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A: Purpose of the Service


Key objectives of a Service to Manage COPD Exacerbations

The aim of the Service to Manage COPD Exacerbations is to provide patients with rapid and effective treatment and as early a discharge from hospital as appropriate.  This should be done through systematic management in hospital and the introduction of a personalised assessment and care planning process.  These should both educate and inform patients and carers to make choices with the aid of their healthcare professionals, such that they are able to manage their condition at home. 

The high-level key objectives of the Service are:

· to ensure prompt, optimal management and integrated care for all patients in line with evidence-based guidance, providing:

· expert care in the community when appropriate
· admission to hospital when required
· early, structured and assisted discharge of COPD patients when appropriate

· to ensure effective management of co-morbidities, optimisation of therapy and smoking cessation as appropriate.

· to minimise the impact of the disease (through faster and more effective treatment of exacerbations and fewer hospital admissions and re-admissions)

· to improve symptom control, function and quality of life for all patients with the disease

· to ensure that users of the Service have a positive experience 

· to ensure effective communication with the patient and support for self-management

· to co-ordinate with all disciplines across the care pathway to ensure integration and effective communication with GP services, community and social services as appropriate 

What is COPD?

COPD describes lung damage that is gradual in onset and that results in progressive airflow limitation. This lung damage, when fully established, is irreversible and, if it is not identified and treated early, leads to disability and eventually death. The principal cause of COPD is smoking. Other factors include workplace exposure, genetic make-up and general environmental pollution.

COPD causes around 23,000 deaths in England each year, with one person dying from the condition every 20 minutes. 

What is an exacerbation?

An exacerbation of COPD is a sustained worsening of a person’s symptoms from their usual stable state which is acute in onset.  Symptoms include worsening breathlessness, cough, increased sputum production and change in sputum colour. The change in symptoms often necessitates a change in medication. Other diagnoses (such as pneumonia, pneumothorax, pulmonary embolus and cardiac failure) which may mimic or complicate exacerbations should be considered and excluded when appropriate. 

Exacerbation severity: 

· Mild:  requires an increase in inhaled bronchodilators alone
· Moderate: requiring oral corticosteroids
· Severe: requiring hospitalisation. 
A complex exacerbation has one or more of the following features: the presence of respiratory failure, the presence of co-morbidities, failure of first-line therapy and any other cause for concern by a member of the multi-disciplinary team.  A “frequent exacerbator” is a person who requires two or more courses of antibiotics and/or corticosteroids for a COPD exacerbation in a 12 month period.  
Why is managing exacerbations important for improving outcomes?

· COPD exacerbations are associated with increased mortality, and faster disease progression.  They can often result in emergency hospital admissions and subsequent readmissions.

· Prompt treatment at the onset of exacerbation symptoms can result in less lung damage, faster recovery and fewer admissions and readmissions to hospital. 

· If an exacerbation results in a hospital admission and stay, the care and treatment people with COPD receive is crucial. Outcomes have shown to be improved in hospitals where specialist respiratory physicians are present.
  There is also evidence that increasing the frequency of consultant ward rounds, for example changing from twice weekly to twice daily, reduces average length of stay by half with no increase in mortality or readmissions.
  

· The National COPD Audit 2008 showed considerable variation in length of stay for an acute exacerbation of COPD, with a median stay of six days.
  

· The same audit showed a COPD hospital death rate of 7.7%, higher than most OECD countries, with a further 14% dying within 90 days of admission.
  The audit also showed that the hospital death rate varied across England, and that this was affected by the presence or absence of structured admission with access to specialist respiratory care.

· The audit showed that only 50% of people admitted with an acute episode of COPD were under a respiratory team at the time of discharge from hospital.

· Early discharge schemes or hospital at home can also prevent hospital readmissions,
 however the same audit showed that approximately 25% of hospitals had no Early Supported Discharge Scheme.

· There is wide variation in the number of readmissions for COPD across England.  This suggests that many readmissions could be prevented through better management during the first stay in hospital and better care following discharge.

· Readmissions are a significant problem in COPD. Of all emergency readmissions to hospital, COPD is the fifth most common cause.  At any one time, around a third of all people admitted as an emergency with COPD have been treated in hospital for the same condition within the previous 30 days.  
· PCTs that have achieved lower emergency admission rates have done so by ensuring more proactive care and by commissioning alternatives to admission including:
· Reviewing admissions to identify patients who suffer frequent exacerbations and who need more proactive management

· Early discharge schemes and hospital at home services commissioned to support evidence-based admission avoidance 

· Proactive chronic disease management in primary and community care, including clear action plans, optimisation of therapy, support for self-management, home provision of standby medication, and referral for pulmonary rehabilitation when indicated

· Prompt support for people when they develop new or worsening symptoms, with access to specialist-led care in the community when appropriate.

