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Purpose:
To present the final business case for the breathing Space initiative
Recommendations:
The PE are asked to:
Recommend to PCT Board The service model, costs and evaluation criteria
shown in the attached business case.
Recommend to PCT Board approval of a £350,000 allocation from the 2007/08
LDP to underwrite the PCT 3rd party funding risk on the pilot service model.
To note the revised project management arrangements.
To note the industrial scale impact this will have on people with Chronic
Obstructive Pulmonary Disease (COPD) and their carers.
To note the significant new job opportunities this offers.
Background:
This partnership between the Coalfields Regeneration Trust (CRT) and
Rotherham PCT (RPCT) and supported by Rotherham Borough Council
provides a unique opportunity to improve the quality of life and reduce health
inequalities for sufferers of severe respiratory disease.
A Trust Board Paper 18th July 2005 set out the rationale for the project and the
parameters the programme team is operating within. Following this
authorisation was given to commence the new building on Badsley Moor Lane
which is to act as the hub of this innovative new model of care.
As part of this process a Funding and Partnering Agreement was put in place
in December 2005 setting out the Coalfields Regeneration Trust (CRT)
conditions of grant. In addition further work was undertaken in developing the
model of care, the evaluation criteria and costs for the pilot in addition to
ongoing canvassing for 3rd party funding.
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Analysis:
The attached business case provides in detail the service model, costs,
revised project management arrangements and evaluation criteria for this
innovative new pilot.
Proposals and Concluding Comments:
The building will be handed over by the builder in the middle of February 2007
with the first services commencing Monday 2nd April 2007.
In order to make this to happen the PCT and Council need to undertake an
extensive recruitment and development exercise starting January 2007. There
will be approximately 40 WTE’s (Whole Time Equivalents) posts, creating
around 60 new jobs.
The PCT provider arm will be responsible for the operational delivery of the
pilot. Throughout this period the Director of Public Health will remain the
overall accountable Director for the programme.
By April the Building Project and Service re design projects will have reached
the end of their useful lives and be replaced by the sustainability group with a
remit to look at the ongoing commissioning and performance management of
the service and for the capture and management of the whole system resource
implications. The responsible Directors for this area of work will be the
Director of Finance and the Director of Strategic Planning
Patient, Public and Partner Involvement:
The Breathing Space model has been developed with patient user groups and
their carers, Voluntary Action Rotherham, Rotherham Council, the South
Yorkshire COPD network, local respiratory nurses, Allied Health Professionals,
respiratory consultant physicians, GPs, Academics, and other health and
social care professionals and is widely supported.
The Breathing Space Advisory Group has been set up to ensure high levels of
involvement.
Health and Economic Impact:
The prevalence of COPD in Rotherham is 1.7 times the national average
QOF Report for Rotherham GP Practices]

[2004/05

The development of the Breathing Space Programme will provide a radical
step change by improving the quality of life for people with respiratory
disease, their families and carers and begin to address this health inequality.
It is a public health model that looks at upstream intervention for people with
early stage COPD and in addition considers the longer term needs and health
of carers.
The delivery of the service model will provide new job and real career
development opportunities for the community at all levels by positively

3

encouraging individuals to progress up the steps of the skills escalator.
Financial Implications:
The building cost of £7.3 million was funded by a combination of CRT and PCT
grant to Rotherham Council. Although the Rotherham council own the building
most of the property will be available to the PCT to deliver the service on a
peppercorn lease of £25 p.a. For an lesser building without the innovation the
PCT could expect to pay a market rent of circa £420,000 p.a. (£500,000
including VAT)
To deliver the pilot model set out in the case additional 3rd party funding is
required and has not yet been found. The PCT will underwrite £700,000 of this
risk by recurrently setting aside £350,000 in the 2007/08 LDP. This will cover
the 2 year pilot period and will be available to cover the ongoing costs of the
service.
The gross running costs of the service are around £2.1 million p.a. and on
successful evaluation will need to be picked up by the PCT from 1st April 2009.
The PCT Board had previously approved the recruitment of all staff on a
permanent basis.
The £2.1 million is a gross cost of the service and does not take into account
any savings from reduced medical admissions realised under the Payment by
Results regime. A 30% reduction in inappropriate admissions would free up
around £600,000 under Payment by Results however provision should be
made on the gross amount.
One of the evaluation criteria of the pilot will be to measure the impact on
demand (and therefore growth in costs) as well as to prove or disprove the
financial assertions and to assess how realisable savings are.
By having a robust evaluation process the PCT Board (and Practice Based
Commissioning Neighbourhoods) can be assured that the financial risk of the
programme will be well managed and that any costs to be picked up in 2009/10
will demonstrate real evidence based value.
Key Words:
Breathing Space, COPD, CRT, Coalfields Regeneration Trust.
Further Sources of Information:
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Programme Lead : Kevin Gallacher
Job Title:
Head of Strategic Projects
Tele No:
01709 302042
Service Re-design Project - Kay Vickerage
Research and Evaluation Project – Dr Robin Carlisle
Building Project - Ian Smith (RMBC) or Kevin Gallacher
Also available on request:
Breathing Space Business Case March 2004
Trust Board Papers July 2005, September 2005 and February 2006
Advisory Group Minutes
Breathing Space Leaflet

Executive Summary
Breathing Space
Business Case
December 2006

National Pilot Model of
Rehabilitation with Respite Care for
People with Chronic Obstructive
Pulmonary Disease

Breathing Space Executive Summary – Page 1 of 28

Contents
Summary
1. Introduction
1.1. The South Yorkshire Industrial Legacy
1.2. Tackling the Industrial Legacy
1.3. The Health Legacy
2. Strategic Context
2.1. National Policy
2.2. local services
3. The Breathing Space Pilot Service
4. The ‘Breathing Space’ Centre
5. Information Management
6. Workforce
7. Transport
8. Evaluation of the Pilot
9. Risks
10. Affordability
11. Support
12. Project Management
13. Conclusion
Appendix 1
Appendix 2
Appendix 3
Appendix 4
Appendix 5
Appendix 6
Appendix 7a,b
Appendix 8a,b,c,d,e
Appendix 9
Appendix 10

Incidence of COPD in Rotherham
Discovery Interviews
New Model of Care
Benefits for Rotherham residents
Evaluation Protocol
A ‘green’ breathing building
Artist Impressions of Building
Schedule of Accommodation and plans
Revenue Costs
Foundation Trust Safety Net

Breathing Space Executive Summary – Page 2 of 28

Summary
The majority of current health service activity for respiratory disease is for patients
with severe illness. Severe respiratory disease is defined as difficulty with breathing
that is sufficient to interfere with normal daily activities. A major cause of respiratory
disease is Chronic Obstructive Pulmonary Disease (COPD).
Interventions are usually crisis management by emergency admission and often lead
to a revolving door situation where patients have repeated hospital admissions with
limited opportunities for rehabilitation and empowerment.
The ‘Breathing Space’ pilot model supported by the Coalfields Regeneration Trust,
and based on the well established McMillan model of pump priming service change,
puts the resources in place to deliver radical strategic change.
The National Institute of Clinical Excellence (NICE) guidelines emphasise that there
is much that can and should be done. People with mild COPD should have easy
access to diagnosis and lifestyle advice. People with moderate/severe COPD should
have active rehabilitation.
Rehabilitation is effective in reducing symptoms, increasing functional capacity,
improving patients’ confidence and quality of life. It also results in less unnecessary
hospital admissions. Less than 2% of patients in England and Wales currently
receive pulmonary rehabilitation.
Existing rehabilitation programmes tend to be small and poorly funded and so, if
available at all, have been mainly for patients with very severe disease. In addition
current programmes tend to be inaccessible to the people who need them most and
provide little or no ongoing support or education for the patient, their families and
carers.
This pilot creates a model working across services delivered by general practitioners
and their primary care teams, hospital, voluntary and community sectors at a scope
and scale that would not be possible under traditional NHS funding routes.
A particular consideration has been the fact that although the local health service
already spends a considerable amount on COPD it is not addressing the problem in
the most effective way. The pilot will create a whole system change that offers a
choice of effective interventions across mild, moderate and severe COPD to make a
real long term impact. This will initially be in addition to the existing health service
investment in severe COPD.
The pilot is an efficient way of providing new capacity because of its widespread use
of generic support workers. This will maximise the impact made by each qualified
health professional and contribute to local employment in a hard pressed community.
The pilot will prove its impact during the period of pilot funding. The principal benefit
will be in terms of improved quality of life for a large number of people with COPD,
their families and their carers. There will be a real reduction in societal costs and
decline into state dependency. It will bring about a substantial reduction in future
hospital costs from COPD.
The pilot will have a substantial long-term impact on future hospital usage by people
with COPD. After the two year pilot period COPD admissions will be reduced by at
least 30% and in addition average length of stay will be reduced from 7.3 to 4 days.
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The savings resulting from decreased hospital admissions will be important in making
the case for on-going funding at the end of the pilot scheme. There are two key
challenges: firstly to deliver the whole system change necessary to make this
intended impact; and secondly to ensure that the new payment by result mechanisms
result in cost savings that can be utilised more upstream in the COPD Care Pathway.
Two years from the opening date i.e. April 2009 the Breathing Space Programme will
have achieved the widespread benefits set out in appendix 4, Benefits for Rotherham
Residents.
The Breathing Space Centre will be the catalyst to enable the achievement of all the
5 high level success (Appendix 5). This will include:
A minimum of 936 people will have received residential rehabilitation and
respite care by March 2009
A minimum of 954 people will have completed a full course of
multidisciplinary pulmonary rehabilitation by March 2009 on a day
rehabilitation basis.
1,636 people will have been given a lifestyle advice package by March 2009
904 carers will have received an individual assessment and plan by March
2009
Clinically meaningful and statistically significant levels of improvement on
quality of life, disease specific outcome measures and exercise capacity will
be achieved for patients who complete pulmonary rehabilitation.
Clinically meaningful and statistically significant improvements in quality of
life, disease specific outcome measures and exercise capacity will be
maintained for one year post completing pulmonary rehabilitation.
Interviews with patient and carers will demonstrate satisfaction with the
service.
This proposal will provide a rare opportunity to materially improve the quality of the
lives of a large number of people. The vision, its impact both locally and nationally, is
clearly demonstrated in this Business Case. The challenge is to grasp this
opportunity and make the vision a reality.

1.

Introduction

This revolutionary proposal for the delivery of the largest pulmonary rehabilitation
programme in this country, and possibly the world, proposes a whole systems
change in the management of respiratory disease.
It will deliver a paradigm shift1 from a traditional illness focused hospital service to a
chronic care model that offers effective and efficient outcomes through an enabling
choice and self-management model that addresses social exclusion.
This will mean a better quality of life for those with respiratory disease, their families
and carers, a significant reduction in the cycle of admission and re admission to
hospital and the slowing or even halting of the decline into state dependency typified
by this condition.

1

Department of Health Access Directorate- “Access Agenda- Capacity 2008”
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1.1

The South Yorkshire Industrial Legacy

Britain’s coalfields are home to over 5m people - 8% of our population. During the
last two decades all but a handful of mines were closed, resulting in the loss of 94%
of mining jobs in England alone. In some coalfield areas, where mining was the
predominant industry, two thirds of employment was lost, with devastating effect on
the local economy and community.
The effects of these mine closures are still being felt today. Britain’s coalfield regions
have a legacy of problems associated with deprivation: reduced employment
opportunities, exclusion from financial services, high levels of crime, drug-abuse and
teenage pregnancy, poor health, reduced access to facilities and lower levels of
educational achievement.2
South Yorkshire has a Gross Domestic Product (GDP) of less than 75 per cent of the
current European average 5. Following the admission of the new EU states
Rotherham will lose its Objective 1 status.
Rotherham and Sheffield were famous for their steel industry and Doncaster for its
heavy rail engineering. These industries were fed by the pit villages surrounding
Rotherham, Barnsley and Doncaster. Huge coking plants contributed to poor air
quality. Twenty years on from the collapse of the mining and heavy industrial base,
these communities are still suffering from the physical effects of the poor working
conditions and the social and economic consequences of pit and steel closures.
In many of the ex mining villages poor housing and poor heating directly contribute to
poor breathing. Whilst some miners have now received financial compensation for
industrial lung disease there is still a feeling locally that more must be done to
improve peoples health rather than compensate them for poor health.
“I‟m not knocking it, but compensation is not going to improve my life or make me fit
and well again, I can‟t even get to the loo without help!”3
Rotherham in common with many deprived parts of the UK suffers from high rates of
early death and disability compounded by migration of significant sections of the
younger age groups to economically more prosperous areas. Not only is life
expectancy worse than the UK as a whole the proportion of the local population who
are elderly is also higher.4

1.2

Tackling the industrial legacy

In June 1998 the Office of the Deputy Prime Minister (ODPM) commissioned a
programme of work to formulate a practical programme of action to help communities
affected by pit closure.5

2

Coalfields Regeneration Trust – www.coalfields-regen.org.uk
Discovery Interview – see Appendix 2
4
Rotherham PCT – Public Health Department
5
Making the difference: a new start for England’s coalfield communities - Coalfields Task
Forces Report. www.odpm.gov.uk
3
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The coalfields were identified as being unique. Their long history of reliance on a
single industry resulted in a cohesion and independent existence unlike any other
industry. The scale of deprivation and decline associated with these communities is
immense. The Coalfields Task Force Report5 (CTFR) highlights that:
„They have a unique combination of concentrated joblessness, physical isolation,
poor infrastructure and severe health problems‟
In addition to the above features there is an important cultural dimension for the
social cohesion and culture of support and caring that were focused around the pit
has been withdrawn. The impact of this has been enormous and is recognised in the
CTFR that the
„Sudden withdrawal of this support network had been enormous and has not been
adequately supported by regeneration programmes‟
What is argued for in CTFR is a „holistic approach that draws together all aspects of
the problem and gives long-term commitment‟
It is recognised that the problems are wider than the local focus of many health and
regeneration programmes. The CTFR proposes ‘One stop shops’ where help on
offer can cover training and employment information, concerns about debt, benefits,
help with funding applications, such as home improvement grants and health. They
recommend that every coalfield community has ready access, no more than a bus
ride away, to a one stop shop or similar facility.
This revolutionary proposal for the Rotherham coalfields area fulfils these
recommendations and more!

1.3

The health legacy

COPD is the fourth biggest cause of morbidity and mortality in the UK. 6 Historically
there have been more cases of COPD in men than women but rates of COPD in men
from COPD in the UK are falling and rates in women are still rising so that soon both
the prevalence and the mortality of COPD will be roughly equal in men and women.
COPD is characterised by airflow obstruction that is usually progressive and is not
fully reversible. By far the most important cause of COPD is smoking. COPD is much
more common in former industrial areas such as Rotherham. The most important
reason for this is that areas with heavy industry also tend to have high smoking rates.
However COPD is also associated with deprivation and environmental factors such
as mining and poor air quality. In some parts of Rotherham sulphur dioxide levels
are still almost 30% higher than nationally agreed air quality objectives. 7 This means
that residents continue to be at increased risk of respiratory problems.
Some idea of the increased burden of COPD in areas such as Rotherham is
illustrated in Figure 1.1. Figure 1.1 compares hospital admission rates for COPD
between NHS regions. Northern and Yorkshire, the region most representative of
Rotherham, has a substantially higher admission rate.

6

ABC of COPD: BMJ 332, 1142-1144 2006
RMBC (2002) National air quality strategy stage 3 review and assessment sulphur dioxide,
Environmental Health: Rotherham
7
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Figure 1.1 - Hospital Admission for COPD by NHS region 2001/2

Figure 1.2 gives a representation of the burden of COPD in Rotherham. The
assumptions behind the data are discussed more fully in Appendix 1. This Appendix
also contains a summary table of statistics on morbidity, mortality and the economic
costs of COPD.

Figure1.2 -The burden of SRD/COPD in Rotherham
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10,000 - 25 000
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Overall 1 in 10 Rotherham residents die from respiratory disease, this rises to 1 in 7 if
you include lung cancer. In 2004 COPD was the main cause of death for 144
Rotherham residents but this figure does not include the many patients who die with
COPD but not immediately because of COPD.
The number of hospital admissions attributable to COPD is difficult to quantify
precisely. This is because in some cases admissions are coded to an acute cause
such as pneumonia when the underlying cause is COPD and also because COPD
can be a contributing cause when people are admitted for other reasons such as
heart failure. In 2005/6 there were 909 Rotherham admissions for which COPD was
the primary reason for admission. In 2004/5 this accounted for 6,994 bed days.
Since 2005 GPs have been paid to maintain registers of patients with COPD and
these are reported annually through the Quality and Outcomes Framework (QOF). In
2006 5600 people were identified as having COPD on GP databases. This is 2.4% of
the Rotherham population. Nationally COPD is acknowledged to be widely underdiagnosed. The real number of people with COPD is believed to be at least twice as
many as those identified by QOF, and some studies suggest the percentage of the
population with airways obstruction is as high as 10%8.
On average each patient with COPD consults their primary care team 6 to 7 times a
year. This would equate to around 36,000 consultations in Rotherham each year
(although not all the consultations will be because of COPD). In 2005/6 PCT
prescribing costs for respiratory drugs were £4.2M, approximately a quarter of this is
estimated to be for COPD.
The impact on quality of life for people with COPD, their families and carers is
immense. In the early stages people may only have relatively mild breathlessness on
exercise. COPD is often undiagnosed at this stage but people with mild COPD
should be prime targets for lifestyle advice, supported with smoking cessation
programmes.
People with moderate to severe COPD become progressively more breathless and
suffer more frequent flare up of the disease that increasingly threatens their life. As
they become breathless on even slight physical exertion they become unable to work
and often become socially isolated.
Fatigue is commonly aggravated by sleep disturbance for both the person with
COPD and their carer. People with COPD commonly experience feelings of anxiety,
hopelessness and depression. This in turn places additional burdens on their family
and carers.
A recent survey by the British Lung Foundation (BLF) illustrates the effects of COPD
on people lives and the missed opportunities it causes. Out of 1,400 people with
COPD 83% said that fear of a lung attack often limits their ability to do things they
enjoy. The survey estimated that COPD prevented 3.5 million trips to the pub and 3.8
million chances to make love.
Narrative accounts of Discovery Interviews with people with COPD and their carers
are given in Appendix 2.

8

ABC of COPD: BMJ 332, 1142-1144 2006
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At present the majority of non primary care activity for COPD is for patients with
exacerbations of severe disease. Interventions are usually crisis management by
emergency admission and often lead to a revolving door situation where patients
have repeated hospital admission with limited attempts at rehabilitation and
empowerment.
The 2004 NICE guidelines9 emphasise that there is much more that can and should
be done for COPD. People with mild COPD should have easy access to diagnosis
and lifestyle advice. People with moderate/severe COPD should be offered
multidisciplinary pulmonary rehabilitation. This is effective in reducing symptoms,
increasing functional capacity, improving patients’ confidence, and improving quality
of life. There is some evidence that pulmonary rehabilitation decreases hospital use
particularly by reducing length of stay although to date studies have been on small
numbers of people. The evidence base for pulmonary rehabilitation is discussed in
more detail in Appendix 5, the evaluation protocol.
Despite being recommended by NICE less than 2% of patients in England and Wales
currently receive pulmonary rehabilitation. Existing programmes tend to be small and
poorly funded and so, if they are available at all they tend to be mainly for patients
with very severe disease. In addition current programmes tend to be inaccessible to
the people who need them most and less than half of current UK programmes are
linked to Breathe Easy Clubs to provide ongoing support.
The degree and complexity of change being proposed by this pilot would not be
achievable without this significant investment and the ongoing commitment given by
the PCT Board, CRT Trustees, and our partners. The options for delivering the
desired change have been developed without stakeholders being constrained by
service pressures, instead they have considered the ‘best’ options for delivering the’
best’ possible care to the population of Rotherham.
A particular consideration has been the fact that although the local health service
already spends a considerable amount on COPD it is not addressing the problem in
the most effective way. The pilot will deliver a whole system change. This will initially
be in addition to the existing health service investment. The pilot will prove its impact
during the two years of pilot funding. The principal benefit will be in terms of improved
quality of life for people with COPD, their family and carers, but there is also likely to
be a substantial reduction in future hospital costs from COPD.

