a 7-

year experience (114) 

 

Dr Mahita Darbha1, Dr. Ruaidhri Keane1, Dr 

Reema Alsufyani1, Dr Nasir Nizrull1, Dr Junaidy 

Ishak1, Dr Mohammad Yaseen1, Ms Marivic 

Cuyugan1, Dr Tidi Hassan1,2 
1Department of Respiratory Medicine, Our Lady 

Of Lourdes Hospital, 2Royal College of Surgeons 

 

Introduction: Despite declining rates of 

mycobacterium tuberculosis (TB) infection in 

Ireland, diagnosis and treatment remains 

challenging. Our Lady of Lourdes Hospital 

Drogheda rolled out a dedicated TB clinic under 

the respiratory unit in 2018 and is the local 

referral centre for the North East region. 

 

Aims: To describe demographics, clinical 

presentation and course of TB in patients 

attending OLOL TB unit. 

 

Methods: A retrospective chart, laboratory and 

radiologic review was performed for all patients 

diagnosed with active TB infection in OLOL 

from March 2018-March 2025. Univariate 

analysis were performed. 

 

Results: 52 cases of active TB presented in from 

March 2018 to March 2025. All cases were lab 

confirmed with either culture or GeneXpert. 1 

was M.Bovis culture. 1 were HIV co-infected.  38 

cases were non-Irish borne and the percentage of 

Irish born infections dropped from 84% (n=8) in 

2019 to 12% (n=2) in 2024. Mean patient age was 

49.2 years (median 37.2, range 16-87). 32/52 

(62%) presented with active pulmonary 

tuberculosis and 21/32 (66%) had open infectious 

disease (positive acid fast bacilli on sputum). 13 

cases (24%) were multi-site and/or 

extrapulmonary tuberculosis. All of cases with 

extrapulmonary tuberculosis were irish born. The 

average number of days from symptoms onset to 

treatment was significantly longer in patients less 

than 40 years old (242 vs 192 days, P=0.004) and 

in non-Irish born (273 vs 149 days, p=0.0032). 

Drug resistance was identified in 4/52 (7%) cases. 

Drug interruptions (more than 2 weeks) occurred 

in 8/52 (15%) cases. 

  

Conclusion: The TB OLOL service has 

established a dedicated service for the North East. 

This provides a Slaintecare aspired provision for 

complex and high risk patients in the region. The 

demographics of active TB infection has changed 

due to immigration pattern as well. 

  

Conflict of Interest: The authors declare that 

they have no conflict of interest. 

 

References: HSE-Health Protection Surveillance 

Centre. Tuberculosis in Ireland: provisional 

trends in surveillance data. Dublin: HPSC; 2025. 

 

6.04 A view of Primary Ciliary Dyskinesia 

(PCD) in a tertiary referral centre in Ireland 

(209) 

James O’Hanlon[1], Rachel O’Neill[1], Padraig 

E. Hawkins[1] 

 

1. Department of Respiratory Medicine, Galway 

University Hospitals 

 

Background: Primary ciliary dyskinesia (PCD) 

is a rare genetic condition characterised by 

congenital impairment of mucociliary clearance. 

This manifests clinically as bronchiectasis, 

chronic rhinosinusitis, recurrent otitis media 

(OM), and infertility. It is a genetically and 

clinically heterogenous condition. International 

guidelines recommend a combination of 

investigations including nasal nitric oxide (nNO), 

high speed video microscopy analysis (HSVA), 

and transmission electron microscopy (TEM) to 

confirm the diagnosis of PCD. In Ireland, the 

historical lack of access to such diagnostic 

modalities has seen the diagnosis of PCD being 

largely reliant on history and clinical features 

without confirmatory diagnostics.  

 

Methods: We searched a clinic letter database 

from Galway University Hospital for mention of 

PCD or related terms. We identified patients who 

have been given PCD as a presumed or likely 
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diagnosis, and further analysed these patients 

with regards to previous diagnostic evaluation, 

clinical features, comorbidities, and sputum 

microbiology. 

 

Results: A total of 25 patients (40% female) were 

identified as having a presumed or suspected 

diagnosis of PCD. The median age was 38 years. 

4 patients (16%) had a confirmed diagnosis by 

genetic analysis or TEM. 3 patients (12%) had 

genetic testing performed previously. 5 patients 

(20%) had TEM performed. HSVA and nNO had 

been previously performed in only one and two 

patients respectively. 22 patients (88%) had 

radiologically confirmed bronchiectasis, while 19 

(76%) had a history of chronic rhinosinusitis and 

11 (44%) had a history of recurrent OM. All three 

features were seen in 11 patients (44%). The most 

common pathogen identified on sputum 

microbiological culture was Haemophilus 

influenzae (72%), while 9 patients (36%) had 

previous growth of Pseudomonas aeruginosa. 

 

Conclusions: Despite having typical clinical 

pictures, the vast majority of patients with a 

suspected diagnosis of PCD at our centre had not 

undergone required diagnostic evaluation to 

confirm PCD. We have introduced proactive 

screening with nNO in our clinic and are 

establishing a diagnostic pathway, which will 

hopefully have important future implications for 

our patients. 

 

Keywords: Primary ciliary dyskinesia (PCD), 

bronchiectasis, otitis media (OM), nasal nitric 

oxide (nNO), high speed videomicroscopy 

analysis (HSVA), transmission electron 

microscopy (TEM), Pseudomonas aeruginosa. 

Disclosures: The authors declare that they have 

no conflicts of interest. 

 

6.05 Enhancing Human Alveolar Macrophage 

response to Mycobacterium tuberculosis 

through modulation of cellular bioenergetics 

(157) 

Dr John Mcgrath1, Ms Aisling Newing1, Dr 

Emma McNally1,2, Mr Oisin Ó Gallchobhair1, Mr 

Parthiban Nadarajan2, Professor Joseph Keane1,2, 

Dr Laura Gleeson1,2 
1School of Medicine, Trinity Translational 

Medicine Institute, St James’s Hospital, Trinity 

College Dublin, 2Department of Respiratory 

Medicine, St James’s Hospital  

 

Mycobacterium tuberculosis (Mtb) is the leading 

cause of death from a single infectious agent 

worldwide with current treatment regimens 

becoming lengthy and ineffective due to the 

emergence of multi-drug resistant strains. Such 

complications highlight the need for new 

therapeutic strategies. Here, we describe use of 

licensed antihistamine, Meclizine, as a novel 

host-directed therapy against Mtb, enhancing 

responses in primary human alveolar 

macrophages (AMs) and human monocyte-

derived macrophages (hMDMs) through 

induction of mitochondrial retrograde signalling 

(RET). 

 

Through metabolic interrogation, we show 

Meclizine-treated AMs utilise their electron 

transport chain (ETC) for respiration uncoupled 

from ATP production, as evidenced by increased 

proton leak, without a corresponding rise in ATP-

linked respiration, indicating a shift toward 

alternative mitochondrial signalling over energy 

generation. Using real-time assays to assess 

individual ETC complex activity following 

meclizine treatment, we demonstrate that this 

remodelling of mitochondrial respiration is also 

associated with elevated mitochondrial ROS 

production and increased expression of pro-

inflammatory cytokines such as IL-1β and TNF-

α, supporting the induction of RET and 

enhancing the ability of these cells to mount a 

more effective defense against Mtb infection. 

 

Building on previous work from our lab 

demonstrating the potential of targeting 

circulating monocytes to enhance  pulmonary 

innate immunometabolic function upon 

migration to the lung, we also demonstrate the 

effects of Meclizine treatment on blood-derived 

monocytes. Consistent with our findings, 

Meclizine-treated peripheral monocytes 

exhibited a similar phenotype to AMs following 
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hMDM differentiation and Mtb infection. 

Ongoing work includes the establishment of a 

clinical trial to investigate the impact of 

Meclizine treatment, using metabolic 

interrogation of circulating monocyte function 

following oral administration, with the aim of 

enhancing cellular responses to Mtb upon 

migration to the lung during infection. Together, 

these findings support the potential for Meclizine 

to be repurposed as a host-directed therapeutic 

approach against Mtb.  

 

6.06 Targeting mitochondrial metabolism to 

protect human monocyte phagocytic function 

from the impact of cigarette smoke. (138) 

Ms Lauren Devitt1, Ms Aisling Newing1, Dr 

Laura Gleeson1 
1Trinity College Dublin 

 

Background: Cigarette smoke dramatically 

impacts immune cells within the lung, 

predisposing to chronic lung disease and 

increasing susceptibility to infections, including 

Mycobacterium tuberculosis (Mtb). The alveolar 

macrophage (AM), undergoes profound 

metabolic rewiring following smoke exposure 

that impairs its ability to phagocytose and kill 

bacteria. Similarly, the monocyte derived 

macrophage (MDM) has reduced phagocytic 

function and altered metabolism in response to 

cigarette smoke exposure.  

 

Circulating monocytes pose an attractive target 

for systemically administered host-directed 

therapies to improve host immunity to infection, 

as there is mounting evidence that these cells 

replenish the AM population in the lung. 

Understanding the impact of cigarette smoke on 

these circulating monocytes is crucial in order to 

determine the optimal approach to correcting 

immunometabolic and functional defects seen in 

smokers’ macrophages. 

 

We have previously shown that boosting 

mitochondrial metabolism through succinate 

supplementation enhances human MDM 

phagocytic function of both phagocytosis beads 

and attenuated live Mtb strain Ra (Slattery et al.). 

Here, we aimed to investigate the ability of 

succinate supplementation to “protect” MDM 

phagocytic function from the impact of cigarette 

smoke, through enhanced mitochondrial 

metabolism.  

 

Methods: Peripheral blood mononuclear cells 

(PBMC) were isolated from healthy buffy coats 

acquired from the Irish Blood Transfusion 

Service (IBTS) by density gradient 

centrifugation, and monocytes isolated by 

adherence to plastic. MDM were differentiated 

over 7 days in either standard complete RPMI 

(cRPMI) (control) or in cRPMI supplemented 

with succinate (5mM). On Day 7, MDM were 

treated with varying concentrations of cigarette 

smoke extract (CSE), or with cRMPI control for 

24 hours. On Day 8, MDM were incubated with 

FITC-labelled phagocytosis beads for 50 minutes 

and analysed by fluorescence microscopy to 

measure phagocytic function.  

 

Results: MDMs demonstrated a significant 

reduction in phagocytosis in response to 5%, 10% 

and 50% CSE treatment, with dose response 

evident. Differentiation in succinate increased 

phagocytic function of MDM treated with 5% 

and 10% CSE, returning their phagocytic 

function towards that of cells not treated with 

CSE. 

 

Discussion: Cigarette smoke extract exposure 

attenuates human MDM immune phagocytic 

function. Succinate supplementation throughout 

differentiation can protect MDM phagocytic 

function from the deleterious effect of cigarette 

smoke extract in vitro. Thus, systemic therapies 

designed to boost mitochondrial metabolism in 

smokers, such as succinate, may improve 

phagocytosis of macrophages derived from 

circulating monocytes, the AM precursor, 

reducing the susceptibility of smokers to lung 

infections.  

 

References: 

Slattery et al. “Succinate enhances mitochondrial 
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6.07 An audit of current practice regarding 

Management of Chronic Pulmonary 

Aspergillosis in patients currently engaged 

with the Infectious Diseases Service in MMUH 

compared with the 2015 ERS and ESCMID 

Guidelines. (241) 

 

Dr Lucy McCourt1, Dr Bearach Reynolds1, Dr 

James Woo1 Professor Eavan Muldoon1, 2 

 

1. Infectious Diseases Department, Mater 

Misericordiae University Hospital. 

2. School of Medicine, University College 

Dublin 

 

Background: Chronic pulmonary aspergillosis 

(CPA) is an uncommon but serious complication 

of many respiratory diseases, most commonly 

following tuberculosis, COPD, bronchiectasis or 

sarcoidosis. It is estimated to affect ∼240,000 

people in Europe, yet remains associated with 

high morbidity and mortality. The ERS/ESCMID 

2015 guidelines provide standards for diagnosis, 

monitoring and treatment. This audit evaluates 

the management of CPA through a specialist 

clinic in MMUH.  

 

Methods: A single-centre clinical audit was 

conducted of all patients with CPA who have 

attended the Infectious Diseases Department at 

MMUH. Case identification was through the 

inhouse electronic database. Audit standards 

were based on the ERS/ESCMID 2015 

guidelines, specifically: 

1. Appropriate diagnostic criteria 

(symptoms ≥3 months, radiology, 

microbiological confirmation) 

2. Baseline and serial monitoring (liver 

function tests, therapeutic drug levels) 

3. Radiological follow-up 

4. Multidisciplinary team (MDT) 

involvement. 

 

Results: Seventeen patients with CPA were 

included; 10 (59%) were male. Mean age at 

diagnosis was 60.6 ± 14 years. Underlying lung 

diseases were COPD in six (35%), bronchiectasis 

in two (12%), asthma in three (18%), treated 

tuberculosis in two (12%), hypersensitivity 

pneumonitis in one (6%), post-lung transplant for 

interstitial fibrosis in one (6%) and non-small cell 

lung cancer in one (6%).  

At first review, 16 patients (94%) had CT 

evidence of CPA. Aspergillus IgG/precipitins 

was performed in all cases within four months; 15 

(88%) were positive. Respiratory cultures were 

obtained in 15 (88%), with Aspergillus spp 

growth in seven (47%). BAL galactomannan was 

checked in three (18%), all negative. Histology 

was available in seven (41%), confirming CPA in 

five (71%). 

Sixteen patients (94%) received antifungal 

therapy. Voriconazole was used in nine (56%), 

itraconazole in five (31%), posaconazole in one 

(6%) and intravenous amphotericin B in one 

(6%). One patient declined treatment. 

Radiological follow-up included annual CT in 

nine (53%). Among the remainder, four had 

annual chest X-ray, others had later imaging. 

Sixteen patients (94%) had annual clinical 

review. All had baseline and interval liver 

function tests and drug-level monitoring where 

applicable. 

Aspergillus IgG titres were monitored in 16 

(94%). Three (18%) required embolisation for 

haemoptysis. Three (18%) were discussed at 

MDT for consideration of surgical management; 

one underwent wedge resection. 

 

Conclusion: This audit demonstrates high levels 

of adherence to international standards for the 

management of CPA in the specialist MMUH ID 

clinic. All patients underwent appropriate 

diagnostic work-up, including Aspergillus 

IgG/precipitins testing, culture and cross-

sectional imaging. Antifungal therapy was 

initiated in 94%, with drug level and liver 

function monitoring consistently performed. 

Annual clinical review and serological 

monitoring were also well established. 

Radiological follow-up represented the main area 

of variation. 53% of patients received annual CT 

scans, with others monitored using chest X-ray or 

at longer imaging intervals. In addition, 
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documentation of CPA subtypes and MDT 

discussion were inconsistent. 

Overall, the results highlight strong diagnostic 

and therapeutic practice, but emphasise the need 

for standardised radiological surveillance to 

optimise long-term outcomes for this complex 

patient group. 
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6.08 Fall in Cystic Fibrosis lung transplant 

numbers post introduction of highly effective 

modulator therapy (231) 

Dr. Oisin McElvaney1, Prof. Michelle Murray1, 
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1National heart and lung transplant service, Mater 

Misericordiae University Hospital 

 

Background: Up until recently Cystic Fibrosis  

(CF) was  the 3rd commonest cause for lung 

transplantation worldwide and the most common 

cause in people under 50 years of age. However, 

with the advent of highly effective modulator 

therapies (HEMT) starting with Ivacaftor 

(licensed in 2013) and later with elexacaftor-

tezacaftor-ivacaftior (ETI, licensed in 2020), it 

was hoped that the number of CF transplants 

would decrease. 

 

Methods: We evaluated all lung transplants in  

the National Lung and Heart Transplant program 

Mater Misericordiae University Hospital 

(MMUH), Dublin since its inception in 2005 with 

specific reference to transplants in people with 

cystic fibrosis (PWCF). All referrals to this 

programme  were in accordance with  

International Society for Heart and Lung 

Transplantation (ISHLT) lung transplant 

guidelines.  

 

Results: Over the 20 years of the programme, 

there were 387 lung transplants of which 78 were 

for PWCF. From 2005 to 2013 (no HEMT), 83 

lung transplants were performed 17 of which 

were in PWCF. Between 2013 and 2020 

(ivacaftor alone), 204 transplants were performed 

58 were in PWCF. Between 2020 and 2025 (to 

date, ETI) 100 transplants were performed, only 

4 of which were in PWCF.  Over the 3 time 

periods studied, the ratio of non-CF transplants to 

CF transplants went from 4.8 (pre HEMT) to 3.5 

(ivacaftor alone) to 25 (ETI). 

