CHESHIRE AND MERSEYSIDE STRATEGIC HEALTH AUTHORITY

COPD TOOLKIT FOR PRIMARY AND COMMUNITY CARE

INTRODUCTION

Respiratory disease is the largest cause of morbidity in the UK.  Only 5 countries in Europe have death rates higher than the UK, with Ireland being the only ‘western’ European country to do so. An estimated £2.6billion and 2.6million bed days are spent on treating respiratory patients every year.

Chronic obstructive pulmonary disease (COPD) is characterized by airflow obstruction.  The obstruction is normally progressive, not fully reversible and does not change markedly over several months. The disease is predominantly caused by smoking.

There is no single characteristic test for COPD.  Making a diagnosis relies on clinical judgment based on a combination of history, physical examination and confirmation of the presence of airflow obstruction using spirometry.

It is estimated that up to half of the people suffering from COPD have not been diagnosed and many of those who have not had spirometry performed to confirm the presence of airflow obstruction or its severity.

National Picture

Nearly 900,000 people in England and Wales have been diagnosed with COPD and half as many again are thought to be living with undiagnosed COPD.  Most patients are not diagnosed until they are in their fifties.  For example, a postal study in Manchester of patients aged 45 and over suggested prevalence of non-reversible COPD in 11%,half of whom had not been previously diagnosed.  Prevalence increases with age and there are significant geographic variations in prevalence in this Country.  Prevalence rates appear to be increasing rapidly in women but have reached a plateau in men.  

In 1999, there were approximately 30,000 deaths recorded from COPD, representing 5.1% of all deaths.  A strong socio-economic bias can be detected in deaths from COPD with those in lower groups having the highest mortality.

Morbidity from COPD is high.  Patients need frequent primary and secondary care input.  Currently it is estimated nationally that 1 in 8 emergency admissions may be due to COPD.  The mean length of stay for these patients during 2001-2 was 9.1 days.  COPD admissions also show some seasonality and are more common in the winter months.

It is estimated that consultation rates in General Practice are at least twice as high as those for angina.

COPD has a huge economic impact for the NHS.  The total annual cost is currently estimated to be £491,652,000 of direct costs and £982,000,000 if indirect costs are included.

Nationally the annual cost per patient is broken down as being £819.42 of which 54.3% is for hospital care, 18.6% for treatment, 16.4% for GP and specialist visits, 5.7% for A&E and other unscheduled contacts and 5% for laboratory tests.  In addition, it has been estimated that 21.9 million working days were lost in 1994-5 due to COPD.  

In 2004, NICE published comprehensive guidelines on diagnosis and treatment of COPD.  Extracts from the NICE working draft prepared by National Collaborating Centre for Chronic Conditions
 have been used extensively in this document to guide the establishment of good practice across Cheshire and Merseyside.  It is strongly recommended that for more in depth clinical guidance, this document is used in connection with the NICE Guidance.  The NICE working group looked at the cost effectiveness of opportunistic case finding in primary care using spirometry linked to smoking cessation therapy.  Results of a model used to test this have shown that it is relatively cost effective.  

Cheshire and Merseyside 

At a Cheshire and Merseyside Chief Executive’s meeting in 2003, Chronic Disease Management was identified as a paramount area for improvement with a first priority to look at COPD. 

At a local level, analysis has shown that for the period 2001/02, 5705 admissions resulted in a average length of stay of 5.5 days for patients coded with COPD related conditions.  Particularly high prevalence of the disease is found in Liverpool.

Local data from Aintree suggests that the Trust has between 1500 and 2000 admissions per annum and the average bed stay is between 8 and 9 days.  The re-admission rate is about 30% and mortality about 15%.  Currently they are seeing more women than men.

Wirral had 2,735 emergency admissions for COPD in 2000-01 resulting in a total of 18,453 bed days at a cost of £4,465,626.  The Older People’s Collaborative project found that there were unnecessary hospital admissions due to a lack of understanding of what intermediate and home care could be provided.  

The COPD Team in North Cheshire was set up three years ago with Winter Pressure Funding for three months but proved so successful when audited that it was funded substantively.  They managed to reduce inpatient stay from 10 days to 7 days and have reduced it further since.  A patient satisfaction survey undertaken following the three-month trial was very encouraging.