Table 1.1- Estimated Financial Costs of COPD in Rotherham (based on
research evidence from 2001)
Cost type
Direct costs (NHS)

Indirect costs
Total

Cost breakdown
Hospital admissions (54%)
Treatment (19%)
Tests (5%)
Visits to GP and specialist
(16%)
A&E and GP Out of Hours
(6%)
Total Direct costs (100%)
Work days lost
Direct + Indirect costs

For further details of data sources see Appendix 12 table 2

£ (Million)
1.9 – 5.0
0.7 – 1.7
0.2 – 0.5
0.6 – 1.5
0.21 – 0.6
3.5 – 9.2
2.3
5.8 - 11.5

9
NICE Clinical Guideline Number 12: Guidelines for the Management of Adults with Chronic
Obstructive Pulmonary Disease in Primary and Secondary Care,
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Table 1.1 shows estimated NHS and Non NHS costs of COPD in Rotherham. The
assumptions behind the table are described in detail in Appendix 1 and the indirect
costs are acknowledged to be an underestimate that excludes other societal costs.
Table 1.1 was produced for the outline business case based on costs attributed from
research evidence in 2001. Since this table was produced Payments by Results has
been implemented. Payment by Results (PbR) does not cover the whole secondary
care costs of COPD (it does not include out patient and A+E costs) but it does
establish the real costs, under the current PbR regime, the PCT pays to secondary
care providers for COPD admissions. For Rotherham PCT this was £1.97M in 2005/6
(for all providers based on COPD HRG spells).
Appendix 1, incidence of COPD in Rotherham, has charts which show baseline
activity for secondary care COPD activity. These show considerable month to month
variability. Work by the Metrological Office has shown that health communities have
a baseline level of COPD admissions - in Rotherham this is around 50 admissions
per month (Figure 2 Appendix 1). On top of this in some winter months there is
considerable extra activity – in peak months admissions more than double to 115
admissions per month. The Metrological Office studies show that whilst the baseline
activity tends to be from a relatively small cohort of people with severe COPD
(around 500 individuals are admitted with COPD each year) admissions at peak
times tend to be from a wider group of people who have infrequent exacerbations on
top of moderate or mild COPD (around 50% of all COPD admissions are in people
who only have one admission per year).
The PCT and RNHSFT have carried out prediction exercises on the impact of
Breathing Space on hospital admission rates and length of stay based on the model
in the original business case. The exercises are described in more detail in Appendix
1, the conclusions are:
Breathing Space is unlikely to have a substantial immediate impact on hospital
admissions.
Breathing Space will result in a 30% reduction in admissions after it has been
operating for 2 years if it is successful in delivering pulmonary rehabilitation to a
large proportion of people with COPD and improves the early management of
COPD exacerbations by better early self management and primary care.
There is potential to reduce average length of stay in hospital from 7.3 to 4
days (both by supporting people who are discharged home and by transfer to
Breathing Space from hospital). The degree to which this is fully realised
depends to some extent on Breathing Space staffing levels.
Currently Rotherham PCT spends £4.2M on prescribing for respiratory conditions approximately £1.1M is on COPD. Early findings from primary care audit indicate that
this resource could be used more accurately.
If all prescribing for COPD in Rotherham comes into line with best evidence there will
be some areas of cost savings (for example less prescribing of steroid combination
inhalers and less use of nebulisers for people with mild COPD). There will also be
areas where there will be additional prescribing costs (because more patients will be
diagnosed with COPD and because of increased use of high dose inhaled steroids
and long acting anticholinergics in patients with severe COPD patients prone to
hospital admission).
The PCT Prescribing Committee and RNHSFT have produced draft prescribing
guidelines. Once formally approved by the Area Prescribing Committee these will be
used as a basis for prescribing reviews undertaken by Breathing Space and for
training for primary care teams. Rotherham-wide prescribing guidelines implemented
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through Breathing Space will be a major step forward in improving quality of care for
COPD patients. The guidelines aim to ensure that COPD prescribing costs do not
grow faster than in neighbouring PCTs but at the same time deliver a step change in
clinical outcomes. The evaluation appendix gives more details of current prescribing
trends and explains how changes will be evaluated.

2.

Strategic Context

2.1

National Policy on COPD

Historically COPD has received less priority from the NHS than other comparable
conditions. In the 2004 and 2005 Chief Medical Officer’s Annual Reports COPD was
highlighted as the condition causing the biggest burden of disease that did not have
its own National Service Framework. Finally in June 2006 it was announced that
there will be a COPD National Service Framework. Listed below are national policy
changes since the Outline Business Case that have raised the profile of COPD. A
consequence of these changes is that that the ‘do nothing’ option that was
considered in the original business case option appraisal is now no longer a realistic
option. Even if the PCT chose not to progress Breathing Space considerable work
would have to be carried out to implement the NICE COPD guidance, realise the
potential health benefits from the COPD part of the Quality of Outcomes Framework
and prepare for the COPD NSF.

Major changes on national policy on COPD since 2004 are:
2004 NICE Clinical Guideline on COPD. Includes the recommendation that all
patients with symptoms or disability from COPD should be offered multidisciplinary
pulmonary rehabilitation. All health trusts are required to produce plans to
implement NICE Clinical Guidelines. In Rotherham the Breathing Space
Programme has been regarded as the Health Communities response to the NICE
Guideline. .
2005 Quality and Outcomes Framework. Incentivised GPs to report on 9 COPD
quality measures. QOF has undoubtedly raised the profile of COPD in primary
care, Rotherham has high achievement for the COPD QOF indicators and many
people have received spirometry. However the initial results of the baseline
primary care audit suggest that more work is necessary to realise the health gain
that could result from QOF - this is discussed further in Section 2.3.
2006 Health Care Commission Report: National Study of Chronic Obstructive
Airways Disease highlighted at a national level many of the issues raised in this
business case. PCT’s need to do more to reduce smoking, improve COPD
diagnosis by spirometry and to commission services that improve access to
pulmonary rehabilitation. The government’s response to this report was to
announce the NSF.
June 2006 Department of Health Announcement there will be a National Service
Framework for COPD. An expert reference group has been set up. The timetable
for the NSF being released has not yet been announced.

2.2

General NHS Strategic Developments

The direction of travel for the NHS set out in the Our Choice, Our Care, Our Say
White Paper is towards more integrated community services that switch the
emphasis of service delivery away from secondary care to a whole system approach.
This includes initiatives to help people minimise the impact of chronic disease on
their lives by bringing management closer to home and by enabling informed selfmanagement of their own condition.
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The Patient Choice and Payment by Results agenda is currently driving system
reform in acute care. In the longer term it will also impact on the delivery of chronic
care management10.
This pilot offers an opportunity to obtain significant data on the impact of informed
patient choice and the impact of tariffs across the whole system, within a clearly
defined care pathway, that will inform national policy.
The pilot will also provide an important opportunity to understand and identify the
incentives for patients to move seamlessly between primary, community, voluntary
and acute care. An important consideration is that the residential part of the
Breathing Space model is not conventional intermediate care and so if it evaluates
successfully the long term commissioning structure for this will need to be developed.
As well as Patient choice, Practice Based Commissioning is an important part of the
national agenda. A key stakeholder for Breathing Space will therefore be each of the
Rotherham PBC Neighbourhoods plus PBC groups from surrounding PCTs.
Another key aspect of the national strategic agenda is the national programme for IT,
Connecting for Health. It is vital that Breathing Space is integrated into the roll out for
Connecting for Health as soon as possible. Breathing Space will do all it can to
become a fully functional early implementer site in time for the Centre opening in
April 2007. This will enable the Programme to drive dynamic case management for
those with COPD locally while providing invaluable information for national roll out.

2.3

Local respiratory and pulmonary rehabilitation services

Three General Physicians, who have a special interest in respiratory medicine, cover
the service at the Rotherham NHS Foundation Trust. A specialist respiratory nurse
and a part time respiratory physiotherapist also support this service. This is an
excellent clinical service but as with other acute services has to prioritise emergency
activity. This can lead to a revolving door situation where some patients have
repeated hospital admission and the emphasis on acute treatment rather than long
term rehabilitation and patient empowerment.
People admitted to hospital who are over 55 years old will generally be under the
care of the elderly physicians. There is no specialist respiratory support provided for
this vulnerable group but non-specialist physiotherapists and occupational therapists
are available.
There is an ad hoc pulmonary rehabilitation programme that runs at the Trust for
between 6-8 people. Because of the limited capacity referrals are only accepted
from hospital consultants and the hospital specialist nurse, general practice referrals
are not currently accepted. The service is limited to those who can get to the hospital
this makes access difficult for many of those most severely affected including those
on oxygen
Since 2005 Rotherham GPs have identified COPD patients as part of the new GP
contract. In April 2006 5,600 Rotherham patients were identified as having COPD.
Research data and preliminary local audit suggest that current GP disease registers
may be incomplete by as much as 100% but may also contain some people who do
not have COPD, however the GP registers will be a starting point in identifying the
baseline prevalence of COPD in Rotherham. Although the inclusion of COPD in the
new contract was an important milestone in increasing the profile of COPD in primary
care and has resulted in many more people receiving spirometry the provisional
results of the baseline COPD audit indicate that there are significant concerns about
the current accuracy of COPD diagnosis. Accurate diagnosis and severity
categorisation is essential to provide effective care for COPD. Appendix 5
(Evaluation Protocol) describes how Breathing Space will carry out an ambitious
10

Bob Ricketts DOH – CHOICE at the point of referral Conference – Feb 2004
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baseline audit to determine as accurately as possible the severity category of
patients at baseline and this audit will be used to target patients who will be first to be
invited for pulmonary rehabilitation. The primary care engagement programme
described in Appendix 5 will use Breathing Space as a catal yst to delver training in
accurate diagnosis and management to primary care – such training is essential if
the potential health benefits that could result for the emphasis on COPD in QOF are
to be realised.
In the community there is a part time (15 hrs) specialist respiratory physiotherapist.
This post currently provides some specialist input into the large number of patients
referred with COPD to the community service and in addition supports the generic
Community Assessment, Rehabilitation and Treatment Service. This post will transfer
to Breathing Space.
In addition to the services set out above there are several other local initiatives that
will compliment the respiratory disease service including:
The Community Assessment, Rehabilitation and Treatment Service (CARATS) –
part of this service is a community based team that provides rapid response and
short term support to patients in their own homes who would otherwise require
admission or prolonged stay in hospital. This team does not work specifically
with COPD patients but does provide some support.

.Community Matrons are now employed within the PCT. They aim to maintain

highly complex vulnerable patients within the community using a case
management approach to coordinate care. Patients referred to them should have
complex health problems associated with two or more long term conditions. All
nine matrons will have COPD patients on their caseloads.

Discovery interviews with people with COPD and their carers highlight the need for
both pulmonary rehabilitation and respite support (Appendix 2)
“I had rehabilitation at the hospital and it was great, I threw away my stick and started
to live again, but I feel guilty talking about it here because I know most people don‟t
get it”.
(The COPD Scheme – a pilot project was developed where the respiratory nurse
specialist at the acute trust identified patients using agreed protocols for early
discharge home. This work has not been continued since the pilot as there are
limited services within the ‘whole system’ to support the model. It has therefore had
very little impact and this early discharge service is not currently available)
“My sister and I nearly killed ourselves looking after Dad, it would have been great if
there was somewhere he could have gone for a few hours during the day or for an
occasional night, it would have been better for mum too”
“My mother was embarrassed by her wheeze and for the last few years would not go
out to her old places - if she could have gone to a centre, just for some social life with
other people who understood why she was like that, it would have made a great
difference”
There is no co-ordinated approach to respite support and no residential respite
support available except as an acute admission to the acute trust.

3.

The Breathing Space Pilot Service

From the outset of this project it was recognised that ever greater investment in
secondary care will not deliver the step change necessary to address the range of
health and social problems of poverty and exclusion. Whilst local incremental
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change is possible over time the whole systems redesign requires external support
and financial commitment. This partnership with CRT has provided some of the
necessary external assistance for a unique two-year pilot of a new whole systems
model of care for respiratory disease and COPD that will deliver real benefits.
A full options appraisal was undertaken for the Outline Business Case and although
the service model (Appendix3) previously described in the Outline Business Case in
March 2004 has evolved and significantly developed to take account of current
knowledge and the results of ongoing workshops, action groups and collaboration,
the new model of care reflects the preferred option 4 from the OBC.

Option 4

Developing a whole systems approach for the management of
respiratory disease. This option provides a ‘Breathing Space’ centre
as the hub of the service with residential rehabilitation with respite
care, aggressive rehabilitation and education programmes for people
with respiratory disease and their carers, professional education and
voluntary peer and community support integrated with the triage
elements in the acute service, the community ‘hospital at home’
element of the Community Assessment and rehabilitation scheme,
rehabilitation out reach teams and the wider Community Matron
Case management model.

The 10 bed day rehabilitation and residential rehabilitation and respite model
described in Appendix 3, The New Model of Care, delivers all the Outline Business
Cases aspirations for ‘industrial scale’ change within the available funding. It should
be noted however that the model is not intended to be definitive. It is a framework
that can be further developed as the pilot produces, and learns from, future audits
and research.
Appendix 4 ‘expected benefits and changes for Rotherham residents’ summarises
the situation before the Breathing Space Programme and the expected
benefits/changes following its implementation.
Drawing on best national and international practise to deliver the six components of
the Chronic Care Model11 the new whole system model of care will :Improve the quality of life for people with respiratory disease/COPD, their family
and carers
Mobilise community resources to meet the needs of people and to combat
poverty and social exclusion
Respond to the needs of the local community and people with respiratory
disease, their carers and families, to provide a programme of pulmonary
rehabilitation that includes residential intermediate, day, respite and home care
Give meaning and dignity to people with chronic illness
Provide self management support through educating, empowering and preparing
people, their families and carers to manage the condition
Assure the delivery of effective, efficient care and self management support
through system redesign and education
Promote aggressive interventions from a menu of options that is consistent with
scientific evidence and patient choice
Use clinical information and decision systems to effectively and efficiently
manage and inform the development of care
11

International Six Component Chronic Care Model – Kings Fund research paper – Managing
Chronic Disease January 2004
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Provide an environment that removes the clinical barriers that dis-empower
people. It will create an honest partnership and enable individuals to proactively
lead and manage their own care.
Provide a process for risk stratification identifying those at risk of ill health and
ultimately hospitalisation and use a case management approach to aggressively
intervene and to delay or halt decline into State dependency
Implement a major step change and redesign of rehabilitation and respite care in
the shortest time possible
Designing whole system change of this magnitude requires extensive consultation
with stakeholders and their active involvement. This process is well underway and
development of the new model of care (Appendix 3) has had extensive input that will
continue throughout the delivery, evaluation and ongoing development of the pilot.
Bob Lewin, Professor of Rehabilitation at York University, has been involved in our
stakeholder interviews undertaken for the Outline Business Case (Appendix 2). He
has commented that he has never before met so little objection or hostility for such a
wide-ranging process of change; indeed there was enthusiastic support for our
proposals. This has continued throughout with high levels of enthusiasm and
engagement from all stakeholders.
However, the scale of the challenge facing the UK also needs to be recognised. For
example 90% of Acute Trusts that provide even the most basic pulmonary
rehabilitation deliver a programme to less than 100 patients per year12. The Breathing
Space Pilot, utilising 10 beds, will deliver a rehabilitation and education programme
to over 2,200 people per annum, as follows: a comprehensive, integrated and intensive 8 week day care programme providing
573 ‘standard’ programmes to a minimum of 470 people and their carers per
annum
an intensive residential care programme to over 470 people and their carers per
annum
lifestyle advice and less intensive evening support to an further 1,200 people.

3.1

New Model of Care

The new model of care has been developed following extensive consultation with
stakeholders and their active involvement in its design. It is based on the need to:
Create a cul ture, organisation and mechanism that promotes safe, high
quality care.
Provide self management support through empowering and preparing
patients to manage their health and health care.
Through system redesign assure the delivery of effective, efficient clinical
care and self management support.
Promote clinical care that is consistent with scientific evidence and patient
preferences.
Mobilise community resources to meet the needs of patients and to
combat poverty and social exclusion.
Use clinical information and decision systems to effectively and efficiently
manage and inform the development of care.
Respond to the needs of the local community and people with COPD,
their carers and families, to provide comprehensive programmes of
pulmonary rehabilitation.

12

Pulmonary rehabilitation survey

British Thoracic Society, British Lung Foundation
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Provide an environment that removes the clinical barriers reported to
disempower people in becoming true partners in care.
Provide a process for risk stratification identifying those at high risk of
hospitalisation and ill health and using a case management approach to
actively manage and prevent inappropriate admission to hospital.
In the shortest time possible implement a major step change and redesign
of rehabilitation and respite care.
It is recognised that many people with COPD become ‘prisoners in their own home’.
This can be due to a combination of physical, psychological or emotional factors
resulting in being unable to participate in social activities.
In addition to providing health services the centre will provide social and recreational
opportunities where both people with COPD and their carers meet and socialise in a
pleasant non-clinical environment.
Appendix 3 sets out a model for delivering rehabilitation and outlines the many
functions the centre will have including;
Well being sessions
Social support
Financial advice
Benefits advice
Assessment and medicines management
Self management support
Nutritional support
Development of peer support and expert patient programmes
Psychological interventions
Disease education
Clinical review and assessment
Home environment assessment and links to affordable heating
Podiatry
Speech and Language therapy
This model will shift the current emphasis from the ‘revolving door syndrome’ of care
where people are trapped in a cy cle of admission and readmission to hospital
because there is no effective structure or service in place to support individuals to
maximise their quality of life or to slow or halt their decline.
The philosophy seeks to create a framework for maximising health and well-being
and provide a programme of care that is individualised and supportive of both patient
and carer needs.
This project is a long-term commitment to carers and families of people with
respiratory disease and COPD. It is recognised that there needs to be emphasis on
all three by:
Supporting those people, their family and their carers, who already have the
disease to improve and maintain their quality of life
Identifying and supporting people with risk factors for developing COPD to
change lifestyle and behaviours
Developing competences within primary and social care professions and
developing community and peer support systems
Throughout the stakeholder interviews (Appendix 2) and subsequent discussions
there was recognition and support for a philosophy of care that:
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Has rehabilitation at its heart
Shifts the emphasis of care from the ‘medical model’ of dependency to a model of
empowerment and partnerships where patients and carers become active
partners in all aspects of decisions relating to their care
Facilitates a rehabilitative focus on maximising patients and carers potential to
achieve their ‘best’ quality of life in all aspects of activities of daily living including
physical, social and psychological perspectives
Provides a seamless clinical pathway crossing primary, community, voluntary and
hospital care focusing on the whole system of care
Provides the ‘best’ support possible for those directly and indirectly suffering from
respiratory disease
That develops a register of people with COPD that can then be used to drive and
evaluate service developments.
Patients and carers specifically highlighted, in addition to education and
rehabilitation, that the model of care should provide:
Easier ways to get the right care at the right time
Social support
Respite care
Transport for people on oxygen to break the social isolation
Help with distress
24 hour help line
Continuity and integration of care
Co-ordination of benefits and equipment information
This is a rare opportunity to develop a programme designed around the needs of the
patient rather than the structures already in place. The ‘Breathing Space’ centre will
be the heart that facilitates patient driven care that is flexible and dynamic. The use
of the ‘Breathing Space’ will evolve and respond to patient needs depending on local
context and future developments.
While identifying what the new service will do it is equally important to be clear that
the model does not replace existing secondary care services in an intermediate care
setting. People admitted to the rehabilitation beds must be medically stable and not
require intensive nursing support. Oxygen therapy will be available.
The Centre will not provide;
Last days of life care.
Trial periods to see if people like 24 hour care
Care when an assessment of need, for 24 hour care, has begun and or has
been completed
Care for people waiting for a care home of choice (vacancy)
Care when someone’s home is uninhabitable.
Care that should be provided in a hospital
Respite where the person cannot benefit from a rehabilitation programme or
is unwilling to participate in the programme.

4.

The ‘Breathing Space’ Centre
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The appraisal of the alternative service options demonstrated that a whole systems
model provides the greatest benefit and is the preferred service option. It has at its
core a new centre located in a community setting to deliver both soon admissions
and step down, planned rehabilitation, prevention, education and training and the
provision of a base for community outreach services.
The 7.3 million pound building on the Badsley Moor Lane site has been designed
from foundations to roof to work with respiratory rehabilitation.
Artists impressions of the facility are shown in Appendix 7 and a schedule of
accommodation and plan drawings shown in Appendix 8.
The development has a lot of ‘green’ innovation in its design with particular focus on
energy efficiency and quality of air within the building (Appendix 6)
People with COPD require a stable temperature, air not dried out by overheating and
as few particulates and off gases as possible. The building has been specifically
designed to achieve this.
An innovative ventilation system is in place. This is the product of joint working with
Cambridge University to develop a low energy solution. It is achieved through the use
of natural ventilation, heat recycling in winter and night cooling with thermal mass in
summer. There is also a plenum under the atrium to precondition air.
Ground source heating is being used to contribute to low energy consumption.
There is also a system of under floor heating.
Individual preferences are catered for. The bedroom windows will open and each
bedroom has temperature control. This is important as it contributes to comfort,
confidence and empowerment.
In addition to the functional systems care has been taken with the choice of building
materials and finishes. Clay blocks and lime plaster have been used in some areas
as these are hygroscopic, giving a better level of humidity. Paints and other materials
have been chosen to compliment this property and for their low off gas properties.
It is estimated that the design elements incorporated save 79 tons of CO2 emissions
per year contributing to Government emissions targets.

Spaces
All spaces on the 3 floors contribute to the rehabilitation plans and aims. There are
no labelled rooms, or rooms that are for one function only. e.g. the atrium has a
slightly sunken floor with two sets of steps. These replace traditional rehabilitation
steps. Corridors have the length to enable them to be used for the shuttle walk test,
strategically placed seating enables those with a low exercise tolerance to take rests,
and circuits will be designed both inside and outside the building to enable people to
increase their endurance. The atrium will also be used as a focal point for many other
activities in addition to recreational and social events.
Quiet areas encourage those who do not feel able to join in the general activities to
sit and observe and will encourage gradual participation.
Many more features can be seen within this building, full details will be made
available to patients.
Knowledge of how the building works and its unique features will be within
information files and part of an individuals plan.
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Staff will have this information as part of their induction process.

5.

Information Management

A common IT infrastructure linking primary and secondary care based upon the
National Care Record will be at the core of the Pilot. This will allow records to be
accessed and added to remotely, so that each of the groups involved in providing
care have access to the record and know what has been done, what is planned and
who is caring for the patient.
Providing shared records, data and information underpins the whole process of
integrating a service across the many agencies involved in delivering the complexity
of care required for someone with moderate to severe respiratory disease.
Knowledge management is one of the keys to managing chronic disease supporting
the identification of at risk groups and allowing planners to undertake needs
assessments, understand resource and activity levels and identify trends.
This pilot will link into the national programme for IT and, following negotiation with
the Local Service Provider, it seems likely will serve as an early implementation site.
A summary of the Information Technology supporting this model of care is given in
Appendix 3

6.

Workforce

The implementation of new ways of working including introducing generic workers to
deliver the rehabilitation packages under supervision, rotational posts and crossskilling and the need to ensure the pay modernisation agenda supports the
development of the service was considered in developing staffing structures.
This ensures an effective solution for both skill shortage issues within individual
professions and increased employment and training opportunities for the local
population, thus contributing to economic and social regeneration of the area.
Significant emphasis has been placed on training and development, continuing
professional development and the fact that the centre will operate as a teaching and
learning environment.
The service will employ around 40 Whole Time Equivalent (WTE) staff creating
approximately 60 new jobs near the centre of Rotherham.
Around 30 WTE will be employed directly by the PCT (Appendix 9) with
approximately 2 thirds of these being support roles. Approximately a further 10 WTE
opportunities will be generated by the PCT through Rotherham Council who will be
providing the Facilities services e.g. catering, cleaning, building maintenance etc.
The new service and facility will also generate indirect employment benefits through
engagement with the voluntary sector and by, for example, sourcing goods such as
meat and vegetables locally wherever possible.

