[image: image1.wmf][image: image2.jpg]Wyvernl-lealth Com




SOMERSET COMMUNITY COPD SERVICE

What is the Somerset Community COPD Service?

This is a community led COPD service commissioned by WyvernHealth.Com as part of our drive to reduce emergency admissions. The service is provided in partnership by Bupa Home Healthcare and Avanaula Systems Ltd. This service works alongside practices providing integrated and seamless pathways to enhance and support the care of your COPD patients

What type of patients should I be referring to this service?

Patients who have a confirmed diagnosis of COPD, have consented to the referral and:-

· Have an FEV1<50%, FEV1/FVC<70% (post beta agonist) or
· Have been admitted with COPD in the past year or
· Have an MRC breathlessness of three or greater or
· Are on Oxygen for COPD or
· Are identified ‘at risk patients’ who for example have been admitted to hospital in the last 90 days, or are on Oxygen for COPD or are waiting for pulmonary rehabilitation.

Why do we need this service in Somerset?

At any one time many (85-90%) of the known patients with COPD are successfully managed in primary care.  At the same time 10-15% will require more intensive and specialised support.  The evidence base for COPD care in Somerset draws heavily on the recommendations made by NICE and the British Thoracic Society.  This evidence shows that by offering patients with COPD a complete package of care, health can be improved and the number and severity of exacerbations, including those that result in unnecessary hospitalisations, can be reduced.

What does the Somerset Community COPD service offer my patients?

Access to a complete package of care which aims to optimise the resources, treatment and therapeutic interventions available to them to improve the management of their disease.  

	Service
	What does this involve?
	Who can refer?
	How do I access this service 
	Availability

	Patient Assessment Clinics
	1. A thorough review of medical, social and therapeutic history

2. Clinical examination and review of medication

3. Creation of a written management plan which will focus on self help and evaluation

4. Referral to other services as required (e.g. nebuliser assessment & PR)
	The practice should decide on their protocol for referring to the service.  

The referrer should be a clinician (ie GP, nurse, community matron).  
	Available through referral by appointment only

Community based clinics 

Provision will be made for those patients who for medical reasons will require a home based assessment 
	Monday – Friday County Wide



	Pulmonary Rehabilitation
	A Twelve session course (over 6 weeks) of patient education and strengthening exercises.  
	
	Available through referral by appointment only

The service will be based in community settings.
	

	Nebuliser Service
	Patients have a formal nebuliser trial.  Patients that benefit will be provided with a permanent loan with annual maintenance.  Nebuliser swaps are also arranged for patients who have their own nebulisers
	
	Available through referral by appointment only

Community based clinics
	

	Oxygen Assessment Service
	Service is for existing respiratory patients on oxygen, or for new referrals.  For new referrals there is no need to fill out the HOOF form – just refer to the COPD Service
	
	Available through referral by appointment only

Community based clinics
	

	Acute Exacerbation care
	A centralised number for an urgent response.  Patients will be given telephone advice, and/or an assessment in their own home (in-hours) where treatment can be offered and/or admission arranged
	
	This service is for patients who have been assessed and accepted onto the service and have a written management plan
	Telephone access for registered patients 24 hours a day 365 days a year


Where are the clinics based and when?

	Location
	Indicative Schedule
	Day of Week

	1. Ryalls Park Medical Centre, Yeovil 
	Weekly
	Monday

	2. St Margaret’s Hospice, Yeovil 
	Weekly
	Thursday

	3. Chard Community Hospital
	Fortnightly
	Tuesday and Wednesday

	4. West Mendip Community Hospital
	Fortnightly
	Wednesday and Friday

	5. Frome Community Hospital
	Fortnightly
	Wednesday

	6. Priory Health Park, Wells
	Monthly
	Tuesday

	7. Shepton Mallet Community Hospital
	Monthly
	Wednesday

	8. Burnham on Sea War Memorial Hospital
	Fortnightly
	Thursday

	9. Bridgwater Community Hospital
	3 clinics a month
	Monday

	10. Minehead Community Hospital
	Fortnightly
	Friday

	11. Crown Medical Centre, Taunton
	Weekly
	Tuesday or Wednesday

	12. Wellington Hospital
	Fortnightly
	Friday

	13. Bridgwater – Victoria Park Community Centre
	Weekly
	Wednesday

	14. Dene Barton Community Hospital Taunton
	Fortnightly
	Friday


Why should I use the Somerset Community COPD service?