B: National and Local Context
National context

Several publications at the national level have recommended better management of COPD exacerbations.
The Outcomes Strategy for COPD and Asthma and the subsequent NHS Companion Document to the Strategy suggested the NHS could:

· identify and treat exacerbations promptly

· provide proactive chronic disease management

· ensure people with COPD are offered support to self-manage their condition, and provide access to integrated community care teams with access to specialist support

· ensure people with COPD receive evidence-based treatment in a structured medicines management approach

· provide pulmonary rehabilitation for all people with an MRC score of three or above

· agree locally a pathway of care for acute exacerbations – including timing and location of initial assessment and delivery of care (hospital, GP surgery / community care, or in their own home)

· ensure structured hospital admission with early access to specialist respiratory care, prompt management of COPD and co-morbidities in line with NICE guidance

· ensure prompt assessment on admission to hospital, including blood gas analysis and provision of non-invasive ventilation within one hour or decision to treat being made, where clinically indicated

· ensure all people with COPD are assessed for suitability  for an Early Supported Discharge Scheme

· ensure that people admitted to hospital with an exacerbation of COPD are reviewed within two weeks of discharge

The NICE Clinical Guideline for COPD highlights managing exacerbations as a priority for implementation, recommending that:

· the frequency of exacerbations should be reduced by appropriate use of inhaled corticosteroids and bronchodilators, and vaccinations.

· the impact of exacerbations should be minimised by:

· giving self-management advice on responding promptly to the symptoms of an exacerbation

· starting appropriate treatment with oral steroids and/or antibiotics

· use of non-invasive ventilation when indicated

· use of hospital at home or assisted-discharge schemes.

The NICE Quality Standard for COPD also highlights the importance of managing exacerbations:

· Quality statement 7: People who have had an exacerbation of COPD are provided with individualised written advice on early recognition of future exacerbations, management strategies (including appropriate provision of antibiotics and corticosteroids for self-treatment at home) and a named contact.

· Quality statement 11: People admitted to hospital with an exacerbation of COPD and with persistent acidotic ventilatory failure are promptly assessed for, and receive, non-invasive ventilation delivered by appropriately trained staff in a dedicated setting.
· Quality statement 12: People admitted to hospital with an exacerbation of COPD are reviewed within 2 weeks of discharge.

Local Context

[The commissioner should insert information about the Service to Manage COPD Exacerbations which is relevant to local factors that will influence the way the Provider delivers the Service.  This should include:
· demographics

· epidemiology

· the organisations commissioning the service

· Joint Strategic Needs Assessment (JSNA) and interrelationship with local Health & Well-being Board]

C:
Scope

Patients

The Service to Manage COPD Exacerbations is designed to meet the needs of adults who have COPD and to reduce avoidable hospital admissions and re-admissions as described herein in Stage 0 [COPD Support Service] and Stage 3 [COPD Supported Discharge Service]. Healthcare professionals shall refer these patients to the Service.
Exclusion criteria for this Service

People under the age of 16.

Equity of access to services

[Describe the Commissioner’s requirements for ensuring that its services are accessible to all, regardless of age, disability, race, gender reassignment, religious/belief, sex, pregnancy and maternity or sexual orientation, or income levels, and deals sensitively with all service users and potential service users and their family/friends and advocates. This needs to reflect The Equalities Act 2010.  Commissioners are advised that they may, depending on existing local services and resources, have to commission appropriate venues and transport services separately. Language services may also be required in order to assist with translation requirements where patients do not speak English.] 

Geographical coverage/boundaries

[Include details of any geographic coverage/boundaries, geographical restrictions including GP practices in respect of provision of a COPD service.]

Referral sources

The Provider shall accept referrals from primary care.

Interdependencies with other services

[Describe any relationships between the service and other Providers of health and other services in which a relationship of ‘dependency’ exists. This may include but not be limited to oxygen services, cardiac services, social care, smoking cessation services and pharmacists.]

Location of Service

The Provider shall ensure that the Services are provided taking into account patient choice, insofar as reasonable cost-effectiveness allows.  Providers are to ensure that venues are easily accessible to patients, including availability of public transport and car parking.  

Commissioners should also consider whether it is appropriate to provide the service or elements of it ‘at home’ or on a peripatetic basis. 

Days/hours of operation

[Include full details of the times at which the Provider offers services]

D:
Service Delivery

The Service to Manage COPD Exacerbations comprises four key stages, some of which may happen in parallel rather than in series.  Some stages, or elements of them, may take place out of hospital, in the community, either as outreach or hospital at home services.
  Most people with an exacerbation can be managed at home; however some will need hospital admission for interventions that are not available at home.  In addition, some people who present at hospital with an exacerbation of COPD will be presenting with the disease for the first time, having previously been undiagnosed.