7.

Transport

If the Centre and model of care are to achieve their aims then a vital part of the
infrastructure will be transport, allowing previously excluded patients and carers to
easily access the ‘Breathing Space’ Centre.
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The nature of severe respiratory disease is such that people have ‘good and bad
days’ changing the level of care needed from day to day. This is inevitably
unpredictable and the transport system has to be such that it can ‘flex’ up or down
depending on the individuals needs on that day. An important part of the programme
will be encouraging carers to attend the ‘Breathing Space’ centre with partners and
therefore transport will be required to assist with this.
For the first 6 months of the Breathing Space programme a taxi service will be used
to ensure maximum flexibility while the service determines actual need and demand.
The budgeted cost of this, based on every person attending the day and residential
service requiring return transport, is two hundred and eighty thousand pounds per
annum. This approach maximises operational flexibility during the initial stages of the
pilot and minimises individual travel times however a transport review will be
undertaken by the service in month 4 and month 7 of operation to determine whether
a more cost effective solution can be delivered while minimising travel times and
maintaining flexibility.
Recommendations from the findings of these reviews will be made available via the
sustainability working group to the PCT Director of Finance and the advisory group
and, if appropriate, the transportation model revised and put out to competitive
tender.

8.

Evaluation of the Breathing Space Programme

8.1

Aims of the Research and Evaluation Project

The detailed protocol for the Breathing Space Research and Evaluation project is in
Appendix 5, Evaluation Protocol. This section summarises key features.
Research and evaluation is fundamental to the Breathing Space Programme Vision
and will be fully integrated into the programme design. The reason for this is two fold:
From a national perspective, the unique nature and substantial funding
makes it obligatory that learning from the Programme is maximised
From a local perspective, the local Health Community requires robust cost
benefit evaluation to inform decisions on long-term sustainability after pilot
funding finishes in 2009
The research and evaluation project has three overall aims:
a) To determine whether the programme has met its success criteria and make
recommendations to Rotherham PCT Board and other stakeholders about
funding beyond the pilot period
b) To maximise learning from the programme and the development of a research
culture around chronic respiratory disease in Rotherham
c) To ensure that lessons from the programme can be disseminated nationally

8.2

Process

The research and evaluation project will be led by a Consultant in Public Health from
the PCT and the project overseen by a Research and Evaluation Steering Group with
representation from key stakeholders.
The Public Health Department of Sheffield School of Health and Related Research
(ScHARR) have been appointed as Academic Partner to Breathing Space. This role
includes giving advice on all aspects of the evaluation of the programme, jointly
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authoring evaluation reports and undertaking specialised analysis for the Programme
Team.
The evaluation will comprise of 9 components:
1. A comprehensive primary care audit and re-audit process
2. A baseline burden of disease survey
3. Modelling the cost effectiveness and future benefits of Breathing Space
4. Qualitative interviews with patients, carers and key stakeholders
5. Prescribing impact reports
6. Smoking impact reports
7. Secondary care impact reports
8. Programme activity and effectiveness reports
9. Follow up patient satisfaction reports

8.3

Success criteria

Five criteria will be used to judge whether the Breathing Space Programme has been
successful.
The Breathing Space Programme offers substantially improved care for
patients with chronic respiratory disease and their carers in Rotherham.
The Programme delivers improved outcomes for chronic respiratory disease
patients and carers who have direct contact with the Breathing Space
Programme.
Rotherham Health and Social Care Community will have successfully managed
the changes in costs and resources needed to ensure the long-term
sustainability of the Programme (for example in the context of payment by
results and choice).
The Programme will deliver improved outcomes for chronic respiratory disease
patients and carers at population level.
The changes in the whole system costs for chronic respiratory disease in
Rotherham provide value for money for the outcomes that have been achieved.
Details of how these criteria will be measured are given in Appendix 5.

8.4

Evaluation Resources

The total amount of specific funding for the evaluation up to the end of the pilot phase
in April 2009 is £150,000, with a further £10,000 required in 2009/10.
In addition to the specific funding important parts of the evaluation will be carried out
by Breathing Space and PCT staff. This will be cost effective and will also build local
capacity in research and evaluation around COPD. The job descriptions of Breathing
Space Staff in particular those of the Consultant Clinician and centre Operational
Manager will expect them to contribute a proportion of their time to audit and to the
evaluation of the outcome of the programme.
Breathing Space has a contract with ScHARR who as Academic Partner will be paid
on a sessional basis. The function of the academic partner is to provide expert advice
on all aspects of the Research and Evaluation Project, to be co-authors on the
summary evaluation reports and to carry out specific specialised elements of the
evaluation such as designing the baseline burden of disease survey and modelling
the costs effectiveness.
Specific tasks such as data entry for surveys will either be carried out in house or
externally sourced – decisions will be taken by the Project Team once the protocols
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are finalised. Tables 8.1 and 8.2 summarise the financial and other resources that
will be committed to the evaluation and their phasing.
Table 8.1 Summary of directly funded resources for evaluation until end of pilot
(excluding baseline audit which will be delivered as part of primary care engagement)
Type of
resource

Other
Commissioned
Surveys
(£000)

ScHARR
(£000)

In-kind
Breathing
space

PCT
2006/07
2007/08
2008/09
2009/10

20
60
10
10

20
20
20

See Table 8.2 for details

Table 8.2 Summary of in-kind resources for evaluation (including
baseline audit)
Organisation

Department

Activity

PCT

Public health

Consultant - I day per week
Public Health Registrars to
conduct qualitative
interviews
Design primary care audit
and provide 100 days non
clinical time to assist with
base line audit
Analyse repeat primary
care audit
Produce prescribing impact
reports
Clinical Effectiveness
nurses support baseline
audit for 20 days
Help to produce smoking
impact reports
Summary and monthly
impact reports
Support Breathing Space
Team with regard to data
analysis and questionnaire
surveys
Co-ordinate baseline audit

Audit Department

Prescribing team
Clinical Effectiveness
Team
Smoking cessation
service
FACT team

Breathing
Space

Specialist respiratory
nurse
Clinical Consultant and
Operations manager

Clinical and care
assistants

Produce summary data on
numbers and outcomes for
patients seen directly by the
programme including follow
up data
Carry out repeat primary
care audit

06/
07



Year
07/ 08/
08
09



09/
10
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8.5

Timetable

Summary evaluation reports will be produced as shown in table 8.3:
Table 8.3 Timetable for Summary Evaluation Reports
Report

Date of report

Period covered

Baseline Evaluation

1 Feb 2007

Baseline position

First year report

1 June 2008

April to March 2007/8

Interim second year report

1 Feb 2009

April 2007 to Dec 2008

Final evaluation report of the
Breathing Space Pilot

1 June 2009

April 2007 to March 2009

If Breathing Space is commissioned beyond April 2009 it is recommended that a further
evaluation report is produced in 2011 to evaluate the impact once ‘Steady State’ has been
achieved.

There are two key issues regarding the evaluation timetable. The first is that it takes
time for many health benefits to become apartment following an intervention. It will
not be possible to give a rigorous assessment of the full impact of Breathing Space
by the time the health community needs to take planning decisions for the 2009/10
planning round. The Feb 2009 interim report will make predictions of what the final
report in June 2009 is likely to conclude based on information available by December
2008.
The second issue is although Breathing Space has ambitious plans to provide
rehabilitation to nearly 2,000 people and an education package to a further 2,400
people in its first two years this is still short of the 5,800 patients currently on COPD
registers, which is believed to be an under estimate.
If the PCT Board take the decision to continue funding for Breathing Space in its pilot
form after the end of the Pilot in 2009 it is important that any business case to
support this includes a recommendation that a further evaluation is carried out when
a ‘steady state’ has been achieved.
A steady state is defined as a situation when all existing COPD patients who wish to
have pulmonary rehabilitation have either received pulmonary rehabilitation or have
declined the offer. It will be possible to predict when a steady state will be achieved
and what form of evaluation should be carried out nearer the time but it is
provisionally suggested that if Breathing Space is commissioned beyond the pilot
period £40K should be included for a formal evaluation at steady state in 2011.

9.

Risks

The Breathing space service is a pilot in the truest sense. It seeks to deliver a public
health benefit at an industrial scale which could not be funded through traditional
NHS funding routes.
The outcomes are uncertain, although based on current research evidence it is
believed that the service will provide significant qualitative and quantitive benefits to
people with COPD and their carers and that irrespective of the final outcome the
quality of care throughout the whole pathway will have been driven up through the
work of the pilot.
The main question will be can the service, when weighed up against other pressing
priorities, provide real value for money i.e. significant enough benefits to justify the
level of costs.
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The PCT has mitigated this risk by implementing robust project management
arrangements during the development stages and throughout the pilot period and
instigating the evaluation set out in appendix 5.
The longer term risks for the PCT therefore revolve around the success of the
research and evaluation project as it is through this project that the PCT will make
the decision on whether to continue funding this service once the pilot funding has
run out.
It should be noted that with the forthcoming National Service Framework on COPD
the ‘Do Nothing’ option shown in the OBC is no longer feasible and that some level of
COPD service will always be maintained. The question would be at what scale and
scope.
The key research risks are:

The evaluation is not delivered to an acceptable quality
If the evaluation is not adequate the health community will not be able to take
informed decisions on commissioning strategy for COPD post pilot funding.
This risk will be managed by the Research and Evaluation lead giving regular
reports to PCT Director of Strategic Planning, the Sustainability Sub Group
and the BS Advisory Group and by the BS Research and Evaluation Steering
Group overseeing both the overall evaluation process and the individual
components.

The evaluation shows less than expected health benefits
Some benefits from Breathing Space can be confidently expected from the
literature - for example we can expect patients receiving pulmonary
rehabilitation to be satisfied with the service they receive and to show short
term improvements in quality of life. If initial findings from the evaluation show
that these benefits are not being delivered the findings will be fed back via the
PCT commissioning and performance management teams to the Programme
team and the PCT provider arm so the Programme Design can be changed
so the benefits will be delivered.
Other aspects of the Breathing Space Programme are more genuinely
experimental. Pulmonary rehabilitation has not previously been offered on this
scale so we can not be sure what proportion of patients invited for
rehabilitation will take up the offer or what the actual impact on secondary
care activity will be. Timely information on uptake and secondary care impact
will be feedback to PCT commissioning and performance management teams
and the Programme Team and the Sustainability Sub Group so t hat the
Programme can be modified in light of emerging information but it is important
to be clear that the Programme is a genuine pilot in these respects.

Evaluation will not have time to demonstrate health benefits
before long term decision have to be made
As explained in section 8.5 this is a substantial risk to the Programme. The
risk will be managed to some ex tent by incorporating modelling of future
benefits into the evaluation. However the health community working with its
partners will have to make decisions for the 2009 planning round based on
provisional information and a business case made by February 2009, or other
such time as fits into the PCT planning cycle, either for further interim
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investment subject to the final evaluation or ongoing investment based either
on the pilot model of care or a revised model of care.
In the pilot phase there is an element of risk around the budget setting, mainly
around non pay items such as transport and utilities shown in Appendix 9, Revenue
costs. The PCT provider arm will be responsible for the delivery of the service during
the pilot phase and will be jointly accountable with the PCT Director of Finance for
ensuring the service is managed within the pilot funding.
By the time of any Business Case for the extension of the service beyond the pilot
these costs will be fully understood.
In the event there is any unutilised budget the pilot funding will be ring fenced and
used to reduce the funding underwritten by the partners or to extend the period of the
pilot beyond April 2009.
The provider arm will also be responsible to the Director of Strategic Planning for
delivering the commissioning intentions of the pilot and will be performance managed
by the PCT.
Another key risk is the PCT’s ability to identify and ring fence freed up resources
arising as a result of the new pilot. The service has a stated objective of reducing
inappropriate admissions by 30% by the end of the pilot.
Under the current payment by results (PbR) this equates to approximately £600
thousand pounds. Unless the potential savings under payment by results are clearly
identified and ring fenced from day one the PCT will, if evaluated successfully, have
to pick up the gross cost of the service from it’s 2009/10 allocation which is expected
to have a very limited growth component. It is therefore imperative that freed up
resources arising as a result of this pilot are clearly identified. This will be the
responsibility of the sustainability sub group.
Appendix 10, Foundation Trust Safety Net sets out the arrangements in place with
the Rotherham NHS Foundation Trust that seeks to ensure the Trust has the
opportunity to manage any large unpredicted impact. This will be overseen by the
sustainability sub group.
There is a risk that VAT will be payable, approximately £50,000 per annum on the
Rotherham Council Facilities contract. This is deemed low risk with, subject to the
detailed agreements, HM Customs and excise advising the PCT that this should be
recoverable. A VAT consultant has been engaged to ensure this is recoverable.
In the short term there is a recruitment risk with all staff due to undertake intensive
training throughout March in time for the April opening. This is being managed by the
service redesign lead to ensure all staff are in post for March 2007.
The industrial scale level of activity presents it’s own risks in terms of patient
recruitment. It is recognised that people are chronically not acutely ill and have the
choice to access this service. The quality of the environment, food etc are seen as
key ‘pull’ factors in attracting people to the service as well as the integrated working
between the Multi Disciplinary Team, primary care and others.

10.

Affordability

Intensive Chronic Care Management is an area where the NHS has limited
experience to draw upon but where there are important lessons for health and social
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care. The pilot will seek to answer many fundamental questions around the impact of
a high quality programme on respiratory disease.
The CRT is dedicated exclusively to the regeneration of our coalfield communities. It
has achieved some government support to fund the pilot because of the revolutionary
impact this pilot will have on the health and well being of a significant proportion of
the local population in South Yorkshire and beyond that would not be achieved
through traditional NHS routes.
The potential to replicate the health and social outcomes nationally warrant funding
this innovative pilot. The £7.3 million pound building was built by Rotherham Council
using CRT and PCT grants and is owned by the council. The building will be made
available for the service on a peppercorn lease of £25 per year.
The PCT would expect to pay around £500,000 per year including VAT for a building
of a similar size without the same level of innovation.
The pilot service over approximately 26 months, until April 2009, will cost £4.6 million
including 2.5% inflation per annum (Appendix 9). £2.5 million of 3rd party funding is
still being sought to fund this however if it is not found by 2008/09 this will be funded
by £1.8 million underwritten by the CRT and a further £700,000 underwritten by the
PCT.
There is currently an Invest to Save Bid for £800,000 with HM treasury to part fund
the CRT £1.8 million however we will not know the outcome until February 2007.
Other bids for 3rd party funding are also underway including a £200,000 bid with the
Department of Health.
There is also a further opportunity for VAT recovery of circa £460,000 on the section
28 transfer to the council. This is dependant on the overall Council exemption
position. PwC VAT consultants are working with the Council and PCT to explore
every possible option to recover this.
There is an agreement in place with the CRT that the PCT and CRT will meet from
time to time to discuss the allocation of any new funding and in the absence of any
agreements any new 3rd party funding will go 50:50 towards each organisations
liability.
The PCT will set aside £350,000 recurrently in it’s 2007/08 Local Development Plan
(The process conducted by the PCT where any inflation and growth monies allocated
by the Department of Health to the PCT are prioritised and allocated) to cover it’s
risk over the 2 year pilot and as a contribution towards the ongoing revenue costs of
the successfully evaluated pilot.
The overall funding of just over £4.6 million matches the £4.6 million revenue
required to deliver the pilot as set out in this business case. This is illustrated in
Appendix 9 and is shown in the table below:
2006/07

2007/08

Pilot Total

Source of Funding

(256,327)

(1,456,673)
(150,000)

2008/09
0
0

(1,713,000)
(150,000)

(1,250)
(25,000)
(20,000)
(100,000)

(15,000)
(45,000)
(20,000)

(15,000)
(45,000)
(20,000)

(350,000)

(1,800,000)
(350,000)

(31,250)
(115,000)
(60,000)
(100,000)
(1,800,000)
(700,000)

CRT Funding
Capital adjustments
PCT Community Respiratory
Transfer
Commercial Funding (to be finalised)*
Commercial Funding (fully agreed)
Local Area Agreement
CRT Underwritten
PCT Underwritten
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(402,577)

(2,036,673)

(2,230,000)

(4,669,250)

Total Income

* Commercial funding approved by PCT awaiting formal confirmation from company Board

The Business Case does not set out the affordability of the model in the period
beyond the pilot. This will be demonstrated through the evaluation set out in
Appendix 5 and a supporting business case to be produced in time for the 2009/10
planning round.
The gross recurrent running costs of this model in it’s current form from 2009/10 are
£2.1 million p.a. and it is considered prudent to make some sort of provision for this
in the intervening years.
The pilot has been designed to provide the necessary detailed information by taking
a whole system approach and applying a highly structured evaluation methodology to
understand the impact of actions in one part of the system on another. The
evaluation will provide detailed analysis of how well the project is achieving its clinical
and social objectives and an analysis of any reduction in activity in terms of reduced
hospital admissions, reduced lengths of stay, reduction in GP consultations and
changes to the drugs bill.
The PCT Board have given a commitment to take on the revenue consequences of
the project beyond the end of the pilot period, subject to evaluation demonstrating the
objectives of the pilot have been achieved. This will require assessment and
decisions by the PCT on ongoing funding at each report stage set out in section 5.
The staff employed in the pilot will all be given permanent contracts of employment. If
the pilot does not go forward there is a commitment from the PCT, given the building
will still be used for some form of health/social care benefit, to use staff to deliver
alternative services or to find staff other suitable employment as far as possible. Well
trained staff are in short supply locally so this is viewed as an acceptable financial
risk by the PCT
The development of this Chronic Care Management Programme comes at an
important time for the local health economy.
Rotherham Hospital NHS Trust became a first wave Foundation Trust from the 1st
April 2005. The Trust is fully supportive of this pilot and in particular the safety net
(appendix 10). This will give the local health economy time, through the sustainability
group, to work through the implications of the apportionment of tariff costs and a
major transfer of activity from the Acute to the Community Sector and to measure its
impact on tariff charges.
In Primary Care the new GMS contract includes sophisticated and ambitious financial
incentives designed to improve the care of people with chronic conditions.
Nationally there has been concern expressed that the standard tariff process may
result in hospitals focusing on their own specific interests rather than taking a whole
systems view. The pilot will give an excellent opportunity to work through these
issues and, if this is the case, understand what incentives are required to support the
development of chronic care management programmes. It will also give an
opportunity to understand how the new GMS contract is contributing to an
improvement in Chronic Care Management.

11.

Commissioner Support
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The Breathing Space model has been developed with patient user groups and their
carers, Voluntary Action Rotherham, Rotherham Council, the South Yorkshire COPD
network, local respiratory nurses, Allied Health Professionals, respiratory consultant
physicians, GPs, Academics, and other health and social care professionals and is
widely supported.
The Breathing Space Advisory Group has been set up to ensure high levels of
involvement.

12.

Project Management

The programme is moving into it’s second stage with the building due for completion
in February 2007, the new model of care complete and services being delivered from
2nd April 2007.
The programme itself has been split into the building project, the service redesign
project and the research and evaluation project and is led by the PCT working closely
with the Coalfields Regeneration Trust. An advisory group has been set up to ensure
whole community input into the programme.
The Advisory group will continue throughout the period of the pilot during which time
the PCT provider arm will have the responsibility for the operational delivery of
Breathing Space.
In addition to this the Director of Public Health will remain the accountable Director
for the overall success of the pilot and for coordinating the various work streams
through the programme team.
The Research and Evaluation Project will continue beyond the period of the pilot led
by the Consultant in Public Health however the building project and service redesign
project teams will be disbanded and a new sustainability group established.
The sustainability group will have a remit to look at the ongoing commissioning and
performance management of the service and for the capture and management of the
whole system resource implications. The responsible Directors for this area of work
will be the Director of Finance and the Director of Strategic Planning.

13

Conclusions

This proposal will provide a rare opportunity to materially improve the quality of the
lives of a large number of people. The vision, its impact both locally and nationally, is
clearly demonstrated in this Business Case. The challenge is to grasp this
opportunity and make the vision a reality.
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APPENDIX 1

The incidence, prevalence and costs of COPD in Rotherham

Rotherham Primary Care Trust
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1. Introduction
There are substantial difficulties in accurately quantifying the health, social and
economic burden of COPD in Rotherham. This is partly because COPD has been
seen as less of a national priority than other health problems such as coronary heart
disease and cancer. Because of this there are limitations with both local and national
data sources:
Locally collected data
o Social services - data tend not to be recorded by disease category
which makes it difficult to measure the specific impact of COPD
o Primary care – early findings from baseline audit show there are
substantial problems with both the completeness and accuracy of
COPD diagnosis and COPD specific activity recording.
o Secondary care – prior to April 2004 there were substantial problems
about accurately attributing hospital admissions to COPD. The
introduction of payment by results has led to more consistent
recording of in-patient admission rates, although there are still
concerns that all admissions caused by COPD might not be picked up
by HRG codes. In addition some hospital activity such as outpatient
activity and A&E attendances are still not consistently analysable by
disease category.
National data – although there are useful studies, for example those
summarised in the Burden of Lung Disease1 and NICE guidance2, there are
difficulties in extrapolating this data to a higher prevalence area such as
Rotherham.
One of the substantial benefits of this pilot and its evaluation will be to better
understand the overall impact of COPD on a population, its health and social
economies in a high prevalence area, and to learn lessons on how the impact can be
reduced by whole system change.

2. Sources of data
Table 1 is a summary of data from various sources relating to the impact of COPD.
Note that not all these data are consistent with each other but are included to give
some indication of the current uncertainty around COPD data. The table is the basis
for the higher order statements in the health legacy section of the Executive
Summary.

