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clinicalmedicine@rcplondon.ac.uk

Surgical approaches for lung volume reduction in 
emphysema

Editor – We read the article on lung volume reduction surgery 
(LVRS) by SJ Clark et al (Clin Med April 2014 pp 122–7) with 
great interest.

The data reported – relatively small numbers of patients 
carefully selected and treated over a 12-year period within a 
highly developed multidisciplinary service for patients with 
chronic obstructive pulmonary disease (COPD) – may not be 
representative of the surgical mortality and complication rates 
achievable if all of the 16,000 individuals that are potentially 
eligible for LVRS undergo this procedure across the UK. 
However, the data is compelling and does serve to highlight the 
safety, availability and surprisingly poor uptake for a procedure 
targeted at a group of patients where, until relatively recently, 
interventions carrying a survival benefi t have been lacking.

The question as to why so few people are undergoing LVRS 
is a critical one. The authors hypothesise that perceived 
concerns regarding surgical mortality and morbidity may be 
contributing to low LVRS rates, and their study looks to address 
this hypothesis. We feel that although British Thoracic Society 
guidelines recommend confi rmation of bullous lung disease 
in primary care followed by referral to thoracic surgical units,1 
there seems to be a lack of awareness of LVRS among clinicians 
working in the community where these patients are increasingly 
being managed. Additionally, the long-recognised therapeutic 
nihilism among clinicians treating patients with COPD, and 
COPD patients themselves, may be a bigger factor.

A recently conducted UK-wide study on the prevalence of COPD 
based on the new Global Initiative for Chronic Obstructive Lung 
Disease (GOLD)  guidelines,2 with their focus on symptoms 
in combination with lung function rather than lung function 
alone, may help to identify a different patient population for 
more extensive investigation. This could potentially improve the 
number of patients referred for consideration of LVRS and related 
surgical and bronchsocopic procedures, but until attitudes and 
awareness of available treatments for patients with COPD change, 
the number of patients treated with LVRS are likely to remain 
depressingly low. ■
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Recovery after critical illness; when, how and who 
should be involved? 

Editor – The potential for physical and psychological illness 
following a stay in the intensive care unit (ITU) are well 
known. National Institute of Health and Care Excellence 
(NICE) guidelines for recovery following critical illness 
suggest a rehabilitation pathway to identify and appropriately 
treat patients following discharge from ITU. Rehabilitation 
should start ‘as soon as clinically possible’.1 However, we can’t 
help but ask: when, how and who should be involved in the 
rehabilitation pathway?

When?

Perhaps when a patient is identifi ed as a ‘survivor’? Or should it 
be as soon as the patient can mobilise? Physical rehabilitation 
is usually initiated when a patient is deemed ‘stable’, but 
what does this actually mean and how can we overcome this 
subjective hurdle?

How?

How should we wake patients with a reduced conscious level? 
Comfortably, with background analgesia? Slowly, allowing 
time to become familiar with their surroundings? Once 
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conscious, how should information be given? Should a ‘patient 
discharge summary’ be part of common practice to aid 
patients make sense of their experience?2

Who should be involved?

The multidisciplinary team undoubtedly plays an important 
role in, and following discharge from, ITU. Without 
standardised care pathways and with limited resources, 
how well are staff coping? Should family have a role in the 
rehabilitation pathway? We feel that family involvement in a 
patient’s recovery is often invaluable.

To conclude, recovery from critical illness and an ITU admission 
is one with many subjective and unclear elements. We suspect 
with a wide range of clinical practice and without standardised 
approaches patients may be at risk of further complications. 
Therefore we urge a need for further data on how, when and who 
should be involved in the recovery from critical illness. ■
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Conscientious care for the unconscious patient

Editor – Prof Derick Wade has eloquently summarised a 
complex issue in ‘Conscientious care for the unconscious 
patient: new guidance from the Royal College of Physicians’ 
(Clin Med June 2014 pp 290–1). It has been mentioned that 
national specialist commissioning should fund all active 
healthcare while someone is in a vegetative or minimally 
conscious state. The bed availability at a tertiary neurological 
rehabilitation unit can be variable and the study of the 
utilisation of these beds has received little attention.

We conducted a study with the aim to establish the frequency 
of and reasons for the inappropriately delayed discharges 
(IDD) from a regional specialist neurological rehabilitation 
unit. 51 out of 67 patients admitted to the unit were included 
in this study. Only 19 (37.3%) of them were discharged from 
hospital on time. The discharge of 32 (62.7%) patients was 
delayed and the delay was inappropriate in 18 (56.2%) of the 
32 cases. Delays in social service provision was the main reason 
for IDD. This occurred despite the fact that the discharge 
process was started early and was supported by discharge 
coordinators. Although other factors may contribute to IDD, 
addressing the delays of social service provision would be 
important in reducing IDD.

The new Royal College of Physicians’ Prolonged disorders 
of consciousness: national clinical guidelines recommend that 
continuing healthcare funding should be responsible for all 
long-term care costs. If these guidelines are followed through 
we could reduce IDD, thus leading to enhanced availability of 
beds at tertiary neurological rehabilitation units. ■
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