Stage 0 – Reducing avoidable hospital admissions

Overview - Models of care

Prompt treatment at the onset of exacerbation symptoms has been shown to improve outcomes.
  Thus it is important that people who develop exacerbations, together with their carers, are able to understand and recognise exacerbation symptoms.  There should be a local pathway of care which is proactive and supports people with COPD and their carers to identify symptoms earlier.  

There are various models of care available for people presenting with exacerbations, including self-management and avoidance of hospital admission, with schemes such as hospital at home for those people who would otherwise have been admitted.   These schemes have been shown to be effective in reducing rates of hospital readmission, are preferred by people with COPD and are often cheaper than usual care. Currently the availability of these schemes is variable across England, but they have the real potential to improve both the quality and efficiency of services and to reduce the cost of the acute episode. 

The model of care in an individual case will be dependent on a number of local factors, as well as the wishes, needs and preferences of individual patients.  Specialist support at home is only recommended for known patients who have already been assessed, and have had their diagnosis and severity confirmed and had their management optimised. The overriding objective is to provide integrated care to all COPD patients in the setting that is most appropriate for the individual, optimising treatment and supporting self management.

The purpose of an admission should be to provide a sick patient with specialist assessment, and treatment and care not available in the community safely.  Respiratory admissions are generally of two types: anticipated by the patient and professionals and necessary due to the ongoing disease process(es) and/or coping ability of the patient, or unplanned due to poorly managed disease. Through the use of predictive risk tools and registers to better identify those at high risk of admission and readmission, and through the provision of structured, personalised and integrated health and social care, the second group of admissions should decline in number.

Commissioners and Providers may find it useful to look at the emerging findings from the work of the NHS Improvement Lung programme and other evidence-based practice such as that available on the Improving and Integrating Respiratory Services in the NHS initiative (IMPRESS) website, which have been evaluated for their impact on reducing hospital admissions or readmissions.
 
  

Although this section focuses on reducing hospital admissions this does not preclude service models where structured and assisted discharge (Stage 3) and reducing hospital admissions (Stage 0) are provided as a combined service.

Specialist COPD Community Care Service     

This service is only recommended for patients who have been assessed and had their management optimised. The service should be designed taking into account the patient’s wishes, to improve quality of life and reduce admissions, readmissions and bed days without increasing GP workload.

In providing the Specialist COPD Community Care Service the Provider will ensure:

· prompt assessment and treatment 
· prompt diagnosis and clarification of diagnosis where needed [via the local Diagnostic and Assessment Service or elsewhere as appropriate]

· appropriate prescribing of medication including oxygen, in hospital and at home

· provision of a care plan designed to optimise treatment on an individual, bespoke basis: including education, information, self management support, management of medicines, antibiotic/steroid packs, inhaler technique tuition, as well as guidance on what to do and who to contact in the event of deterioration. 

· stop smoking support as appropriate

· access to pulmonary rehabilitation where appropriate (explain, offer and refer)

Appropriate community care and support 

In providing appropriate community care and support, the Provider will ensure:
· the provision of a multidisciplinary COPD support team which will include nurse specialists, physiotherapists and occupational therapy assistants who will be available to visit the patient at home as appropriate to assist with their health and social care needs. 

· a named key worker contact and named physician to contact for advice and guidance as appropriate. 
· virtual ward rounds led by the named key worker and named respiratory physician for all patients (who have been discharged) in order to regularly monitor their progress.
· regular weekly/monthly contacts as appropriate 

· a telephone helpline [include full details of times at which the Provider offers this service] 
Stage 1 – Organisation of care in hospital       

Overview 

The Provider’s organisation of care should comprise of a dedicated, multidisciplinary, specialist COPD team co-located near A&E / MAU which ensures that all patients have a structured COPD hospital admission plan.  This plan should include the following: 

· Assessment within 24 hours of admission in A&E / MAU departments by a respiratory specialist.
· Defined inpatient pathways.
· Daily senior decision-making ward rounds by respiratory clinicians.
· Development of self-management models of care that help to prevent COPD emergencies.
· Communication and integration with primary care and out of hospital services and support.
1.1 
Organisation of care in hospital

The Provider’s Service shall comprise of the following [minimum] elements:

Multi disciplinary respiratory team

The Provider will provide a multi-disciplinary team comprising the following services: 

· Prompt and appropriate treatment of exacerbation including assessment for non-invasive ventilation (NIV) and early discharge (see Stage 2 below).
· Oxygen and nebuliser service.
· Structured admission plan and structured and assisted discharge (see Stage 3 below). 
· Out of hospital services and support (COPD Specialist Community Care Service Stage 0 and Stage 3).
The Provider may also wish to consider offering the following integrated services:

· Stop smoking service.
· Pulmonary rehabilitation service.
Focus and location of respiratory ward and services in one place 

The Provider will locate all elements of the in-hospital respiratory service in one location. 