1

The Burden Of Lung Disease, the British Thoracic Society. 2002
NICE Clinical Guideline Number 12: Guidelines for the Management of Adults with Chronic
Obstructive Pulmonary Disease in Primary and Secondary Care, 2004.

2
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Table 1: Data from various sources on the mortality, morbidity and
economic costs of COPD.
Information type
1. Deaths from COPD in
the UK in 2003

2. Deaths from respiratory
disease in Rotherham
residents. All ages,
excluding deaths from
cancer in 2005
3. UK prevalence of
reduced lung function.
4. Estimated prevalence of
COPD in England &
Wales.
5. Estimates of prevalence
and trends in COPD in
England and Wales.

6. Percentage of people
with COPD in the UK
who have access to
rehabilitation.
7. Self reported diagnosis
of COPD.
8. Patients identified on
GP registers in
Rotherham by QOF in
2006 and the number
who are currently
recorded as smokers
9. Proportion of
Emergency Admissions
in England and Wales
that are for COPD.
10. Percentage mortality
following hospital
admission for COPD

3

Data
26,000
men:14,000 (5.2%),
women 12,000 (4.2%)
th
4 most common cause
of death
Respiratory disease: 473
COPD: 144

Source
3
BMJ: The ABC of COPD

Rotherham Public Health
Directorate
Public Health Mortality File
ICD 10: J0-99.
Health Survey for England
1996
3
BMJ: The ABC of COPD

Reduced lung function:
10% of population
Approx 50% are not
diagnosed
COPD E&W: 883,200

2

th

1990 COPD was the 12
commonest cause of
combined mortality and
morbidity.
th
By 2020 it will rise to 5
commonest.
The 10-year survival rate
is 50%.
A typical PCT will have
4000 patients per 100000
pop.
1.1%

Men: 0.9
Women: 0.7%
5652 (2.4% compares to
2.3% in Barnsley and
Doncaster which have
higher COPD mortality
rates)
COPD patients who
smoke: 1819 (32%)
One in eight (130,000),
second most common
cause – one million bed
days
15% die within 3 months
25% die within one year

NICE Guidance 2004
Data from General Practice
Research Database (1996)
using 1999 population
COPD and Treatment.
Bandolier April 2002

British Lung Foundation 2003

General Household Survey
2000
(Accepted to be underestimate of true prevalence)
2006 South Yorkshire DsPH
Annual Report

CMO Annual Report 2004

Royal College of Physicians
and BTS 2004 Report of the
2003 COPD Audit

ABC of COPD BMJ 332, 1142-1144 2006
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Information type
11. All respiratory
admissions. Rotherham
residents all hospitals,
financial year 2004/5.
12. COPD admissions
Spells for HRGs 39,40
and D99 plus a primary
diagnosis of COPD.
13. COPD HRG Costs, all
providers, SLAM data
2005/6
14. GP consultations per
100000 patients.
15. UK COPD health care
costs.

16. Costs to the NHS of
COPD in England and
Wales.

17. Survey on the effects
on life and missed
opportunities for COPD
patients.

18. UK days of certified
incapacity due to
respiratory system
1999/2000
19. Working days lost
1995/5
20. Numbers of Rotherham
Residents with COPD
estimated to be claiming
Incapacity benefit

Data
Admissions: 3993

Source
PCT FACT Team June 2006

909

PCT FACT Team June 2006

£1,975,282

PCT FACT team June 2006

2600/100000 patients
(Around half a GP a year)
Inpatient : £243m
GP consultations : £237m
Outpatient: £35m
Prescribing: £126m
Diagnostic tests: £114m
Other: £20m
Total: £805m
Direct costs: £491m
Direct & indirect costs:
£982m
£1307 per annum per
patient with severe COAD
Breakdown of costs: 54%
hospital admissions; 19%
treatment, 5% tests; 16%
GP and specialist visits;
6% A&E and OOH GP.
83% of COPD patients
say that fear of a lung
attack often limits their
ability to do things they
enjoy.
COPD patients have been
prevented from:
3.8 million chances to
make love
2.9 million kisses
3.5 million trips to the pub
All causes: 84m
Respiratory system: 28m

COPD and Treatment
Bandolier April 2002.
COPD and Treatment
Bandolier April 2002
Estimated from data collected
in the early 1990s.

Lost working days: 21.9m
Estimated cost £3.8
billion.
400

NICE Guidance 2003

Direct and indirect NHS costs
in 2001/2 from Britton M: The
Burden of COPD in the UK:
results from the confronting
COPD survey. Respiratory
Medicine 97 S71-79 2003

‘Breathing Fear’ survey of
1400 COPD patients by the
British Lung Foundation 2003

The Burden Of Lung Disease
1
2002
2

SY Welfare to work Project
Nomisweb site
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3. The prevalence and health impact of COPD
Figure 1 is a pyramid showing the impact of COPD on Rotherham (numbers are
rounded in the version in the Executive Summary). Data is derived from the sources
listed in Table 1. Deaths and hospital admissions are from local data, other
information is extrapolated from national data.

Figure 1: The burden of SRD/COPD in Rotherham

Deaths:

COPD

144

Hospital admissions:

1 diagnosis COPD

909

Known to GP:

Impaired lung function:

5652

10,000- 25 000

Population of Rotherham - 250 000
4. Deaths
Deaths from COPD are hard to quantify as many people die ‘with’ COPD as well as
‘from’ COPD (Table 1, rows 1 & 2). In addition people dying from COPD may not
necessarily be correctly coded with COPD as the underlying cause. What is clear is
that COPD is the cause of more than half of the deaths from respiratory disease in
Rotherham and that 1 in 10 people die from respiratory disease (1 in 7 if lung cancer
is included).

5. Hospital activity
Out of 4000 medical admissions for respiratory disease to Rotherham Residents 900
have a COPD HRG. It may be that the HRG system introduced for payments by
results does not fully capture all patients admitted because of COPD - a national
survey of COPD admissions by the KINGS fund in 2004 based on 2000-2002 data
using ICD criteria identified 1572 admissions per year to Rotherham General Hospital
Trust.
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In assessing the impact of Breathing Space all respiratory admissions as well as
COPD HRGs will be monitored to see if there are indications of impact on other
respiratory HRGs.
Data is not adequately coded to identify outpatient activity specifically for COPD
patients, but national studies show that such activity is relatively small (in cost terms)
compared to emergency admissions. This is because currently COPD tends to be
managed more by reactive crisis management2 than proactive care and
rehabilitation.

6. Prevalence
The figures on impaired lung function (Table 1 row 3) are derived from the Health
Survey for England. These are based on objective measurement of lung function of a
random sample of the population. They illustrate the high prevalence of undiagnosed
impaired lung function. Such people are key targets for early interventions particularly
for smoking cessation.
The data on patients identified on GP registers (Table 1 row 8) are from the 2006
Quality and Outcome Framework. These are patients identified on GP computers
and overall are likely to underestimate the total number of people with COPD by as
much as 100%. However, it is also the case that some people who are on COPD
registers will not have their diagnosis supported when given a comprehensive
assessment with validated spirometry.

7. Impact on people with COPD and their carers
Moderate to severe COPD causes unpleasant symptoms. Without effective
management and rehabilitation this lead to severe functional impairment, worry and
loss of sleep, breathlessness and social isolation. This then has a further impact on
their carer’s quality of life. The recent data that best illustrates this is from the British
Lung Foundation Breathing Fear survey (Table I, Row 17).

8. Information on the costs of COPD from original business case
The problems associated with establishing accurate local incidence and prevalence
data mean that there is a considerable variation in the estimates of the financial costs
of COPD. Two studies that have estimated total health care costs for England and
Wales, (Table 1, rows 15 & 16), have both come up with a figure of around £1,000
million. 4,5
Table 2 which informed the original 2004 Business Case estimates costs for hospital
admissions based on local data from 2002/3 and using a notional bed-day cost of
£240 per day. This estimates costs at between £1.9 million (J40-44 primary
diagnosis) and £5 million (medical admissions J40-44 any diagnosis). Other health
care costs are derived from this data using the national percentages of total direct
costs reported in the Confronting COPD survey.4

4

Britton M: The Burden of COPD in the UK: results from the confronting COPD survey. Respiratory
Medicine 97 S71-79 2003
5
COPD and Treatment Bandolier April 2002
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Some estimate of the indirect (non NHS) costs of COPD can be made by
extrapolating the National data on lost working days from the Confronting COPD
survey (Table 1 row 16) to the population of Rotherham (Table 2). This figure of £2.3
million will be a considerable underestimate of the full non NHS costs as it does not
take into account the high prevalence in Rotherham or incorporate any other societal
costs (such as costs to other agencies such as social services, and the impact on
time and lost working opportunities of carers).

Table 2: Estimated financial costs of COPD in Rotherham from original
2004 business case
Cost type
Direct costs1
(NHS)

Indirect costs
Total
1

2

Cost breakdown
Hospital admissions
(54%)
Treatment (19%)
Tests (5%)
Visits to GP and
specialist (16%)
A&E and GP Out of
Hours (6%)
Total Direct costs (100%)
Work days lost
Direct + Indirect costs

£ (Million)
1.9 – 5.0
0.7 – 1.7
0.2 – 0.5
0.6 – 1.5
0.21 – 0.6
3.5 – 9.2
2.3
5.8 - 11.5

Hospital admissions using local resident admission data from row 12 Table 1. Other data extrapolated
from admissions data using the percentages from the Confronting COPD survey row 16 Table 1
2
Extrapolated by applying national data to Rotherham’s population see row 16 Table 1

Table 2 is based on costs attributed from research evidence. Since this table was
produced Payments by Results has been implemented. Payment by Results does
not cover the whole secondary care costs of COPD as it does not include out patient
and A+E costs but it does give the real costs the PCT pays to secondary care
providers for COPD admissions. For Rotherham PCT this was £1.97M in 2005/6 (for
all providers).

9. Baseline COPD related secondary care activity in Rotherham.
A series of baseline charts have been agreed to be used on an ongoing basis to
understand the impact of Breathing Space on Secondary Care Activity in the context
of payment by results. These baseline data are included on the following pages.
Breathing Space will define COPD admissions as all patients admitted with HRGs
D39 and D40 (uncomplicated and complicated COPD) plus patients with HRG 99
(complex elderly with a respiratory diagnosis) whose primary diagnosis is ICD J4044. This gives a baseline secondary care activity rate of 909 cases per year with an
average length of stay for 2005/6 of 8 days. These two charts will be produced on a
monthly basis to inform the management of the Programme and RFT about the
impact of Breathing Space.
Additional charts will be produced for each evaluation report (see Appendix 8).
Baseline charts are shown below to illustrate the month to month volatitilty of COPD
activity. The charts with 2005/6 totals are: total medical admissions (18,860), all
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respiratory medical admissions (4184), COPD re-admissions within 28 days (161),
COPD occupied bed days (6994) and COPD payment by results costs £1.97M.
It should be noted that the figure for COPD payments by results costs do not include
the costs of outpatient activity which is not accurately recorded on a condition
specific basis. It is also noted that these costs are much less than those quoted for
Rotherham by the Kings Fund (2004) which gave a cost of £4.3M for Rotherham in
2002.6 This illustrates the substantial variation caused by different methods of
categorising hospital admissions – this is the reason why total respiratory admissions
will also be monitored as well as the COPD specific HRGs because it may well be
that some admissions coded as for example chest infection or pneumonia are
reduced by Breathing Space.
COPD Average Length of Stay (April 2004 - March 2006)
All Providers 2004

All Providers 2005

All Providers 2006

Rotherham PCT Commissioned Activity - Determined By Patients Registered With A Rotherham GP
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COPD Medical Admissions in the UK: Kings Fund 2004
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COPD Admissions by Month (April 2004 - March 2006)
All Providers 2004

All Providers 2005

All Providers 2006

Rotherham PCT Commissioned Activity - Determined By Patients Registered With A Rotherham GP
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All Medical Admissions by Month (April 2004 - March 2006)
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All Respiratory Admissions by Month (April 2004 - March 2006)
Other Provider

Rotherham FT

All Providers

Rotherham PCT Commissioned Activity - Determined By Patients Registered With A Rotherham GP
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COPD Occupied Bed Days (April 2004 - March 2006)
All Providers
Rotherham PCT Commissioned Activity - Determined By Patients Registered With A Rotherham GP
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COPD 14 & 28 Day Readmissions for All Providers (April 04 - March 06)
14 Day Readmission

28 Day Readmission

Rotherham PCT Commissioned Activity - Determined By Patients Registered With A Rotherham GP
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COPD Expenditure by Month (April 2004 - March 2006)
Other Providers

Rotherham FT

All Providers

Rotherham PCT Commissioned Activity - Determined By Patients Registered With A Rotherham GP
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10. Predicting the impact of Breathing Space on secondary care.
The original Breathing Space pilot proposal was based on the assumption that
investing in planned rehabilitation for COPD will not only produce benefits in terms of
improved quality of life for people with COPD and their carers but that the additional
investment will be offset to some extent by future reductions in secondary care costs.
The NICE guidelines suggest there are considerable benefits to people with COPD if
they receive proactive care with an emphasis on rehabilitation. Although the pilot will
deliver more efficient drug treatment and reduce unnecessary routine GP and
hospital appointments it is not anticipated there will be significant cost savings in
these areas because there will also be additional costs arising from the emphasis on
improved diagnosis and earlier intervention in the natural history of COPD.
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National groups have made predictions about the potential impact of pulmonary
rehabilitation on secondary care activity - although it is accepted that the research
evidence in this area is based on studies with small sample sizes (see literature
review in Appendix 8). The National COPD Primary Care Collaborative has set a
target of a 40% reduction in Hospital Admissions. The Health Care Commission
quotes Liverpool Health Observatory that a 25% reduction in admission rates with a
45% reduction in bed days can be achieved.7
In Rotherham two prediction exercises have been carried out. A group consisting of
mainly community and primary care clinicians predicted the impact of the Breathing
Space Model as set out in the original business case on admissions and length of
stay after the programme had been running for two years. This group predicted that
the number of admissions would be reduced by 30 % and that in addition average
length of stay would be reduced from 7.2 days to 4 days.
RNHSFT carried out an audit using interqual criteria on one weeks’ COPD
admissions (13 patients). The audit looked at whether there was potential for
admission avoidance and whether there was potential for using Breathing Space as a
step down facility. There were two main conclusions:
All 13 of the admissions required admission according to interqual criteria.
If Breathing Space were staffed to step-down facility levels potentially 65% of bed
days could be transferred to Breathing Space (this business plan does not include
staffing to step down facility levels so the full 65% transfer could not be achieved
under the current model).
The results of the two local impact prediction exercises predict that Breathing Space
will not have a substantial immediate impact on admission rates. A 30% reduction
after 2 years is an ambitious but realistic target. The mechanisms to achieve this
include pulmonary rehabilitation making people fitter and so less susceptible to
exacerbation and better, earlier, self-management and primary care - this has the
potential to reduce the impact of exacerbations before patients deteriorate to a
condition that necessitates hospital admission.

7

Health Care Commission 2006 Clearing the Air: A National Study of COPD
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APPENDIX 2

Discovery interviews

Rotherham Primary Care Trust
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Easier access to care
“I‟d like to get straight to the respiratory ward or to a special place for us where
they know you and what you need - not have to go through A&E each time I‟m ill”.
“I hate sitting in A&E with people coughing and spluttering everywhere, it is
dangerous for me”.
“You have to go through the whole rigmarole each time you see someone – I
don‟t know how many times I‟ve told my story”.
“If you could pick up a phone and talk to people – ask them a few questions
rather than making an appointment to see a doctor each time - it would save
everyone‟s time”.

Social support
“I‟m completely alone and waiting for a lung transplant. I‟m scared but have noone to talk to about it. I don‟t know how I‟ll cope alone after the surgery. I can get
a home help but I need people to talk to, some emotional support”.
“I‟m young to have this. I‟d like to meet other people of my age with this problem,
then I wouldn‟t feel such a freak “.
“I can‟t work fulltime but I can still do quite a lot - if we got a centre like that I‟d like
to help out, like a volunteer – life‟s a bit depressing when you feel you aren‟t
needed anymore. I think I could really help other people and it would also help
me“.

Respite care
“My sister and I nearly killed ourselves looking after dad. It would have been
great if there was somewhere he could have gone for a few hours during the day
or for an occasional night, it would have been better for dad too”.
“My father was embarrassed by his wheeze and for the last few years would not
go out to his old places – if he could have gone to a centre, just for some social
life with other people who understood why he was like that, it would have made a
great difference”.

Rehabilitation
“I had rehabilitation at the hospital and it was great, I threw away my stick and
started to live again, but I feel guilty talking about it here because I know most
people don‟t get access to it”.
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Financial
“I‟m not knocking it, but compensation is not going to improve my life or make me
fit and well again, I can‟t even get to the loo without help!”
“We were passed for pillar to post, and even now I am not sure that I am claiming
all the benefits that I might be entitled to”.

Education
“I‟d have liked more information about the illness right from the start. If I‟d know
then what I know now I wouldn‟t have had to go into the hospital so often”.
“We are not stupid, I could manage my illness much better if doctors would listen
to me. I see a different one each time I have to go - I had three different
antibiotics last time I was ill, before he agreed to give me a sputum test – I was ill
for 3 weeks before he gave me what I knew I needed, that must waste money”.
“The people you see are all trying to help you but I think I know more than some
of them. I‟m not knocking them, but some of them don‟t specialise in this, you
end up teaching them about it”.

Help with distress
“You can get really scared. I saw my mother die of this, I know what it is going to
be like. I get panicky and I‟m sure it makes it worse but where can you get help
with that?”
“I have panic attacks and it usually ends with calling an ambulance. They‟ve told
me that‟s what it is, but at the time I‟m sure I‟m going to die”.
“I choke up all the time, its stupid but even now I‟m about to cry……it‟s so
stupid… I only have to think about it and I‟m away”.

A story from two sisters whose Mum died in October 2003 from COPD
“Our Mum was admitted to hospital many times before she died. In fact she was only
discharged home the day before she died. We had been trying to get her home for
ages because we all knew she wasn‟t going to last much longer. She was desperate
to come home but her home support had been cancelled when she was admitted and
there was lots of confusion about getting it started again – they said she needed
another assessment and we knew there wasn‟t going to be time for that. I know it is
difficult for the staff but nobody seemed to take responsibility for sorting it out.
She found hospital to be very lonely and was in a single room where she saw very
few people and felt isolated and alone even though the staff were very kind.
She told Julie, the respiratory nurse that she knew she was going to die and felt so
alone in the single room. She was scared to hug us because she thought we would
catch her infection.
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Throughout her illness we often had to phone for an ambulance in the middle of the
night when she couldn‟t breathe because we didn‟t know what else to do. It would
have been great to have someone on the end of the phone to talk to.
Every time she was admitted we had to go to A&E and tell the same story to a
different doctor. We lost track of the number of times we did that. Often we knew
what she needed, but we had to go through the process every time.
We felt alone as well, and although the hospital was great they have got so much to
do and so many other sick people to look after. It would have been really nice for our
mum to have been able to go somewhere nice that was not a hospital or surgery, that
was more homely and where she knew the staff. Often when she was admitted she
ended up on a ward where she didn‟t know anyone.
We would also really like to be able to meet other people who have had similar
experiences. Mum never went out as she felt really self-conscious about having to
take her oxygen with her and the noises that she made when she breathed. She
very rarely went anywhere and didn‟t see many people other than us. It would have
been great if there had been somewhere to go where she didn‟t feel „different‟ and a
freak really because of the oxygen and her breathing”.

A story from a 56-year-old man currently waiting for lung transplant
“I have been told I have to go to Newcastle for my transplant and will be there for 6
weeks. I live alone and only have one sister who lives a long way away and is a
teacher.
The hospital at Newcastle have told me I need to have a carer with me when I go
there, but my sister can‟t come. The nurse at the clinic told me I might be able to get
some help from Social Services for a carer. Anyway after finding out I could do that
they now tell me I don‟t qualify – I don‟t really understand why and don‟t know what to
do now. I am really worried this will mean I can‟t have my surgery”.
I received an official letter telling me that I need to organise my own transport Newcastle say that I can‟t do it – I didn‟t have anyone to talk to about this - I‟ve spent
a week worrying about it. This is really hard – I didn‟t know where to ask – again the
nurse in the clinic has helped but again even after that I am being told that
Rotherham can‟t organise it either.
I really don‟t know what to do – I feel so tired with all this worry and it makes my
breathing really difficult ……..
I haven‟t even started to worry yet about what I will do when I come home – I have no
one who can stay with me and I don‟t know where to start sorting out help. It would
be great even just to have someone to talk to. I am worried I will end up in hospital
after my transplant and then get an infection and who knows what might happen”.