A local working group has assessed that patients are being diagnosed too late: often ¾ of lung function has been lost by the time they are seen by a consultant.  There is a need to raise awareness in primary care so that diagnosis is made earlier and more accurately.  Practices need COPD registers, a referral policy for smoking cessation, programmes of managed care including being able to offer training to patients on use of inhalers.  Patients should be able to access rehabilitation.  Establishing a network of GPs with a special interest in COPD would be useful.

The same group working together with a team at the SHA also itemised 27 interventions that would need to be addressed in order to provide a comprehensive managed COPD service in primary and community care settings aimed at supporting patients, relieving symptoms to the maximum possible, reducing the severity of episodes and reducing hospital admissions.

Annex A lists these interventions and gives a guide to some identified work across Cheshire and Merseyside to redesign and improve services in some of those areas.
Overall models of care

Care of the elderly and chronically ill consume major amounts of the NHS budget. 

Failure to provide and manage quality and timely care within primary care are large contributors to the pressures on hospitals, particularly through emergency admissions.  Thus, having a knock on effect on access and quality for all patients.  

We need to effect substantial change quickly and it has to be sustainable.  Human and financial resources are limited and must compete against the pressures to achieve hospital based national targets and priorities.  However, without this move upstream to provide more and better care in primary care, hospital access improvement, particularly in the face of an aging population, will not be sustainable nor will we improve care for the patient. 

To begin to focus on primary care issues, three areas are critical:

· Viewing the whole system from a patient’s point of view and identifying gaps and overlaps in the care pathway

· Providing care in the most appropriate local settings that maximise all resources and meet the needs of the patients

· Relying predominantly on the re-allocation of resources (financial and human) rather than new.  

The interventions needed to start to improve care and maximise resources include:

· Identifying the diagnosed and at risk populations (Registers)

· Empowering and motivating the patient to understand and manage their own health

· Broadening the skills of the whole primary care team:   larger and wider skill based primary care teams with a range of specialists including GPsi/NPsi and the establishment of MDTs

· Use of systematic tools and processes 

· Strong links between primary and community care allowing planned care 

All of this means moves away from being reactive to being pro-active and from working as individuals referring patients from one to the other to working as teams. For the introduction of managed and systematic care, many primary care teams will need improved IM&T systems and broader access to them by members of wider primary care teams.  

In order for the primary care team to manage patient care, it will also need to have improved links to hospital and social services in order that it has up to date information on the patient’s condition and whereabouts:- planned and appropriate discharge, interventions carried out in other settings, appropriate prescribing.  

Evaluation should also be built into primary care reorganisation that will allow primary care teams to benchmark themselves and measure their performance against agreed standards.  

The Modernisation Agency and the National Primary Care Development Team have a number of projects that seek to improve the management of chronic disease
.  CHD Collaboratives for example have already achieved many successes in improving patient pathways and getting more people into care more rapidly.  Many of the National Primary Care Development Team pilot projects are based on managed care approaches based on the work of US health management organisations such as Kaiser Permanente and the United Health Group.  Called the Smart Care Programme, its aims are to allow participants to understand capacity and demand management, analyse flows and redesign systems to improve access and reduce delays thus providing patients and carers with more predictable, planned care. These pilots are delivering improvements by adopting systematic approaches.  The use of clinical pathways which describe approaches to care management allow care to be delivered by a wide range of professionals in a co-ordinated manner. 

Developing systematic care requires attention to the administrative, organisational and management systems as well as equipping clinicians with the management skills needed to create well organised systems of care.  Investment in appropriate IT is also essential in improving the management of chronic diseases.  Involving patients in delivering and developing their care is also extremely important in improving compliance and avoiding unnecessary calls on clinical time.  The complexity of many chronic conditions, including COPD, means that seamless services are essential thus better managed care is dependent on breaking down barriers between different sectors of care and a service that is defined by how patient’s use it and what is most appropriate.

‘Evercare’, a programme provided by the American United Healthcare Group aims to transform care pathways for the elderly where the predominant number of chronic disease sufferers are found.  An ‘Evercare’ project has been launched in Halton.  It is  working with the local healthcare system to: 

· identify high risk populations,

· extend the GP and nurse role,

· provide focussed training and mentoring for primary care, 

· introduce the use of systematic tools and processes,

· pro-actively manage high risk case-load,

· facilitate fast-track care in the community and at hospital

· evaluate outcomes.