COPD-specialist led

The Provider’s team will be COPD specialist-led and all patients are to be assessed by a member of the respiratory team. 

All patients require assessment by medical teams with experience in the management of respiratory failure in COPD.
There should be daily senior decision-making ward rounds by respiratory clinicians.

Collaborations

The team will have ‘feeder’ relationships and close collaboration and communication at all stages of a patient’s treatment with all other relevant areas inside and outside the hospital including the following: 

· Cardiology 
· Psychology

· Stop Smoking Service
· Palliative Care
· The local Ambulance Service

· GP and community services 

Education and training on COPD

The Provider will ensure that all hospital staff who may manage patients with COPD who are admitted through other specialities are made aware of the high prevalence of COPD and receive appropriate training to recognise the symptoms and enlist appropriate assistance as required.

Patient-centred approach

The Provider will take the patient’s view and preferences into account at all times so far as they are reasonable.

1.2 
Structured Hospital Admission Plan

The Provider will ensure that all patients are managed according to a structured admission plan which should include a specialist respiratory review of the management of their condition, treatment regimens, the need for other investigations, and assessment of psychological and social needs and supportive pathway requirements. 

During admission, the opportunity should be provided for patient education and review of the management of an individual’s COPD by the specialist respiratory team. This is to ensure that:

· treatment remains optimal and the impact on progression of the disease is minimised

· there are clear discharge plans in place, including the early engagement and involvement of social care agencies, if appropriate

· opportunities to promote and engage people still smoking in stop smoking programmes are maximised

· continued improvements in the length of stay and subsequent readmission rates are made
All patients should be assessed for management by early discharge schemes to ensure that length of stay and subsequent readmission are minimised.
1.3 
Specialist assessment

In hospital, the Provider will ensure that all patients with COPD have a prompt assessment within 24 hours by a member of the respiratory team.
Stage 2 - Prompt and appropriate treatment of exacerbation, including assessment for NIV and early discharge

Overview

All patients admitted with COPD or suspected COPD should receive:

· prompt assessment and guidance-based treatment for the exacerbation
· assessment for non-invasive ventilation (NIV)
· assessment for early discharge 
All prescribing should be in accordance with NICE guidance based on evidence of effectiveness and lowest acquisition cost. 
The Provider shall make recommendations about further investigations or referrals to the patient’s GP where appropriate.

2.1
Prompt and appropriate treatment including assessment for early discharge

People with COPD should receive a specialist respiratory review when acute episodes have required referral to hospital. Assessment should be made within 24 hours of admission by the respiratory team. A&E departments/primary care should have direct and ready access to the respiratory team in order to achieve this.

They should have a structured hospital admission and be assessed for management in early discharge schemes, to ensure that length of stay and risk of readmission are minimised.
The specialist respiratory review should include:
· a review of the patient’s condition, treatment regimens, need for other investigations and assessment of psychosocial and social needs and supportive care pathway requirements

· assessment of co-morbid conditions and complications
· assessment of concordance with current medication and other interventions, including inhaler technique
· referral for smoking cessation support
· referral for physical mobilisation/exercise and assessment of need for post-exacerbation rehabilitation programmes

· assessment of the need for on-going community-based interventions such as the need for  oxygen therapy and NIV 

· information about: 

· diet

· recognising the symptoms of an exacerbation

· who to contact in the event of a future attack
· stop smoking interventions

· influenza and pneumococcal vaccinations

· discharge arrangements, including a review two weeks after discharge      

2.2   
Prompt assessment of suitability for non-invasive ventilation (NIV)
Non-invasive ventilation (NIV)

NIV through a nasal mask or facemask has been shown to reduce mortality, tracheal intubation and complications associated with invasive ventilation. The use of NIV has also been shown to be highly cost effective. 

NIV can be provided on specialist respiratory wards with appropriately trained staff and thus does not require intensive care admission. 

Facilities for NIV should be available in all acute hospitals where people with exacerbations complicated by respiratory failure are managed. Some people will not be suitable for NIV, or will fail NIV, and will thus require access to invasive ventilation. People admitted to intensive care units should be those expected to receive sustained benefit in terms of both prolongation and quality of life. Respiratory physiotherapy during an acute exacerbation should be available for airway clearance, reducing the work of breathing and restoring functional status, and may include using the active cycle of breathing techniques, the positive expiratory pressure mask, positioning, pursed lip breathing, inspiratory muscle training and rehabilitation early after onset of exacerbation. 

Assessment and provision
All people with COPD and acute respiratory failure should be identified and investigated promptly and offered treatment with non-invasive ventilation with access to mechanical ventilation, if required.