A story from a woman in her late forties who has had COPD and who
previously saw her father die from the disease
“I am a young woman in comparison to many people with COPD, but I can‟t go to
work because of my illness. I never know from one day to the next how I am going to
feel. I want to still be able to feel I can do something worthwhile. I spend a lot of
time at my GP‟s and in hospital. Every time I go I have to explain my story. If I get
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the „wrong‟ GP I often end up not getting the antibiotics or steroids that I know I need.
This happened just before Christmas when a GP wouldn‟t give me antibiotics until a
sputum specimen had been sent off to check he was giving me the right antibiotics. I
ended up in hospital and was ill for three weeks.
I want somewhere to go where they are all experts and know that I know what I need
and that I can talk to people properly about my fears. This illness makes you very
depressed and anxious – I saw my dad die and I know what‟s ahead of me, but I
want to feel I have still got some kind of life till then. If there was somewhere for me
to go and even help other people with COPD that would be great – that would help
me and them”.
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1

CONTEXT

1.1

Introduction

This appendix is a product of work undertaken over the last few years that has shaped the
model of care, for the Breathing Space Programme.
Rotherham Primary Care Trust (RPCT) covers the whole of the borough of Rotherham with a
population of approximately 250,000. The population is served by 39 GP practices.
Background information on the Rotherham‟s industrial legacy and the health consequences
of this are given in Section One of the Executive Business Case and associated appendices.
A National Service Framework (NSF) for COPD was announced at the end of June 2006.
This will take some time to be developed however the work that is underway in Rotherham to
design and deliver an exemplar model will deliver much of the expected content of the NSF,
is likely to influence the NSF and will be flexible enough to respond to any surprises.
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2

GENERAL PRINCIPLES AND PHILOSOPHY UNDERPINNING THE MODEL

This model aims to improve quality of life for all people with COPD and has emerged from:
Considering the available literature
One to one discussions with local stakeholders including patients and carers
A planning day held on the 13th of January 2002
Local, regional and national specialist clinicians.
Specific working groups held since July 2005.
A stakeholder day – July 2006
The model previously described in the Outline Business Case in March 2004 has evolved
and significantly developed to take account of current knowledge and the results of ongoing
workshops, action groups and collaboration.
The model described is not intended to be definitive, but to provide a framework that can be
further developed as the pilot produces and learns from future audits and research.
The potential demand for the service provided under the proposed model of care should not
be underestimated.
It is recognised that COPD is a terminal disease and that: The disease path does not have to be typified by multiple admissions to hospital
We provide limited support for those with the disease other than to medically stabilise
them during exacerbations and where required treat the symptoms of the disease
The quality of life for people with COPD and their carers is poor1
What is being proposed in Rotherham is unique. It involves a two year pilot of a new whole
systems model of care for COPD, based on best practice.
The proposed model has a „breathing‟ building (Appendix 6) at the centre of an exemplar
rehabilitation programme across the pathway of care.
The unit will be a centre of excellence in community respiratory care. I t will address the
needs of patients and carers, improve the education, training and skills of professional and
support staff (from NVQ level to Doctorate level), co-ordinate specialist out of hospital
respiratory care and ensure that the rehabilitation and therapeutic elements are continually
developed. T his will deliver proven effective practice and reduce acute episodes, while
improving quality of life and health outcomes for sufferers and carers.
Improvements gained and techniques learned, will be carried through into daily life by
patients, and by carers, volunteers, support workers and health professionals working in the
centre, in the community, hospital and in G.P. surgeries. Moreover the centre will develop as
a co-ordination centre for patient knowledge and management of their condition.
2.1

MODEL DEVELOPMENT

The new model of care has been developed following extensive consultation with
stakeholders and their active involvement in its design. It is based on the need to:

1

English Monitoring Group
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Create a culture, organisation and mechanism that promotes safe, high quality
care.
Provide self management support through empowering and preparing patients to
manage their health and health care.
Through system redesign assure the delivery of effective, efficient clinical care
and self management support.
Promote clinical care that is consistent with scientific evidence and patient
preferences.
Mobilise community resources to meet the needs of patients and to combat
poverty and social exclusion.
Use clinical information and decision systems to effectively and efficiently manage
and inform the development of care.
Respond to the needs of the local community and people with COPD, their carers
and families, to provide comprehensive programmes of pulmonary rehabilitation.
Provide an environment that removes the clinical barriers reported to disempower
people in becoming true partners in care.
Provide a process for risk stratification identifying those at high risk of
hospitalisation and ill health and using a case management approach to actively
manage and prevent inappropriate admission to hospital.
In the shortest time possible implement a major step change and redesign of
rehabilitation and respite care.
It is recognised that many people with COPD become „prisoners in their own home‟. This
can be due to a combination of physical, psychological or emotional factors resulting in being
unable to participate in social activities.
It is proposed that in addition to providing health services the centre will provide social and
recreational opportunities where both people with COPD and their carers meet and socialise
in a pleasant non-clinical environment.
This paper sets out a model for delivering rehabilitation and outlines the many functions the
centre will have including;
Well being sessions
Social support
Financial advice
Benefits advice
Assessment and medicines management
Self management support
Nutritional support
Development of peer support and expert patient programmes
Psychological interventions
Disease education
Clinical review and assessment
Home environment assessment and links to affordable heating
Podiatry
Speech and Language therapy
There is clear evidence that pulmonary rehabilitation can benefit patients by reducing
symptom burden, improving quality of life and reducing hospital admissions 2. A national
survey, by the British Thoracic Society, found that only a small proportion of patients receive
2

Thorax 2001; Pulmonary Rehabilitation, No 56 Page 827 -834
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rehabilitation. Approximately 40% of the programmes running see less than 50 patients a
year, and a f urther 50% less than 100. Programmes are poorly funded, and less than half
link to a Breathe Easy Club to provide ongoing support following the programme.
This model aims to ensure early identification of Chronic Obstructive Pulmonary Disease to
enable timely intervention and rehabilitation. For those already with moderate and severe
COPD the model will shift the emphasis from the „revolving door syndrome‟ of care where
patients, with severe respiratory disease, are trapped in a cy cle of admission and
readmission to hospital because there is no structure in place to support them in maximising
their quality of life.
The philosophy seeks to create a framework for maximising health and well-being, and
provide a programme of care that is individualised and supportive of both patient and carer
needs.
This project is a long-term commitment to people and carers of people with COPD. I t is
recognised that there needs to be emphasis on: Supporting those people and their carers who already have the disease to improve
and maintain their quality of life and
Identifying and supporting people with risk factors for developing COPD to change
lifestyle and behaviours
Evidence suggests that it is in people who have moderate and severe COPD that the
greatest benefits in improving quality of life exist.
However, it is also recognised that in the longer term the greatest health gains will be made
by preventing people reaching the moderate to severe stages of COPD. Therefore,
significant work will be undertaken in working with people with risk factors for developing
COPD, to prevent the pattern of disease and poor quality of life that is currently evident for
many residents of Rotherham.
Throughout the stakeholder interviews there was recognition and support for a philosophy
that: Has rehabilitation at its heart
Shifts the emphasis of care from the „medical model‟ of dependency to a
model of empowerment and partnerships, where patients and carers become
active partners in all aspects of decisions relating to their care
Facilitates a rehabilitative focus on maximising patients and carers potential,
to achieve their „best‟ quality of life in all aspects of activities of daily living,
including physical, social and psychological perspectives
Provides an integrated clinical pathway, crossing primary, community and
secondary care and that is supported by an integrated IT system
Focuses on the whole system of care
Provides the „best‟ support possible for both those suffering from severe
respiratory disease and for their carers
Develops a register of people with COPD that can then be used to drive and
evaluate service developments.
Patients and carers specifically highlighted, in addition to education and rehabilitation that the
model of care should provide: Easier ways to get the right care at the right time
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Social support
Respite care
Help with distress
24 hour help line
Continuity and integration of care
Co-ordination of benefits and equipment information
This is a rare opportunity to develop a programme designed around the needs of the patient
rather than the structures already in place. It is important not to view the physical building
(the Breathing Space centre) as the service, but to consider it as the heart that facilitates
patient driven care that is flexible and dynamic, and that will evolve and respond to patient
needs depending on local context and future developments.
It is intended that the role of the building in achieving the changes is kept under review and
that in the longer term, as long as the benefits of the programme are able to be maintained,
that the services delivered from the building itself may change to a lesser or larger extent and
that the building itself may serve again as a focal point for another industrial scale change in
service.
In the Funding and Partnering Agreement, a document setting out the broad objectives of the
programme and signed by the Council, Rotherham Primary Care Trust and the Coalfields
Regeneration Trust the commitment given by all the funding partners is that the building
“should not…..be used otherwise than for the use of health, social care and community
benefit”
2.2

BREATHING SPACE NON FINANCIAL BENEFITS APPRAISAL

An appraisal of non financial and financial benefits of a variety of service delivery options
was undertaken for the Outline Business case. The most cost effective option based on a
cost benefit analysis was shown to be 7 days a week residential rehabilitation with 5 days of
day rehabilitation. This:
Provides a comprehensive multidisciplinary pulmonary rehabilitation
Provides lifestyle advice packages.
Ensures all patients will receive sensitive advice and support about
quitting smoking
Offers individualised care plans to all patients and carers
Delivers an essential primary care engagement component to drive up
standards of case finding,
Integrates with existing diagnosis services and ensures pro a ctive
management of the condition
Provides 10 residential beds open 7 nights per week (residents continue
rehabilitation over weekend)
Has admissions available 5 days a week 9-8* see below
Has non resident rehabilitation 5 days a week 9-8
Provides a 24 hour help line to support patients
Ensures Breathing Space specialist respiratory staff work with RNHSFT,
primary care, CARATS and Community Matrons to facilitate admission
avoidance and discharge facilitation
A full benefit appraisal is available from the programme team.
To clarify Breathing Space will not accept urgent admissions as they are likely to need a
full hospital assessment.
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Soon admissions refer to accepting admissions for a rehabilitation programme at short
notice direct from home, for example in cases where carers become ill. There is also the
capacity to respond quickly to accept discharges from hospital as soon as they do not need
full hospital services and are medically stable and fit to undertake the rehabilitation
programme. Night times and weekends will be staffed by support workers therefore careful
consideration must be given to the admission criteria and times.
Step down facility: This requires staffing levels which reflect the severity and intensity of
service required according to the Interqual criteria. In effect qualified nursing staff would need
to be in place 24 hours per day with an increased medical requirement. This Breathing
Space model is not staffed at step down levels.

Appendix 3 Page 8 of 58

2.3

BREATHING SPACE BUILDING CAPACITY

Residential Capacity
The building has 20 bedrooms however the partners have agreed that 10 beds give industrial
scale access to the pilot at a level sufficient to satisfy the pilots‟ aspirations when balanced
against available funding. Further work is being undertaken by the partners, led by the PCT
Directorate of Strategic Planning, assessing the demand for wider geographical access to
the remaining 10 beds or other alternatives that offer the wider health and social care
benefits set out in the Funding and Partnering Agreement.
Overall capacity with10 beds for a stay of up to 7 days = 520 places over 52 weeks.
Minimum utilisation is set at 90% (468 places) in order to allow some flexibility in admissions
however this is a minimum and the commissioning and performance arms of the PCT will be
performance managing this to ensure systems and processes are put in place to ensure the
total number of places are delivered at as near capacity as operationally achievable.
Carers
Carers will be given the opportunity to stay with their partner in the same room and will
receive their own individualised plan.
We have estimated up to 5 carers per week will opt to stay = 260 per year
If carers do not wish to stay they will still be given the opportunity of having their needs
assessed and an agreed plan implemented. Therefore potentially the programme will
address the same number of carers needs as patients.
However all patients do not have close family carers therefore a 50 % split is estimated.
Based on this there are potentially 520 carers per year who will require an assessment.

Day Rehabilitation Capacity
40 places per day.- 20 in the morning and 20 in the afternoon.
Some people will stay for the whole day some for half a day depending on individual need
and may receive more or less sessions than the standard programme depending on
individual assessment.
The „standard‟ 16 session day rehabilitation programme will roll over 8 weeks, 2 visits (or
sessions e.g. morning or afternoon) for each person per week on 2 separate days. If a
person stays the whole day this will count as two sessions where rehabilitation services are
provided however they may still access the service on two or more days that week or in
excess of the „standard‟ 16 sessions. People may also choose to stay for the whole day for
social reasons. Reasons and criteria for this will be in the operational protocol.
The week between Christmas and New Year is unlikely to be well supported by patients
therefore staff will undertake residential, outreach and educational duties.
This capacity is therefore calculated over 51 weeks
40 places per day = 200 per week @ 5 days per week = 10,200 for 51 weeks.
90% of this = 9,180 places divided by 16 (the number of places each „standard‟ person
takes). This is the minimum acceptable utilisation and allows for factors such as people being
too ill to travel. This gives a minimum utilisation of 573 standard programmes against a
capacity of 637.

Appendix 3 Page 9 of 58

Weighted estimate (overall number of people likely to go through the programme)
It is estimated a 3rd of people will be receiving a service for the full day. This in effect would
mean they are utilising 2 „standard‟ sessions
2/3rd or 382 people would receive the „standard‟ 16 sessions
1/3rd or 191 sessions would be used by those requiring twice the input of the „standard‟ 16
sessions. This means compared to the „standard‟ only 95 people would benefit from the
available sessions.
This would give 477 people benefiting from the programme each year compared to the 573
people if everyone was given a maximum of 16 sessions only or the 637 capacity if every
session was full.
The day rehabilitation service will be performance managed against all of these potential
activity outcomes.
Carers
It is estimated that fewer carers will wish to attend day rehabilitation, if only 50 % of patients
have close family carers then estimated 10% will attend for the day programme.
Lifestyle Capacity
A model of 1 rolling 6 week programme and 1 weekly one off education session will give a
capacity of:
129 people through the 6 week programme plus
780 people attending a one off education session.

Summary of Programme Utilisation
All figures are shown as 90% of the commissioned building capacity and illustrate the
colossal and inspiring change in the service provision for people affected by COPD
PATIENTS

RESIDENTIAL
10 beds
DAY
51 WEEKS
LIFESTYLE
(mild) 6 week
programme

468 (at 90%)
Standard programme capacity
573 (at 90%)
Estimated people (weighted)
477
116 (at 90%)

CARERS ASSESSMENTS
AND PLANS – estimated
at 50% 0f patients ( carers
attending)
234 (117)

286 (28)
238 (24)
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LIFESTYLE
(mild) one off
session

702 (at 90%)

TOTAL

1,763

TOTAL NUMBER OF PEOPLE RECIEVING A SERVICE =

472
2,235 per year.

This model therefore sees 2,235 patients per year as opposed to 1,600 in the original model;
it addresses all aspects of the disease and provides the means to effect the planned
immense step change.
An independent evaluation will be undertaken as an essential component of the proposal
(see Appendix 5 Evaluation Protocol). It is recognised that ever greater investment in
secondary care will not deliver the change necessary to address the range of health and
social problems of poverty and exclusion. It is also recognised that whilst locally based
incremental change is possible, whole system industrial scale redesign requires external
support and financial commitment. The partnership with CRT provides that opportunity.
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3

AN INTEGRATED APPROACH

The proposed model of care has been developed with a screening assessment as the
gatekeeper to the service. There is no access to the service without a screening assessment
being undertaken and an individualised plan of care developed by the Multi Disciplinary
Team (MDT) in conjunction with the patient and carer.
The plan of care and the subsequent action needs to be shared and accessible to all people
involved with the care of the individual.
This requires investment in both software and hardware across the pathway.

3.1

IT

Providing shared records, data and information underpins the whole process of integrating a
service across the many agencies involved in delivering the complexity of care required for
someone with moderate to severe respiratory disease.

BREATHING SPACE IT SUMMARY
Clinical Systems
Requirements
Clinical records

Function
required

-Screening
assessment
-Specialist
assessments
- Respiratory
testing
-Notes at each
intervention
-Summaries
-Ability to
inform audits
-Ability to give
and receive
information
-Outcome
measures

Delivered by

Comments / risks

TPP /Community module will
do specialist assessments will
not do SAP yet (i.e. contact and
overview assessments) but
may do specialist assessments
used across multiple agencies.
SAP, can share across health
and social care. The LSP are
looking at the integration of
SAP and Community solutions.

Long term
need SAP and TPP
Community for
Breathing Space
Short term
The introduction of a
paper based
systems is pointless;
the STAR software
goes a long way to
addressing needs.
As of 16.8.06
The TPP respiratory
template is to be
available from
September 06. Work
currently being
undertaken to view
this as we may be
able to use it from
April 07
STAR system on hold
pending TPP availability.

-

Lab links

Bloods
X rays

Correct hardware
specification capable of
showing x ray images

In building fit out
specification
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-

Prescriptions

Prescribing
Informing
GPs,
Consultants

Electronic or using pads

GPs using
electronic now
therefore should
use the same
Appropriate links
needed

-

Building
management

Ensure
efficient use of
space
Confidence in
bookings
Patients and
carers well
informed and
involved in
decisions
Able to audit
Impact on
patients of
natural
ventilation
strategy

Room booking system,
residential and clinical areas

TPP Community
module now
includes a patient
booking and room
booking facility now

-

Communication

Patient booking, transport,
letters.
Building management system
monitoring natural ventilation

Within the building
E mail
Information screens
Ground floor
Bedrooms
Written given to
patients and carers
External – to other agencies
individual clinicians
e mail

4. Assistive
Technology

Call system – readers, + pull
in shower rooms
Linked with patient locator and
security.
Option for additional
equipment to meet individual
care plans
e.g. Bp, O2 monitors

5. Security

Programmable Readers
Internal and external CCTV
Controlled door entry and
zoning of building access

Cambridge
University
commissioned for
ongoing monitoring

Audio Visual /IT
equipment capable
of servicing the
screens being
installed.
Limited AV initially,
infrastructure in
place to enable
future development.
Effective Staff,
patient and carer
training vital
Hard copy
information being
developed
Effective education
required for all.
Technology
consistent with that
used in patients own
home fitted by
RMBC social
services ensuring
familiarity
Patients and carers
given as routine
Staff as routine – for
movement about the
building, emergency
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24 hour staffing
6. A&C functions

4.

All office
functions

access to bedrooms
Visitors – selected
access
Role blurring
between A&C and
support staff will
enable efficiencies

THE REHABILITATION PROGRAMME

Initially the programme will establish the processes and pathways of care. Referrals to the
residential and day rehabilitation programmes will be either via the in-patient or out-patient
acute trust pathways, Paramedics, Emergency Care Practitioners or through the primary
care / community team. Self referrals by carers or via the helpline which will be screened (the
information from a call), and if appropriate triaged (face to face visit).
Initially it is envisaged referrals will only be accepted for people who are registered with a
Rotherham GP (this includes South Yorkshire residents not residing in Rotherham). This
ensures that all aspects of the care pathway critical to the success of the service are in place
but further work is being undertaken to ensure equity of access and the impact of out of area
GPs referring to the service. See section 12
There will be opportunities to explore further the clinical pathways and to consider ways in
which people with exacerbations of COPD can have a medical assessment at the acute trust.
They could then be discharged directly to the Centre, for rehabilitation and support, or
discharged directly home with outreach/ fast response support. This will allow a medical
assessment but prevent even a short-term hospital admission. This will link closely with the
Community Matrons and Case managers working alongside specialist COPD staff, across
the PCT.

4.1

THE PATHWAYS FOR REHABILITATION

The diagrams below illustrate some pathways, with agreed criteria, further work is being
undertaken to use the Interqual criteria for along the pathways.
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4.2

ROTHERHAM COPD PATHWAYS WITH INDICATORS - ADMISSION

HOME
Own,
nursing or
residential

HOSPITAL

BREATHING
SPACE
RESIDENTIAL

BREATHING
SPACE
Rehabilitation
with Respite

DAY REHAB

COMMUNITY
SERVICES
Whilst at home

Exacerbat
ion
Managed
at home

Severe new
breathlessness
Worsening
peripheral oedema
Impaired
consciousness
Diagnostic
uncertainty
IV medications
requiring
hospitalisation for
initial therapy

Medically
stable
(diagnosis
known, initial
treatment
regime
established,
clinical / Lab
findings
improving /
unchanged
last24hrs)
Travelling 2 to
3 times per
week
detrimental to
condition
Would benefit
from 24 hour
programme
Would benefit
from up to 7
days daily
package.

Medically
stable
Carer needs a
break and
person would
benefit from
a
rehabilitation
programme /
support or
hospital
admission

Medically
stable
Able to
travel
(Assume
transport,
oxygen,
wheelchairs,
transfers etc
are in place.
Has COPD
or is at risk

Unable or
detrimental for
them to travel
Initial work
required before
accessing a
day or
residential
programme

Routine
managem
ent

O2 sat = > 90%
Arterial PCO2 =4.86.0 kPa
Arterial PO2 = 1113 kPa
Arterial pH 7.36 –
7.45

Maintenance
programmes
Reviews

e.g.
motivation,
supervision,
boost.

Categorisation of the severity of COPD is essential. The Integrated Pathways of Care
(IPOCs) have been agreed taking account of the different severity needs.
Development of these outlines has been via a multi-agency, multi disciplinary action group
adding the proposed new service into a recently developed South Yorkshire pathway and
ensuring the pathways meet the needs of Rotherham.
The IPOC's have also been received by the Breathing Space Advisory Group.
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4.3

COPD PATHWAY OF CARE –EARLY / MILD

PRE DIAGNOSIS
Visits GP 2 or 3 times per year

EARLY COPD IDENTIFIED

EDUCATION PROGRAMME

REVIEWED

Early identification essential
EDUCATION of: Health Professionals, patients
via posters etc
Spirometry training. Standardisation of
equipment. Validation etc

Elements within GP practices – smoking
cessation, medicines.
Whole programme within Breathing Space
NB carers

At Breathing Space or at Home
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4.4

ROTHERHAM COPD IPOC – MODERATE, NON EXACERBATION
PATIENT.

GP / PRACTICE
NURSE

Initial Diagnosis by
GP

COPD may be known or unknown

A&E
ATTENDANCE

OTHER – Breathing Space
helpline or key worker.
Community matron, Community
staff, Heart manual facilitators,
Non respiratory consultants

Breathing Space- Assessed for
day, residential or lifestyle
programmes. Complete
programme

Medical Physics if
specialised testing
is required

MAINTAINENCE
link with:
leisure, social, Breathe Easy, PRC.
Club membership, newsletter

REVIEW
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4.5

ROTHERHAM COPD IPOC – SEVERE, NON EXACERBATION

PATIENT.

GP / PRACTICE
NURSE

To medical
physics if
specialised
testing is
required

A&E
ATTENDANCE

OTHER – Breathing Space helpline /
key worker if known to service.
Community matron, Community staff,
Heart manual facilitators, Non
respiratory consultants

MDT ASSESSMENT / PRE PROGRAMME
ASSESSMENT

Breathing Space- day or residential
programme.