It is hoped that the proven good practice outcomes will be widely adopted across Cheshire and Merseyside.

Specific Interventions and Issues for COPD

1.  Smoking cessation 

Smoking is the major cause of COPD and getting people to stop smoking is the main way to reduce incidence and an important component of managing the condition and reducing the frequency and severity of exacerbations.  The BTS Gold Guidelines recommend that all smokers over 40 are screened for COPD.  This would detect cases much earlier and if these patients were then referred to smoking cessation services and quit, they would in many instances be able to arrest the disease.   In any case early diagnosis in primary care and support to quit smoking will improve life expectancy and reduce hospital admissions.

The shortly to be published NICE Guidance on COPD is likely to recommend that:

· An up to date smoking history should be documented for everyone with COPD

· All patients still smoking, regardless of age, should be encouraged to stop and offered help to do so at every opportunity

· Unless contraindicated, pharmacotherapy combined with an appropriate support programme should be used to optimise the quit rates for people with COPD.

Local examples of interventions aimed specifically at smoking cessation:

Aintree a smoking cessation counsellor is employed who sees all patients within the Chest unit (in and out patients) who are interested in quitting smoking. She works to a protocol and has easy access to pharmacological agents including NRT and bupropion. The service has a 20% 1 year quit rate.
Warrington PCT has funded an advisor to work with patients and ward staff to deliver messages to patients in the hospital. The PCT is also piloting smoking cessation schemes with community pharmacists.

2.
Delivering COPD Primary Care

Nationally, it is estimated that up to half of the people suffering from COPD have not been diagnosed and many of those who have been told that they have COPD have not had spirometry performed to confirm the presence of airflow obstruction and assess its severity.

The following recommendations are taken from the preliminary draft of the NICE Guidance expected in 2004.

· A diagnosis of COPD should be considered in patients over the age of 35 who have a risk factor (generally smoking) and who present with exertional breathlessness, chronic cough, regular sputum production, frequent winter “bronchitis” or wheeze.

· The presence of airflow obstruction should be confirmed by performing spirometry.  All health professionals managing patients with COPD should have access to spirometry and they should be competent in the interpretation of the results.

· Long acting inhaled bronchodilators should be used to control symptoms and improve exercise capacity.  Inhaled corticosteroids should be added to long acting bronchodilators in patients with an FEV1≤ 50% predicted who have or had 2 or more exacerbations requiring treatment with antibiotics or oral cortisteroids in a 12 month period in order to decrease exacerbation frequency.

· Pulmonary rehabilitation should be made available to all appropriate patients with COPD managed in a primary or secondary care setting and must be accessible in terms of location, transport and waiting times.

· Patients with COPD should have access to members of a multi-disciplinary team that can assess, manage, advise, identify symptoms and monitor patients as well as providing education and training to the patients themselves.

2.1 Disease  diagnosis and treatment 

To implement the foregoing, it will be necessary for general practice to establish and maintain registers of diagnosed and high risk COPD patients and ensure that all relevant members of the team have access to records, education and training and equipment necessary to provide comprehensive and seamless care.

NICE is also likely to recommend that PCTs should consider using a patient-centred audit approach to investigate the totality of services and identify particular areas that could benefit from further development.

GPSIs and Nurse Specialists can play a vital role in treating respiratory conditions in two ways.  The first part of the role is operational – accepting referrals from colleagues and assessing patients with respiratory conditions that are difficult to manage (including COPD), assessing the patient and discharging them back to the primary care team or referring them on for further management.  At a more sophisticated level GPSIs and Nurse Specialists can examine referrals to their local respiratory physicians and filter out cases they can manage.  The second part of the role is strategic – to facilitate the development of integrated respiratory services to cater for local needs. 

Getting pharmacists involved in educating patients on the use of inhalers would be very helpful.

Clinics do not necessarily need to be consultant led.  GPSIs and specialist nurses can run a rehabilitation service.  There are precedents in the South West of GP led services.  Assessment can be undertaken by these specialists as an alternative to a consultant.