People presenting with COPD and hypercapnic respiratory failure need to be assessed rapidly for suitability and offered treatment with non-invasive ventilation and controlled oxygen therapy with access to mechanical ventilation if required. 
NIV should be commenced within one hour of the decision having been made to administer treatment.
Hypercapnia may be exacerbated by use of supplemental oxygen therapy as people with COPD exacerbations and respiratory failure have reduced respiratory drive. Controlled oxygen therapy following BTS acute oxygen guidelines must therefore be used during transfer to hospital and following admission. 
People with COPD requiring invasive ventilatory support should be managed jointly by the critical care team and the respiratory specialist team. 

Equitable access to intensive care for all people with COPD should also be provided. 
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2.3
New COPD Diagnosis

Many patients admitted to hospital with clinical features of COPD may not yet have received a diagnosis of the condition.  If a diagnosis of COPD has not been confirmed in such patients by quality assured spirometry they should be referred directly to the COPD Spirometry and Assessment Service or elsewhere for a prompt diagnosis.  Diagnosis of COPD should always be based on clinical assessment and quality-assured spirometry. 

In newly diagnosed patients the Provider will be responsible for confirming the diagnosis and communicating this to the patient. The Provider shall also be responsible for assessing disease impact and severity as well as the presence of co-morbidities. 

2.4 Pulmonary rehabilitation

Pulmonary rehabilitation should be considered as a key intervention.  Research has demonstrated its efficacy at an early stage in an exacerbation in improving functional capacity and quality of life of patients and in reducing hospital admissions and readmissions.   NICE guidance recommends pulmonary rehabilitation for all people with COPD who consider themselves functionally disabled by COPD (usually MRC score of 3 or more) and all those who have had a recent hospitalisation for an exacerbation.
2.5 Responsible prescribing

Healthcare professionals and patients should be aware of the high cost of medications.  Three respiratory inhalers, for example, are currently in the top five costliest drugs to the NHS at a cost of over £345milion p.a. Prescribing should be based on evidence and lowest acquisition cost so that all patients with COPD are on the appropriate therapy for the stage of their disease. 

During the management of exacerbations in hospital or the community, the patient’s prescribed therapy should be reviewed and optimised:
· by prescribing medication that is evidence based and of lowest acquisition cost where possible 

· by ensuring that all patients on inhaled therapy are using an appropriate inhaler device (metred dose inhaler with spacer or dry powder inhaler)

· by ensuring correct inhaler technique

· by ensuring safety (steroid cards for high dose ICS/combinations)

· by ensuring concordance

2.6
The patient’s wishes

If not previously established an individual’s wishes should be sought about:
· accepting therapy with ventilatory support
· preferred place of care in conjunction with hospital-based pathways such as the Liverpool Care Pathway
· advanced directives regarding escalation of care
Any earlier decisions should be reviewed in light of the current condition of the person and with open and honest communication.

Those individuals with respiratory failure not suitable for ventilatory support should be supported with an appropriate end-of-life care plan, with recognition of the individual’s and relatives’ wishes, taking into consideration cultural and religious preferences.
Stage 3 - Structured and assisted discharge

Patients discharged from hospital following an exacerbation of COPD have high levels of depression (64%) and anxiety (40%) and uncertainty that drives help-seeking behaviour; 30% are likely to be readmitted within a three-month period.

Thus it is important that people who have been admitted to hospital have early and regular follow-up with a review of their COPD, co-existing conditions and psychosocial needs.  Hospital discharge procedures should also ensure that patients are offered stop smoking support, pulmonary rehabilitation referral and support for self management and that there is good liaison with primary and community care in the provision of these services. 

The Discharge Bundle and Supported Discharge Service will help ensure a continuation of care support and guidance to patients outside the hospital setting where appropriate.   

Patient information 
The Provider shall ensure that the patient and carer are fully consulted and informed as to what the next steps are, including​ what to do in an emergency and who to contact.

Revised care plan
The Provider is to initiate and/or update each patient’s care plan and share it with the patient, and their GP as appropriate.  

3.1 Produce Discharge Bundle

The Provider shall complete a discharge bundle for each patient, to include as a minimum:

· referral to smoking cessation service if a current smoker
· an assessment of suitability for and enrolment into a pulmonary rehabilitation programme
· provision of appropriate education, written information, self management plans and rescue packs for future exacerbations
· ensure that patient understands their medications and have demonstrated good inhaler technique whilst on the wards
· ensure that they have appropriate follow up once discharged from hospital
These five elements should be included in a checklist and completed by the clinician before discharge. 

3.2 Revised care plan

For each patient that has been in hospital the Provider will initiate or revise their care plan as appropriate and discuss it with the patient and carer and copy it to their GP. The care plan shall cover both patient and carer needs and preferences and the Provider shall ensure that the plan is appropriate to the patient’s individual circumstances. The minimum requirements for a personalised care plan are listed in Annex 1.