MAINTAINENCE
link with:
leisure, social, Breathe Easy, PRC.
Club membership, newsletter

REVIEW
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4.6

ROTHERHAM COPD IPOC – EXACERBATION

Known patient who has
a care plan. Deteriorates
SYAS

Breathing Space, helpline
or key worker

GP

GP VISITS,
MANAGES AT HOME

ECP
VISITS
PATIENT
AT HOME

FAST
RESPONSE
TEAM

RFT
A&E

RFT
B1

Keeps
contact

Manages patient at home
Refers to fast response, ECP, other
community staff including BS
outreach staff

CDU
Breathing space centre
Residential or day

Home

Day programme

Review – 4-6 /52 post exacerbation, ? further diagnostics
? Bloods, gases etc
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Initially all people entering the programme, will have diagnosis of COPD using the
approaches described in the National Collaborating Centre for Chronic Conditions guidelines
for the Management of adults with Chronic Obstructive Pulmonary Disease in Primary and
Secondary Care3 (NCCCC). This should include details of the level of severity of their
disease, i.e. mild, moderate or severe. I f there is no definitive COPD diagnosis then the
referral will be sent to the patients GP recommending actions and the referrer informed.
Support will be available to practices that would prefer to use the expertise within the
Breathing Space programme to carry out testing to inform diagnosis e.g. spirometry. This
process will help to ensure equity of access to COPD services for all Rotherham residents.
All referrals to Breathing Space will have an initial assessment using a screening tool. This
tool will supply enough information to determine whether or not the person is appropriate for
either the residential or the day rehabilitation programme. This will usually take place in the
persons own home or in hospital. Specialist assessments will follow.
The programme will not be able to instantly accommodate all the people known to have
COPD. Priorities for inclusion in the rehabilitation programmes day and residential will
include;
Recent hospital admissions /exacerbations
Referrals as per IPOC
Invited case finding for people with severe or moderate COPD
Invited case finding for people with mild COPD
Respite where the person will benefit from a rehabilitation programme. A sub set of
priorities will be developed within this category with flexibility to respond to individual
circumstances.

4.7

RESIDENTIAL RESPITE REHABILITATION

4.7.1 Programme Elements
COPD is a lifelong progressive illness, leading to physical, psychological and social
challenges for both people with COPD and their carers
A large element of the management of severe COPD focuses on symptom control and
optimising quality of life. The prognosis for some patients with COPD can be very poor, but
for many patients the interval from diagnosis to death may be many years.
The Centre will provide a residential rehabilitation with respite facility and will operate as a
hub for the co-ordination of respite support for patients and carers in their own homes.
Effectively this means that all 10 beds will potentially have a respite element however it must
be emphasised that respite beds in the centre to support patients, and their carers will only
be available where there is a health gain to be achieved from the intervention. The respite
facilities will accommodate both patient and carer in twin bedded en-suite rooms.
Residential rehabilitation respite beds will provide three principle functions: Enable people who cannot travel to access the rehabilitation service.
Assessment and symptom relief
3

National Collaborating Centre for Chronic Conditions: Draft Guidelines for the Management of adults with Chronic
Obstructive Pulmonary Disease in Primary and Secondary Care - 2003
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Short term admissions to support a family where the person admitted is able and
willing to undertake an individualised rehabilitation programme
Carers have also described a need for a more co-ordinated approach to home respite
support. It was reported that while there are many community services available, including
sitting services, equipment support, etc. carers have difficulty in accessing and co-ordinating
these disparate elements.
Referrals for either residential respite support, or for co-ordination of a home care package,
will be able to be made by a wide range of stakeholders. This will be co-ordinated at the
centre by the Multi Disciplinary Team (MDT) who will then allocate the case to a C ase
Manager.
The Case Manager will undertake a screening assessment that should be linked to the
Carers Assessment, which now allows local authorities to provide care directly to carers4.
The Case Manager will then co-ordinate the care. As referrals will be on an open access
basis, a prioritisation tool will be agreed locally for identifying priority referrals in conjunction
with the general priorities identified in 4.6.
A decision to initiate a residential respite package will sit with the Multi Disciplinary Team.
Rehabilitation and respite patients will have an individualised plan. A condition of receiving
respite will be agreed participation in the rehabilitation programme. Choice will be given on
inclusion any social activities.
Figure 3 and 4 illustrate the pathways for residential rehabilitation and respite and for the coordination of home-based respite.

Figure 3
Residential Respite Pathway
Referral for
residential
rehabilitation
and respite
assessment

Assessment
completed – at
patients home by
member of MDT

Assessment
discussed with
MDT case
management
team

Case manager will
manage process
and plan
discharge

4

Decision
made re
admission
against
criteria

Patient [carer] admitted
for agreed period and
rehabilitation
undertaken

The Carers and Disabled Children Act 2000
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Figure 4
Co-ordination of Home Based Respite Package

Referral for
respite
support
received

Respite assessment
completed – at patients
home by member of MDT

Assessment discussed
with MDT case
management team

Case manager to
identify and coordinate
appropriate home
care package

Case manger
responsible for
reassessing at
end of package

4.8

DAY REHABILITATION PROGRAMME

The BTS Guidelines on the management of COPD5 recommend that pulmonary rehabilitation
is appropriate for patients with moderate to severe COPD. NCCCC guidance recommend
that the “introduction of rehabilitation becomes appropriate when patients become aware of
their disability’.
The centre will have the capacity to deliver a „standard‟ eight week out-patient day
rehabilitation programme to over 1,100 patients in the first two years.
For 2005/6 data from Rotherham PCT shows that there were 909 admissions with a
diagnosis of COPD6, this accounted for 5,585 bed days This suggests that, by judicious use
of the Breathing Space programmes, the centre will have the capacity to offer an intensive
residential rehabilitation programme to all patients admitted to hospital with an ICD10 J40-44
primary diagnosis of COPD.
As discussed in Appendix 1, Incidence of COPD in Rotherham, it is likely there may be other
patients who would benefit from attending the centre but who do not currently have their
diagnosis correctly coded. In the first year 80% of all people admitted with a primary
diagnosis of COPD will be accommodated in the programmes.
In subsequent years the numbers of hospital admissions are predicted to drop by 30%. This
will give scope to offer more rehabilitation to people with less severe COPD. It is anticipated,
that as the programme progresses, part of the eight-week programme will be provided at
sites away from the Centre, thus allowing the service to expand its capacity. However, this is
not currently explicitly funded. A key goal will be to provide one full course of rehabilitation for
each person with COPD.
The Centre will investigate ways of providing support for people who have completed the
programme, which includes review periods, and who may benefit from additional input. This
would ensure that functional and social independence are maintained. It is planned that, in
5

Guidelines on the Management of COPD (1997) Thorax; 52 (suppl5): S4 S6
The 854 admissions with their principal diagnosis categorised within ICD J40-44 will exclude many
patients who will benefit from pulmonary rehabilitation but have not been coded within these ICD
codes
6
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line with the expert patient model, much of this on going support will be via self-help and
voluntary groups.
Maintenance programmes using a variety of media will also be available.
Nationally it was reported that where Trusts provided pulmonary rehabilitation, 90% of them
provided it to less than 100 patients per year7. These figures illustrate the significance and
scale of the proposed programme in Rotherham.
It will be important to establish and evaluate the rehabilitation programme before looking at
ways in which the programme can be delivered out of the Centre, for example in GP
practices, leisure or community centres.
All people entering the programme will undergo a screening assessment, using a screening
tool developed locally and a specialist MDT assessment. These will provide enough
information for the MDT case management team to identify individual needs and plan an
initial rehabilitation programme.
This will then be discussed and amended at the first, and updated at each subsequent, visit
with the patient and carer. The plan of care will be dynamic, responding to the ongoing needs
of both the patient and carer.
It will be necessary for the MDT case management team to meet on a frequent basis,
depending on demand, to discuss new referrals and plan the programme of care from the
menu of options. Each person entering the programme will be allocated to a case manager
(including Community Matrons) who will be responsible for ensuring that the programme of
care is delivered as planned.
The menu of options for the rehabilitation programme will include:
o Smoking cessation
o Cognitive behavioural programmes
o Life style change
o Stress management
o Relaxation techniques
o Self management strategies/ breathlessness training
o Coping strategies
o Establishment of „expert patient‟ groups
o Management of medicines, inhaler techniques, usage of oxygen therapy
o Disease education
o Exercise, developing both strength and endurance in limbs, and also maximising in
spiratory muscle strength through specific exercise plans, training programmes and
through Activities of Daily Living (ADL) programmes.
o Nutrition, patients entering the programme will often be nutritionally compromised. In
addition to providing a healthy diet many patients will require nutritional support. By
working directly with patients either in groups or on a one to one basis patients will
improve their general nutritional state and well-being. By educating staff on the needs
of this group of people their needs will be better addressed. There will be
opportunities for both patients and carers to discuss, plan and practice, cooking
nutritionally appropriate foods.
o Podiatry, advice and treatment for foot and foot related conditions including biomechanical problems.
o Speech and Language Therapy. Therapists will assess swallow function and advise
on the safety of eating and drinking, provide advice on safe textures and techniques
7

Pulmonary rehabilitation survey

British Thoracic Society, British Lung Foundation
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o

o
o
o
o
o
o
o
o
o
o
o

to prevent choking episodes. They will also provide training for patients, carers and
staff about Dysphagia (swallowing difficulties) and receive referrals for patients with
voice changes relating to difficulties in breathing and the use of inhalers.
Pharmacy advice. It is vital that patients have their medication optimised before
commencing rehabilitation. Members of the core MDT will undertake much of this
work however access to a pharmacist adds a further quality dimension. They will be
involved in complex medication reviews, attend MDT meetings, input into specialist
and generic training across the pathway and provide an additional specialist resource
available to patients, carers and staff.
Psychological interventions, screening, assessment and some interventions for
psychological related illness, specifically anxiety and depression. Referrals to
appropriate specialists will be made.
Provision of counselling support for both patients and carers.
Sexual advice
Social services input. Giving opportunities for both patients and carers to discuss, the
support that may be available to them. Help in completing forms, help in co-ordinating
support
Financial and benefit advice
Social interventions, crafts and hobbies.
IT /Library based learning.
Co-ordination of equipment
Development of community support networks
Development of client and carer support groups
Access to hairdressing and complementary therapies such as Yoga, Tai Chi,
meditation

Community Matrons are now employed within the PCT. They aim to maintain highly complex
vulnerable patients within the community using a case management approach to coordinate
care. Patients referred to them should have complex health problems associated with two or
more long term conditions.
They will proactively manage patients across primary and secondary care to prevent
inappropriate hospital admissions, reduce length of stay and facilitate early discharge. Part of
their role is to optimise health outcomes by offering a personalised care plan utilising
appropriate resources effectively and educate patients and families to enable self care and
informed choice. The PCT commissioning arm will consider the role of Community Matrons
in relation to Breathing Space and the COPD IPOC‟s to ensure there is no duplication or
confusion for the patients and carers and that if appropriate resources are moved into the
Breathing Space programme.
Currently all nine matrons (27 by 2007/08) have COPD patients on their caseloads and their
individual education and training needs are being identified. Breathing Space will incorporate
many of the COPD training needs into the education and training plan if appropriate following
a commissioning review.

4.9

PROGRAMMES FOR PEOPLE WITH MILD COPD

It is recognised that in the longer term the greatest health gains will be made by preventing
people reaching the moderate to severe stages of COPD. Therefore, significant work will be
undertaken in working with people with risk factors for developing COPD, to prevent the
pattern of disease and poor quality of life that is currently evident for many residents of
Rotherham.
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Risk Factors.
Visits their GP 2 or 3 times per year for chest related reasons, smokes, over 35 years of age.
Targeting this group will have the long-term aim of reducing or removing the risk factors that
are likely to progress the disease. Guidance recommends that all patients over 35 years,
with one or more risk factor and symptoms, should be screened for COPD.
It is important to ensure that this information is captured within the disease register.
A variety of means are necessary to identify all those who are at risk, including education of
health professionals, patients and the public.
People who have mild COPD will be identified usually via the GP or by awareness raising /
publicity sessions held by Breathing Space.
The mild programme will contain:
 Smoking cessation
Standards will be set for the percentage of smokers with COPD to be offered smoking
cessation advice and therapy.
The Breathing Space site is smoke free (including the grounds). An explanation of the sites
no smoking policy and options for stop smoking support will be given at the initial
assessment.
Breathing Space staff will undertake accredited training to become smoking cessation
advisors.
Stop smoking support will be available for clients attending Breathing Space and carers as
either residents or day patients and for people in their own homes via the Breathing Space
outreach service

4.10



Education and information about COPD



Lifestyle changes including weight management, nutritional support and exercise.
Why these are important generally and specifically relating to COPD and advice on
how to achieve the changes that will make a difference to the progression of the
disease.

RESIDENTIAL REHABILITATION

Patients will be identified, using clinical criteria, to be medically stable but requiring
rehabilitation for a limited period of time to ensure that they are able to maximise their quality
of life and improve their functional capacity including endurance and carry out safely the
activities of daily living. This is likely to include patients who have had an exacerbation of
COPD and who require support to ensure they are both physically and psychologically
confident about being at home.
There is also a group of patients who need a short stay to enable them to access
rehabilitation if travelling regularly is detrimental to their condition, need a short burst of
intensive rehabilitation or need a 24 hour assessment and plan.
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The decision to admit from an acute hospital bed to the unit will be based on the screening
assessment. Only people who fulfil predetermined criteria will be accepted for admission.
The Centre will not be designed to provide acute hospital beds in an alternative setting, or
help with delayed discharges, unless the person meets the criteria for admission to the
rehabilitation programme.
Residential rehabilitation patients will undertake an individually structured rehabilitation
programme that will be integrated within the daily programme at the centre. They may
require more intensive one to one support until such time that they are able to participate in
the group programme.
People suffering acute episodes should continue to be referred to hospital. The Centre will
not be staffed or equipped for such cases but, by implementing the new model of care, the
“revolving door syndrome” as typified by multiple admissions to hospital, will be broken.
The approach described will also reduce the length of stay in acute beds, address social and
psychological needs and prevent readmissions.
This will be achieved through a
rehabilitation programme that supports the development of cognitive behaviour and allows
the anticipation and development of coping strategies for disease exacerbations.
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5.

COMMUNITY OUTREACH

There is not only a need to provide rehabilitation programmes at the centre but as a result of
the triage process, a greater number of people are going to be identified in the community or
discharged home early. This in turn will result in an increased need for home based support,
which may include initial home based rehabilitation.
Currently, the Community Assessment, Rehabilitation and Treatment Scheme (CARATS)
provide a fast response service for short-term support in people‟s homes, mainly to prevent
hospital admission or to facilitate the early discharge from hospital. This is a generic service
but does see a small number of patients with COPD. In 2004/5 the service saw 50 patients
with a diagnosis of COPD and in 2005/6 15 patients.
In addition, a pilot project was developed where the respiratory nurse specialist at the acute
trust identified patients using agreed protocols for early discharge home. These patients
were then supported for up to 7 days by the CARATS team with the following package of
care: Fast response nurses visited for up to 7 days, once or twice daily to assess stability of
person
Support workers were available to provide day/night care. A longer term package of
care was initiated if appropriate.
The respiratory physiotherapist visited as required
This work has not been continued since the pilot and this early discharge service is not
currently available.
It is estimated that home support would be needed for over 200 patients (estimate in Outline
Business Case Appendix 3, March 2004). In addition there is flexibility within staffing levels to
allow people the choice to have certain elements of their programme of care provided at
home.
The centre staff will provide outreach interventions, support, education to existing CARATS
and other community based staff and be a resource unit for case discussions, complex cases
etc.
A further element of community out reach will be to support primary care staff in identifying
and managing patients with COPD. This also links to developing and delivering education to
the wider health community. The MDT based in the Breathing Space building will work in a
step wise way with all GP practices and with social care providers to develop processes for
identifying and screening patients for COPD. The practice level and patient level audits
described will also inform an initial primary care training plan.
Part of this plan will support key staff in undertaking screening so that in future a wider range
of referrals paths will be open to the health and social care community.
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6.

CLINICAL REVIEW AND ASSESSMENT

All patients will have a number of reviews as part of their ongoing rehabilitation programme.
These reviews will be undertaken by the specialist MDT and support workers reporting into
the team.
They will have self-management plans, e.g. how to manage an exacerbation at an early
stage, which will be discussed at each review to ensure they are up to date, the patient and
carer fully understands the plan and has confidence in it.
Patients who have accessed the rehabilitation programme will be reviewed at specific times
and will have access to advice via a helpline and named person. There will also be
opportunities for Acute trust consultant doctors to hold outpatient clinics within the centre.
Programmes will be delivered in partnership with the patient and carer, ensuring that at all
stages the strategies adopted develop independence and confidence in managing the
disease and its associated social implications. All interventions will aim to maximise the
length of time people can live as full and active a life as possible, with the minimum number
of hospital admissions for medical interventions.
To respond to the individualised nature of this programme, there will be a highly flexible
approach that will evolve depending on the case mix needs. However, there are some key
elements of the programme that can be predicted as being required on a daily basis, for
example well-being and exercise sessions, and sessions supporting independent living.
Although this programme will be tailored to individual needs, a degree of pragmatism is
required when looking at numbers and throughput.
British Thoracic Society Guidance8 recommends that pulmonary rehabilitation programmes
should have a minimum of two supervised exercise sessions per week and last for between
6 to 8 weeks. A further 3 unsupervised sessions per week are recommended.
Exercise sessions will not all take the format of traditional gym focused aerobic exercise but
will include exercise related to activities of daily living designed to improve cardio-respiratory
function. Some exercises though will need to provoke a state of breathlessness.
It is important to use group sessions but individuals who are either not able to or do not wish
to join a group will be offered individual exercises and functional activities.
All programmes of care will be designed and managed by professional staff. However,
trained support staff will undertake much of the delivery of the programmes.
In addition to regular exercise sessions, it is anticipated that people will become involved in
social activities that will also encourage exercise, for example walking to the shops, or going
to the pub. These types of social activities will be encouraged, and where necessary
supported, by volunteers or support workers from the Centre.
The chart below provides an outline of how a day at the Centre might look.

8

British Thoracic Society Statement (2001); Thorax; 56; 827-834
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6.1 CORE DAILY PROGRAMME
Numbers in brackets = patients
TIME

DINING
ROOM

BED
ROOMS

ATRIUM

0700 0930

BREAK
FAST

Therapy
support for
residents

Residents
at leisure

Some late
risers and
those who
need a
slower
start may
still be in
bedrooms

Atrium
activities
as per
plan (7)

Residents
early bird
exercise
class (8)
Individual
exs (2)

In service
education
sessions

Assessme
nts
and
reviews
for
residents
(3)

Assessme
nts and
reviews
for
residents
(3)

9.30 –
10.00

GYM

TRAINING
LOUNGE
Team
meetings /
hand-overs
here / office

1000 -1030
Arrival of
day
members

Drinks
available

Available
for
cleaning

Atrium
activities
as per
plan (7)

Residents
early bird
exercise
class (8)
Individual
exs (2)

In service
education
sessions

10.30 –
11.15

Available
for drinks
and
activities
e.g. cards,
dominoes
(1)

Available
for
cleaning

Breathless
ness
training
Exs
tolerance
Rest/ TV
Sedentary
activities
(10)

Group
Exercise
program
me (8)
Individual
exercise
program
mes (2)

Education
sessions

Lunch
preps by
staff

Available
for
cleaning

Relaxati
on (8)

Education
sessions

Lunch
Rolling
lunch
Transpor
t in /out

Available
for
cleaning

Breathles
sness
training
Exs
tolerance
Rest/ TV
Sedentar
y
activities
(10)
Rests
Coffee
/Tea
Post
lunch
Sedentar
y
activities
TV

11.15 1200

1200 –1400

ADL
KITCHEN

Anxiety
management
(9)

Anxiety
manageme
nt
(9)

Rests,
activities

ADL
BATHROOM
ADL bathing /
dressing
practice (2)
residents

Rx
ROOMS
A,B,C,

IT LIBRARY
Residents at
leisure
And as required
throughout the
day and
evening

ADL
Activities
(3)

ADL Bathing
/dressing
practice – day
members
(1)

Assessme
nts – new
Visiting
practitione
rs
(3)

(3)

ADL
Activities
(3)

ADL Bathing
/dressing
practice – day
members
(1)

Assessm
ents –
new
Visiting
practition
ers
(3)

(6)

A, GPSI,
Consulta
nt
session

Ad hoc
Recreational
use

ADL =
lunch
(2)

1&2
available
for
benefits
advice
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1400 -1500

1500-1600

Available
for drinks
and
activities
e.g. cards,
dominoes
(1)

Some
residents
may need
a nap

Available
for drinks
etc

BED
ROOMS

Breathless
ness
training
Exs
tolerance
Rest/ TV
Sedentary
activities
(10)

Group
Exercise
program
me (8)
Individual
exercise
program
mes (2)

Breathless
ness
training
Exs
tolerance
Rest/ TV
Sedentary
activities
(10)

Group
Exercise
program
me (8)

ATRIUM

GYM

Education
sessions

ADL
Activities
(3)

ADL Bathing
/dressing
practice – day
members
(1)

Assessme
nts – new
(2)

ADL
Activities
(4)

ADL Bathing
/dressing
practice – day
members
(1)

Visiting
practitione
rs for
residents
(3)

(4)

TRAINING
LOUNGE

ADL
KITCHEN

ADL
BATHROOM

Rx
ROOMS
A,B,C +
meeting
rooms
1&2
Visiting
practitione
rs for
residents
(3)

IT
LIBRARY

Anxiety
management
(8)
Monthly
Breathe Easy
Group

Individual
exercise
program
mes (2)

Education
sessions
Anxiety
management
(8)

(2)

Visiting
practitione
rs
(3) a,b,c

TIME

DINING
ROOM

1600- 1700
Residents
free time
Transport

Preparatio
n for meal

Residents
use

Available
for
cleaning

Available for
cleaning

Available for
cleaning

ADL Bathing
/dressing
practice – day
members
(2)

1700- 1900

Evening
meal

Residents
use

CA

Available for
cleaning

Available for
cleaning

Available for
cleaning

CA in 1&2

Resident use

1800- 2100
Evening
programme
Community
activities
(CA)

CA

Ad Hoc
retiring

Residents
use
Activities
TV
Led by
residents

Exercise
groups for
mild
Education
al
sessions

? in use
Activities for
residents

Available for
cleaning

Available for
cleaning

Meeting
rooms
available

Residents only

2100 - 0700

Available
for
cleaning

Occupied

Available
for
cleaning
? noise

Available
for
cleaning

Available for
cleaning

Available for
cleaning

Available for
cleaning

Available
for
cleaning

Available for
cleaning
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7.