 

Conclusion: These data show no significant 

reduction in lung transplants in PWCF following 

the introduction of ivacaftor alone (p>0.05) but a 

significant reduction following the introduction 

of ETI (p<0.001). This reduction may reflect the 

change in clinical status seen in PWCF on ETI, 

characterized by improved pulmonary, function, 

BMI and exacerbation rate lifting them out of the 

transplantation zone. In the next phase of this 

study, we will evaluate total numbers of PWCF 

referred for transplant to the MMUH over the 

time periods listed to determine whether there 

was an drop off in the overall number of PWCF 

referrals. We will calculate ABLE scores 

(encapsulating age, BMI, lung function and 

exacerbation rate) in all these individuals during 

their time on the transplant list   to determine 

changes in these parameters over time and 

whether some PWCF who were referred became 

ineligible for transplant after treatment with 

HEMT. 

 

Keywords: Cystic Fibrosis  (CF) 

Highly Effective Modulator Therapies (HEMT) 

Elexacaftor-Tezacaftor-Ivacaftior (ETI) 

Lung transplant 
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Background: In 2024, tuberculosis (TB) re-

emerged as the world’s leading cause of death 

from a single infectious agent. Disruptions from 

the COVID-19 pandemic, together with shifting 

patterns of global migration and increasing 

prevalence of immunosuppression, are reshaping 

TB epidemiology and driving concern about 

future disease trajectories. [1] [2] In Ireland, these 

changing dynamics highlight the need to monitor 

evolving trends to guide progress towards the 

WHO End TB target of an 80% reduction in 

incidence by 2030, which requires an annual 

decline of 6% in national case numbers. [3] 

 

Methods: We conducted a retrospective review 

of all patients who had successfully completed 

TB treatment at St. James’s Hospital from 2021 

to 2024. Data included TB origin site, drug 

resistance, HIV co-infection, and 

immunosuppression status. Our aim was to assess 

evolving trends of the site of origin, resistance 

profiles and demographics for all patients 

successfully treated.  

 

Results: A total of 218 patients completed 

treatment over four years – [73 cases in 2024, 55 

cases in 2023, 48 cases in 2022 and 42 cases in 

2021].  An increasing number of cases were seen 

each year, with a 73.8% relative increase from 

2021 to 2024.  TB presented in 20 different 

anatomical locations, confirmed by 

mycobacterial culture or TB PCR. Pulmonary TB 

was the most common site of origin, accounting 

for 55- 65% per year of all TB cases. TB adenitis 

followed as the next most common site of origin, 

showing an increasing incidence on a yearly 

basis. HIV co-infection and immunosuppression 

were low but present in keeping with 

international figures. Within the cohort, 27 cases 

demonstrated resistance profiles, ranging from 

Multidrug Resistant TB (MDR-TB), Pre-

Extensively Drug-Resistant TB (Pre-XDR-TB) to 

Extensively Drug-Resistant TB (XDR-TB). The 

range of resistance varied from 9-22.9% per year, 

with an average of 12.725% of cases per year 

showing drug resistance. 

 

Conclusion: This study highlights a rising burden 

of TB with increasing case numbers and notable 

resistance patterns. Pulmonary TB remained 

predominant, while TB adenitis showed growth 

over time. Multidrug resistance was present at a 

higher rate expected in a low incidence, high 

income country. [4] TB presented in 20 

anatomical sites, highlighting diagnostic 

complexity. These findings emphasise the need 

for sustained surveillance, adequate resourcing 

and public health interventions, and targeted 

strategies to align with national and global goal to 

end TB. 
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Introduction: Latent tuberculosis infection 

(LTBI) is one of the most prevalent infections 

globally and can lead to the development of 

active TB disease. In Ireland which is a low-

burden country, LTBI is concentrated within 

migrant populations including migrant health 

care professionals.  

 

Aim: This study aimed to investigate actual 

tuberculosis risk and uptake rates of latent 

tuberculosis infection (LTBI) screening among 

individuals including health care professionals 

attending the latent tuberculosis clinic in Our 

Lady of Lourdes Hospital from March 2018 to 

March 2025. 

 

Methods: We performed a retrospective, cross-

sectional study of treatment and completion of 

LTBI attending the clinic during this time. 

Radiologic, laboratory and chart review were 

performed.  

 

Results: 423 individuals were referred for LTBI 

management from March 2018 to March 2025 

due to either a positive tuberculin skin test or 

interferon gamma release assay. 290/423 (69%) 

were healthcare professionals. 221/423 (52%) 

declined latent TB treatment with 185/221 (84%) 

were health professionals (OR 5.2; 95CI 1.92-

9.41), whereas those in contact with a patient with 

TB were less likely to decline (OR 0.42; 95CI 

0.14-0.72). Only 4 patients failed to complete 

treatment on the 9-month isoniazid treatment. In 

2021, the 4-month rifampicin regimen was 

introduced and completion rate reached 100%.  

 

Conclusion: The TB OLOL service has 

established a dedicated service for the North East 

to include LTBI management. Interventions to 

improve uptake for LTBI treatment for health-

care professionals are required as part of the 

strategy to eliminate global TB as per the WHO.  
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6.11 Following Up or Falling Behind? Audit of 

Chest X-Ray Abnormalities in AMAU 

Patients (9) 
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1Acute Medical Assessment Unit (AMAU) , 

Tallaght University Hospital 

 

Introduction: The acute medical assessment unit 

(AMAU) presents a valuable opportunity for 

early detection and intervention, with access to 

investigations that can significantly alter patient 

outcomes. Given the high volume of admissions 

and chest X-rays (CXR) performed, ensuring 

timely follow-up of abnormal findings is crucial, 

particularly for patients at risk of malignancy. By 

assessing compliance with the British Thoracic 

Society (BTS) guideline, we aim to identify 

potential gaps in follow-up and ensure that 

patients receive appropriate imaging to facilitate 

early diagnosis.  ¹ 

 

Aims: This audit aims to assess the 

appropriateness of follow up CXR in a cohort of 

patients admitted to AMAU and are at risk of 

malignancy in adherence to the BTS guideline.  

 

Methods: This retrospective audit reviewed 200 

patients admitted to the AMAU between 1st 

January and 28th February 2025. All chest X-rays 

were assessed for abnormalities, and follow-up 

imaging was evaluated for adherence to BTS 

guidelines. These guidelines recommend repeat 

chest X-rays for patients over 50 and smokers 

when an abnormality is detected. Additionally, 

radiology reports were examined to determine 

whether repeat imaging was recommended. 

 

Results: Of 37 abnormal chest X-rays, repeat 

imaging was indicated in 33 cases. Follow-up 

imaging was correctly booked in 27 cases (73%), 

while 6 cases (16%) lacked follow-up imaging 

despite BTS guideline indications. Four cases 
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(11%) had unnecessary follow-up x-rays. 

Interestingly, there was a discrepancy between 

radiology recommendations and BTS indications 

in 11 cases (30%). 

 

Conclusions: This audit highlights both strengths 

and areas for improvement in chest X-ray follow-

up within the AMAU. While 73% of cases 

adhered to BTS guidelines, 16% lacked necessary 

imaging, posing a risk of missed malignancies. 

Discrepancies between radiology 

recommendations and guideline indications 

suggest gaps in reporting and clinical decision-

making. Strengthening adherence to BTS 

recommendations and ensuring consistent 

radiology guidance will optimize patient care and 

early malignancy detection. To address this, 

findings should be shared with radiology 

colleagues and AMAU teams through education 

sessions and re-auditing to close the audit loop. 
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Introduction: The recurrence rate of non-

tuberculous mycobacterium lung disease (NTM-

LD) after successful treatment is approximately 

10–48%, as described in recent studies. Rates as 

high as 30–50% have been reported, particularly 

among those with MAC infection and certain 

radiological forms. The Northeast tuberculosis 

clinic investigated the second recurrence in 

patients with NTM-LD after a successful 

treatment. 

 

Method: A retrospective chart review was 

performed from January 2019 to December 2024. 

 

Radiological abnormalities were divided into 

three groups: 1) Cavitary NB, 2) Non-cavitary 

NB, and 3) Fibrocavitary (FC). Patients who 

received treatment for ≥12 months with sputum 

culture conversion were defined as treatment 

success. Recurrence was defined as two 

consecutive positive sputum cultures after 

treatment success. 

 

Results: 34 patients were treated for NTM-LD. 4 

(12%), 3 (9%), and 27 (79%) cases were 

mycobacterium gordonae, chimera, and 

intracellular avium (MAC), respectively. The 

most common radiological finding was the 

noncavitary NB type, which was observed in 19 

(63%) patients. The overall success rate of 

treatment of the first recurrence was 85% (n=29). 

16 (47%) patients experienced a second 

recurrence during a median follow up of 15.8 

months (IQR 4.1–23.2 months). 7(21%) recurred 

with a new strain. 

 

Conclusion: The recurrence rate in this cohort 

was similar to published literature, which reports 

recurrence rates after successful treatment 

between 10–50%. Further studies are required to 

predict recurrence in this hospital setting. 

 

 

 

6.13 A Randomised Study of Video Observed 

Therapy versus Directly Observed Therapy in 

Tuberculosis care (131) 

Lorraine Dolan1, Eimear Galvin2, Prof Joe 

Keane1, Prof Annemarie McLaughlin1 
1 National TB Center, St James Hospital, 2Health 

Innovation Hub 

 

Background: Compliance with Tuberculosis 

(TB) medication is essential to prevent onward 
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transmission, drug resistance and ensure 

treatment success. Patients who are at risk of non-

compliance or drug resistant require observed 

treatment. Directly observed treatment (DOT) 

has been the standard of care for Tuberculosis, 

but can be inconvenient and time consuming for 

patients and service providers. Currently in 

Ireland, Public Health Nurse’s (PHN) physically 

observes each medication dose in patient’s 

home/local health centre once or twice a day 

seven days a week. Video observed therapy 

(VOT) is a novel alternative to DOT where 

smartphone technology can be used in which 

patient’s video themselves taking their 

medicines. Video is time stamped and then sent 

to their healthcare provider to view.  

 

Aims/Objectives: The aim of this study was to 

compare observed doses of VOT versus DOT, 

cost and assess patient satisfaction. Primary 

outcome was the number of patients who had ≥ 

80% scheduled observations successfully 

completed two months following randomization. 

 

Methods: We conducted a two year single center 

randomised controlled study. Consecutive 

patients > 18 years commenced on TB treatment 

were randomised by a sealed envelope service to 

either DOT or VOT. VOT was carried out using 

dedicated smartphone app, DOT was carried out 

by PHN’s.  

 

Results: 34 patients were recruited n=18 (VOT), 

n=16(DOT). 7 patients transferred from DOT to 

VOT due to inability to comply with DOT due to 

work schedule. 22 were male, mean age was 37. 

63% had drug resistant TB.  17 (81%) of 21 

patients on VOT successfully completed primary 

outcome, compared with 4 (67%) of 6 patients on 

DOT. The mean compliance within first two 

months was 91% on VOT versus 75% on DOT, 

mean overall compliance was 88% on VOT 

versus 59% on DOT.  

 

Cost of once daily DOT for 50 patients for 12-

month period is €395,200 (includes 30-minute 

nurse visit) seven days a week. 50 patients can be 

observed with VOT at a cost of €11,520. Twice 

daily observation would increase DOT cost, 

whereas VOT cost does not increase.  

Patient satisfaction was measured with 4 point 

Likert scale. VOT empowered participants to 

continue normal work/life routines and take 

medications at a time convenient to them.  

 

Conclusion: This study has shown that VOT had 

higher levels of treatment observation in the first 

two months of treatment and remained 

consistently high throughout treatment compared 

to DOT. VOT is a much more cost-effective 

solution with considerable cost savings for the 

HSE and can facilitate twice daily dosing at no 

additional cost.  VOT is a more patient centred 

approach allowing patients to take medication at 

a time suitable to them as opposed to DOT which 

is more restrictive.   

We are currently in discussions with the 

HSE/HPSC in order to implement VOT 

nationally.  

 

6.14 Mycobacterium tuberculosis induces 

differential regulation of procoagulant 

responses in human monocyte-derived and 

alveolar macrophages (200) 

Dr Seán Donohue1,2, Ms Anjali Yennemadi1, Dr 

Gina Leisching1, Professor Joseph Keane1,3 
1TB Immunology Group, Trinity Translational 

Medicine Institute, St James’s Hospital, Trinity 

College Dublin, 2Department of Infectious 

Diseases, St James's Hospital, 3Department of 

Respiratory Medicine, St James's Hospital 

 

Background: Immunothrombosis is a 

physiological process of innate immunity 

involving the formation of microthrombi at the 

site of infection, thus trapping the pathogen and 

facilitating its recognition and elimination by 

immune cells (1). This process can become 

dysregulated and contribute to immunopathology 

(2). Little is known about its role in tuberculosis 

(TB), but emerging evidence suggests its 

involvement in both the containment of 

Mycobacterium tuberculosis (Mtb) and in its 

pathogenesis (3). Tissue Factor (TF), encoded by 

the gene F3, is a key regulator of clotting and 
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triggers the extrinsic pathway of coagulation. (1). 

Tissue Factor Pathway Inhibitor (TFPI) is its 

main natural inhibitor (1). Type I interferons and 

the JAK-STAT pathway have been implicated as 

initiators of the TF pathway in monocytes and 

macrophages in response to other infections, 

leading to thrombosis (4). However, little is 

known about this process in TB. Further 

investigation may help identify targets for host-

directed therapies to improve TB treatment.  

 

Methods: Human monocyte-derived 

macrophages (MDMs) were generated from 

peripheral blood mononuclear cells isolated from 

healthy donors. Cells were pretreated with either 

a STAT1 inhibitor (fludarabine, 50 µM) or a 

JAK1 inhibitor (upadacitinib, 42 nM) prior to 

stimulation with irradiated (γH37Rv) or avirulent 

(H37Ra) Mtb at a multiplicity of infection of 5-

10 for 3 or 24 hours. Parallel experiments were 

conducted on alveolar macrophages (AMs) 

retrieved from broncoalveolar lavage fluid 

obtained during clinically indicated 

bronchoscopies. Quantitative PCR was used to 

measure expression of F3 and TFPI transcripts, 

and ELISA was performed to assess TF protein 

levels from lysed cells. 

 

Results: Mtb stimulation significantly increased 

F3 transcription in both MDMs and AMs, while 

TFPI expression remained largely unchanged. 

This resulted in a skew of F3:TFPI ratio towards 

a procoagulant phenotype. In MDMs, induction 

of TF was STAT1-dependent but was not JAK1-

dependent, as shown by inhibition with 

fludarabine but not upadacitinib. In contrast, 

AMs exhibited TF induction that was 

independent of both STAT1 and JAK1.  

 

Conclusions: Mtb drives a procoagulant 

response in human macrophages through 

upregulation of TF. Importantly, regulation of 

this response differs between macrophage 

subsets. MDMs rely on STAT1 signaling, but not 

on JAK1, suggesting an alternative pathway to 

the canonical type 1 interferon pathway that has 

been implicated in other infections. In AMs, TF 

induction is neither STAT1- nor JAK1-dependent 

and so another, as yet unidentified, pathway may 

be at play. These findings reveal novel insights 

into the immunothrombotic responses to TB. 

Further delineation of these mechanisms may 

inform the development of host-directed 

therapies targeting dysregulated coagulation in 

TB. 
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6.15 Audit: Evaluating Adherence to 

Colonoscopy Screening Guidelines, National 
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Background: Cystic Fibrosis (CF) is an 

autosomal recessive, multisystem disease caused 

by mutations in the cystic fibrosis transmembrane 

conductance regulator (CFTR) gene [1]. It is 

associated with increased risk of colorectal 

cancer CRC), with onset 20 – 30 years earlier 

than in the general population and further 

elevated risk after organ transplantation [2]. 

Advances in care, particularly the introduction of 

CFTR modulators, have improved survival, 

leading to a growing adult CF population and 

increased recognition of age-related 

complications such as CRC [3]. 

 

The Cystic Fibrosis Foundation recommends 

colonoscopy screening for adults with CF every 
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five years from age 40, or from age 30 for solid 

organ transplant recipients with CF, with 

shortened surveillance intervals to three years if 

benign adenomatous polyps detected [2]. A 

previous audit at this centre demonstrated sub-

optimal adherence to these guidelines with 28% 

compliance with guidelines for colonoscopy 

screening ( Hickey et al., 2023). This re-audit 

assessed adherence to colonoscopy screening 

recommendations at the National Referral Centre 

for Adult Cystic Fibrosis, SVUH after 

introduction of cancer screening discussion at 

annual review follow up visits. 

 

Methods: A retrospective audit of the 427 

patients attending the CF centre was performed. 

Patients aged > 40 years were identified and 

patients aged > 30 years and > 2 years post solid 

organ transplantation were eligible for 

colonoscopy screening. Endoscopy results and 

annual review forms were reviewed. Limited data 

was available on colonoscopies in other hospitals. 

 

Results: Of the 427 patients attending the unit 

121 were eligible for colonoscopy screening. 

Baseline characteristics included mean FEV1 

2.3L (68% predicted), BMI 25.1, with 82% on 

CFTR modulators and 31% had CF related 

diabetes. 

 

Of these, 85 (70%) underwent colonoscopy in an 

appropriate time frame. A total of 36 (30%) of 

those eligible for colonoscopy screening had not 

had scopes in the appropriate time frame, 31 had 

never had a colonoscopy, one had previous 

normal colonoscopies but > 5 years since last 

scope and four were overdue follow up of polyps. 