When the patient has agreed the care plan it will be copied to the patient’s GP, alongside a discharge letter summarising its main points. For patients newly diagnosed with COPD or other conditions, the Provider should recommend that the patient is entered onto the appropriate QoF register.

3.3 Review and follow up following discharge

All patients who have suffered an exacerbation should be reviewed and followed up within two weeks of an exacerbation or hospital admission by a member of respiratory team, GP, nurse, or other healthcare professional with expertise in respiratory disease to ensure that recovery has occurred and management is optimal. 
The Provider can continue to support patients after discharge from hospital by providing them with a named key worker contact and named respiratory physician to contact for advice and guidance, as appropriate. 

The Supported Discharge team should also include nurse specialists, physiotherapists and occupational therapy assistants who will be available to visit the patient at home as appropriate to assist with their health and social care needs. 

3.4 COPD [Supported Discharge] Team 

The Provider will continue to support patients after discharge from hospital by providing them with a named key worker contact and named respiratory physician to contact for advice and guidance as appropriate.

The [Supported Discharge] team will also include nurse specialists, physiotherapists and occupational therapists, who will be available to visit the patient at home as appropriate to assist with their health and social care needs. 

Patients will be under the care of their GP at home but the Provider shall also conduct virtual ward rounds led by the named key worker and named respiratory physician for all patients who have been discharged in order to regularly monitor their progress.

In addition the Provider will maintain regular weekly/monthly contacts as appropriate. 

The Provider shall also liaise with the local ambulance service to establish patient specific protocols and/or oxygen alert cards to ensure appropriate response by ambulance staff in the event of future exacerbations and respiratory failure.
3.5 Smoking cessation

Reducing the uptake of smoking and helping people to quit is critical to the prevention of COPD.   Effective smoking cessation is also an integral part of the COPD treatment regime, although clinicians have not always recognised it as such.

NICE guidance recommends that clinicians in primary and secondary care routinely use brief interventions to help people stop smoking and that they should have ready access to specialist stop smoking services. This should include the routine offer/provision of nicotine replacement therapy for smokers admitted to hospital. Evidence-based specialist support for patients to stop smoking (i.e. intensive counselling with pharmacotherapy) should be a key part of all integrated COPD services.

All acute trusts should have a smoking cessation clinical champion. This is a new initiative supported by the British Thoracic Society (BTS) with support from the Department of Health. There should be well-supported trust-wide quit smoking initiatives and a clear pathway that crosses disease areas (including ‘stop before your op’ and maternity).  Pathways should have a clear link to primary and community care.  The recording of smoking status should be part of every specialist respiratory consultation and compliance with this should be the topic of regular audit.

The Provider shall advise patients who smoke to stop smoking and, as part of the discharge bundle provide access to smoking cessation services, e.g. pharmacological support or an onward referral to a third party provider of smoking cessation services. Also where appropriate the Provider shall liaise with the patient’s GP and primary care services regarding ongoing support to achieve the patient’s goal of not smoking (see NICE PH10; NICE PH5; NICE PH1).

3.6
Record keeping, information and communication

The Provider shall maintain appropriate records of all diagnoses, assessments and treatment. 
The Provider will provide patients and their carers and anyone involved in their care in the community, such as GPs, practice nurses, community matrons or the ambulance service, with access to specialist advice through the telephone helpline service [include full details of times at which the provider offers this service]. In addition, the Provider will [provide / consider providing] advice by text message, email or in person as appropriate.

They will ensure clear and concise recording and transfer of information between all health and social care professionals involved in the acute care of people with COPD. If possible shared records should be established on an integrated basis. 

The Provider will record smoking status in all inpatients with stays over a day and offering them evidence-based advice to stop.

3.7   Review and audit

The Provider agrees to allow the [Commissioner]:
· to review and audit the provision of the Service at least annually and to provide a summary of the overall results and its performance of the Service to confirm compliance with the Indicators 

· to have reasonable rights of audit and access to any of the Provider’s premises, personnel, the Provider’s systems, sub-contractors and their facilities and premises and the relevant records (including the right to copy) and other reasonable support as the [Commissioner] may require whilst the Service is being provided [and for twenty four (24) months following the end of [the Contract] in order to verify any aspect of the Service or Provider’s performance
E: Indicators

When reporting progress against outcomes the Provider may wish to consider measures and calculations similar to those set out below.  Data should be obtained from local audit, unless otherwise stated. 
The Commissioner may wish to consider Remedial Action Plans to ensure compliance with the required threshold for certain measures if selected, withholding [2]% of monthly revenues under Clause 32 until the Remedial Action Plan has been implemented.  [Commissioner to insert any bespoke consequences to apply in accordance with Clause 31.6 of the NHS Standard Contracts.]
	Outcome 
	Expected outcomes
	Indicator 
	Indicator threshold
	Measurement