Local examples of diagnosis and treatment in primary care settings:

A Community spirometry outreach clinic run is run in Kirkby health suite by a technician from Aintree and is nurse led.  All Kirkby GP’s refer for spirometry to this location.  Patients are categorised into mild, moderate or severe stage of the disease process and this informs the general practice disease register.  Severe patients directly referred to Consultant Chest Physician Aintree.
One Wirral PCT runs a specialist COPD service but only 9 to 5, leaving patients without any access to support other than A&E outside of these hours.  The Wirral OPS Collaborative project working with the COPD team, the Rapid Response Team and primary care across Wirral has developed a care pathway, improved understanding, referrals and communications between services and reduced substantially hospital referrals and admissions.   It has identified a need to merge specialist COPD services and the Rapid Response team in order to provide 24:7 cover for patients.

Six community COPD nurses are employed by Knowsley PCT with a service level agreement with St Helens PCT to help to reduce re-admissions to hospital of people with exacerbations of COPD and contribute to improved patient and health professional education across the PCT.

Funding has just been identified by Warrington PCT to employ two Community Respiratory Nurses, who will work solely in the community to manage Chronic Respiratory Disease alongside the GPs, Practice and District Nurses.  It is hoped that part of their role will be in the palliative care area.

About 1,000 patients attend chest pain clinic at Aintree of which between 25 and 30% will have COPD.  Community clinics for screening and treatment would work best and could need to include GPsi, specialist nurse, pharmacist, technician and smoking cessation adviser and have the possibility to refer to pulmonary rehabilitation.
2.2
Inhaled Therapies

Long acting bronchodilators have been the treatment of choice for patients who remain symptomatic despite using short acting drugs.  Patients with more severe airflow obstruction who are on these drugs and getting frequent exacerbations will also benefit from adding an inhaled corticosteroid.  The effectiveness of the bronchodilators and the decision to continue prescribing should be based on individual patient’s clinical response (for example in terms of changes in breathlessness or increased exercise capacity) rather than exclusively on changes in spirometry which can underestimate the benefits.

2.2 Pulmonary Rehabilitation

Pulmonary Rehabilitation is a multidisciplinary programme of care for patients with chronic respiratory impairment that should be individually tailored and designed to optimise physical and social performance and autonomy.

The effects of pulmonary rehabilitation on exercise capacity, dyspnoea and health related quality of life have been well demonstrated and, although there has been no direct comparison, it was the view of the NICE working group that the magnitude of these effects is significantly greater than the effects of bronchodilator drugs.  

Pulmonary Rehabilitation has been widely available in North America and Europe but has been very limited in the UK despite the increasing body of evidence of its effectiveness.  

Evidence from the NICE working group is likely to lead to the following recommendations:

· Pulmonary rehabilitation should be made available to all appropriate patients with COPD managed in primary or secondary care

· It should be offered to all patients who consider themselves functionally disabled by COPD

· Programmes must meet clinical need in terms of access, location and availability

· Programmes should include multi-component, multi-disciplinary interventions that are tailored to individual patient needs.

Following pulmonary rehabilitation, it is important that patients continue to undertake a programme of exercise.

Local examples of pulmonary rehabilitation programmes:
On the Wirral, the pulmonary rehabilitation service was developed at Arrowe Park Hospital (APH) in 1995 and currently provides rehabilitation at APH site and at the Victoria Central Hospital in Wallasey. It is a physiotherapy led service supported by the multidisciplinary team. Unfortunately it is currently only available to patients with a General Practitioner in Birkenhead and Wallasey PCT but it is hoped to extend the service to all Wirral GPs

Example of rehabilitation in a neighbouring SHA:

In Penrith, Cumbria, a practice nurse was aware of numbers of respiratory patients who were not receiving rehabilitation because there was nothing available locally so embarked on the development of a community pulmonary rehabilitation service. The project offers rehabilitation in the local community hospital, which is also where the GP practice is sited. An audit in the practice identified the patients with severe COPD and they were invited for discussion, to assess their views. The quality of life improvement identified through the patient experience include:
· being in a group 

· improved coping mechanisms 

· confidence improved 

· more relaxed 

· improved walking and posture 

· clearer voice 

· activities at home less difficult 

The programme runs for eight weeks, with weekly sessions of exercises, time for mutual support, questions and advice and a visiting speaker to help with other aspects of life with the disease-such as diet, or Benefits and financial advice. Once the formal programme was completed the participants decided to continue meeting weekly, and organised themselves accordingly. The project began with the support of the GPs and was a collaboration between their practice nurse and the physiotherapist employed by the NHS Community Trust. The results of the programme so far indicate that it will successfully provide a quality service not previously accessible.