Non-compliance with guidelines were 

categorised as follows: 9 (25%) had colonoscopy 

requested but not yet done, 4 (11%) were deemed 

too unwell for colonoscopy, 11 (30%) did not 

attend clinic to discuss screening, 12 (34%) 

declined or were still considering screening. 

 

Of those who had colonoscopies carried out in the 

appropriate time frame: 50 (58%) had normal or 

benign findings, 34 (40%) had benign 

adenomatous polyps and one patient had 

colorectal carcinoma. 

 

Conclusions: This audit demonstrates an 

improvement but still suboptimal adherence to 

colorectal cancer (CRC) screening guidelines 

among adults with CF. Scheduling follow up 

colonoscopies and incorporating discussions 

around screening at all visits may help to achieve 

increased uptake of screening. 

 

The high polyps detection rate in those screened 

underscores the importance of timely 

colonoscopy in this high-risk group. With most 

patients on CFTR modulators and expected to 

live longer, improving screening uptake and 

ensuring surveillance adherence remain essential 

to reducing CRC risk in this vulnerable 

population. 
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Mycobacterium abscessus (Mabc) is a multidrug-

resistant nontuberculous mycobacterium (NTM) 

that presents a serious health risk to 

immunocompromised individuals and those with 

chronic lung diseases such as cystic fibrosis—a 

condition for which Ireland has the highest 

incidence rate in the world. Mabc infection poses 

significant therapeutic challenges due to its 

intrinsic antimicrobial resistance and ability to 

evade host immune responses like autophagy. 

Autophagy is a critical intracellular degradation 

and recycling pathway involved in pathogen 

clearance, but Mabc disrupts this process leading 

to its intracellular survival and persistence within 

macrophages. Host-directed therapies (HDT) aim 

to enhance host immune responses by targeting 

cellular pathways rather than directly targeting 

the pathogen as has been demonstrated for M. 

tuberculosis infection. HDT’s offer a novel 

approach to overcome and circumvent Mabc’s 

extensive antimicrobial resistance however their 

potential application in Mabc related disease 

remains largely unexplored. Restoring autophagy 

through host-directed therapies is a promising 

adjunctive strategy to improve pharmacological 

treatment of Mabc infections. 

 

This research aimed to to explore autophagy 

modulation as a strategy for identifying novel 

host-directed therapies for Mabc-associated 

disease. 

 

THP-1-derived macrophages infected with Mabc 

were used to assess autophagic flux by measuring 

LC3 and p62 markers by immunofluorescence 

followed by either confocal microscopy or high 

content imaging using a Cytell Cell Imaging 

System. Cells were treated with the autophagy-

modulating agents metformin, all-trans retinoic 

acid (ATRA), dimethyl fumarate (DMF) and 4-

octyl itaconate (4-OI) for 24 hours to evaluate 

their efficacy in promoting autophagosome 

maturation, lysosomal fusion, and bacterial 

clearance. Cytotoxicity of these agents was 

assessed using the PI exclusion assay. 

Intracellular bacterial survival was determined by 

lysing infected macrophages at defined time 

points, plating serial dilutions on Middlebrook 

agar, and enumerating colony-forming units after 

48 and 96 hours to quantify Mabc viability under 

each treatment condition. 

 

Mabc infection of THP-1 macrophages induced 

low levels of autophagy as assessed by LC3 

puncta and p62 staining. It also showed a clear 

dose-dependent increase in cell death after 48 

hours in our PI exclusion assay. Treatment with 

DMF significantly enhanced autophagosome 

formation in uninfected macrophages but this 

effect was absent after infection, suggesting that 

Mabc actively blocks DMF-induced autophagy. 

By contrast, metformin, ATRA, and 4-OI 

reduced macrophage cell death following 

infection, highlighting a host-protective effect. 

Enumeration of intracellular colony-forming 

units demonstrated that none of the tested 

compounds significantly reduced bacterial 

growth over four days.  

 

These preliminary data indicate that Mabc, unlike 

M. tuberculosis, may be resistant to the effects of 

these host-directed therapies on its intracellular 

growth. Nevertheless, an adjunctive therapy that 

increases autophagy and/or decreases host cell 

death could have a beneficial effect on 

therapeutic outcomes by boosting the innate 

immune response to infection. 

  

Funding: This research was funded by the 

Laidlaw Scholars Leadership & Research 

Programme and the Royal City of Dublin 

Hospital Trust. 

 

6.17 Cancer cases in people with Cystic 

Fibrosis: A single-centre retrospective study 

(167) 

Dr Elizabeth Dunphy1, Dr Kehinde Babatunde1, 

Dr Trevor Nicholson1, Prof Edward McKone1, Dr 

Suzanne Carter1 
1National Referral Centre for Adult Cystic 

Fibrosis, St Vincent’s University Hospital, Elm 

Park, Dublin 4 

 

Background: Cystic fibrosis (CF) is the most 

common genetically inherited disease in Ireland, 

with 1375 people with CF (pwCF) actively 
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enrolled in the Cystic Fibrosis Registry of Ireland 

(CFRI) at the end of 20231. Significant 

advancements in the management of CF has led 

to notable improvements in life expectancy. In 

2013, 6.4% of patients registered with CFRI were 

aged above 40, with that number increasing to 

15.4% in 2023.1 With this increase in life 

expectancy, people with Cystic Fibrosis are now 

seen to develop diseases associated with aging, 

such as cancers. PwCF are at an increased risk of 

colorectal cancer, breast cancer, testicular cancer 

and lymphoid leukaemia2,3,4. This retrospective 

study identifies the number of patients known to 

our service currently who have/had a diagnosis of 

cancer. 

 

Methods: Using the database of all patients 

linked to our service, we identified patients who 

had a diagnosis of cancer through a retrospective 

review of previous clinic letters and annual 

review documents. 

 

Results: A total of 454 patients are enrolled with 

the CF service in our hospital. The average age of 

patients is 34.85 years, with 265 male (58.2%) 

and 190 female (41.8%). Of these 454 patients, 

441 are actively attending services (i.e, attending 

outpatient appointments). Of these, 13 have had a 

diagnosis of cancer (2.95%), with the distribution 

being 1 pancreatic, 1 cervical, 2 breast, 1 

colorectal, 2 testicular, 4 skin, 1 hepatocellular, 1 

lymphoma. 

 

Conclusions: Until very recently, the life 

expectancy for PwCF was low, with the median 

age of death in PwCF in 2010 being 28.5 years.5 

With the introduction of modulator therapies, we 

are seeing a steady increase in the average age of 

patients in our centre. This improvement in life 

expectancy for PwCF has led to an increase in 

cancer diagnoses in this group. The role for 

cancer screening and prevention in this 

population is an area for future research. 

 

Keywords: Cystic fibrosis, cancer, incidence, 

life expectancy. Disclosures: The authors declare 

no conflicts of interest. 

 

References: 

1. 2023 Annual Report, Cystic Fibrosis Registry 

of Ireland 

 

2. Raza, Z., Islam, B.N., Hachem, C.Y. & 

Cummings, L.C. 2024, "Evolving data on risk 

and current screening recommendations for 

colorectal cancer in cystic fibrosis: Pre‐ and 

posttransplant", Pediatric pulmonology, vol. 59, 

no. S1, pp. S91-S97 

 

3. Stastna, N., Brat, K., Homola, L., Os, A. & 

Brancikova, D. 2023, "Increasing incidence rate 

of breast cancer in cystic fibrosis - relationship 

between pathogenesis, oncogenesis and 

prediction of the treatment effect in the context of 

worse clinical outcome and prognosis of cystic 

fibrosis due to estrogens", Orphanet journal of 

rare diseases, vol. 18, no. 1, pp. 62-62. 

 

4. Maisonneuve, P., Marshall, B.C., Knapp, E.A. 

& Lowenfels, A.B. 2013, "Cancer Risk in Cystic 

Fibrosis: A 20-Year Nationwide Study From the 

United States", JNCI : Journal of the National 

Cancer Institute, vol. 105, no. 2, pp. 122-129. 

 

5. 2010 Annual Report, Cystic Fibrosis Registry 

of Ireland 

 

6.18 Adherence to ERS-Recommended 

Pseudomonas aeruginosa (PA) Eradication in 

Bronchiectasis: A Clinical Audit from Galway 

University Hospitals (38) 

Ms Rachel O Neill1, Mr Stephen Bradish1, Mr 

Michael J. Harrison1, Mr Padraig E. Hawkins1, 

Ms Melissa J. Mc Donnell1,2, Mr Michael O 

Mahony1 
1Galway University Hospitals, 2University of 

Galway, Ireland 

 

Introduction: The European Respiratory Society 

(ERS) 2017 guidelines recommend a 

standardised approach to attempted eradication of 

1st isolation of PA in patients with 

Bronchiectasis.  PA colonisation is associated 

with increased exacerbations, faster lung function 

decline, and reduced quality of life. Guidelines 

recommend prompt eradication after first 
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isolation. This audit assessed eradication practice 

and outcomes in our bronchiectasis cohort. 

 

Methods: A retrospective audit of adult patients 

attending Galway University Hospitals was 

conducted from January 2024 to June 2025. 

Inclusion criteria were first PA isolation during 

the study period. Data from electronic patient 

records were analysed including demographics, 

treatment regimen, and sputum culture results at 

3 and 6 months. Eradication was defined as 

negative culture post completion of treatment. 

 

Results:  

Parameter Value 

Total  n=22 patients 

Age Range (years) 20 – 84 

Gender  Male, n=6 (27%) 

Female, n=16 (73%) 

CT Confirmed Bronchiectasis 100% 

Completed 2-week systemic antibiotics (Oral/IV)

 100% 

Completed 3-month eradication protocol 68% 

Reasons for discontinuing eradication protocol 

(of 32%)  

Bronchospasm 29% 

Other medical conditions 43% 

Rash 14% 

Poor compliance 14% 

Successful eradication (negative sputum after 3 

months) 82% 

6-month sputum surveillance:  

Re-cultured Pseudomonas aeruginosa 14% 

Unknown status (non-productive,) 50% 

Remains negative 36% 

Treatment Modalities included   

Nebulised Tobramycin n=7 (29%) 

Tobipodhaler n=4 (17%) 

Nebulised Colomycin n=11 (46%) 

Colobreathe n=2 (8%) 

 

Conclusion: Eradication of PA is achievable in 

bronchiectasis, with outcomes in our cohort 

broadly aligned with published data. However, 

variation in treatment and follow-up highlights 

the need for a standardised eradication protocol.  

 

6.19 Cystic Fibrosis in the Feed: Sorting Facts 

from Fiction on Social Media (44) 

Dr Mohamad Luqman Bin Ahmad Helmi1, Dr 

Zaeem Sohail Jafar1, Dr Lameese Al-Haddah1, Dr 

Liadan Carty, Dr Federica Piazza1, Dr Iyad 

Mohammed1, Dr Andrew Scott1 
1Nenagh General Hospital 

 

Background: With the widespread usage of 

social media in this era, it has become a powerful 

medium for the dissemination of health-related 

information. For complex conditions like cystic 

fibrosis (CF) which is relatively common in 

Europe, this accessibility presents both 

opportunities and risks - enhancing awareness 

while also opening the door to misinformation. 

This study investigates the quality and reliability 

of CF–related information shared on major social 

media platforms, assessing whether such content 

promotes accurate health knowledge or harmful 

misinformation. 

 

Methods: The term “cystic fibrosis” was 

searched on the Instagram, Tiktok and Facebook. 

To minimise algorithmic bias, new social media 

accounts were created without providing any user 

demographic information. The initial 50 posts 

generated on each platform were evaluated for 

quality and reliability of the information against 

established consensus guidelines. 

 

Results: A total of 150 posts were reviewed, of 

which 23 (15%) contained health-related advice 

aimed at patients. The remaining posts consisted 

of content created to raise awareness about CF 

through personal experience (n = 108; 72%), 

followed by research findings (5%), CF 

conferences (3%), and medical notes (2%). Four 

posts (3%) were irrelevant to CF. While 70% of 

the health advice posts were based on consensus 

guidelines, the remaining 30% did not adhere to 

any established recommendations and were not 

authored by regulated bodies or verified medical 

professionals. None of the posts required 

payment to access the full information. 

 

Conclusion: This analysis underscores the 

critical need to evaluate the quality of online 
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health information, especially within 

communities focused on the chronic illnesses 

such as cystic fibrosis. While the frequent sharing 

of guideline-aligned advice is promising, the 

persistence of unverified content highlights gaps 

in oversight and digital health literacy. Ensuring 

the prominence of accurate, evidence-based 

information can help mitigate the potential harm 

caused by misinformation. 

 

Keywords: Cystic fibrosis, social media, digital 

health 

Disclosure: Conflict of Interest: The authors 

declare no conflict of interest. 

 

6.20 Clinical audit of bone-health screening in 

the National Referral Centre for Adults Cystic 

Fibrosis. (250) 

Authors: Duchemin González Aramis1, Farren 

Lucas1, McLoughlin Mary1, McKone Edward1, 

Nicholson Trevor1, Carter Suzanne1 

 

Affiliations: 1National Referral Centre for Adult 

Cystic Fibrosis, St Vincent’s University Hospital, 

Elm Park, Dublin 4 

 

Background: Multiple factors may affect bone-

health in people with cystic fibrosis (pwCF) 

including malabsorption, low body mass index 

(BMI), endocrine dysfunction and chronic 

inflammation. Current Cystic Fibrosis 

Foundation (CFF) Guidelines regarding bone-

health screening advice for with dual X-ray 

absorptiometry (DXA) scans with 

recommendation to repeat DXA based on 

previous Z/T-scores. Repeat DXA scans are 

advised: annually if Z/T-score ≤-2, at 2-4 years if 

Z/T-score >-2 but <-1 and at 5 years for if Z/T-

score ≥-1(1). Our practice is to repeat DXA 3 

years after commencing intravenous (IV) 

bisphosphonates or 5 years after oral 

bisphosphonates. 

 

Methods: We audited compliance to CFF 

Guidelines for bone-health screening for patients 

who had Annual Review between 1st January 

2024 and 30th June 2024. Paper, electronic 

records and radiology reports were reviewed. 

 

Results: Ninety-eight patients attended Annual 

Review during the above period, of these, 99% 

(n=97) had at least one DXA scan, 1% (n=1) had 

no record of a DXA performed. Follow up scans 

were booked as per CFF guidelines for 59.1% 

(n=58) of the patients. Scans were booked sooner 

than guidelines advised for 12.2% (n=12) and 

later than guidelines advised for 28.6% (n=28), of 

which 53.6% (n=15 of this subgroup) were 

detected to have Z/T-score ≤-2, this seems to be, 

in the majority of the cases, due to our practice 

regarding repeat DXA scans after initiating 

bisphosphonate treatment.  

 

Conclusion: PwCF are at risk of CF related 

reduced bone mineral density. Correctly 

scheduling screening scans and compliance of the 

patients to their appointments would be vital for 

early diagnosis and management of CF-related 

bone-disease.  While almost all patients had a 

previous DXA scan, follow up scanning intervals 

deviated from guidelines in a significant number 

of cases. Measures to address this have been 

taken on board including prompts for repeat 

scans, booking of scans outside of annual review 

slots and in-person discussion of results at annual 

review visits. 

 

Keywords: Cystic fibrosis, Osteoporosis, 

Osteopenia, DXA scan, Bone-health, CF-related 

bone-disease. 

Disclosure: The authors declare that there are no 

conflicts of interest in this clinical audit. 
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6.21 Clinical Audit of Vaccine Uptake in 

people with Cystic Fibrosis (27) 
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Dr Olivia Mulkerrin1, Ms Catherine Carroll, 

Dr Trevor Nicholson, Professor Edward 

McKone, Dr Suzanne Carter 
1National Referral Centre for Adult Cystic 

Fibrosis, St Vincent’s University Hospital, 

Dublin 4 

 

Background: Cystic Fibrosis (CF) is an 

autosomal recessive disorder of which Ireland has 

the largest incidence. Due to pulmonary 

complications of CF vaccination against 

influenza, COVID-19 and pneumococcus is 

advised in addition to routine childhood 

vaccination for people with CF (PwCF).  

 

Methods: An audit of self-reported vaccine 

status for 50 PwCF was conducted between 01st 

February to 01st April 2025.  

 

Results: Mean age was 38.92 years (range:17-

50).  Thirty-two (64%) were up to date with their 

influenza vaccinations. Eleven patients (22%) 

had not received an influenza vaccination, it was 

unclear if they ever had received it. Seven (14%) 

patients had received influenza vaccines in the 

past but were not up to date for the most recent 

influenza season. Forty nine (98%) reported to 

have received at least one COVID-19 

vaccination. Documentation of current COVID-

19 vaccination status varied significantly limiting 

the ability to categorise current status.  Thirteen 

(26%) had received a pneumococcal vaccination 

and 37 (74%) never had.  All 50 patients self-

reported to be up to date with childhood vaccines.   