	
	Yr 1
	Yr 2
	Yr 3
	
	
	

	Fewer emergency admissions for COPD
	[TBA]
	[TBA]
	[TBA]
	The number of COPD emergency admissions per 1,000 population per year [measured on a monthly and/or quarterly basis]


	[TBA]
	(x) The number of COPD patients admitted as an emergency to hospital in baseline year (per 1,000 population)

(y) The number of COPD patients admitted as an emergency to hospital in operational year (per 1,000 population)

(x)-(y) = change in avoidable hospital emergency admissions



	Reduction in the length of stay (LOS) in hospital for patients with COPD


	[TBA]
	[TBA]
	[TBA]
	The annual average LOS in hospital for patients with COPD, compared against annual average in baseline year
	[TBA]
	(x) The average LOS in hospital for patients with COPD in operational year

(y) The average LOS in hospital for patients with COPD in baseline year

(x)-(y) = change in average LOS in hospital for patients with COPD



	Fewer emergency readmissions within 28 days
	[TBA]
	[TBA]
	[TBA]
	The percentage of emergency readmissions for COPD within 28 days

	[TBA]
	(x) = The number of patients readmitted for COPD within 28 days

(y) = The total number of COPD admissions.

[x/y] x 100 = the percentage of patients readmitted for COPD within 28 days

	Fewer emergency readmissions for COPD within 90 days

	[TBA]
	[TBA]
	[TBA]
	The percentage of emergency readmissions for COPD within 90 days
	[TBA]
	(x) = The number of patients readmitted for COPD within 90 days

(y) = The total number of COPD admissions.

[x/y] x 100 = the percentage of patients readmitted for COPD within 90 days.

	Reduction in bed days for COPD
	[TBA]
	[TBA]
	[TBA]
	The number of emergency bed days for people admitted with COPD per 1,000 population
	[TBA]
	(x) The number of emergency bed days for people admitted with COPD in baseline year (per 1,000 population)

(y) The number of emergency bed days for people admitted with COPD in operational year (per 1,000 population)

(x)-(y) = change in emergency bed days


	Fewer deaths from COPD
	[TBA]
	[TBA]
	[TBA]
	The number of deaths within 30 days of admission for COPD
	[TBA]
	(x) The number of deaths within 30 days of admission for COPD
(y) The total number of COPD admissions.

(x)-(y) = change in number of deaths within 30 days of admission for COPD

	Increased timeliness of COPD diagnosis
	[TBA]
	[TBA]
	[TBA]
	The percentage of people admitted with COPD who do not already have a diagnosis
	[TBA]
	(x) = The number of people admitted without a prior diagnosis of COPD

(y) = The total number of COPD admissions.

[x/y] x 100 = percentage of people admitted with COPD who do not already have a diagnosis

	Fewer people with COPD who smoke

	[TBA]
	[TBA]
	[TBA]
	The percentage of people admitted with COPD who are smokers are offered stop smoking support and pharmacotherapy

	[100%]
	(x) The number of people admitted with COPD who are smokers who are offered stop smoking support and pharmacotherapy 
(y) The number of people admitted with COPD who are smokers 

[x/y] x 100 = percentage of people admitted with COPD who are smokers are offered stop smoking support and pharmacotherapy


	More people admitted to hospital with COPD are referred to pulmonary rehabilitation services


	[TBA]
	[TBA]
	[TBA]
	The percentage of people admitted to hospital with COPD are referred to pulmonary rehabilitation services


	[TBA]
	(x) The number of people admitted to hospital with COPD who are referred to pulmonary rehabilitation services

(y) The total number of COPD admissions.

[x/y] x 100 = percentage of people admitted to hospital with COPD are referred to pulmonary rehabilitation services



	More effective and timely treatment
	[TBA]
	[TBA]
	[TBA]
	The percentage of COPD patients admitted who see a respiratory clinician within 24 hours
	[TBA]
	(x) = The number of COPD patients admitted who see a respiratory clinician within 24 hours

(y) = The total number of COPD admissions.

[x/y] = The percentage of COPD patients admitted who see a respiratory clinician within 24 hours



	More effective and timely treatment
	[TBA]
	[TBA]
	[TBA]
	The percentage of COPD patients admitted with respiratory failure treated with NIV
	[TBA]
	(x) = The number of COPD patients admitted who have respiratory failure treated with NIV
(y) = The total number of COPD admissions.

[x/y] x 100 = The percentage of COPD patients admitted who have respiratory failure treated with NIV


	More effective and timely treatment
	[TBA]
	[TBA]
	[TBA]
	The percentage of COPD patients admitted with respiratory failure who are intubated
	[TBA]
	(x) = The number of COPD patients admitted who have respiratory failure who are intubated.