2.3 Multi-disciplinary Working

Patients with COPD should have access to members of a multi-disciplinary team that will ensure the following:

· patients are assessed

· patients are managed

· patients are advised on self-management strategies

· patients at high risk of exacerbations are identified and monitored and are offered support and interventions to avoid emergency admissions

· health professionals and patients are offered education.

Doctors, nurses and physiotherapists are essential members of the multidisciplinary team.  More severs cases may call for the inclusion of occupational therapists, dieticians, social workers and pharmacists.

Many of the activities of the multidisciplinary team may be undertaken in primary care  clinics as part of routine care but some may need referral to a specialist department such as physiotherapy.  Multidisciplinary working should be breaking down historic demarcations and many activities can be undertaken by individuals from different professional backgrounds.

2.4 Vaccination and anti-viral therapy

The Chief Medical Officer recommends pneumococcal vaccination and annual influenza vaccination for patients with chronic respiratory disease.

NICE Technology Appraisal Guidance No. 58 recommends that “within licensed recommendations zanamivir and oseltamivir are used for the treatment of at-risk adults who present with influenza like illness (ILI) and who can start therapy within 48 hours of the onset of the symptoms”.  However, zanamivir should be used with caution in people with COPD because of risk of bronchospasm.  If people with COPD are prescribed zanamivir they should be made aware of the risks and have a fast-acting bronchodilator available.

2.5 Respiratory Nurse Specialist

COPD specialist nurses exist in both primary and secondary care and their roles vary from place to place depending on local circumstances but there should be some common themes.

· Education of patients and their carers

· Support and education for other health professionals caring for COPD patients

· Coordination of care including needs assessment and onward referral to services such as dietician, social services etc.

· Assessing and monitoring stable COPD over time

· Psychological and emotional support for patients and their families

· Nurse prescribing

· Home Care provision

· Oxygen assessment

· Monitoring patients on home ventilation

· Hospital at home.

The NICE Working Group saw the role of the respiratory nurse consultant as evolving COPD nursing further not just in drug management but also in other therapeutic and supportive interventions.  

2.6 Physiotherapy  

Respiratory physiotherapy is a specialised area of care which has three main aims:

· helping to reduce the work of breathing associated with respiratory disease
· helping to restore maximal function
· helping to improve peripheral and respiratory muscle weakness.
NICE is likely to recommend that if patients have excessive sputum they be taught the use of PEP masks and active cycle of breathing technique.

2.7 Identifying and managing anxiety and depression

COPD leads to disabling and distressing symptoms. Patients often become socially isolated and have to give up activities that they enjoy.  These factors may lead to the development of anxiety and depression the symptoms and signs of which may be similar to those of COPD itself and therefore overlooked.   The presence of depression or anxiety may significantly worsen patients’ quality of life.  A concurrent depressive disorder may bring the patient into a vicious circle: the depressed mood reduces the patient’s ability to cope with the physical symptoms, which become less tolerable, and the psychosocial effects of the disease may be enforced by the depressed mood.

The NICE working group is likely to recommend that health care professionals in primary care should be alert to the presence of depression in patients with COPD and it presence be investigated by using a validated assessment tool.  Patients found to be depressed should be treated with conventional pharmacotherapy.  For anti-depressant treatment to be successful, it needs to be supplemented by spending time with the patient explaining why depression requires treatment alongside the physical disorder.

2.8 Nutritional factors

Many patients with COPD lose weight as a consequence of decreased food intake as a result of breathlessness, altered absorption as a result of hypoxia and increased resting energy expenditure as a result of the increased work of breathing.  Therefore BMI should be calculated in patients with COPD.  If the BMI is abnormal (high or low) or changing over time, the patient should be referred for dietetic advice.  If BMI is low, patients should be given nutritional supplements to increase their total calorific intake and they should be encouraged to take exercise to augment the effects of nutritional supplementation.

2.9 Palliative Care 

Palliative care is the active total care of patients and their families by a multi-professional team when the patient’s disease is no longer responsive to curative treatment.  It is similar, but distinct from terminal care.  Although traditionally linked to cancer, it is increasingly recognised that palliative care has a role for patients dying from non-cancer conditions including COPD.  

The management of severe COPD has a large palliative element and focuses on symptom control and optimising quality of life.