 

Conclusion: There was considerable variation in 

documentation of vaccine status.  While 

childhood and initial COVID-19 vaccination 

rates were high, compliance with influenza, 

pneumococcal vaccines and covid boosters were 

below target.  Standardisation of vaccination 

documentation and exploring reasons for missed 

vaccines in PwCF is required. 
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Irish Thoracic Society Poster 

Review and Discussion 

Friday 21st November 2025 

7. Thoracic Oncology, Pleural, Surgery 

7.01 The parapneumonic pleural effusion 

niche skews macrophages toward an M2 

phenotype with enhanced thrombogenic 

potential (94) 

Dr Emma McNally1,3, Dr Aisling Rehill2, Ms 

Aisling Newing1, Dr Karen Slattery1, Dr Adam 

Dyer1, Prof Roger Preston2, Dr Conor Finlay1, Dr 

Laura Gleeson1,3 
1Trinity Translational Medicine Institute, School 

of Medicine, Trinity College Dublin, 2Irish 

Centre for Vascular Biology, School of Pharmacy 

and Biomolecular Sciences, RCSI University of 

Medicine and Health Sciences, 3Department of 

Respiratory Medicine, St James's Hospital 

Background 

 

Parapneumonic effusions complicate up to 40% 

of pneumonia hospitalisations and are associated 

with a three- to sixfold increase in mortality. They 

present along a spectrum, from simple fluid 

collections to complex empyema with bacterial 

dissemination and pus formation. Standard 

treatment relies on antibiotics and pleural 

drainage, but disease complexity is compounded 

by fibrinous septations that impede drainage and 

often necessitate intrapleural fibrinolysis or 

surgery. The development of better therapies for 

pleural infection is hindered by a limited 

understanding of the human pleural immune 

system. Macrophages are the dominant resident 

immune cells in the pleural space, yet their role in 

parapneumonic effusions remains unclear 

 

Methods: Pleural fluid was collected from 

patients undergoing thoracentesis at St James’s 

Hospital. Samples were sterile-filtered (100 µm), 

centrifuged, and separated into acellular 

supernatant and cellular fractions for 

cryopreservation. Pleural fluid samples from 

parapneumonic and transudative effusions were 

profiled using multiplex and sandwich ELISA for 

cytokines, alongside metabolomic analysis. 

Peripheral blood mononuclear cells from healthy 

donors were differentiated into macrophages 

(hMDMs) and incubated with acellular 

parapneumonic or transudate pleural fluid for 24 

hours to model the effusion microenvironment. 

Macrophage phenotype was assessed by flow 

cytometry, and thrombin generation was 

evaluated using a fluorogenic assay. 

 

Results: Compared with transudative effusions, 

parapneumonic pleural fluid contained higher 

levels of both pro- and anti-inflammatory 

cytokines, including IL-6, IL-8, MIP1α, IL-1β, 

TNFα, and IL-10. Exposure to parapneumonic 

pleural fluid significantly increased expression of 

CD163 and CD16 while reducing CD40 in 

hMDMs (p<0.05). Functionally, pleural fluid 

enhanced macrophage-dependent thrombin 

generation in a dose-dependent manner, reducing 

lag time (p<0.0001), increasing peak thrombin 

(p=0.0175), and augmenting endogenous 

thrombin potential (p<0.0001). These effects 

were more pronounced with parapneumonic 

compared to transudative effusions. 

 

Conclusions: The pleural effusion niche actively 

influences macrophage phenotype and function. 

In parapneumonic effusions, this 

microenvironment skews macrophages toward an 

M2-like, wound-healing state with amplified 

thrombogenic potential. While reparative in 

intent, this phenotype may paradoxically 

contribute to fibrin deposition and loculation, 

complicating fluid drainage. By identifying 

macrophages as key mediators of 

immunothrombosis in pleural infection, these 

findings highlight a novel biological pathway and 

potential therapeutic target in complicated 

parapneumonic effusions. 

 

7.02 Audit of Cork University Hospital's 

Adherence to HSE Guidelines for the 

Management of Suspected Lung Cancer: A 

Review of Clinical Compliance and Practice 

Improvement (33) 
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Mihika Mull1, Ms. Kathryn Mulryan2, Dr. 

Michelle O'Leary2, Mr. Nadeem Anjum2, Mr. 

Kishore Doddakula1,2 
1Department of Surgery, School of Medicine, 

University College Cork, 2Cork University 

Hospital 

 

Introduction: Lung cancer remains a major 

public health burden in Ireland, accounting for 

approximately 2,600 new cases annually. Early 

diagnosis and histological confirmation are 

critical for guiding appropriate treatment and 

improving patient outcomes. The 2017 Irish 

Health Service Executive (HSE) National 

Clinical Guidelines for Lung Cancer recommend 

tissue biopsy prior to surgery in all suspected lung 

cancer cases. This audit assessed adherence to 

these guidelines at Cork University Hospital 

(CUH), with a focus on the utilisation of 

preoperative tissue sampling.  

 

Aim: To evaluate CUH’s compliance with HSE 

guidelines on obtaining preoperative tissue 

diagnosis in patients undergoing surgery for 

suspected lung cancer between June 2022 and 

June 2024.  

 

Methods: A retrospective audit was conducted 

using theatre logbooks to identify patients who 

underwent surgical resection for suspected lung 

cancer. Data were extracted from electronic 

health records, including demographics, smoking 

status, pulmonary function tests (PFTs), imaging 

and biopsy data, surgical details, and final 

histological diagnosis. The audit was 

benchmarked against the 2017 HSE National 

Guidelines. The audit approval identifier is CUH-

AUD-2025/066. 

 

Results: Of 224 patients, 36.2% had preoperative 

tissue sampling, and a confirmed preoperative 

diagnosis was available in 28.1% of cases. 

Among those biopsied, 53% underwent CT-

guided biopsy, 32% EBUS, and 15% had both. A 

significant association was found between biopsy 

and having a known preoperative diagnosis (p < 

0.001). Both EBUS and CT-guided biopsy were 

significantly associated with diagnostic 

confirmation (p < 0.05).  

 

Among patients ultimately diagnosed with 

benign/non-cancerous disease (n = 23), 78.3% 

did not have preoperative tissue sampling. Only 

17.4% underwent EBUS and 8.7% had a CT-

guided biopsy. Clinical variables (age, sex, 

smoking status, and PFTs) were not significantly 

associated with biopsy decisions. Lobectomy was 

the most common surgery (69.6%), with 

adenocarcinoma diagnosed in 54.5% of 

lobectomy cases. Wedge resection was more 

common among patients with benign disease (p < 

0.001), reflecting a more conservative surgical 

approach without histopathological confirmation 

of malignancy. 

 

Conclusion: This audit highlights a need for 

increasing preoperative diagnosis for patients 

with lung cancer, especially in an era of 

preoperative chemotherapy and immunotherapy. 

We recommend improving adherence to HSE 

pre-operative biopsy recommendations, 

expanding access to diagnostic modalities, and 

continued multidisciplinary team review which 

are essential to enhancing patient safety, 

diagnostic accuracy, and resource utilisation.  

 

7.03 Trial in Progress: Beaumont RCSI Irish 

Cancer Society Lung Health Check Pilot: 

Participation and engagement in Ireland’s 

first Lung Cancer screening project (190) 

Dr Malcolm Herron1,2, David O'Reilly1,2, 

Sandra Roche1,2, Jasmine Dunne1,2, Marie 

Talty1,2, Sinead Toomey1,2, Bryan Hennessy1,2, 

Mr Gerard Fitzmaurice1,2, Keith Egan1,2, Jack 

O'Shea1,2, Gavin Maguire1,2, Donal Bailey1,2, Dr. 

Catríona Dowling1,2, Mrs. Carmel Noonan1,2, 

Benjamin Jacob1,2, Ann-Marie Baird1,2, Seamus 

Cotter1,2, Kathleen Bennett1,2, Jan Sorensen1,2, 

James Ryan1,2, Patrick Redmond1,2, Dr Ian 

Counihan1,2, Prof. M. Emmet O'Brien1,2, 

Professor Imran Sulaiman1,2, Professor Ross 

Morgan1,2, Prof Jaruska Naidoo1,2, Daniel J 

Ryan1,2 
1Beaumont Hospital, 2Royal College of Surgeons 

in Ireland 
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Background: The Lung Health Check (LHC) is 

Ireland’s first pilot study of targeted lung cancer 

screening, funded by the EU4Health (SOLACE 

consortium) and the Irish Cancer Society. 

 

Methods: The LHC is a prospective clinical trial 

that aims to investigate the feasibility of 

conducting community-based lung cancer 

screening using a mobile unit, in high-risk 

participants identified via primary care. Using a 

HRCDC consent declaration, potential 

participants from 19 GP practices in the Centric 

health network (North Dublin, Northeast) were 

invited to be assessed for eligibility. Participants 

are invited by GP letter and eligibility assessed by 

telephone. Eligibility criteria included: age 55-

74, current/former smokers, and risk prediction 

scores PLCO2012 ≥1.51% (Prostate, Lung, 

Colorectal, Ovarian) or LLPv2 (Liverpool Lung 

Project V2) ≥2.5%. Eligible participants are then 

invited to attend an in-person LHC (respiratory 

symptom assessment, spirometry, smoking 

cessation, low-dose chest CT (LDCT), optional 

biospecimen collection (sputum, breath, blood) 

on a mobile unit, at one of four community-based 

sites (GAA). LDCTs are reported by one of five 

thoracic radiologists with the assistance of AI, 

with a 10-day turnaround time (TAT). 

Participants attend for a follow-up LDCT at 1 

year (T1) if there are no significant findings at 

baseline (T0), or at T+3 LDCT (3 months) for 

those with lung nodules. Suspected lung cancer 

cases are referred to the participant’s local Rapid 

Access Lung Clinic (RALCC). Participants with 

incidental findings, or new airflow obstruction 

are referred to a hospital-based specialist or their 

GP. The primary endpoint is feasibility, defined 

as the proportion of pts who attend the LHC/pts 

invited via GP letter. Secondary endpoints 

include lung cancer detection rate, lung nodule 

detection rate, incidental findings, cost-

effectiveness, and biomarker discovery. The 

sample size is 2183 participants, based on an 

estimated total population of 29,000, 

participation rate of 30% and eligibility rate of 

55%, from UK models and HRB population-

based data on smoking prevalence. 

 

Results: At the time of data cut-off (01/08/2025), 

5117 individuals have been invited to participate, 

77% have completed the telephone-based 

eligibility assessment, and 18% were deemed 

eligible. Of eligible participants, 40% are female, 

and 35% are current smokers. The median age is 

66 (IQR: 62-70 years), and median pack-years 37 

(22-49). By eligibility score, 56% qualified via 

both PLCO2012 and LLPv2, 33% via LLPv2 

alone, and 11% via PLCO2012 alone. Eligible 

participants had a median PLCO2012  and LLPv2  

score of 2.1 (IQR: 1.1-4.1) and 4.65 (IQR: 3.1-

7.1), respectively. To date, 714 individuals have 

completed a baseline LHC visit, and 672 have a 

reported T0 LDCT, with 100% TAT. Of these, 

87% are proceeding to T1, 10% require a T+3 

LDCT, and 3% require referral to RALCC. 

Sputum has been collected on 71% of LHC 

attendees, and 27% with breath and blood 

samples. 

 

Conclusions: An interim assessment of the LHC 

pilot is indicative of a high rate of participation in 

community-based lung cancer screening, based 

on international standards. The study is ongoing, 

and these data are likely to inform key metrics 

that will be used to assess population-based lung 

cancer screening in Ireland.    

 

7.04 Simulation Training in Minimally 

Invasive Lung Resections: Developing a 

Reproducible, High-Fidelity Porcine Model 

(7) 

Mr Jack Whooley1, Mr Gerard Fitzmaurice2 
1Royal College of Surgeons, Ireland, 2St James 

Hospital 

 

Robotic-assisted lung resection has gained 

prominence within the era of minimally invasive 

surgery as it holds the potential to offer improved 

peri-operative pain and duration of stay without 

compromising oncological outcomes. The 

surgeon learning curve remains a challenge and 

simulation forms a crucial part of surgical 

training. Virtual reality simulation is currently the 

standard modality used by trainees when 

simulating console operating, which lacks the 
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ability to replicate real tissue handling. We 

describe a high-fidelity, reproducible, low-cost 

porcine lung model from adult Landrace pigs, 

with porcine peri-cardiac fat used to simulate 

pulmonary tumours. This model was evaluated in 

a training session for higher-level cardiothoracic 

trainees performing robotic-assisted lung 

resections under the guidance of expert robotic 

surgeons with feedback recorded via an 

evaluation tool. Trainees rated the model high on 

its fidelity to human lung simulation, tissue 

handling and overall usefulness (median score 

4/5). Trainees reported that this model was very 

useful for simulating realistic lung parenchymal 

manipulation, wedge resections and hilar 

dissection, while suggestions for improvement 

included adding simulated blood flow. This is a 

low-cost, high-fidelity simulation model for 

robotic-assisted lung resection with high 

acceptability to surgical trainees, which could be 

readily adopted by other training centres. 

 

7.05 Malignant pleural effusion (MPE) fluid 

can be utilised to establish small cell lung 

cancer (SCLC) organoids (56) 

Ms Aisling Newing1, Dr Christina Cahill1,2, Ms 

Eabha O'Sullivan1,2, Dr Emma McNally1,3, Prof 

Kathy Gately1,2, Dr Laura Gleeson1,3 
1Trinity Translational Medicine Institute, School 

of Medicine, Trinity College Dublin, 2Thoracic 

Oncology Research Group, Trinity St James’s 

Cancer Institute, St James’s Hospital Dublin, 
3Department of Respiratory Medicine, St James’s 

Hospital Dublin 

 

Small cell lung cancer (SCLC) is an aggressive 

malignancy with a 7% overall 5-year survival 

rate. Emerging models in cancer research such as 

patient derived organoids (PDOs) have many 

applications, including drug testing, which could 

be used to study hard to treat cancers. PDOs are 

three-dimensional (3D) models which 

recapitulate the original tumour composition in 

vitro. They are usually established by 

mechanically dissecting fresh patient tissue and 

growing it in specialized media although SCLC 

tumours are rarely resected, making tissue 

samples scarce. Liquid biopsies such as 

malignant pleural effusion (MPE) fluid are less 

invasive and provide a more accessible source of 

tumour cells. We established PDOs from the 

MPE fluid of a patient with SCLC and identified 

expression of known SCLC markers previously 

detected by cytology.    

 

MPE fluid was collected from a patient 

undergoing thoracentesis at St. James’s Hospital 

Dublin. The MPE fluid was centrifuged to 

separate cellular components from the 

supernatant, then biobanked. After thawing, 

5x104 cells were embedded in Cultrex or xeno-

free Vitrogel hydrogel domes. Organoids were 

maintained in specialised media after 3 passages 

and were characterised via immunofluorescence 

staining and imaging on the Lionheart FX 

automated microscope.      

 

SCLC organoids were successfully established 

from MPE fluid in both Cultrex and Vitrogel after 

2-weeks. The PDOs were maintained in 3D 

culture and retained their structure following 3 

passages. Immunofluorescence microscopy 

positively identified SCLC markers, NCAM-

1/CD56 and TTF-1, expressed by the PDOs and 

the epithelial-mesenchymal transition (EMT) 

marker vimentin was also highly expressed.   

 

These findings provide proof of concept that 

PDOs can be established from frozen MPE fluid, 

in both a traditional hydrogel and an alternative 

xeno-free matrix. The resulting organoids 

expressed markers found by cytology and provide 

a valuable model that could be utilised for testing 

drug responses, guiding treatment plans or 

facilitate the development of novel organoid 

models.  

 

7.06 The Hidden Work of RALC: 

Understanding Referral Pathways to Improve 

Clinic Efficiency (230) 

Dr. Edward Morrin1, Ms. Salomy Mathew1, 

Ms. Careline Kirubakaran1, Dr Malcolm Herron1, 

Professor Ross Morgan1, Prof. Daniel J Ryan1, 

Prof. M. Emmet O'Brien1 
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1Department of Respiratory Medicine, RSCI 

Beaumont Hospital 

 

Background: Rapid Access Lung Cancer Clinics 

(RALC) were first introduced into Ireland via the 

National Cancer Control Programme 15 years 

ago with an aim to expedite lung cancer 

diagnoses via quick access to specialist lung 

cancer expertise and diagnostics. Initially set up 

with a focus on General Practitioner referral, 

these services have grown in size and scope 

within the acute hospital system.  

 

Methods: Retrospective analysis was conducted 

of all new referrals from January to April 2025 to 

the Beaumont RALC. The audit was conducted 

against NCCP guidelines. Wait times for 

outpatient appointments and imaging were 

compared against initial referral date.  

 

Results: A total of 207 referrals were made to 

RALC in the 4 month study period. Median age 

of patients referred was 68 years old. There was a 

slight predominance of females with 110 (53%) 

compared to 97 males (47%) referred.  