DESCRIPTION OF THE BREATHING SPACE PRIMARY CARE
ENGAGEMENT COMPONENT

It is vital to remember there are 5,600 identified patients with COPD in Rotherham. In the first
2 years of its operation Breathing Space plans to have direct contact with nearly 4,500
people affected by COPD (nearly 2,000 rehabilitation packages, over 1,600 education
packages and 900 carers packages. Despite these ambitious aims it will still be the case that
the majority of care for the majority of patients will be delivered in primary care.
If Breathing Space is to have a w hole system impact it has to drive up the standards of
primary care.
In addition to this the relationship between Breathing Space and primary care is vital
because primary care professionals will be the source of most referrals and primary care
databases are vital for targeting Breathing Spaces resources and evaluating its impact.
The primary care engagement component has 3 components:
Introductory visits and baseline audits
COPD training, updates and work facilitating standards in primary care before
and after the centre opens
Repeat audit process
This section is most specific on the resource implications for the initial engagement and
baseline audit but it is important that all relevant Breathing Space job descriptions make
reference to primary care engagement and re-audit to continue this work after the centre
opens.
Baseline audit, education plan and facilitation for practices to achieve standards
Prior to the Breathing Space Centre opening (i.e. up to April 2007) Breathing Space will work
with all Rotherham PCT practices to carry out a baseline audit including practice visits and
directly accessing all 5,600 COPD patients notes which will introduce both the Breathing
Space Programme and Primary care standards that Breathing Space will work with practices
to deliver.
A detailed protocol of the whole 30 month audit/re-audit process is set out in the Breathing
Space Evaluation Protocol (Appendix 5). The reasons this component is essential to the
whole Breathing Space Programme include the need to establish as r obust a picture as
possible of the prevalence and severity category of people currently identified with COPD in
Rotherham and standards of case finding, diagnosis and care at the onset of the programme,
given that the vast majority of diagnosis and care currently takes place in primary care.
Without this process we will be unable to say whether Breathing Space has had a whole
system impact and be unable to accurately target Breathing Spaces interventions to where
they will have most impact.
Once the baseline audit is completed Breathing Space will work with practices to facilitate
improved care including the following components:
As part of the baseline audit practices will be given feedback that allows them to stratify
patients in whom current records give sufficient information to categorise them into NICE
airways obstruction severity category
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Audit reports will be fed back to practices both at interactive meetings and as documents
that will encourage benchmarking to drive up standards.
QUEST electronic queries on those standards that can be measured electronically will be
repeated quarterly to encourage case finding.
All patients that go though the Breathing Space Programme will have management
review - this information will be fed back to practices so that practice records will be
complete for these patients
Breathing Space will provide a programme of COPD training for Rotherham primary care
staff free of charge. The content of the updates will be informed by the findings of the
baseline audit. The first updates are likely to be around COPD diagnosis and spirometry.
Breathing Space will discuss with individual practices how standards of care can best be
facilitated for their patients – for some practices this might mean shadowing clinics where
specialist Breathing Space staff work alongside practice nurses and health care
assistants for short periods of time to improve standards of spirometry – for other
practices standards might be best improved by BREATHING SPACE directly offering
spirometry either at the BREATHING SPACE centre or as outreach.
All Breathing Space COPD updates and work facilitating standards in individual practices
will be part of a plan based on the initial audit work. The plan will be developed with the
PCT Learning and Development team and will take into account the needs of staff caring
for all Rotherham COPD patients and then prioritise actions.

Resources from Breathing Space for Baseline audit
Prior to the Breathing Space centre opening co-ordinating the audit process and carrying out
practice visits will be a major role of the Breathing Space Specialist Respiratory nurse and
Nurse Consultant who are already in post. Once the practice level audit is completed the BS
Specialist Respiratory Nurse will produce a training plan for education events, regular
feedback and support to practices to help them achieve standards and commit much of her
time to this.

Resources from PCT staff for baseline audit
Developing and starting to pilot the audit has already required time from the PCT Clinical
Effectiveness Team (Clinical effectiveness nurses, Clinical Audit team and Prescribing
Team). The Clinical Effectiveness team will continue to support the initial phases of the audit
from within existing resources. The Clinical Effectiveness team will commit 20 days of nurse
time and 100 days of non clinical audit staff time to initiating the audit with the Breathing
Space Specialist Respiratory Nurse until additional Breathing Space Staff are in post. The
Clinical Audit Team will also assist with the analysis of the audit results.
Ongoing resources required from the PCT
After the baseline audit is completed there will be an ongoing need for the PCT Clinical
Effectiveness team to contribute to the analysis and dissemination of quarterly QUEST
audits. The Clinical Audit team will also advice on the analysis of re-audit data but the
primary responsibility of this will be with Breathing Space.
Breathing Space staff will work with the PCT Learning and Development department to plan
and deliver education and training for Primary care and Community staff, Breathing Space
staff, patients and carers across the pathway of care.
Ongoing resource required from Breathing Space

Appendix 3 Page 32 of 58

The following ongoing primary care engagement activities will be provided by Breathing
Space by including these tasks in the job descriptions of Breathing Space employees.
Providing training and facilitation for practices to achieve standards (as part of an
evidenced based, prioritised plan)
Carrying out the primary care re-audit
Analysis and dissemination of audit and re-audit data
The Breathing Space Training plan (see section 17) sets out the types of training and clinical
updates that Breathing Space will provide. Because this training is essential to achieving
Breathing Space and PCT objectives it is assumed that Breathing Space will be able to use
PCT Training Rooms free of charge. Providing backfill costs to encourage attendance to
general practices and to community services was considered however it was decided that as
the training will concern core skills necessary to provide effective clinical services proving the
training free of charge to PCT and Rotherham general practice staff should be sufficient
incentive to encourage attendance.
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8.

CARERS

The needs of carers and their inclusion within this service has been stated throughout this
document however it should be stressed there will be ongoing work with carers to develop a
full understanding of their needs and incorporate them into programme modules.
All carers will be given the opportunity of accompanying patients throughout the programme
including the residential aspects. Whether they choose to do this or not they will be offered
their own assessment and an individualised plan will be formulated with them to address
their needs.
They will also be able to access social activities and events with the patient or independently.
Options may include one off attendances, 1 night, once per week.
Modules they may participate in include; non COPD specific exercise classes, an
individualised exercise programme, nutritional advice, disease education, oxygen
information, social events, hobbies etc.
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9.

HOSPICE / HOSPICE AT HOME

Links will be made with these services to enable patients who are approaching their last days
of life to be cared for in an environment of their choice.
The palliative care stage of COPD can last for some years and during this stage it will be
appropriate for people to access Breathing Space only where a rehabilitation programme will
benefit them.
It is envisaged that there will be many occasions where inter-professional learning will take
place to increase the skills and knowledge of staff within Breathing Space and within the
Hospice services.
Referral pathways and protocols will be developed, linking with the Last Days of Life IPOC,
that will ensure easy, robust and clear communication.
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10.

ADDITIONAL ASPECTS WITHIN THE PROGRAMME

10.1

Exercise

As the pilot develops, the later elements of the programme will be delivered in a range of
settings including local leisure or community centres and Private Finance Initiative (PFI)
schools. This will be a medium term goal and will free up additional capacity within the
centre.
Staff will link with leisure services staff and fitness instructors to undertake joint working and
training so blurring the interface between the rehabilitation aspects and the healthy lifestyle
and maintenance requirements.
To this end links have been made with the British Lung Foundation, Glenfield Hospital in
Leicester and Loughborough University to work in partnership to develop a „Pulmonary
Rehabilitation Exercise Instructor Qualification‟.
The course is being developed by Rachel Reynolds and Sally Singh through Loughborough
College, University Hospitals of Leicester and the British Lung Foundation, in conjunction
with the Sport, Exercise and Fitness Council and the Centre of Vocational Excellence.
Rotherham specialist staff will also provide input, reviewing work in progress and providing
feedback on the proposed course content.
The distance learning course will train fitness instructors to provide community based, post
pulmonary rehabilitation maintenance classes for people living with lung conditions. The
assessment centres will initially be based in Loughborough and in Breathing Space,
Rotherham.
It is also envisaged that support workers employed in and trained by the Breathing Space
programme will have opportunities to undertake formal fitness instructor training so building
capacity, skills and knowledge throughout health and leisure services and further breaking
down barriers which may hinder people with COPD of all categories to enjoy as full and
active life as possible.

Development of “Pulmonary Rehabilitation Exercise Instructor” Qualification
PROPOSED COURSE CONTENT
PROPOSED MODULES
The lungs and pulmonary system

OUTLINE OF MODULE CONTENT
To be developed

Physiology of lung disease
Medication and oxygen therapy
Acute and chronic responses to endurance
and resistance exercise
Referral pathways explanation of relevant
documentation (i.e. referral forms)
Exercise Prescription
Programme aims and objectives
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Programme content/design
Monitoring intensity and breathlessness
Programme Evaluation (to include relevant
questionnaires and shuttle walk test
administration)
Health Behaviour Change
Emergency Procedures and Monitoring for
Deterioration
Appendices (to include shuttle walk test
protocol and referral documentation)

Pre-Requisite Entry Requirements
A level 2/3 equivalent qualification
AND
100 hours of practical experience in an exercise teaching / instructing capacity
A current, valid first aid certificate
Visit to a local pulmonary rehabilitation centre
Endorsement by pulmonary rehabilitation specialist

Mode of Study
Distance learning plus 2 contact days and ½ day assessment (to be held approximately 1
month after the contact days).
Prior to attending the two contact days students will receive a distance learning theory
manual and will be required to complete an open book MCQ paper.

Proposed content for contact days (order to be decided):
Revision of key anatomy and physiology
Revision of principles of exercise and rehabilitation
Key issues around medication
Examples of session design
Practical sessions – warm up/cool down and main component
Case studies / scenarios
Programme evaluation- to include conduct of the shuttle walking test
Referral documentation
Question and Answer session

Assessment Methods
1 written case study assignment
Completion of open book multiple choice question papers
Exam conditions multiple choice assessments
An oral viva
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11

THE 24-HOUR HELPLINE

All stakeholders have identified the value of a 24-hour helpline.

Aims to:
Provide patients and carers with a contact number for reassurance and support in a crisis.
Provide information and advice about COPD.
Provide advice and reassurance about a self management plan.
Prevent avoidable hospital admissions.
There are three options considered for how this can be done

.
Option 1
Option 2
Option 3

The centre number could be used. A landline
A mobile number used which is rotated between key staff based
on their experience and skills.
A hybrid between the British Lung Foundation helpline and the
centre / mobile phone

Option 1.
Risks
The line is engaged
A variety of people may answer which would mean a handoff to an appropriate clinician. See
option 2.
Lack of appropriately qualified staff to deal with queries out of „normal‟ working hours

Implications
If a static land line the number has to be manned 24 hours by appropriately qualified staff.
This would have a material cost implication and the specialised staff would be under utilised.

Option 2
Risks
May interrupt clinical work it would need careful planning as specialist staff will be fully
occupied

Implications
1. Support worker or admin could triage to a protocol and pass it on as required,
could send to a known patient‟s key worker or alternate. This adds a handoff
but gives callers a known voice.
Unknown callers receive advice at the first stop.
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A specialist clinician will carry the phone at all times on a rota basis and deal with all calls
escalated from the initial contact, As support workers will staff the centre overnight the PCT‟s
community district nursing service night sister on duty will be the person from whom the
support staff seek advice should circumstances arise they cannot deal with via set protocols
and which is outside their scope of practice.
This will entail additional training for the night sisters which will be provided by Breathing
Space. It is not envisaged that this will involve extra visits by the night sister however the
night sister is currently taking calls from SYAS, A&E, GPs and Community Matrons. The
demands on this person will need close monitoring to ensure safety and a deliverable
support service.

Option 3
Risks
The BLF line only offers information not individual patient specific advice.
BLF open 8am- 8pm, our stakeholders indicated the need for 24hours, the link to BLF and
then mobile at the centre would disadvantage people wanting specific advice 8am -8pm

Implications
The BLF link can be set up to have a local sounding voice responding but they will have no
knowledge of individual patients.
BLF have indicated they are willing to link, costs will be incurred.
Does not address the needs of patients who have anxieties outside of normal working hours
and as a consequence may call an ambulance and have an unnecessary admission to
hospital
Option 2 will be used initially within the new service however this will be kept under review
and adapted or changed with experience.
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12.

GP COVER

Patients will be resident for up to 7 days on a planned basis. As the Breathing Space centre
is a community facility with highly specialised staff the majority of problems will be dealt with
by the senior clinicians within the service.
They will develop specific protocols which will include;
Telephoning the patients own GP for information and discussion. These protocols will
be developed together with GPs.
Out of hours the service will use the normal Out of Hours service, linking back to the
patients own GP.
There will be some occasions where a medical opinion is required e.g. for patients with comorbidities.
Funding has been identified for GP cover. Discussions are taking place as to how best to
provide this cover..

Initially the programme will restrict referrals to patients registered with Rotherham
GPs, this is so the patient will benefit from the primary care engagement part of
Breathing Space.
In the case of Rotherham residents registered with non Rotherham GPs the team will
discuss with the patients practice how best to deliver the full package of care
available.
13.

THE BREATHING SPACE STOP SMOKING SERVICE MODEL

The March 2006 QOF identified 5,652 COPD patients of whom 1,819 are r ecorded as
current smokers (32.2%)
Breathing Space site is smoke free (including the grounds). Explanation of the sites no
smoking policy and options for stop smoking support will be given at the initial assessment.
Stop smoking support will be available for people attending Breathing Space as ei ther
residents, day patients or carers and for people in their own homes via the Breathing Space
outreach service
Nicotine Replacement Therapy (NRT) or other support will be available as t emporary
abstinence measures in instances where patients are admitted to Breathing Space and are
experiencing withdrawal symptoms but do not want to quit.
In theses cases patients should be offered stop smoking support and actively encouraged to
quit

Staff training
Rotherham Stop Smoking Service (RSSS) will provide stop smoking training to Breathing
Space staff. There are no pre training qualification requirements.
All staff will attend brief intervention training (3.5 hours)

Appendix 3 Page 40 of 58

The „intermediate‟ training RSSS provides enables staff to deliver sessions on a 1:1 basis.
Group sessions will require further training in group facilitation skills.
Nominated support workers will attend intermediate training (2 day)
All staff providing support are required to attend a minimum of 2 update sessions per year
Training is based on HDA guidelines

Providing support
All support will be provided by suitably trained BS support staff based on the Maudsley clinic
model.
People will be offered one 15-20 minute session weekly for 7 weeks; this could include
telephone support for those people who chose to be supported in their own homes
Group support- people will be offered one 1 hour session weekly for 7 weeks (on site)
As support is provided over 7 weeks this will need to continue if people are not able to
continue with the rehabilitation programme for the full 8 weeks or have only been residential
for up to 7 days.
Drop-in sessions and ongoing support will be available for people who have attended the
programme.
For people with early / mild COPD the service will provide evening drop-in sessions where
people, who have been identified via primary and community, care, can drop in for initial
assessment, support and the option to attend exercise and lifestyle classes at the Centre.
This element of the programme would be more focused on smoking cessation and lifestyle
change programmes, including weight management, nutritional support and exercise.
The core rehabilitation programme will contain stop smoking advice and support.

Evaluation and audit
As part of the audit and evaluation process there will be work done as below:
1. The whole system impact of Breathing Space on smoking rates in people identified
with COPD will be evaluated by the primary care audit/re-audit process – this will
identify residents at the time of the of the audit or re-audit who are diagnosed as
COPD, what their recorded smoking status was on 1 May 2006 and if they were a
smoker on 1 May whether they are currently identified as a non smoker.
2. The direct impact of Breathing Space on smoking status will be identified by
comparison of smoking status data of patients entering the service compared to their
follow up data.
3. The effect of Breathing Space on the PCT smoking cessation service will be recorded
by the smoking cessation service having a specific referral code for Breathing Space
and producing reports of number of referrals and number of quitters from after the
service opens in April 2007
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14.

SPIROMETRY AND OXIMETRY

Spirometry, in addition to clinical examination, improves COPD diagnostic accuracy
compared to clinical examination alone. Ref HTA record 20051187
The need for spirometry was identified at several points within the COPD IPOCs
5 main themes were identified:
1.
2.
3.
4.
5.

Training
Standardisation
Guidelines
Duplication
Model

Some baseline work has been completed.
Primary Care Audit July/ August 2005. An audit of „what‟s out there‟
Current training
Content and quality of current training
Section 7 describes the Primary Care Engagement component of the programmes. It should
be noted that Breathing Space will provide a programme of COPD updates for primary care
staff free of charge. The content of the updates will be informed by the findings of the
baseline audit. The first updates are likely to be around standards of spirometry recording.
Breathing Space (BS) staff will discuss with individual practices how standards of care
including spirometry and oximetry can best be facilitated for their patients – for some
practices this might mean shadowing clinics where specialist Breathing Space staff work
alongside practice nurses and health care assistants for short periods of time to improve
standards of spirometry – for other practices standards might be best improved by Breathing
Space directly offering spirometry either at the Breathing Space centre or as outreach
service.
The centre will become as far as possible a one stop shop coordinating appointments,
testing and interventions for the patients benefit.
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15.

OXYGEN

Many people with COPD will require Oxygen to access the service and as part of their
everyday lives.
Within the Breathing Space centre there will be 1 concentrator in every room.
From February 2006 the home oxygen service changed. Under this new service Rotherham
is supplied by Air Products. They supply all forms of oxygen therapy equipment, from
lightweight portable cylinders to concentrators.
The new oxygen arrangements have put significant pressure on the system. Whilst the new
system gives the potential of rationing oxygen usage and ensuring that the patients get the
best type of provision there is currently a significant backlog of patients who require oxygen
assessment. These patients will continue to receive oxygen until they are assessed although
some of them may not require oxygen.
Breathing Space will work with RNHSFT to contribute to the solution of providing
assessments. It is likely the best solution will be initial screening at Breathing Space followed
by referral to RNHSFT where necessary.
In addition to the supply of oxygen there are new draft South Yorkshire Oxygen standards
being developed. Rotherham staff from across the respiratory pathway have contributed to
this work.
This document shows work to date on Long Term Oxygen Therapy Standards and enables
services to benchmark themselves against these standards.
BTS (British Thoracic
Society)

Green

Amber

Red

Reaching this
standard shows
clinical standards
Oxygen assessment
team accepts all
patients with SaO2 <
92% on air for
assessment
Medical assessment

(Failure to reach this
indicates poor clinical
quality)
Oxygen assessment
accepts all patients with
SaO2 < 92% on air for
assessment

(Failure to reach this
constitutes clinical risk)

Medical assessment

Medical assessment

1. Differential
diagnosis
2. Optimise
treatment
3. Enter into
oxygen
assessment
pathway, i.e.
initial criteria
4. Includes
Spirometry,
ABG, CXR

1. Differential
diagnosis
2. Optimise
treatment
3. Enter into
oxygen
assessment
pathway, i.e.
initial criteria
4. Includes
Spirometry,
ABG, CXR

1. Differential
diagnosis
2. Optimise
treatment
3. Enter into
oxygen
assessment
pathway, i.e.
initial criteria
4. Includes
Spirometry,
ABG(arterial
blood gas,
now often
done as a
capillary
blood gas)
CXR (chest

Oxygen assessment
accepts all patients
with SaO2 < 92% on
air for assessment
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xray)

Initial assessment
1. Spirometry,
ABG, CXR
2. ConsultationResp Nurse/
doctor
4 week follow up
1. Home visit
resp nurse
specialist
(clinical
assessment,
risk
assessment,
education)

Visit two;
1. Education
2. ABG
(second)
3. Titration of
oxygen

Visit two;

Visit two;

1. Education
2. ABG (second)
3. Titration of
oxygen

4 week follow up

4 week follow up

Home visit resp nurse
specialist (clinical
assessment, risk
assessment,
education)

Home visit resp nurse
specialist (clinical
assessment, risk
assessment, education)

6 month oximetry on
air performed by
identified, competent
individual with
specific training in
oxygen treatment

6 month oximetry on air
performed by identified,
competent individual,
with specific training in
COPD

1. Education
2. ABG (second)
3. Titration of
oxygen
Initial education left to
Air Products team

3 month follow up
1. Hospital Visit
–Consultation
doctor and
resp nurse
2. Lung
function,
ABG‟s
6 month follow up
1. Home visitRespiratory
nurse
specialist
(risk
assessment,

Results recorded in

Results recorded in
database; results

6 month oximetry on
air performed by
identified, competent
individual
Results shared
between primary and
secondary care
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clinical
assessment,
education)

12 month follow up
1. Hospital
Review
2. Lung
function,
ABG
3. Consultation
dr./resp
nurse

database; results
shared between
primary and
secondary care
Follow up always at
home
12 month follow up
1. Hospital
Review
2. Lung
function,
ABG
3. Consultation
dr./resp
nurse
4. Outreach
team
available
when patient
not able to
attend
hospital

shared between primary
and secondary care

12 month oximetry on
air performed by
identified, competent
individual with specific
training in COPD
Results recorded in
database capable of
identifying „missed‟
assessments; results
shared between primary
and secondary care

12 month oximetry on
air performed by
identified, competent
individual
Results shared
between primary and
secondary care

When this document is finalised and accepted across South Yorkshire the location for each
patient visit will be agreed.

16.

COMPRESSORS / NEBULISERS

Three separate services currently exist, the acute unit loans, PCT loans and GP loans. Each
service has differing protocols and guidelines.
Work has been carried out in the past that aimed to integrate and coordinate these services
with little success.