(y) = The total number of COPD admissions.

[x/y] x 100 = The percentage of COPD patients admitted with respiratory failure who are intubated



	More effective and timely treatment
	[TBA]
	[TBA]
	[TBA]
	The percentage of COPD patients under care of respiratory team at discharge
	[TBA]
	(x) = The number of COPD patients under care of respiratory team at discharge

(y) = The total number of COPD admissions.

[x/y] x 100 = The percentage of COPD patients under care of respiratory team at discharge



	More people have a structured and assisted discharge 
	[TBA]
	[TBA]
	[TBA]
	The number of people included in an Early Supported Discharge Scheme
	[TBA]
	(x) The number of people included in an Early Supported Discharge Scheme in baseline year
(y) The number of people included in an Early Supported Discharge Scheme in operational year
(x)-(y) = increase number of people included in an Early Supported Discharge Scheme in operational year



	More people are managed with a discharge bundle
	[TBA]
	[TBA]
	[TBA]
	The percentage of people managed with a COPD discharge bundle (to include pulmonary rehabilitation, smoking cessation support, and inhaler technique)


	[TBA]
	(x) = The number of people managed with a COPD discharge bundle
(y) = The total number of COPD admissions.

[x/y] x 100 = The percentage of people managed with a COPD discharge bundle


	More people using the service and their carers are satisfied with the service
	[TBA]
	[TBA]
	[TBA]
	The percentage of people and carers surveyed who are satisfied with the service


	[TBA]
	(x) The number of surveys received with a satisfactory score
(y) The number of people and carers surveyed 

[x/y] x 100 = percentage of people and carers surveyed who are satisfied with the service



F:
Activity

Pro forma sample Activity Plan

	Recruited Patients
	Activity for period 

	All activities outside hospital 
	

	The number of COPD exacerbations managed/treated outside hospital
	

	Other activity(ies) which would otherwise require hospital admission
	

	COPD emergency admissions 
	

	Non-emergency admissions
	

	Patients who are newly diagnosed with COPD
	

	Patients who are diagnosed with possible COPD and need an onward referral to COPD Assessment Service or elsewhere
	

	Patients for whom a diagnosis cannot be made and further investigation is needed
	

	Patients diagnosed with other respiratory conditions
	

	Average LOS
	

	Structured and assisted discharge numbers
	

	Readmissions within 30 days
	

	Readmissions within 90 days
	


Individual Patient agreements (cost per case)

G:
Finance

Annual contract value

	Service
	Basis of contract
	Currency
	Price
	Thresholds
	Total annual expected cost

	
	Cost per case
	
	
	
	£

	Total
	
	
	
	
	


Annex 1 – Personalised care plan
· Next steps in investigation and management

· Information about how to stop smoking and smoking cessation services  

· Information about pulmonary rehabilitation

· Education and self management including advice on stopping smoking, healthy living, eating, diet, medication and treatment including proper use of medicines, steroid packs and inhaler techniques and what to steps to take when becoming ill

· How and when to access medical help

· Local information sources, including libraries and voluntary organisations such as the British Lung Foundation

· Information about local care and support groups, including carers organisations and third party organisations 

References
USER NOTE





This specification has been designed to assist commissioners in the delivery of services for Chronic Obstructive Pulmonary Disease (COPD).  The text within square brackets [ ] in Sections A to D of this document should be completed by the commissioner in order to reflect local needs and to help inform responses from the Provider(s).





The specification is not mandatory and the commissioner should review the whole of the specification to ensure that it meets local needs and, once agreed with the Provider, it should form part of a re-negotiated contract or form the relevant section of the NHS Standard Contract.








Information for commissioners - tariff





There are currently mandatory tariffs for oxygen assessments, NIV/CPAP assessments and sleep studies, but only as daycase/elective or non-elective admissions. If localities were to approve the following interventions as outpatients this would incentivise Trusts to provide time and support in an ambulatory setting for these patients and would also fulfil the criteria for patient choice and care closer to home. The following are the HRGs in question:


DZ37A NIV Support Assessment 19yrs & over	£354


DZ37B NIV Support Assessment 18 yrs and under	£584


DZ38Z Oxygen Assessment and Monitoring		£250


(Includes ambulatory/ LTOT assessments)


There could be a compromise reduction in this tariff agreed locally if it is approved for setting up in the outpatient setting. This would reduce the incentive to admit patients for such studies.

















� hospital at home is a specific subtype of intermediate care where active treatment is provided by healthcare professionals in the patient’s home for a condition that otherwise would require hospital care, always for a limited period.


� Can be obtained from Hospital Episode Statistics (HES)
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