 

The majority of referrals, n = 135 (65%), were 

made by hospital specialty teams with GP referral 

accounting for n = 72 (35%). Medical inpatient 

specialties were the most common referral source 

at n = 78 (38%) followed by general practice, 

emergency medicine, surgery and oncology 

respectively. An imaging abnormality was the 

most common reason for referral with n = 184, 

(89%) of referrals. Abnormality in CT imaging 

was the most common reason for referral, n = 114 

(55%).  

 

Following lung cancer CNS assisted triage, a total 

of n = 118 (57%) urgent outpatient appointments 

were made with n = 89 (43%) of referrals triaged 

either to receive additional investigations prior to 

RALC or a second urgent clinic designated for 

such cases adjacent to RALC. For urgent 

appointments, median wait time was 8 working 

days (IQR 5,11). 

 

In total, 73 CT-thorax and 59 PET-CT scans were 

arranged via RALC with a median of 9 working 

days (IQR, 6,14) for urgent CT-thorax and 28 

working days (IQR 21.5,40) for PET -CT. 58 

bronchoscopic procedures were preformed with 

median wait time of 11 working days (IQR 5, 16). 

18 CT-guided biopsies were preformed with a 

median wait time of 37.5 working days (IQR 

29.5, 52.5). Thoracic oncology MDM discussion 

occurred for n = 83 (40%) of patients referred.  

 

65 diagnoses of new or metastatic cancer were 

made via the RALC pathway. 50 new cases of 

lung cancer were identified. Non-Small Cell 

Lung Carcinoma was the most common 

diagnosis, with 18 cases of adenocarcinoma and 

11 cases of squamous cell carcinoma. A clinical 

diagnosis of lung cancer was made at MDM for n 

= 14 cases (21.5%). Of note, n =12 (18%) of 

cancer cases diagnosed via RALC were 

metastatic, non-lung primary, cancer.  

 

Conclusion: The majority of referrals to the 

RALC outpatient service in this audit period were 

from hospital specialty teams. An abnormality 

detected on imaging, most commonly CT, was 

the main reason for referral. Timely access to 

PET-CT and CT-guided biopsy remains an area 

for improvement. 65 cases of cancer were 

diagnosed with approximately one fifth of cases 

identified being non-primary lung cancers.  

 

Keywords: RALC, Thoracic Oncology  

Disclosures: The authors declare that they have 

no conflict of interest.  

 

7.07 Use of tPA-DNase in the management of 

pleural infection in a tertiary hospital with a 

dedicated pleural service (177) 

Dr Sally Griffiths1, Dr Eimear Foley1, Dr 

Danielle Barry1, Dr Deirdre Fitzgerald1 
1Tallaght University Hospital 

 

Introduction: Pleural infection is a common 

presentation with significant morbidity and 

mortality, with up to 30% of patients failing 

initial therapy with antimicrobials and chest drain 

insertion and requiring surgical intervention. 

Intrapleural enzyme therapy for the management 
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of complicated parapneumonic effusions or 

empyema, with a combination of alteplase (tPA) 

and dornase alfa (DNase), were proven to reduce 

the rate of surgical referral and duration of 

hospital stay in the MIST2 randomised controlled 

trial. A ‘real-life’ observational series reported 

92.3% of patients treated with tPA/DNase were 

successfully managed without surgical 

intervention.  

 

Methods: We conducted a retrospective, single 

centre review of the use of tPA/DNase in patients 

with pleural infection managed under the 

respiratory department or pleural consult service. 

A secure Excel database was collated via chart 

review to analyse demographic data, radiology, 

laboratory results and follow-up to date for all 

patients treated from 2022-2025.  

Outcomes measured include: 1. Nature of patient 

presentation 2. Pleural intervention performed 3. 

Initial pleural fluid analysis 4. Length of stay 5. 

Rate of re-intervention 

 

Results: A total of 30 patients were included for 

analysis, 33.3% (10) female and 66.6% (20) 

male, with a mean patient age of 64.1 (SD 19.5, 

range 21-94). Dyspnoea was the most commonly 

recorded presenting symptom in 76% of patients, 

with chest pain (67%) and cough (63%) also 

frequently reported. All patients had a chest drain 

inserted, with 50% (n=15) by the respiratory team 

and 43% (n=13) by interventional radiology. One 

patient was treated for a loculated malignant 

pleural effusion via indwelling pleural catheter 

(IPC) and one patient presented with pleural 

infection post-IPC insertion in another institution. 

Initial pleural fluid analysis was reported as 

follows: mean pH 7.07 +/- 0.26 (n=17), mean 

LDH 999 +/- 613.5U/L (n=25), mean glucose 3.4 

+/- 2.46mmol/L (n=19), mean protein 42.6 +/- 

8.5g/L (n=27). Microbiological analysis was 

minimally contributory, with only 10% positive 

pleural fluid culture. 

The average time from presentation to chest drain 

insertion was 4.7 days with an average length of 

stay of 25.6 days (median 17 days, IQR 18.75). 

Two patients were discussed with cardiothoracic 

surgery (CTS), but no patients required surgical 

intervention. It is worth noting that 2 patients had 

previously had CTS interventions prior to 

presentation. The most common starting dose of 

tPA was 5mg and no patient required escalation 

to 10mg. tPA and DNase were administered once 

daily and concurrently. One patient required re-

intervention post initial drain insertion, with a 

repeat diagnostic thoracentesis and chest drain 

insertion. One patient died during the hospital 

admission. 

 

Conclusion: Early intervention with 

antimicrobials, chest drain insertion and intra-

pleural enzyme therapy is an effective treatment 

for pleural infection in a broad cohort of patients 

presenting to a respiratory department with a 

dedicated pleural consult service. This analysis 

shows a low rate of referral to cardiothoracic 

surgery and re-intervention post tPA/DNase. The 

length of stay is significantly skewed by a small 

number of prolonged hospital stays, likely 

reflecting the significant morbidity associated 

with pleural infection. In appropriately selected 

patients, tPA/DNase is an effective treatment for 

pleural infection. 

 

7.08 Pulmonary metastasectomy in sarcoma: 

The experience of the Irish National Sarcoma 

Service. (136) 

Dr Mary Kate Kelly1, Dr Hailey Carroll1, Dr 

Calvin Flynn2, Ms Hazel Murray1, Ms Aine 

Sheridan1, Mr Alan Molloy3, Prof Paul Ridgway4, 

Dr David Fennelly1, Prof John Crown1, Dr 

Aurelie Fabre5, Prof David Healy6, Dr Mark 

Doherty1 
1Medical Oncology, St. Vincents University 

Hospital, 2Medical Oncology, Mater 

Misericordiae University Hospital, 
3Orthopaedics, St Vincent's University Hospital, 
4General Surgery, St Vincent's University 

Hospital, 5Pathology, St Vincent's University 

Hospital, 6CardCardiothoracic Surgery, St 

Vincent's University Hospital 

 

Background: Sarcomas are a heterogeneous 

group of tumours which commonly metastasise to 

the lungs. Although median survival for 

metastatic sarcoma is generally less than 2 years, 
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aggressive management of metastatic disease has 

been associated with longer survival in 

appropriately selected patients. Treatment 

through a specialist sarcoma network achieves 

the best patient outcomes and allows consensus 

decision-making on multi-modality treatment . 

St. Vincent’s Sarcoma Network Ireland’s multi-

disciplinary team meeting (MDM) is the national 

forum for treatment recommendations for 

sarcoma in Ireland. This study aims to report our 

experience in pulmonary metastasectomy (PM) 

for sarcoma and to review the clinical 

characteristics, patterns of care, and outcomes for 

patients. 

 

Methods: This was a retrospective observational 

study of patients who underwent PM for sarcoma 

as recommended by St. Vincent’s Sarcoma 

Network Ireland’s MDM between 1 Jan 2011 and 

13 August 2025. Median survival times were 

estimated using the Kaplan-Meier method. 

 

Results: 44 patients were identified (M:F 18:26), 

with a median age at diagnosis of 43.5 years [14-

78]. High-grade tumours accounted for 95% of 

cases. The most common histological subtypes 

were synovial sarcoma [20.5%], leiomyosarcoma 

[18.2%], and osteosarcoma [15.9%]. 50% of 

patients received neoadjuvant treatment before 

primary surgery and 61.4% received adjuvant 

treatment. 9% of patients had lung metastases at 

diagnosis and 91% had metachronous lung 

metastases with a median disease-free interval 

from diagnosis of 29.5 months [6-240]. 58 

metastasectomies were performed to resect 94 

deposits, with a median size of 29mm [3-120]. 

The median LOS in hospital after PM was 5 days 

[1-33]. Post PM, 11.4% of patients received 

‘pseudo-adjuvant’ chemotherapy. The median 

PFS from PM to unresectable disease was 20 

months. 76% of patients with progressive, 

unresectable disease received palliative systemic 

treatment. Post-metastasectomy specific survival 

from the time of the first metastasectomy has not 

been reached after a median follow-up of 36.5 

months. 

 

Conclusions: Appropriately selected patients 

with metastatic sarcoma can have durable disease 

control and survival when treated with PM. 

Multidisciplinary discussion and 

management in a specialist network are vital for 

the best management of patients with sarcoma. 

 

7.09 Quality Improvement Project for 

Spontaneous Pneumothorax Pathway in 

Tertiary Centre in Ireland  (160) 

Dr Christine Chiang1, Dr Aakash Shah1, Dr 

Farrukh Raza1, Dr Eimear Foley1, Dr Hashim 

Sulaiman2, Dr Hugh O’Reilly2, Dr Deirdre 

Fitzgerald1 
1Department of Respiratory Medicine, Tallaght 

University Hospital, 2Department of Emergency 

Medicine, Tallaght University Hospital 

 

Background: Conservative management of 

primary spontaneous pneumothorax (PSP) is 

successful in 85% of patients in a selected 

population and may reduce the risk of 

pneumothorax recurrence at 12 months (1). Many 

patients can be discharged directly from ED with 

appropriate pleural service follow up. An 

emergency department (ED) audit conducted in 

2024 revealed that only 15% of patients would 

require intervention and 85% of patients with 

PSP can be conservatively managed. These 

emphases the importance of a spontaneous 

pneumothorax pathway to reduce length of 

hospital stay/complication from intervention and 

appropriate follow up care for patients with 

spontaneous pneumothorax.  

 

Methods: Using the DMAIC approach (Define, 

Measure, Analyse, Improve, Control), a Six 

Sigma methodology, to address the problem of 

pneumothorax management, we endeavoured to 

standardize and improve care processes, reduce 

complications, and enhance patient outcomes. A 

spontaneous pneumothorax taskforce was 

developed, including clinicians from the pleural 

service, the acute medical unit and the emergency 

department team. Relevant stakeholders and 

subject matter experts including radiology, 

administrative staff and nursing representatives 

were consulted. The taskforce reviewed previous 

data (ref ITS poster from last year), current 
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protocols and admission rates as part of a root 

cause analysis. Process mapping identified areas 

for improvement. The pathway flowchart was 

developed based on the latest 2023 BTS guideline 

(2), whereby patients aged below 50 years with 

unilateral primary spontaneous pneumothorax, 

with minimal symptoms, hemodynamical 

stability and a stable chest x-ray at four hours 

were discharged with specialist follow up. 

Exclusion criteria included previous spontaneous 

pneumothorax on the same side, secondary 

pneumothorax, bilateral pneumothorax, co-

existing hemothorax, tension pneumothorax 

patient unlikely to represent for follow up and 

pregnancy. 

 

Results: The pathway flowchart and patient 

information leaflet (PIL) were vetted and agreed 

upon by both the respiratory and the emergency 

department. A simple specialist referral process 

was incorporated into the electronic patient 

record (EPR). At the time of discharge, the 

referral is sent, a CXR is ordered and an alert e-

mail with patient clinical details is sent out on the 

next working day to the pleural team. Upon 

discharge, all patients receive patient information 

leaflet (PIL) regarding information on 

pneumothorax (including signs, symptoms, 

complications), clinic location, follow up 

date/time, aftercare, safety netting advices and 

contact number for respiratory administrative 

team. Education sessions were carried out among 

the NCHD in emergency department regarding 

the pathway flow. The spontaneous 

pneumothorax pathway was started on 5th May 

2025. 80% of patients presenting to ED with a 

pneumothorax over the following six weeks were 

managed appropriately, referred to the pathway 

and attended the clinic with repeated CXR. The 

majority had resolution of the pneumothorax on 

follow up chest x-ray. One patient had an increase 

in pneumothorax size and required admission for 

chest drain insertion. One patient developed a 

recurrent pneumothorax two weeks later and was 

admitted.  

 

Conclusion: The development of this 

spontaneous pneumothorax pathway in the ED 

with appropriate pleural service follow up help 

streamline the management of spontaneous 

pneumothorax, reducing procedural intervention 

and lessen the demand on resources for inpatient 

services.   
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7.10 An Audit Evaluating The Management 

Of Pleural Effusion And Complications 

Following Pleural Procedures (193) 

 

Dr Nurul Asyiqin Azizan1, Dr Patrick Coghlan1, 

Dr Noreen Tangney 
1Mercy University Hospital 

 

Introduction: Pleural procedures are a common 

intervention offered to patients nowadays. With 

different levels of invasiveness, there is different 

risk and benefits associated with it.  

 

Aim: The aim of this audit is to assess the 

approach to diagnosis and subsequent 

interventions used in clinical practice following 

findings of pleural effusion on CXR and any 

complications following the procedure.  
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Methods: The study was carried out in a tertiary 

level hospital. The data was obtained from a 

group of patients (total= 73 patients, male= 59%, 

female=41%) who had diagnostic 

thoracocentesis performed within one-year 

timeframe, from May 2024 to May 2025.  The 

data was collected through chart review and 

imaging from online hospital system, NIMIS.  

 

Result: Following findings of a pleural effusion, 

55% of patients underwent chest drain insertion 

while 24% of them received therapeutic 

thoracocentesis. 21% of the patients did not 

receive further intervention following initial 

diagnostic thoracocentesis. This is mostly 

secondary to the small size of effusion either on 

CXR or CT images.  

 

Out of the patients who underwent chest drain 

insertion, 52% of patients had mild complications 

of which 71% of them were small 

pneumothoraxes and 14% being surgical 

emphysema. No complications found following 

thoracocentesis. 

 

Conclusion: This audit has shown that most 

patients underwent chest drain insertion after 

evidence of pleural effusion on chest imaging. 

However, this approach is also associated with a 

higher risk of complications. This audit has 

highlighted the need for safety awareness and 

precautions needed pre and post procedures.  

 

Reference: BTS Clinical Statement on pleural 

procedures July 2023 

 

7.11 Ultra Rare Causes of Exudative Effusions 

(192) 

 

Dr Sean McGrath1 
1SVUH 

Authors: Sean McGrath, Grace Tiernan, Gull 

Zaman, Michael P. Keane, Cormac McCarthy 

 

Background: Yellow Nail Syndrome (YNS) and 

Generalised Lymphatic Anomaly (GLA) are rare 

lung conditions that frequently involve recurrent 

pleural and other lymphatic effusions. These 

effusions can be clinically challenging to manage 

and may require different therapeutic strategies 

depending on the underlying pathology. The aim 

of this study was to compare the nature of 

effusions and evaluate therapeutic responses in 

patients with YNS and GLA, with emphasis on 

the characteristics of the effusions as well as the 

response to therapeutic management. 

 

Methods: Single centre retrospective 

observational study reviewing the clinical records 

of six patients diagnosed with either YNS (n=3) 

or GLA (n=3) known to the Rare Lung Disease 

Clinic in St Vincent’s University Hospital 

between 2019 and 2025. Data on the type, 

frequency and management of effusions were 

collected, along with imaging, histopathology 

and treatment responses. 

 

Results: All patients with YNS were male while 

2 out of 3 of the GLA patients were female. The 

median age of the cohort was 49. YNS effusions 

were bilateral with inflammatory cells on pleural 

fluid analysis. 2 of the GLA patients had 

lymphocytic pericardial effusions. Management 

strategies varied between patients, and all 

patients were followed up long term in the rare 

lung disease clinic with varying long term 

prognoses. 

 

Conclusions: This study highlights important 

differences in the characteristics and 

management of effusions in YNS and GLA, 

underscoring the need for individualised 

therapeutic strategies and long-term follow-up in 

specialized rare lung disease clinics. 

 

7.12 Firstline EBUS-TBNA Success Rates in 

Suspected Lung Cancer (242) 

Dr Lucy Mccourt1, Dr Louise Byrne1, Dr 

Dermot O'Callaghan1 
1Department of Respiratory Medicine, Mater 

Misericordiae University Hospital 

 

Background: Endobronchial Ultrasound Guided 

Transbronchial Needle Aspiration (EBUS-
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TBNA) is an important tool widely used in the 

diagnosis and staging of lung cancer. This 

retrospective review examined success rates of 

first EBUS-TBNA and the need for additional 

procedures in patients referred to the rapid access 

lung clinic (RALC) in a tertiary centre.  

 

Methods: A retrospective review was performed 

of all patients who underwent EBUS-TBNA as a 

first diagnostic procedure between March 2024 

and November 2024.  Data included referral 

source (inpatient/outpatient/external), 

availability of pre-procedure cross-sectional 

imaging, interval from clinic to procedure, 

diagnostic outcomes, additional or repeat 

procedures, and final staging. Data were obtained 

from electronic and paper patient records.  