The Somerset Integrated COPD Community Service has been commissioned by you to enhance and support COPD care for your patients.  This service provides you with quick and easy access to a specialist multidisciplinary team who will work with you and your practice to optimise and coordinate a complete care package for your COPD patients delivered in your local area.

In order to promote self care all registered COPD patients will be provide with a mutually agreed, individualised action management plan.

Sounds good, but who will deliver this care to my patients?

	Medical Director
	Assistant Medical Director
	Service Management
	Nursing Team

	Clinic Administrator

	Dr Robin Carr


	Dr Richard More


	Clinical Service Lead - Emma Callanan, Senior Respiratory Specialist Nurse.

Operational Manager – Jill Allen
	Sheila Burrows

Angela Crewes
Julie Excell

Katy Ryall

Clinical Support Worker: Rebecca Crump
	Sally Easby




I want to use the service - how do I make a referral?

 



STEP 1





You (The Referrer) identify an appropriate patient who would benefit from referral to the Integrated COPD service (see criteria above)





YOU HAVE QUICK AND EASY ACCESS TO THE SERVICE


Forms have been sent to your surgery.  If you are unable to


find the referral form please call us on to request (0845 880 9989).


Or download from � HYPERLINK "http://www.wyvernhealth.com/pathways.htm" �http://www.wyvernhealth.com/pathways.htm�








STEP 3





Our Clinic Administrators will send a letter out to your patient recognising your referral and gaining their consent 























STEP 7 - We send you a full report of your patients assessment


YOU remain in control of your patients care – our service is here to support you in optimising their care!





OXYGEN REFERRALS


Patients who are already on oxygen will be called for their annual review by the Service.  To do this we will fax a partially completed referral form to the practice respiratory lead for approval and completion of the form. The final decision on referring the patient remains with the practice.





STEP 2





You (The Referrer) fill out the Integrated COPD service referral form for your patient and fax it to Sally Easby, the clinic administrator.





Fax – 0845 880 9990











STEP 5





Your patient will attend the clinic and undergo a full clinical assessment (1hour)























ASSESSMENT OUTCOMES





The results from the assessment are discussed, documented and given to your patient with an individualised written COPD management plan





Including :-


How to recognise worsening illness, with guidance for self management


Who to call if help is needed


Other recommended treatments




















THE SERVICE IS DESIGNED TO SUPPORT YOU IN THE CARE OF YOUR PATIENTS


The assessment is extremely comprehensive and all recommendations will be shared with you and your practice









































THE SERVICE IS DELIVERED LOCALLY 


We have 14 sites with a regular schedule across Somerset


Several of our sites offer flexibility for us to increase our clinics if demand increases.








STEP 4





A few days after the letter has been sent we will call your patient, explain the referral and the service and invite them to attend a local clinic





A date and time will be agreed during this phone call and sent to the patient


























STEP 6 - Patient Assessment Completed 








FURTHER SUPPORT





Once your patient has been referred they will have access to the Somerset Community COPD service wherever and whenever needed 





RECOMMENDATIONS





Patients will be recommended other treatments and/or programmes of support where appropriate :-





For Example :-


Medications, Pulmonary Rehabilitation, Oxygen Assessment


Nebuliser Assessment


Referral to other services e.g. smoking cessation, dietetic & St Margaret’s Breathlessness Service

