Palliative care promotes open communication between doctor and patient including access to information about diagnosis and prognosis where appropriate.   The prognosis for some patients with COPD can be very poor: a recent audit of 1400 patients admitted to hospital with an exacerbation of COPD showed that 14% had died within 3 months.  However, for most patients with COPD, the interval from diagnosis to death may be many years, so that choosing the right moment to discuss the prognosis of the disease and the patients’ views on issues such as ventilatory support or advance directives can be difficult.  

NICE is likely to recommend that opiates, benzodiazepines, tricyclic anti-depressants and major tranquillisers could be used in patients with end stage COPD unresponsive to other medical therapies.   Patients with end stage COPD should have access to the full range of services offered by multi-disciplinary palliative care teams, including admission to hospices.

2.10 Occupational Therapy

The prevalence of respiratory disability in moderate and severe COPD is high.   Despite the high morbidity from respiratory problems, the level of community support provided to COPD patients is low.  However, it is well recognised that disability level is a predictor of recurrent hospital admission for COPD.  Patients may benefit from occupational therapy and should, therefore, be assessed using a validated tool.  Furthermore patients disabled by COPD should be considered for referral for assessment by social services.  Social Services should provide advice on benefit entitlements and tax credits.

2.11 Self-management

Self-management plans for COPD have been designed to enable patients to respond appropriately to the first signs of an exacerbation and are not concerned with minor day to day variations in symptoms.  If used correctly they can lead to patients starting courses of antibiotics or oral steroids that they have been given to keep at home and may lead to reduced hospital admissions.  Self-management plans need to be structured in a way that takes into account the age and mental state of patients.

Plans should be aimed at self-management is to prevent exacerbations by lifestyle adaptation and allowing patients to acquire the skills to treat their exacerbation at an early stage.

3. Management of exacerbations and assessment of need for hospital treatment

Exacerbations, particularly those that result in admission to hospital, are significant events in the natural history of COPD.  They are distressing and disruptive for patients and account for significant proportion of the total costs related to COPD patients.

Most patients with an exacerbation of COPD could be managed at home but a few will need hospital treatment mainly to receive therapies not available within primary care.  The decision about referral to hospital involves an assessment of the severity of symptoms and the presence of co-morbidities, whether or not the patient is already receiving long-term oxygen therapy, the level of physical functioning, and the patient’s ability to cope at home.  

4. Rapid Assessment, Hospital at Home, and assisted discharge schemes

In the last few years there has been growing interest in developing these services. Rapid assessment aims to identify those patients that could be safely managed at home if provided with additional nursing and medical input rather than being admitted whilst early discharge schemes aim to facilitate the early discharge of patients admitted with an exacerbation.  Rapid assessment units generally involve a full assessment of the patient at the hospital by a multi-disciplinary team and discharge to the community with appropriate support that might incude additional equipment, nursing supervision from visiting respiratory nurses and increased social services input.  Patients remain under the care of the hospital consultant but GPs are made aware of the fact that they are receiving home care.  Early discharge schemes aim to identify patients in hospitals who could be discharged before they have fully recovered by providing increased support in their homes.

Health economics evidence presented to the NICE Working Group suggests that a hospital at home scheme could be more expensive than inpatient care whereas a supported discharge scheme may be cheaper than usual inpatient care.  

NICE  makes the following recommendations:

· Hospital at home and assisted discharge can be used to manage exacerbations of COPD that would otherwise require hospitalisation.

· Multi-professional teams are required to operate these schemes and should include allied health professionals with COPD experience and may include nurses, physiotherapists  and generic health workers.

· There is currently insufficient evidence to make firm recommendations about which patients are most suitable for hospital at home or early discharge.  Patient selection should depend on the resources available and absence of factors associated with a worse prognosis, e.g. Acidosis.

· Hospital at home and early discharge schemes can be used to provide effective “intermediate care” as recommended in the NSF for Older People (Standard 3: Intermediate Care).

· Where there is a need to reduce hospital bed occupancy, hospital at home and assisted discharge schemes can be recommended but it is acknowledged that it might not be cheaper for the NHS as these patients would need to use resources from primary care.

· Patient’s preferences regarding the service must be considered.

Local Examples

On the Wirral a redesigned service sees the merger of two existing services, i.e. the Rapid Response Team, whose current remit is to provide 24hours a day, 7 days a week hospital at home care and early supported discharge for a wide range of medical conditions regardless of PCT area, and the COPD Support Team who provide both acute and long term support to patients with COPD but only for Birkenhead and Wallasey PCT.