 

Results: 70 lung cancer patients underwent an 

EBUS as their first procedure within the specified 

period. Overall diagnostic yield of first EBUS 

procedure was 97% (N=68) in this cohort. EBUS 

was unsuccessful, or non-diagnostic, in 3% (N=2) 

due to insufficient tissue for diagnosis in one 

case, and insufficient tissue for molecular 

diagnostics in the other case. Tissue for final 

diagnosis was obtained via CT guided biopsy 

following MDM discussion in both cases.  

Cross sectional imaging was available in all 

patients prior to EBUS. 90% (N=63) had CT 

imaging only, and 10% (N=7) had PET-CT 

imaging available. The mean interval from first 

RALC appointment to EBUS was 17 days. 

Referral sources included outpatient (54%, 

N=38), external hospital sites (29%, N=20), and 

inpatient referrals (16%, N=11). 

 

Conclusions: EBUS-TBNA as the first 

diagnostic procedure in rapid access patients with 

suspected nodal disease demonstrated high 

success rates and minimal requirement for 

additional diagnostic procedures. Cross-sectional 

imaging was available in all cases ensuring 

appropriate patient selection. These results 

support the central role of EBUS-TBNA in lung 

cancer pathways and are in keeping with 

international best practise lung cancer guidelines.  

  

Keywords:Lung cancer, RALC, EBUS-TBNA, 

rapid access lung clinic Disclosures: None. 

 

7.13 Development of a Novel Ambulatory and 

Community-Based Pleural Effusion Service in 

St James’s Hospital (30) 

Mrs Jenny Brady1, Dr Sarah-Jane O'Riordan1, 

Ms Fiona Power3, Ms Rebecca Farrell1, Dr Laura 

Gleeson1,2 
1St James's Hospital, 2Trinity College Dublin, 
3Southside Community Intervention Team 

 

Background: Pleural effusion is a common 

condition resulting in debilitating breathlessness. 

In St James 98% of pleural drainages were 

performed in inpatient settings, with an average 

length of stay of 17 days. We developed a novel 

ambulatory pleural service in collaboration with 

the Community intervention team. This 

innovative service enables drainages of pleural 

effusions in outpatient and community settings, 

providing high quality care in a more efficient 

and less invasive manner. 

 

Methodology: We established an Ambulatory 

Pleural Effusion service in St James Hospital to 

reduce admissions by 30% and improve patient 

care. This included SOPs, patient leaflets and a 

pleural procedure space. Delivered by a pleural 

consultant and clinical nurse specialist. The 

service enables patient and family education, 

empowering them to manage their condition in 

the community. Timely outpatient reviews and 

patient-driven telephone support, streamlines 

patient-centred care across both hospital and 

community settings. 

 

Results: Since its launch in September 2024, 156 

outpatient reviews, 241 telephone support have 

been managed through the Ambulatory Pleural 

Effusion Service. We have performed 82 pleural 

effusion procedures, 92.5% of reviews occurred 

within one week of referral from healthcare 

provider or contact from the patient or family.  

Outpatient procedures included 34 pleural 

aspirations, 2 pleural biopsies, 7 indwelling 

pleural catheter insertions, 3 IPC removals and 36 
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indwelling pleural catheter reviews. Through this 

pathway, we avoided admission in approximately 

6 cases per month, equating to a 36% reduction in 

admissions related to pleural effusion.  

 

Conclusion: Patient feedback indicates positive 

experience of accessibility and continuity of care. 

Partnerships developed with community CIT and 

PHNs empower patients and healthcare providers 

to manage pleural drains in the community. This 

service is highly scalable, capable of managing 

increased referrals in its current form with 

flexability to expand as demand grows.  The 

biggest risk to this service is the funding stream 

supporting this service, which relies upon 

temporary SPARK Innovation Funding at 

present. 

 

7.14 Lung cancer referrals, a model three Irish 

Hospital experience (234) 

Dr Liam Carey1, Dr Prananv Pranav 

Gnanamoorthy1, Dr Dzufar Halim, Dr SImon 

Foley, Dr Judith Lyons 
1Connolly Hospital 

 

Lung cancer remains the leading cause of caner 

related mortality in Ireland. It accounts for a 

substantial proportion of cancer related deaths 

each year, 19% in women and 23% in men. 

Annually, an average of 2672 patients were 

diagnosed with lung cancer between the years 

2018 and 2020.   

 

The aim of this audit is to examine and quantify 

the time taken in accessing diagnostic testing 

required for discussion at a lung cancer 

multidisciplinary meeting. A sample of 151 

patients who have been referred to the respiratory 

department, as an inpatient or an outpatient, 

whom require a lung cancer work up between the 

dates of 1/4/24/ to 31/3/25 were selected. 

 

Connolly hospital operates a lung cancer tracking 

board, maintained by a consultant respiratory 

physician and a clinical nurse specialist. This 

tracking board is for reviewing and co-ordinating 

the care of patients with suspected lung cancer 

until onward referral or conclusion of MDM 

outcome.  

 

Patients referred through an outpatient system 

represented 54.8% (74/135) of cases seen, 

inpatient consults made up the other 45% 

(61/135) of cases. In the outpatient setting, 51% 

(N=38) of patients were referred with either a 

concerning finding on CT imaging or with CT 

imaging already perfmored. Forty-nine percent of 

outpatient referrals were referred on the basis of 

symptoms alone (N=36).  

 

The avergae age of patients at date of first contact 

was 64.73 (95%CI 62.07-67.39) (N=135). The 

sample had a 54.1% male predominance with 

female patients representing 45.9% of cases. The 

median performace status at diagnosis was 1 

(range 0-4) with a mean of 1.35 (N=37). 

 

Outpatient referrals were broken down in to 

either referrals with CT imaging of the chest 

performed before or after first outpatient contact. 

Patient who were referrred with CT imaging of 

their chest were seen within 32.00 days (95% CI 

19.20-44.80). The upper limit of the 99% 

confidence interval was 49.16 days. This 

indicates that 99% of the time the true mean 

number of days from CT to first outpatient 

contact in respriatory clinic would lie below 

49.16 days.  

 

100% of patients underwent CT if referred 

without CT imaging of the chest. The avergae 

number of days this took to complete was 50.49 

days (95%CI 29.24-71.73) (N=36) . This 

included Saturday and Sunday and so equates to 

approximately seven weeks. Pet scan was 

performed in 38% (N=52) of patients. This 

occured 33.94 (95%CI 25.13-40.75)(N=52) days 

after fist outpatient contact. Tissue biopsy 

included CT guided biopsy, endobronchial 

untrasoud with TBNA and pleutal aspiration was 

attmepted on average 35.38 days (95%CI 25.48-

45.28) (N=68)  after first contact. This is broken 

down further into outpatient and inpatient times 

below. 
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The avergae mean time to tissue attempt was 

statically longer in outpatient referrals by 31 days 

(95%CI 12.6 to 49.73)(P=0.0013). The number of 

days taken to complete PET CT did not differ 

between inpatient and outpatients statistically 

(P=0.92). Inpatient pfts occurred on average 26.8 

days earlier than outpatient pfts with a trend 

toward stastical significance (p=0.09).  

 

The National Optimal Lung Cancer Pathway 

(NOLCP) outlines an NHS best practice 

guideline that aims for patients to start first 

treatment within 49 calendar days. It breaks down 

the timelines for all investigations and MDM 

discussion. In this audit these targets were not 

achieved. We will outline a comprehnesive 

analysis of where these timelines were not 

achieved and where the biggest time barriers 

existed. 

 

7.15 Lowering the barrier to pleural 

thoracentesis and chest drain insertion 

simulation in the Hospital – Augmenting an 

existing sim model for enhanced lifespan and 

replaceability of consumable parts. (156) 

Mr Conall Casey1, Mr Arnoldas Petreikis1,2, Dr 

Laura Piggot3, Mrs Jenny Brady3, Dr Gerard 

Boyle1, Dr Chris Soraghan1, Dr Laura Gleeson3 
1Design Innovation Lab, Dept Medical Physics 

and Bioengineering, St James’s Hospital, 2School 

of Physics, Clinical and Optometric Sciences, 

Technology University Dublin, 3Department of 

Respiratory Medicine, St James’s Hospital 

 

Background: Learning a thoracentesis and chest 

drain placement procedure presents a significant 

challenge for medical students with current 

curriculums reliant heavily on the apprenticeship 

model. To tackle this issue the University of 

California Makers Lab developed the “Explor-a-

Thora” model, a low cost, practical alternative to 

expensive commercial thoracentesis models. St 

James’s Hospital Design Innovation Lab built on 

this open-source project aiming to enhance the 

model to suite our local context in a large acute 

public hospital setting. 

 

Method: Three key changes were made to the 

Explor-a-Thora model. The 3d printed backplate 

was changed adding the ability to lock the model 

onto a table and eliminating the need for clamps. 

The IV bag simulating the fluid pocket was 

replaced with a self-healing silicone pocket, 

allowing fluid to be aspirated hundreds of times 

without leaking, this was developed with an 

advanced molding technique using a water-

soluble core. Lastly, while the Explor-a-Thora 

model used custom made skins held on with nuts 

and bolts we developed a user friendly velcro 

wrap around solution. These features have been 

developed in close collaboration with clinicians, 

with particular attention to realistic haptic and 

tactile feedback closely mimicking the real-world 

experience of a pleural intervention.  

 

Results: Initial feedback from a Respiratory 

Consultant was positive and validated the 

development direction. 

 

Conclusion: This project while ongoing lowers 

the barrier of entry to useful thoracentesis and 

chest drain insertion simulation in the hospital. 

We aim to continue the development of this 

simulator with a focus on understanding 

practically how it will be used in a healthcare 

context. Upon the implementation of this project, 

we will measure effectiveness with surveys and 

interviews. 

 

Keywords: Pleural Simulation, Thoracentesis, 

Chest Drain Insertion, Low-Cost Simulation, 

Design. Disclosures: The authors declare that 

they have no conflict of interest. 

 

7.16 Conservative Inpatient Management of 

Pneumothorax: A Single-Centre Review (240) 

 

Dr Christine O Connor1 
1Tallaght University Hospital 

Background 

 

Traditional pneumothorax management often 

involves interventional procedures such as chest 

drain insertion. However, recent guidelines 
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support conservative approaches for clinically 

stable patients, particularly in primary 

spontaneous pneumothorax (PSP). This study 

aims to evaluate the use, safety, and outcomes of 

conservative inpatient management in both PSP 

and secondary spontaneous pneumothorax (SSP) 

within a single centre. 

 

Methods: A retrospective review is being 

conducted of adult inpatients diagnosed with 

spontaneous pneumothorax at a tertiary hospital. 

Patients were included if managed conservatively 

(i.e., without immediate chest drain or 

aspiration). Data collected includes 

demographics, pneumothorax type and size 

(using BTS criteria), inpatient monitoring 

parameters, length of stay, need for delayed 

intervention, and complications. Patients 

discharged without intervention are being 

followed up in outpatient respiratory clinics or 

via imaging to assess resolution and recurrence. 

 

Results: Preliminary data collection is ongoing. 

Over 80 cases have been identified for inclusion. 

Follow-up data is available for approximately 

70% of patients to date. Final results will focus 

on the proportion of patients successfully 

managed conservatively, rates of delayed 

intervention, recurrence, any associated 

complications and follow-up.  

 

Conclusions: This study will provide real-world 

insight into the inpatient use of conservative 

management for pneumothorax, with a focus on 

safety and follow-up outcomes. Findings may 

support broader adoption of non-interventional 

strategies in selected patients, aligning with 

evolving guidelines. 

 

Keywords: Pneumothorax, conservative 

management, inpatient care, spontaneous 

pneumothorax, respiratory audit Disclosures: 

The authors declare no conflicts of interest. 

 

7.17 The prevalence of sarcopenia in patients 

with lung cancer: a systematic Review . (146) 

 

Ms Anne McGuire1 
1St James's Hospital 

 The prevalence of sarcopenia in patients with 

lung cancer: a systematic Review .  

Anne McGuire 1, Gerard Fitzmaurice 1, Chanel 

Watson2, Aglecia Budri 2, Bridget Murray 2 

1 Department of Cardiothoracic Surgery, St 

James’s Hospital, Dublin 8 

2 Royal College of Surgeons, St Stephens Green  

Dublin 2  

 

Aim: to gain a greater understanding of the 

prevalences of sarcopenia in people with a lung 

cancer diagnosis. This systematic review 

appraised existing published studies that 

calculated, in adults with a diagnosis of lung 

cancer, the prevalence sarcopenia. 

 

Background: Sarcopenia is defined by an 

ongoing loss of skeletal muscle mass and reduced 

strength and function and is an independent risk 

factor for postoperative complications and death 

in patients who have undergone surgery (Cruz-

Jentoft et al., 2010). There is an ongoing 

increasing recognition of the clinical significance 

of sarcopenia and the part it plays in cancer 

cachexia syndrome.  

 

Design: Systematic Review  

 

Data Sources: The following databases were 

searched: MEDLINE, PUBMED, CINHAL, 

Cochrane library. 

Search terms included Sarcopenia or Muscle 

atrophy or Muscle weakness or Muscle loss or 

cachexia and lung or pleural cancer, neoplasm or 

tumour.  

 

Review Methods: A narrative approach was a 

primary focus throughout this review.  

 

Results: From a total of 113 initially identified 

studies, a total of 7 studies met the 

inclusion/exclusion criteria. Sarcopenia 

assessment across all included studies was 

undertaken and the rate of sarcopenia ranged 

from 5.5%-69.1%. Age, lower BMI and smoking 

index were higher in the sarcopenia group 
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(p<0.001 p<0.001 and p <0.001 respectively) and 

this was statically significant. 

 

Conclusion: The principal aim of this systematic 

review was to examine the prevalence of 

sarcopenia in patients with  a diagnosis of lung 

cancer. Results indicate that sarcopenia is 

prevalent in patients with lung cancer and those 

with the condition having inferior lung function 

and a lower body mass index.  

 

Conflict of Interest: The authors declare there 

are no conflicts of interest. 
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7.18 Computed tomography in the work-up of 

Primary Spontaneous Pneumothorax: A 

Review of Current Practice in a Tertiary 

Referral Centre. (81) 

Authors: 

 

Joseph McHugh1, Adeline Tan1, Alan Soo2, 

Padraig E. Hawkins1 

 

1Department of Respiratory Medicine, Galway 

University Hospitals 

2Department of Cardiothoracic Surgery, Galway 

University Hospitals 

 

Background: Primary spontaneous 

pneumothorax (PSP) may be the presenting 

symptom of diffuse cystic lung disease (DCLD). 

Previous studies have assessed the utility of CT 

for perioperative planning and risk stratification. 

Recent evidence supports the use of routine CT 

screening for all patients presenting with PSP. 

We aimed to evaluate our current practice. 

 

Methodology: We identified all patients 

admitted to hospital with a diagnosis of PSP over 

a 5 year period (2020-2024). We reviewed 

patient’s medical records, excluding patients who 

were coded incorrectly. Data collected included; 

age, sex, smoking history, family history, 
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intervention, length of stay, whether CT Thorax 

was performed. 

 

Results: 80 patients were identified with PSP. 

Mean age was 27 years-old. 58 male (72.5%),. 

32/80 (40%) were current or previous smokers. 

7/80 (9%) had documented family history of 

pneumothorax. 8/80(10%) were managed 

conservatively, 90% required intervention with 

56/80 (70%) requiring video assisted 

thoracoscopy (VATS).  61/80 (76%) of patients 

had CT performed. 30/61(49%) had significant 

findings on CT including; cysts, bullae, blebs. 2 

patients were diagnosed with Burt Hogg Dubé 

Syndrome. Female patients were less likely to 

undergo CT (RR 0.67) and more likely to require 

intervention (RR 1.34). 

 

Conclusion: The majority of patient’s presenting 

with PSP in our centre had a CT thorax performed 

with 49% having significant findings. 

2/61(3.27%) were diagnosed with a DCLD ,lower 

than the 10% estimated prevalence of DCLD in 

PSP. It is unclear why CT is less frequently 

performed in female patients. The intervention 

rate in our centre was higher than expected, 

reflecting our centre’s status as a tertiary referral 

centre for thoracic surgery.  

 

7.19 Unveiling Microbiologically confirmed 

Pleural Tuberculous: A retrospective review 

of demographics to diagnosis in St. James 

Hospital (227) 

Dr Sarah-Jane O'Riordan1, Dr. Jack Allen1, 

Lorraine Dolan1, G Archibold1, Dr. J Keane1, Dr. 

A.M. McLaughlin1, Dr Laura Gleeson1 
1Department of Respiratory Medicine, St. James 

Hospital 

 

Background: Tuberculosis (TB) remains one of 

the leading infectious disease threats globally. In 

2024, TB re-emerged as the world's foremost 

cause of death from a single infectious agent. [1] 

Pleural TB [pTB] is a common extra-pulmonary 

manifestation of tuberculosis, varying in 

incidence depending on regional prevalence. [2]  

Often it presents a diagnostic challenge due to its 

paucibacillary nature. Currently in Ireland, 

limited data exists on the presentation and 

diagnostic profile of pTB. Co-existence of and 

progression to pulmonary TB is high. [3] 

Although Ireland has seen a decline in the burden 

of TB in recent decades, as a low incidence 

country [<10 cases per 100,000], our aim is to 

target an 80% reduction in TB cases by 2030 as 

part of the WHO End TB Strategy.  

 

Aims/Method: To characterize the 

demographics, clinical features, radiological 

patterns and pleural fluid analysis results of 

patients diagnosed with pTB at St. James 

Hospital over a 10 year period.  

A retrospective review was conducted from the 

electronic medical records on all patients 

diagnosed with microbiologically confirmed pTB 

at St. James Hospital over a 10 year period. We 

included patients who had a positive GeneXpert 

or confirmed mycobacterial culture. Patients 

were excluded if there was not sufficient data 

available to confirm the diagnosis.  

 

Results: A total of 22 patient samples were 

included with a 2:1 male to female ratio. A mean 

age of 42 was noted. Tuberculosis cases were 

observed across a range of geographic origins 

spanning Europe, Asia, and Africa. 23% were 

current smokers, 12.5% ex-smokers, 28.5% never 

smokers and in 36% smoking status was 

unknown. There were no documented co existing 

HIV infections. 1 patient had prior treated TB. Of 

22 cases, 41% were diagnosed by pleural biopsy 

(88% based on positive culture, and 12% based 

on positive TB PCR despite culture.) 

Interestingly, 50% of culture positive biopsy 

specimens were also TB PCR positive, allowing 

faster time to diagnosis. 59% were diagnosed by 

pleural aspirate (100% based on positive culture.) 

82% of pTB was right sided vs 18% left sided. Of 

the total cases there were 13.5% with 

pyrazinamide resistance and 13.5% with 

isoniazid resistance. No significant difference in 

the proportion of pTB across all years were noted 

(p=0.93).  

 

Conclusion: Over a ten-year period at our 

institution, this study describes 
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microbiologically-confirmed cases of pleural TB 

only, and thus does not capture all cases of pleural 

TB. However, it provides insight into the 

demographics of pleural TB in a low incidence 

setting, and highlights diagnostic strategies used 

in our centre. Work is ongoing to establish the 

number of pleural TB cases where 

microbiological data was not confirmed, to give 

insight into the overall burden of this disease in a 

low incidence country and provide information 

on diagnostic yield of various investigations. Of 

note, no cases of microbiologically-confirmed 

pleural TB were made on the basis of 

radiologically-guided pleural biopsy, which may 

reflect that our centre is home to a quaternary 

referral Thoracic service, meaning that VATS 

biopsy was preferentially offered. Notably, 12% 

of pleural TB cases diagnosed by pleural biopsy 

were made based on TB PCR positivity in the 

absence of culture positivity. Furthermore, 50% 

of pleural TB cases diagnosed by positive TB 

culture on pleural biopsy were also TB PCR 

positive, expediting diagnosis. This highlights a 

valuable role for TB PCR in pleural biopsy 

specimens where pleural TB is suspected.  
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7.20 Methodology for assessing patient 

breathing patterns to optimise aerosol deliver 

in lung cancer patients (219) 

Ciarán Ó Léime 1, Niamh McNea 1, Lorraine 

Thong 2, Sally Griffiths 2, Mary Joyce 1, David 

Breen2, Ronan MacLoughlin 1, 3, 4. 

 

1 Research and Development, Science & 

Emerging Technologies, Aerogen Limited, 

Galway Business Park, Galway, Ireland.  

2 Galway University Hospital, Galway, Ireland.  

3 School of Pharmacy & Biomolecular Sciences, 

Royal College of Surgeons in Ireland, Dublin, 

Ireland  

4 School of Pharmacy and Pharmaceutical 

Sciences, Trinity College, Dublin, Ireland  

 

 

Background: One of the factors that can affect 

aerosol drug delivery is the patient’s clinical 

condition and breathing pattern. Larger tidal 

volumes for example result in an increase in 

inhaled doses. Furthermore, distressed breathing 

e.g. higher breath rate,  can result in higher 

inhaled doses. This study aimed to establish a 

method to capture specific breathing parameters 

generated by the patient to provide data for use in 

a simulated bench model for predicting aerosol 

drug delivery. 

 

Methods: A total of 101 patients were recruited 

from University Hospital Galway and the Rapid 

Access Lung Clinic at Merlin Park Hospital 

Galway.  The criteria for inclusion were patients 

who had previously received a confirmed or 

suspected lung cancer diagnosis. Patients with a 

negative cancer diagnosis were included in the 

study as a control group. Each patient was 

instructed to breathe normally into a Citrex H5 

airflow recording device (IMT analytics, Buchs, 

Switzerland) for 1 minute. The device recorded 

the following parameters for each patient: tidal 

volume, Inspiratory:Expiratory (I:E) ratio, and 

respiratory rate. 
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Results: In total 48 females and 53 males were 

recruited. The age range of the patients was 12% 

>80, 69% were aged 60-80, 16% between 40-60, 

and 3% between 20-40. 80 recruits had a 

confirmed cancer (LC) result and 20 received a 

negative cancer (NC) result. 1 patient had 

suspected cancer but not confirmed. There was no 

statistical difference in tidal volume or I:E ratio 

between LC and NC groups. Plueral effusion 

patients were also screened with no statistical 

difference in  breath profiles pre and post 

effusion. However, there was a difference in 

breath rate in lung cancer patients aged >80 

between compared to patients aged 40-60. This 

effect was not seen in non-cancer patients. 

 

Conclusion: This study demonstrates the 

feasibility of a standardised methodology for 

capturing patient-specific breathing patterns in a 

clinical setting. By employing the Citrex H5 

airflow recording device, key respiratory 

parameters—including tidal volume, 

inspiratory:expiratory ratio, and respiratory 

rate— were recorded across a diverse cohort of 

patients with and without a lung cancer diagnosis. 

Notably, while tidal volume and I:E ratio did not 

differ significantly between lung cancer and 

control groups, the observed variation in 

respiratory rate among patients aged over 80 

highlights potential age-related differences in 

breathing patterns that may influence aerosol 

delivery. The data generated here can now be 

used to generate simulated breathing patterns 

which in turn can be used to quantify predicted 

aerosol delivery. Having this information at an 

individual patient level could allow for tailored 

aerosol therapy dosing and improved patient 

outcomes. 

 

Keywords: Clinical trials, patient experience, 

aerosol, breathing pattern, lung cancer, tidal 

volume, respiratory rate, I:E ratio.Disclosures: 

The authors have no conflict of interests to 

disclose with relevance to this study. 

 

7.21 Implementation of a Plasma-Based 

Liquid Biopsy Workflow in Patients with 
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Background: Molecular profiling is essential to 

precision medicine in advanced-stage lung 

cancer, guiding targeted therapy and 

immunotherapy. Conventional tissue biopsies, 

however, may be delayed, technically difficult, or 

yield insufficient material, particularly in patients 

with comorbidities or poor performance status. 

These challenges can postpone treatment and 

limit access to personalised care. Plasma-based 

liquid biopsy offers a minimally invasive 

alternative, detecting circulating tumour DNA 

(ctDNA) to identify actionable mutations. While 

its clinical utility is well recognised, practical 

experience with implementing plasma-based 

workflows in routine clinical settings remains 

limited. 

 

Methods: We prospectively implemented a 

plasma-based liquid biopsy workflow in the 

rapid-access lung cancer clinic. Patients were 

identified based on imaging suggestive of 

advanced-stage lung cancer or through 

multidisciplinary team (MDT) review. The 

workflow targeted all patients with suspected 

advanced-stage disease, ensuring timely access to 

molecular profiling to guide treatment decisions. 

Plasma collection was offered either before or 

alongside standard tissue biopsy. Dedicated 

ctDNA tubes were used primarily, with EDTA 

tubes as a cost-effective alternative when rapid 

laboratory transfer was feasible. Samples were 

processed in the molecular diagnostics 

laboratory, and results were reported directly to 

treating clinicians. In parallel, we systematically 

evaluated feasibility, turnaround times, workflow 

integration, and staff resource requirements to 

identify opportunities and barriers to 

implementation. 
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Results: Plasma samples were successfully 

collected in the majority of patients identified. 

Actionable mutations, including at least one 

EGFR alteration, were detected and informed 

consideration of targeted therapy. In some cases, 

ctDNA results were available sooner than tissue 

biopsy reports, demonstrating the potential of this 

approach to accelerate clinical decision-making. 

Sample collection was well tolerated and, with 

appropriate planning, could be integrated into 

routine clinic flow. 

 

Implementation Challenges: Key barriers 

included limited clinic space, additional staff 

workload, and time pressures within busy 

outpatient settings. The high cost of dedicated 

ctDNA tubes represented another obstacle, 

although EDTA tubes were a viable lower-cost 

option when rapid transport to the laboratory was 

achievable. Successful implementation required 

clear protocols, staff training, and close 

collaboration between clinical and laboratory 

teams to maintain sample integrity and ensure 

timely reporting. 

 

Conclusion: A plasma-based liquid biopsy 

workflow is feasible in patients with suspected 

advanced-stage lung cancer and can provide 

actionable molecular information to support 

personalised treatment. Advantages include 

minimal invasiveness, timely access to molecular 

data, and the potential to reduce delays associated 

with tissue biopsy. Real-world integration, 

however, depends on addressing logistical, 

staffing, and cost considerations. These findings 

offer practical guidance for wider clinical 

adoption and support the role of plasma-based 

testing as a valuable adjunct to conventional 

biopsy in lung cancer management. 

 

7.22 Peritumoural haemorrhage after CT-

guided lung biopsy: A retrospective audit (59) 

Dr. Ruaidhri Keane1, Le-An Telesford1, Prof 

Aidan Quinn2, Dr John Hanson2, Dr Ian 

Counihan1 

1Respiratory Department, Our Lady Of Lourdes 

Hospital, 2Radiology Department, Our Lady Of 

Lourdes Hospital 

 

Background: Peritumoural haemorrhage is a 

common complication after CT-guided lung 

biopsy.  The aim of this audit was to quantify 

peritumoural haemorrhage (PTH) after CT-

guided lung biopsy, evaluate correlates, and 

compare complications with published standards. 

 

Methods: Single-centre consecutive biopsies 

from January 2019 to December 2023. Variables: 

age, sex, lesion size/location, needle pairing, 

gelfoam use. Primary outcome: PTH. Lesion size 

was modelled per 10-mm unit in logistic 

regression; complications were quantified across 

the cohort. Standards; Pulmonary haemorrhage 

(any radiographic) 18–41%; pneumothorax 

~25%; chest drain ~6%. 

 

Results: 217 biopsies were analysed; median age 

69 (IQR 61–77), 47% male (102/217). Lesions: 

median 27mm (IQR 17–46); 168 peripheral 

(77.4%) and 47 central (21.7%). PTH occurred in 

122/217 (56.2%), exceeding the haemorrhage 

standard range. Each 10-mm decrease in lesion 

size increased the odds of PTH by ~47% (OR 

1.47; 95% CI 1.27–1.69; p<0.001; N=211). 

Needle gauge (coaxial or core) was not associated 

with PTH (all p>0.3). Complications: 

pneumothorax 95/217 (43.8%), haemothorax 

27/217 (12.4%) including contralateral 3/217 

(1.4%), chest drain 16/217 (7.4%), haemoptysis 

8/217 (3.7%), air embolism 1/217 (0.5%). 

 

Conclusion: Smaller lesions carried higher 

bleeding risk. Pneumothorax and haemothorax 

were the most frequent complications; major 

events were rare. Findings support consent, risk 

stratification, and procedural planning. 

 

Keywords: Peritumoural haemorrhage, 

pneumothorax, lung cancer, CT-guided lung 

biopsy, lesion size Disclosures: No conflicts of 

interest.  
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7.23 The prognostic role of mediastinal 

visceral adiposity in lung cancer.(58) 

 

Dr. Ruaidhri Keane1, Dr John Hanson2, Prof 

Aidan Quinn2, Dr Ian Counihan1 
1Respiratory Department, Our Lady Of Lourdes 

Hospital, 2Radiology Department, Our Lady of 

Lourdes Hospital 

 

Background: We evaluated whether CT-derived 

mediastinal visceral fat predicts 12-month 

progression and survival in lung cancer. 

 

Methods: We reviewed consecutive lung cancer 

MDM cases (n=154) with baseline CT over 1 

year. 114 had lung cancer (clinical/histological; 

median age 77.5 years; 48.2% male). An 

advanced Image Analysis program (TeraRecon) 

was used to calculate anterior mediastinal fat pad 

volume. This visceral fat volume was analysed 

per 100 mL and at a threshold (≤150 vs >150mL). 

The primary endpoint was 12-month progression; 

18-month survival was exploratory. Models 

adjusted for age, sex, and stage. 

 

Results: Higher visceral fat was associated with 

lower odds of 12-month progression (OR 0.66 per 

100mL; 95% CI0.47–0.95); each additional 100 

mL corresponded to a 34% lower odds of 

progression after accounting for stage, age, and 

sex. A ≤150 mL cut-point identified a high-risk 

subgroup: patients with <150 mL had ~3.8-fold 

higher odds of progression at 12 months (OR 

3.81; 95% CI1.34–10.80). Patients with <150 mL 

also had ~2.7-fold higher odds of death by 18 

months (OR 2.70; 95% CI1.03–7.11), adjusted 

for age, sex, and stage. 

 

Conclusion: Low mediastinal visceral adiposity 

(≤150mL) identifies patients at increased risk of 

early progression and death. Mediastinal visceral 

fat is a simple CT-derived biomarker that may 

enhance baseline risk stratification alongside 

conventional staging in routine practice. 

 

Keywords: Lung Cancer, mediastinal fat, 

subcutaneous fat Disclosures: No conflicts of 
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8.01 Acceptability of point-of-care testing in 

children presenting with acute preschool 

wheeze enrolled in the PRECISE study (35) 

Dr Hannah Norman-bruce1, Dr Shaun 

O'Hagan1, Dr Tom Waterfield1, Dr Helen 

Groves1 
1Queen's University Belfast 

 

Background: Experts and families agree on the 

urgent need to identify phenotypes within 

preschool wheeze (PW). This would enable more 

effective personalised care and improve 

corticosteroid stewardship.(Makrinioti et al, ERJ 

2024, Heath et al, Arch, Disease in 

Childhood 2025).  Current management 

strategies for acute PW are controversial. 

Specifically, evidence-based guidance of which 

children should receive oral corticosteroids 

(OCS) is lacking. ERS has recently highlighted 

the need for tools to identify treatable traits of 

PW, including markers of type-2 immunity and 

airway infection. Blood eosinophils are feasible 

and useful in outpatient asthma clinic. Viral 

aetiology may also have a role in determining 

OCS response. However, neither test has been 

utilised to guide acute management of preschool 

wheeze in the A&E settings or prospective trial 

design.  

 

Method: PRECISE is a single centre randomised 

feasibility study currently open to recruitment in 

Belfast. [NCT06580600]  

Children aged 24-60 months with mild-moderate 

wheeze are randomised to receive OCS or not, 

based on point-of-care (POC) RSV testing. A 

blood eosinophil test is also using a finger prick 

sample.  The primary study outcomes are to 

evaluate acceptability of POC nasal swabs for 

viral testing and a finger-prick test for blood 

eosinophils. The aim is to assess feasibility and 

acceptability of study design for future definitive 

trial.  

 

Acceptability is assessed using mixed methods 

through questionnaires and parent interviews, 

both of which are mapped to Theory of 

Acceptability framework for triangulation 

(Sekhon et al, 2022) 

 

 

Preliminary findings: (30 participants enrolled 

at time of writing) 

Survey results indicated high acceptability of 

both nasal swab and finger prick testing among 

participants, with 82% agreeing or strongly 

agreeing they were acceptable. When excluding 

parents who declined the eosinophil test, post test 

acceptability rose to 91%. Most parents (72%) 

considered Nasal Swabs a fair procedure and 

94% reported understanding its purpose. 

Interview data revealed a balanced consideration 

of short-term distress versus the perceived value 

of additional clinical information. Familiarity 

with swabs, particularly from the pandemic, 

reduced apprehension and informed decision-

making. Conversely, while 91% of parents 

reported understanding the finger prick tests, 

interviews suggested uncertainty about its 

clinical role. Initial anxiety often gave way to 

greater acceptance post-procedure, especially 

after observing children’s tolerance. Compared to 

venepuncture, finger prick testing was perceived 

as a more acceptable method of obtaining 

eosinophil data. The nasal swab was more 

universally understood; however, preferences 

varied. Some parents perceived finger pricks as 

less distressing, while others preferred swabs. 

Across both methods, parents acknowledged that 

medical interventions can be distressing for 

toddlers, such as nebulisers, and monitoring. The 

overarching priority was to minimise distress 

while maximising clinical benefit. 