The new service will result in 

· a single point of referral for health professionals and patients

· equitable access to COPD support services regardless of PCT area

· a hospital based coordinator to identify those suitable for supported discharge

· effective use ofsources.n                      The new Medical Admissions Prevention Service (MAPS), which is a collaboration between primary and sec                               between secondary and primary care, will be responsible for this revised service.

Aintree and RLUBH have the ACTRITE nurse led service.  This service enables early discharge of people with COPD from hospital.  Offers full home support care package following guidelines and protocols. Whiston are to implement a similar system in the near future, funding has been secured for this service.

Warrington PCT is investing in 2 WTE nurse specialists for the community in order to prevent admissions and to aide early discharge for patients.  These posts will be audited for their effectiveness and will link and work closely with our hospital respiratory team and with Macmillan nurses around Palliative care.

5. Educational Packages

Specific educational packages should be developed for patients with COPD.  The packages should take account of the different needs of patients at different stages of their disease and could include:

· Disease education

· Symptom management

· Smoking Cessation

· Energy Conservation/pacing

· Nutritional advice

· Managing travel

· Benefits system and disabled parking badges

· Advance directives (living wills)

· Making a change plan

· Anxiety Management

· Goal setting and rewards

· Relaxation

· Identifying and changing beliefs about exercise and health related behaviours

· Loving relationships/sexuality

· Exacerbation management (including when to seek help, self-management and decision making and coping mechanisms.

· Home care support

· Managing Surgery

· The benefits of exercise

· Support Groups

Taking Forward COPD Service Improvement in Cheshire and Merseyside.

Below are a number of action recommendations on how re-design and improvement can be taken forward by not only individual primary care teams but clinicians and managers working together across the patch.
i. Baseline assessments have been carried out by each PCT to assess current levels of disease, access to services and what those services provide

ii. Practice audits are required to identify patients who would benefit from spirometry assessment to confirm diagnosis and plan managed care.  All such patients need to be placed on COPD practice registers and reviewed regularly.

iii. Education and training needs of primary care teams need to be identified and met.

iv. A Cheshire and Merseyside clinical network could help to minimise duplication and ensure the spread of good practice and equity for patients. It would inform commissioning decisions, allow the spread of known good practice and provide a forum for the establishment of local guidelines and protocols, e.g. for spirometry testing.  Participants in the Network should not only include representatives from all branches of healthcare involved in COPD care but partner organisations such as social services who are necessary to the provision of comprehensive and seamless care for patients.

v. Based on current baseline figures for diagnosed cases, access to spirometry, smoking cessation, A&E admissions and length of hospital stay, local targets should be set with dates and relevant percentage improvements or reductions as appropriate.

vi. The current interest from General Practitioners and nurses in becoming primary care specialists should be assessed and, if necessary, further encouraged.  In conjunction with Workforce Development relevant training pathways should be identified and provided.

vii. Current and future primary care capital developments should include providing suitable accommodation for COPD clinics and rehabilitation services.  The benefits of pulmonary rehabilitation most be promoted and more priority be given to provision.

viii. Cheshire and Merseyside Health economy, in recognising that the main risk factor for COPD is smoking, needs to work with its local authority partners to ensure that this remains a top priority for the whole public sector and suitable emphasis and resources are dedicated to both smoking prevention and smoking cessation.

ix. Consideration should be given to the role of flu vaccination in reducing the number and severity of exacerbations in winter and suitable policies put into practice.

x. Programmes and tools need to be developed and used to inform patients: whatever recommendations are made, it should be recognised that informed patient choice is important in determining whether or not an individual patient chooses to undergo investigation or accept recommended treatment.


xi. Self-management plans should be used widely with patients linked to provision of appropriate therapies at home to reduce the number of emergency hospital admissions.


xii. Palliative care capacity needs to be reviewed and plans made to be able to extend the full range of support that patient’s dying from non-cancer related diseases could benefit from including community nursing at home and access to hospices.

�Chronic Obstructive Pulmonary Disease: Management of adults with Chronic Obstructive Pulmonary Disease in Primary and Secondary Care.  Working Draft 28th August 2003.  National Collaborating Centre for Chronic Conditions


� A Phase 111 programme includes a pilot on COPD and Diabetes at Birkenhead & Wallasey PCT.  
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