 

Conclusions: Interim findings from the 

PRECISE study indicate that both finger prick 

eosinophil testing and nasal swab viral testing are 

acceptable to families in A&E. Parens are keen 

for additional diagnostics in A&E. These tests 

have potential to phenotype children according to 
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Th-2 biology or viral aetiology, but further 

research is needed to establish their role in 

delivering personalised care for children 

presenting with preschool wheeze in the future. 

 

8.02 Oral corticosteroid exposure in children 

under two years of age from primary care 

settings  in Northern Ireland (34) 

Dr Hannah Norman-bruce1, Dr Charlene 

Redmond1, Dr Dara O'Donoghue1, Dr Helen 

Groves1 
1Queen's University Belfast 

 

Background: Oral corticosteroids (OCS) are 

prescribed for infants with acute respiratory 

illnesses, primarily croup and viral-induced 

wheeze. OCS use is indicated for croup, but there 

is ambiguity regarding efficacy in wheezing 

disorders in this age group. The impact of early 

life infections and antibiotics is increasingly 

understood; however, the effect of OCS 

prescriptions in early years remains unclear. 

Understanding the scale of the issue is necessary 

to assess OCS impact. 

 

Aim: To characterise OCS exposure in children 

under two years of age across primary care in 

Northern Ireland (NI), identify associated risk 

factors, including COVID-19’s impact, and 

explore indications for community OCS 

prescriptions. 

 

Methods: This retrospective cohort study used 

anonymised data from the NI Business Services 

Organisation Honest Broker Service (HBS) 

Regional Data Warehouse. All NI children born 

between 2013–2020 identified in the NI 

Maternity System (NIMATS) data base were 

cross-referenced with the GP Patient 

Registrations Index. Descriptive statistics, 

univariate analysis and multivariate models 

analysed OCS exposure before age two. Kaplan-

Meier statistics assessed time to first exposure. 

Co-dispensing of short-acting beta 2-agonists 

(SABA) served as a marker for wheezing-related 

OCS use. 

 

Results: 176,138 children were analysed. 8.8% 

received at least one OCS prescription by age 

two. Prescribing peaked in the 2016 cohort, 

declining during 2019–2020. Risk factors 

included male sex, rural residence, preterm birth, 

low birthweight, exclusive bottle-feeding, and 

maternal asthma or eczema. Fewer than a quarter 

of OCS prescriptions were dispensed with 

SABA. 

 

Conclusions: 1 in 11 children received OCS in 

the community by age two. Early-life OCS 

exposure is shaped by demographic and 

environmental factors, with time-based variation. 

This exposure is higher than expected but likely 

an underestimation. Further research is essential 

to evaluate long-term outcomes and inform OCS 

stewardship in early childhood. 

 

Funding: This was a planned sub-analysis of the 

INHLAER study which is funded by the Northern 

Ireland Chest Heart and Stroke Charity (103593).  

8.03 A Comparison of Microbiological Yield of 

Paired Cough Swab and Induced-Sputum 

Samples in a Single-Centre Cystic Fibrosis 

Paediatric Cohort (207) 

Dr David Sheridan1, Dr Mary Herzig1 
1Department of Paediatrics, Galway University 

Hospital 

 

Background: Accurate microbiological 

surveillance is essential in managing paediatric 

cystic fibrosis (CF) to guide targeted 

antimicrobial therapy. Cough swabs are 

frequently utilized sampling methods; however, 

their relative diagnostic yield in this population 

requires further evaluation especially with the 

advent of CF modulator therapies.  Induced 

sputum may be required to accurately screen for 

respiratory CF pathogens. 

 

Methods: The aim of this review was to compare 

the microbiological yield of standard cough swab 

versus paired induced sputum in paediatric CF 

patients attending Galway University Hospital 

between June 2024-May 2025. A total of 29 

paediatric CF patients provided paired respiratory 
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samples, comprising 57 induced sputum and 57 

cough swabs. Samples were cultured for 

respiratory pathogens using standard 

microbiological techniques. Positivity rates and 

concordance between paired samples were 

analysed. 

 

Results: A total of 57 cough swab samples were 

collected, of which 8 (14.0%) returned positive 

results and 49 (86.0%) were negative. Similarly, 

57 induced sputum samples were obtained, 

yielding 22 positive results (38.6%) and 35 

negative results (61.4%). These figures indicate a 

higher positivity rate overall with induced sputum 

compared to cough swabs. In 16 instances, 

induced sputum samples were positive despite 

negative paired cough swabs. By comparison, 2 

cough swabs were positive with negative paired 

induced sputum.  

 

Conclusions: Induced sputum sampling exhibits 

superior sensitivity in pathogen detection 

compared to cough swabs in paediatric CF 

patients in our population. These findings support 

the preferential use of induced sputum for 

microbiological surveillance to optimize 

infection management in this cohort. 

 

Keywords: Cystic Fibrosis, antimicrobial 

stewardship, induced sputum Disclosures: No 

relevant disclosures to declare. 

 

8.04 The impact of E-cigarettes during 

pregnancy on Childhood Health Outcomes 

(ECHO): Neonatal Body Composition (91) 

Dr Marah Shaikh Yousef1,2,3, Dr Eibhlín F. 

Healy1,3, Prof Anne Doolan3,4, Prof Michelle 

Downes4, Prof Carmen Regan1,3, Prof Des W. 

Cox4,5 
1Royal College of Surgeons in Ireland (RCSI), 
2VHI Paediatrics , 3The Coombe Hospital , 
4School of Medicine, University College Dublin, 
5Children’s Health Ireland 

 

Background: Vaping or e-cigarette use has 

increased substantially over the years. Vaping 

viewed as a less harmful alternative to cigarette 

smoking and their use by women during 

pregnancy has increased in recent years. There is 

currently a paucity of data on the impact of 

vaping during pregnancy on neonatal outcomes. 

The aim of  this study is to examine the impact of 

antenatal exposure to vaping during pregnancy on 

birth weight and neonatal body composition.  

 

Methods: The ECHO study is a multicentre, 

prospective observational study across three 

tertiary maternity hospitals. Pregnant women 

who identified as tobacco smokers or vapers in 

addition to a control group were invited to 

participate at the time of their booking visit. At 

birth, a subgroup of participants’ neonates on one 

site had  body composition measurements using 

air displacement plethysmography performed. 

Birth clinical data, neonatal anthropometric 

measurements and body composition of the 

babies of vapers were compared with those of 

tobacco smokers and controls. 

 

Results: Seventy-seven patients were recruited; 

51 % (n=38/77) were female; the mean 

gestational age was 38 weeks (± 1.25). Of the 

mothers recruited, 32% were vapers (n=25/77), 

and 22% were smokers (n=17/77) and 

45%(n=35/77) were controls. The mean birth 

weight was significantly lower in neonates of 

smokers (3.10 kg ± 0.47) compared to controls 

(3.51kg ± 0.002) and vapers (3.49kg  ± 0.58 = 

p=0.02). Head circumference was significantly 

lower in neonates of smokers (34.3 cm ± 1.16 

p=0.02) compared to controls  (35.1 cm ±1.12). 

Fat-free mass was lower in smokers (2.6 kg  ± 

0.34) relative to vapers (2.93 kg  ± 0.43, p=0.02) 

and controls, but there was no statistically 

significant difference in fat mass (p=0.19) or 

percentage fat mass (p=0.44). The mean 

percentage fat mass was higher in females across 

the three groups. 

 

Conclusion: This is the first study to report on 

the relationship between vaping during 

pregnancy and neonatal body composition. Our 

results are similar to previous publications 

relating to the finding of lower birth weight in 

neonates born to smokers. We identified that 
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smoking during pregnancy results in lower fat-

free mass in neonates in comparison to vapers.  

 

8.05 Does Access to Money from Parents 

Predict Smoking and E-Cigarette Use Among 

Teenagers? (237) 

 

Prof Joan Hanafin, Ms Salome Sunday1, Prof 

Luke Clancy1 
1TobaccoFree Research Institute Ireland (TFRI) 

 

Background: Globally, the burden of death and 

disability caused by tobacco use continues to fall 

disproportionately on people experiencing 

poverty, accounting for a significant proportion 

of socioeconomic health disparities in many 

countries¹. Within families, there are established 

associations between smoking and e-cigarette use 

by teenagers and their parents’ smoking status². 

In this study, we examine whether teenage 

smoking and e-cigarette use are associated with 

access to money via familial financial capital3, 

measured by reported familial wealth, ease of 

borrowing money from parents, and ease of 

receiving money as a gift from parents. 

 

Methodology: We use data from the European 

School Survey Project on Alcohol and Other 

Drugs (ESPAD) Ireland 2024, collected from a 

nationally representative stratified random 

sample of n = 1,887 15–16-year-olds (born in 

2008). Respondents were asked if they had ever 

smoked or used e-cigarettes ("ever use") and, if 

yes, whether they had done so in the previous 30 

days ("current use"). 

Reported relative wealth was measured by 

respondents’ answers to the question: “How well 

off is your family compared to other families in 

your country?” with seven response categories 

(“very much better off” to “very much less well 

off”). 

Access to familial financial resources was 

measured by responses to: “How often do the 

following statements apply to you? I can easily 

borrow money/get money as a gift from my 

mother and/or father”, with five response 

categories (“almost always” to “almost never”). 

Analyses were carried out using SPSS v27. 

 

Results: Regarding relative wealth, 70.9% of 

respondents reported that their family was “about 

the same” (37.8%) or “better off” (33.1%) than 

others. However, the minority who reported that 

their families were “less well off” (5.8%), “much 

less well off” (1.2%), or “very much less well off” 

(1.2%) were significantly more likely to be both 

ever and current smokers, as well as ever and 

current e-cigarette users. 

Anomalously, those who reported being the most 

well off were also significantly more likely to be 

smokers and e-cigarette users. 

The majority of respondents said they could 

“almost always” or “often” get money from their 

parents either as a gift (57.1%) or through 

borrowing (63.4%). However, those who 

reported that they could “seldom” or “almost 

never” borrow or receive money were 

significantly more likely to be ever and current 

smokers and e-cigarette users. 

 

Conclusion: Overall, we find that access to 

familial financial resources is negatively 

associated with both smoking and e-cigarette use, 

with higher prevalence among teenagers who 

report that their families are poorer. Additionally, 

we observe higher prevalence among those who 

report being less able to borrow money or receive 

financial gifts from their parents. These findings 

provide further evidence² that, rather than 

financial access alone, the concept of habitus3 - 

an individual’s dispositions, beliefs, values, and 

habits, ingrained or inculcated by life experience, 

including within the family - can help to explain 

how teenagers in poorer families become subject 

to intergenerational cycles of health and 

economic inequalities as a result of tobacco use. 

Tobacco control policies and smoking cessation 

programmes should take this into account. 
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8.06 Associations between School Truancy and 

Substance Use: Smoking, E-Cigarettes, and 

Cannabis (238) 

Prof Joan Hanafin1, Ms Salome Sunday1, Prof 

Luke Clancy1 
1TFRI 

 

Background: Truancy - chronic unexcused 

school absenteeism - has been studied for over a 

century. It is known to disproportionately affect 

vulnerable student groups, and is associated with 

educational, health and social harm, and with 

negative health behaviours1. Limited research 

exists on associations with smoking2 3, e-

cigarette4 5, and cannabis use6. In this study, we 

examine associations between truancy and ever 

and current smoking, e-cigarette, and cannabis 

use in teenagers in Ireland. 

 

Methodology: We use data from the European 

School Survey Project on Alcohol and Other 

Drugs (ESPAD) Ireland 2024, collected from a 

nationally representative stratified random 

sample of n=1,887 15-16 year olds (born in 

2008). Respondents were asked if they had ever 

smoked/used e-cigarettes/cannabis (ever use) and 

if yes, whether they had done so in the previous 

30 days (current use). Truancy was measured by 

whether respondents answered “yes” to the 

question “During the LAST 30 DAYS on how 

many days have you missed one or more 

lessons?” “Because you skipped or ‘cut’” (6 

response categories, never to 7 days or more). 

Missing school for illness or other reasons was 

measured separately. Analyses were carried out 

using SPSS v27. 

 

Results: Almost one in five (17.9%, n=336) 

respondents reported truancy in the previous 30 

days and 2.5% (n=50) on 5 or more days. In the 

sample, prevalence of ever-smoking was 23.7% 

(n=446), current smoking 9% (n=169), ever e-

cigarette use 32% (n=601), current e-cigarette use 

17% (n=318), ever cannabis use 11.8% (n=222), 

and current cannabis use 4.9% (n=92). Truancy 

was significantly associated with ever and current 

smoking, e-cigarette and cannabis use. Missing 

more days was associated with higher use of all 

substances. Those who reported the highest 

truancy (7 days or more) reported prevalence of 

ever-smoking 62.1%, current smoking 44.8%, 

ever e-cigarette use 62.1%, current e-cigarette use 

51.7%, ever cannabis use 51.7%, and current 

cannabis use 21.4%. 

 

Conclusion: Truancy is a widespread problem in 

schools and has well-known risks for adolescents. 

We report significantly higher smoking, e-

cigarette and cannabis use associated with 

truancy, and we observe greater substance use 

intensity associated with more frequent truancy. 

We recommend specialist interventions for this 

vulnerable group.  

 

 

References: 

 

1. Kearney, C. A., Benoit, L., Gonzálvez, 

C., & Keppens, G. (2022, November). School 

attendance and school absenteeism: A primer for 

the past, present, and theory of change for the 

future. In Frontiers in Education (Vol. 7, p. 

1044608). Frontiers Media SA. 

 

2. Perelman, J., Leão, T., & Kunst, A. E. 

(2019). Smoking and school absenteeism among 

15-to 16-year-old adolescents: a cross-section 

analysis on 36 European countries. European 

Journal of Public Health, 29(4), 778-784. 

 

3. Sunday, S., Hanafin, J., & Clancy, L. 

(2021). Increased smoking and e-cigarette use 

among Irish teenagers: A new threat to Tobacco 

Free Ireland 2025. ERJ Open Research, 7(4), 

00438-2021. 

 



 

  

 Irish Thoracic Society Annual Meeting 2025 

 

172 

4. Van Minh, H., Long, K. Q., Van Vuong, 

D., Hung, N. M., Park, K., Takeuchi, M., ... & 

Hanh, T. T. T. (2022). Tobacco and electronic 

cigarette smoking among in-school adolescents 

in Vietnam between 2013 and 2019: prevalence 

and associated factors. Global Health Action, 

15(1), 2114616. 

 

5. Hanafin, J., Sunday, S. & Clancy, L 

(2023). E-cigarettes and smoking in Irish teens: a 

logistic regression analysis of current (past 30-

day) use of e-cigarettes. J Public Health (Berl.) 

31, 955–966. https://doi.org/10.1007/s10389-

021-01610-1 

 

6. Gakh, M., Coughenour, C., Assoumou, 

B. O., & Vanderstelt, M. (2019). The 

Relationship between School Absenteeism and 

Substance Use: An Integrative Literature Review. 

Substance Use & Misuse, 55(3), 491–502. 

https://doi.org/10.1080/10826084.2019.1686021 

 

 

8.07 Scoping review examines the implications 

of short-acting beta-agonist (SABA) overuse in 

paediatric asthma management (120) 

Deborah Yong1, Professor Biju Thomas2,3, 

Professor Basil Elnazir1,4 
1Trinity College Dublin, 2KK Women’s and 

Children’s Hospital, 3Duke-NUS Medical 

School, 4Children’s Health Ireland (CHI) 

Tallaght 

 

Background: This scoping review examines the 

implications of short-acting beta-agonist (SABA) 

overuse in paediatric asthma management and 

evaluates strategies to reduce reliance on SABAs 

while promoting guideline-directed care. 

Drawing from a wide range of global guidelines, 

the review explores the prevalence of SABA 

overprescription in discharge/weaning plans after 

an acute asthma exacerbation. The association of 

SABA overprescription with increased asthma 

exacerbations, hospitalisations, and mortality is 

explored.  

Methods: A scoping review of 

national/institutional clinical guidelines from the 

middle to high-income countries, such as the 

United States of America, the United Kingdom, 

Australia, Canada, and Singapore, was 

performed. Key data points extracted from each 

guideline included whether a SABA weaning 

plan was recommended, initial dosage and 

frequency, duration of therapy, and any warnings 

or instructions to carers. Quantitative synthesis 

involved descriptive statistics summarising the 

prevalence and variability of recommendations 

across countries.  

 

Results: The findings highlight a persistent gap 

between clinical practice and evidence-based 

recommendations. No randomised controlled 

trials (RCTs) or systematic reviews were found 

on the benefits and risks of SABA 

discharge/weaning plans following acute asthma 

exacerbations in paediatric populations, 

indicating a lack of evidence-based 

recommendations.  

 

Conclusions: Ultimately, this review highlights 

the critical need for RCTs and systematic reviews 

on the benefits and risks of SABA 

discharge/weaning plans following an acute 

asthma exacerbation in paediatrics. With better 

patient asthma education, access to inhaled 

corticosteroids (ICS), and evidence-based 

hospital guidelines, SABA overuse can be curbed 

and long-term asthma outcomes for children 

enhanced. 
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