Breathing Space offers an opportunity to rationalise the nebuliser service.
Rotherham prescribing guidelines will make recommendations on which
patients need nebulisers. Breathing Space will investigate whether hosting a
centralised service is the best option for the long term management of
nebulisers.
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17.

EDUCATION AND TRAINING

There are three aspects to be considered;
Education and training for Breathing Space staff, patients and carers
Education and training for other Rotherham Health and Social Care staff across the
pathway of care
Sharing the learning

Aims of the education programmes
To:





1.

Provide a series of COPD focussed modules designed to improve and enhance the
level of knowledge and skills within people who have contact with or have COPD.
This will impact either directly or indirectly on all the 5,600 people in Rotherham with
COPD, their carers and families, ensuring a coordinated, robust and consistent level
of knowledge and skills across Rotherham and the wider community.
Provide an education framework to support career opportunities and career
development.

Education and training for Breathing Space staff, patients and carers

Staff will be supported to develop the right skills and competencies across the whole
pathway to ensure that care is given appropriately at all stages and that there are no
duplications or delays.
There will be an ongoing process of developing and testing the rehabilitation programme and
ensuring it is able to respond and flex to meet the needs of patients and carers
Staff will be recruited and trained prior to opening so the unit is fully functioning on day 1.
They will continue to develop skills and competencies throughout their employment.
NB the sections on exercise and smoking cessation.
Opportunities will exist for volunteers, patients, carers and members of the public, especially
those who find it hard to gain employment to access different levels on the skills escalator.
Progression on this will be via qualifications such as NVQ through to Doctorate level.
Training around skills and competencies for COPD is of course important. H owever, even
more important will be exploring the skills and competencies, attitudes and behaviours that
will be required to truly deliver patient centred care that empowers and holds patients and
carers as equal partners. Areas that may require to be explored include:
Willingness and ability to work in teams (often without working in the same
physical proximity) – including understanding about team working, skills that
support this way of working, knowledge of IT systems, etc.
Understanding the models of care that support patient empowerment and some
knowledge and understanding of behavioural therapy.
Commensurate skills in active listening, reflective practice and appropriate
questioning
Skills to train other lay people to run facilitated groups
2.

Education and training for other Rotherham Health and Social Care staff across the
pathway of care.
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The Breathing Space Programme will provide a raft of specialist clinicians who will become a
resource for the Health and Social care community.
There is great demand for their skills and depth of knowledge. To avoid ad hoc and constant
pressures on staff, training needs are being identified and a training and development plan is
being put in place in liaison with the PCT learning and development unit.
This plan will address the needs of staff in Primary Care (GPs, Practice Nurses,
Receptionists – see primary care engagement section) SYAS, and the Community including
Community Matrons, District Nurses, CARATS, Intermediate care staff, Allied Health
Professional (e.g. Physiotherapists, Occupational Therapists etc), social services and
hospice staff.

Identified Priorities are;
1.

Spirometry
a)
b)

Performing the testing
Interpreting the test

The current recommendation is for a 2 day validated course. This should be delivered by an
approved trainer. There is the opportunity to go on to undertake 3months of study however
initially we will concentrate on the two day training.

2.

half days in Protected Learning Time (PLT = TARGET) events. Other venues will also
be organised to raise awareness and skills in interpreting results.
The target group for both aspects of this training will be predominantly practice nurses and
GPs. Other staff will be included if the need is identified via their Performance Development
Reviews and approved by their line manager.

Total
people

2 day
training
2x 0.5
days

60
100

Number of
people
from
Rotherham
(no
charge)
40

External
Size of
participants each
cohort

20

15

60
(no
charge)

40
(charged)

15

Cost

Number
of
courses
needed
(net)

£120
pp

4
(8days)
6-7
(7
days)

(charged)

This capacity will enable at least 1 person from each GP practice to acquire the
competencies required to undertake spirometry and properly interpret the results.
Members of the specialist Breathing Space team will seek approval from the appropriate
body to undertake these courses.

3.

GP Practice package

The primary care audit will inform individual discussions with practices on how standards of
care can best be facilitated for their patients. For some practices this might mean shadowing
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clinics where Breathing Space staff work alongside practice nurses and health care
assistants for short periods of time.
Elements of this may be medicines optimisation, oxygen therapy, spirometry awareness.
Rehabilitation needs.
A full list of module topics will be available within the Breathing Space Training Plan.

Breathing Space staff capacity
1.

The consultant nurse has been offered an honorary associate lecturers post at
Sheffield Hallam University (SHU) this will consist of 25% (0.25 wte) of the post plus
teaching other staff within the programme and the community = 10%, Research Cost = 35%
of post . A further 50% will be complex caseload work and the balance available for other
duties in respect of Breathing Space.
2.
The MDT will also have teaching commitments estimated to be 10hours per week. 3
hours per week in house and 7 hours per week external (18.7%).
Assume 3 members available = 21 hours
3.

Sharing the learning

Ultimately the programme will be providing one of the largest pulmonary rehabilitation
programmes in the world, with both economic and quality of life benefits being demonstrated
across the health community.
All results and lessons learned will be shared across local, regional and national networks
and via papers in professional journals and via presentations at seminars and conferences.
Visits from interested parties will be encouraged and information to undergraduate and
postgraduate students will be disseminated via the formal links made with Sheffield Hallam
University (SHU) and the Consultant Nurse who has an honorary lectureship.
Student placements for all the professions will be offered and a newly qualified rotational
post will be in place to be shared between staff groups.

Appendix 3 Page 48 of 58

18.

THE MULTIDISCIPLINARY TEAM, CENTRE MANAGEMENT AND
LEADERSHIP

A composite role of one or more members of the Multidisciplinary Team will be responsibility
for education and developing educational programmes. This person/s will have experience
of coordinating, developing and delivering cognitive behavioural change and skills based
programmes.
Multidisciplinary team (MDT) working is breaking down historic demarcations of roles and
working in a way that puts the patient and carer‟s needs at the centre of care delivery. This
often means that individuals from different professional backgrounds can undertake many
activities.
The lead clinical role will be undertaken by a Consultant AHP or Nurse with a core specialist
team comprising of physiotherapists, nurses, occupational therapists with additional
pharmacy advice.
In addition there will be input from Dietetics, Social Work, Speech and Language Therapy,
Cognitive Behavioural Therapy, Podiatry.

18.1











ROLES WITHIN THE TEAM
The Clinical lead – The Consultant AHP or Nurse.
The Multi Disciplinary Team (MDT) – these will be senior specialist respiratory staff
based at the centre and will in effect be the decision making body
The Centre Manager – a non clinical operational coordinator, ensuring the efficient
smooth running of the Centre
The Case Manager – these will be clinical staff that deliver elements of the
programme but also hold a case load of clients who they are responsible to for coordinating their care, this role will interlink with the Community Matrons.
Primary care support role – a clinical role that is part of the MDT but takes
responsibility for developing and supporting primary care staff.
Outreach – based at the Centre and part of the MDT working in the centre but also
working in the community.
Register/database co-ordinator – responsible for establishing and supporting the
service register
Administrative support
Education coordinator
Pharmacy advice

To achieve this the MDT will hold extended meetings every 2 to 3 months. These should
include a wide range of stakeholders, whose professional group may be represented on the
MDT, but who do not have the opportunity to be directly involved themselves. The meetings
will be an opportunity to share and hear perspectives about the work and development of the
centre.
It is important that the leadership style at the centre provides the ongoing emphasis and
support for the empowerment approach to patient care. This in some cases will require staff
to explore how they have worked traditionally. It will require a change in behaviour and
attitude amongst both clinicians and patients; clinicians to empower patients, and patients to
take ownership.
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There will be strong clinical leadership and the senior people will have undergone leadership
training, or be committed to undertaking leadership training, and have ongoing support and
coaching built within their time commitments.
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19.

FACILITIES MANAGEMENT (FM) AND CATERING

Catering
The service required is not that of a typical NHS environment. We are creating a „hotel‟
environment where people will have the opportunity to dine together. The look and feel will
be very much a bistro style.
The service both behind the counter and, at table where required will be provided by service
personnel with good people skills and a thorough awareness and appreciation of the impact
that COPD has on lives. They will receive in house training so they are part of the enabling
team.
There will also be a focus on „self help‟ although support workers will be there to help when
required.
Due to the specialist nature of the residents, the catering solution will ensure meals have
high nutritional value, choices, can address energy dense, low sodium requirements,
modified textures etc. Drinks available will also include healthy options.
Breakfast, lunch and dinner will be available for residents with snacks and drinks throughout
the 24 hours. Optimum hydration is important so water stations are situated around the
building and people will be encouraged to use these. The kitchen areas on the bedroom
floors are for residents to use as required.
There will be a two-hour timeframe for meals to allow people to choose when they eat.
Day patients who stay all day will be provided with lunch. Others may choose to join in the
mealtimes.
It could well be that evening dining incorporates a theme once a week or fortnight.

FM
Staff involved with cleaning and maintaining the building will be part of the rehabilitation and
enabling ethos. They will come into contact with patients on many occasions and will use
their communication skills and understanding of COPD to help implement rehabilitation
plans.
Workers will be recruited locally and given opportunities to progress along the skills escalator
or change to another career route, see below.
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20.

SOCIAL ASPECTS

Involving the local community
It will be policy that the Centre will contribute to community development by working with the
local community and providing opportunities for employment and training to local people.
There will be a number of new jobs created and local recruitment will be a priority.
Opportunities will exist for local people to work as volunteers, developing skills and
experience that may lead to future employment. Close working with the NHS, Local
Authority and Voluntary Agencies gives people an introduction to these organisations and the
opportunities within them.
Work has begun linking this with the Condition Management Programme, Pathways to work
and Ambition Health.
People from the local community in addition to patients, carers and people who find it hard to
gain employment will have opportunities to become volunteers, expert patients, support
workers etc. Their entry on to and progression up the skills escalator will be actively
encouraged.
The Centre will strive to become a „social hub‟ of the community and provide a safe, pleasant
environment that the community can use, contribute to and be part of. This will include a
room for social functions, support in establishing social and hobby based groups and support
groups. Access to library and IT facilities will be available.
The personal behaviour choices of an individual cannot be separated from the other layers of
influence on their lives. Behaviour that may seem damaging to health and be inexplicable,
can sometimes be the only effective way an individual has to cope with other pressures in
their lives. To improve health an individual must be able to resist disease, cope with stress,
and live and work in a society that supports health through providing both positive cultural
practices, and an environment that is conducive to health. 9
It is anticipated that, by involving the community in the Centre, this will encourage both
individuals and the community as a whole to recognise the devastating effects of severe
respiratory disease. This will encourage community involvement, ownership and work to
affect changes in lifestyle and behaviours to prevent the pattern of disease that is currently
evident.
Significant improvements in a community‟s health can only be achieved through
improvements to people‟s social, economic and environmental quality of life. This must be
supported by appropriate health and social care and action to support positive behaviour9.
It is proposed, as part of the initial work at the Centre, that there will be a project to capture
and record the cultural history of the community and the population the Centre will serve.
This will be done by developing verbal and/or visual records.

20.1

PEOPLE AND CARERS OF PEOPLE WITH COPD

As highlighted earlier, one of the features of having COPD can be social isolation. Due to
both physical and psychological barriers people often cannot get, nor do not feel able to
9

Hooper. J.& Longworth., P (2002) Health needs assessment workbook. Health Development
Agency
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leave, the safety and security of their own home. This presents many problems and further
reduces quality of life and increases depression and anxiety. This also becomes a significant
problem for carers who also become anxious about leaving the person, and can also become
„trapped‟
It is proposed that the centre will not only provide rehabilitative and respite support for
people, and carers of people with COPD, but will also offer opportunities for social activities.
The design of the centre will be such that it has a friendly, non-clinical feel, with open spaces
and areas for relaxing or talking. There will be a restaurant/coffee bar area where people
may want to arrange to meet friends or just „drop in‟.
After individuals have completed the rehabilitation programme a „Breathe Easy‟ self help
group will meet at the centre. This is established and provides on going support and
information.
The development of the social aspects of the centre will very much be influenced by the
wishes of patients and carers and there will be a large room available for community
activities. Part of the role of the administration service in the centre will be to support
patients and carers in developing the centre into a „community hub‟.
It is proposed that the Centre will also provide access to: Hairdressing facilities, there is a hairdresser at the adjacent Millennium
Rehabilitation Centre and capacity for Breathing Space attendees to book into
this salon.
Financial and benefit advice
Support in establishing social networks
Counselling and bereavement services
Work is under way to consider longer term options for how transport can be provided to
support travel to the Centre

20.2

VOLUNTEERS

People from the local community in addition to patients, carers and people who find it hard to
gain employment will have opportunities to become expert patients, volunteers, peer
supporters etc. Their entry on to and progression up the skills escalator will be actively
encouraged.
1.

Expert Patients Programme

This consists of:
Induction, Training, Supervision, Monitoring and Support, Expenses, Health and Safety,
Insurance, Equal Opportunities, Help with Problems.
Detailed content of each of these sections is available if required.
This course offers lay led self management courses to people with long term conditions, in
the local community

2.

Volunteers / Peer supporters
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Volunteering takes many forms - traditional service giving, mutual aid and self-help,
advocacy, campaigning and community action. All such forms of volunteering are
equally valid.
Volunteering is:
• A vibrant expression of active citizenship and community involvement.
• Undertaken by choice without concern for financial gain.
• Driven by its outcomes and impact.
• A means of adding value to the work of an organisation or group.
• Never a substitute for paid employment.
• Based in grass roots participation.
• A tool for the promotion of inclusion and part of the wider equality agenda.
• A dynamic force for change, which has positive effects on the volunteer, individuals,
organisations and communities.
• A tool for empowering people and communities to fulfil their potential and contribute
to social change.

Principles guiding the use of volunteers
1.
We value the involvement of volunteers in our work because they help reflect the
interests, needs and resources of the community we aim to serve and bring a unique
perspective to all our work.
2.
Volunteers are a legitimate and complementary resource to that of paid staff.
3.
We recognise volunteers as a core part of our team, with a di stinctive but
complementary role alongside paid staff.
4.
We acknowledge that volunteering is a beneficial experience for both volunteers and
the organisation.
5.
In so far as we benefits from the skills, experience and enthusiasm of volunteers, we
believe that volunteers should be able to gain personal benefits from the experience too. We
are committed to managing volunteers in a way that ensures that the needs of both parties
are met.”
6.
All volunteers will be provided with a written role description, outlining the purpose,
tasks and main requirements of their role. This role is reviewed at least once a year with the
Volunteer‟s supervisor.
Initial roles within the programme
The IT / Library – helping build confidence with people using the IT facilities, helping
people to find information and resources.
In the Atrium – building links between residents and day patients and carers to
reduce social isolation, loneliness and anxiety. Find areas of common interests
between patients so relevant activities can be planned.
Befriending / Buddying– to help ensure no one feels left out or ill at ease.
Meet and greet – to ensure people visiting the building can access their programmes
or get to the right place with confidence.
Coaching/Teaching /training
Gardening
Entertainment
As the programme further develops there will be other opportunities available.
NB the PCTs Volunteer policy and volunteer expenses policy 2006
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21.

THE BREATHING SPACE BUILDING

The building on the Badsley Moor Lane site has been designed from foundations to roof to
enable respiratory rehabilitation.
The air within the building (Appendix 6)
People with COPD require a stable temperature, air not dried out by overheating and as few
particulates and off gases as possible. The building has been specifically designed to
achieve this.
An innovative ventilation system is in place. This is the product of joint working with
Cambridge University to develop a low energy solution. It is achieved through the use of
natural ventilation, heat recycling in winter and night cooling with thermal mass in summer.
There is also a plenum under the atrium to precondition air.
Ground source heating is being used to contribute to low energy consumption.
There is also a system of under floor heating.
Individual preferences are catered for. The bedroom windows will open and each bedroom
has temperature control. This is important as it contributes to comfort, confidence and
empowerment.
In addition to the functional systems care has been taken with the choice of building
materials and finishes. Clay blocks and lime plaster have been used in some areas as these
are hygroscopic, giving a better level of humidity. Paints and other materials have been
chosen to compliment this property and for their low off gas properties.
It is estimated that the design elements incorporated save 79 tons of CO2 emissions per
year.
Spaces
All spaces on the 3 floors contribute to the rehabilitation plans and aims. There are no
labelled rooms, or rooms that are for one function only. E.g. the atrium has a slightly sunken
floor with two sets of steps. These replace traditional rehabilitation steps. Corridors have the
length to enable them to be used for the shuttle walk test, strategically placed seating
enables those with a low exercise tolerance to take rests, and circuits will be designed both
inside and outside the building to enable people to increase their endurance. The atrium will
also be used as a focal point for many other activities in addition to recreational and social
events.
Quiet areas encourage those who do not feel able to join in the general activities to sit and
observe and will encourage gradual participation.
Many more features can be seen within this building, full details will be made available to
patients.
Knowledge of how the building works and its unique features will be within information files
and part of an individuals plan.
Staff will have this information as part of their induction process.

Appendix 3 Page 55 of 58

22.

WHAT THE CENTRE WILL NOT DO

It is important to be clear that the purpose of the centre is not to replace existing secondary
care services in an intermediate care setting. People admitted to the rehabilitation beds
must be medically stable and not require intensive nursing support. Oxygen therapy will be
available.
The Centre will not provide;
Last days of life care.
Trial periods to see if people like 24 hour care
When an assessment of need, for 24 hour care, has begun and or has been
completed
People waiting for a care home of choice (vacancy)
When someone‟s home is uninhabitable.
Care that should be provided in a hospital
Respite where the person cannot benefit from a rehabilitation programme or is
unwilling to participate in the programme.
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23.

IMPLEMENTATION

The building opens for the first patients on Monday 2nd April 2007 although staff will be in
place and will undertake specific pieces of work before this.
The collection of data is a priority and is commencing. This is described in the Research and
evaluation section.
The Consultant AHP or Nurse and the Operations Manager will be in place in October 2006
and December 2006 respectively. All staff will be recruited by 1st march 2007 to enable a 1
month training blitz.
Before the building opens there is a programme of work being undertaken. This includes
awareness raising, case finding and pre opening assessments.
Awareness raising
Much work has been undertaken and will continue to be undertaken to raise general
awareness across the health, social care and general community.
The more detailed information will be disseminated from November 2006 onwards.
Case finding.
The work within the primary care audit to collect baseline statistics and inform the training
and development plan has indicated the need to place markers within patient information to
help GPs prioritise referrals to Breathing Space. The audit precludes the removal of patient
identifiable information from the practices but identifying priority patients to the practices will
ease the transition into the new referral and management pathways.
Staff currently working with people with COPD have been asked to begin case finding from
November 2006.
Pre opening assessments
Care must be taken to assess the current state and needs of patients and carers prior to their
rehabilitation. Initial assessments will be undertaken in the 3 months prior to opening
followed by reviews in the week before opening to assess any changes.
It is vital the programme is fully functioning from the first day to achieve the maximum impact
during the pilot period.
Prior to the opening recruited staff will undertake work in primary care, formulating and
delivering training programmes, developing standards, protocols and guidelines, ensuring all
clinical governance considerations are met, developing information and systems.
The programme will not be able to provide rehabilitation for everyone immediately therefore
there will be priorities agreed.
Priorities will include;
Recent hospital admissions /exacerbations
Referrals as per IPOC
Invited case finding for people with severe or moderate COPD
Invited case finding for people with mild COPD
Rehabilitation and Respite.
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24.

THE FUTURE VISION

Two years from the opening date i.e. April 2009 the Breathing Space Programme will have
achieved the widespread benefits set out in appendix 4, Benefits for Rotherham Residents.
The Breathing Space Centre will be the catalyst to enable the achievement of all the 5 high
level success criteria which cover the full care pathway. The evaluation protocol. (Appendix
5) gives specific targets for each 5 criteria with details of how they will be evaluated. T he
success criteria that apply specifically to patients and carers using the Breathing Space
Centre are listed below:
A minimum of 936 people will have received residential rehabilitation and respite care
by March 2009
A minimum of 954 people will have completed a full course of multidisciplinary
pulmonary rehabilitation by March 2009 on a day rehabilitation basis.
1,636 people will have been given a lifestyle advice package by March 2009
904 carers will have received an individual assessment and plan by March 2009
Clinically meaningful and statistically significant levels of improvement on quality of
life, disease specific outcome measures and exercise capacity will be achieved for
patients who complete pulmonary rehabilitation.
Clinically meaningful and statistically significant improvements in quality of life,
disease specific outcome measures and exercise capacity will be maintained for one
year post completing pulmonary rehabilitation.
Interviews with patient and carers will demonstrate satisfaction with the service.
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Appendix 4 Breathing Space care pathway - expected benefits and changes for Rotherham residents
Please note this table does not attempt to capture the more general benefits from the programme’s role as a national pilot model for the impact
of comprehensive pulmonary rehabilitation.

1.1 Table of Breathing Space care pathway with expected benefits and changes for Rotherham residents

The situation in 2006 before the
Breathing Space Programme

Client Group

The high national and local publicity
associated with Breathing Space together
with the effect of Smoke Free Rotherham
will impact on smoking prevalence in the
population.

24% of the population of Rotherham
smoke and Rotherham has higher than
average incidence of smoking related
diseases such as COPD
Rotherham going smoke free is a
synergistic opportunity for Breathing
Space
Central Rotherham is an area of relative
deprivation with limited employment
opportunities

Expected benefits/changes from
the Breathing Space Programme

THE GENERAL POPULATION
WITHOUT COPD

Breathing Space will provide an
educational resource for the local
population including schools e.g. providing
“live” experiences
Programme will provide opportunities in
both employment and/or voluntary work
for people who find it hard to get work e.g.
those on ICB or who have disabilities or
age related problems
The Programme’s workforce will be
provided with training to enable them to
move up the skills escalator from NVQ to
PhD

The situation in 2006 before the
Breathing Space Programme

Carers feel isolated and inadequately
supported
There is an existing carers forum but it
has limited capacity

Client Group

Expected benefits/changes from
the Breathing Space Programme

The Breathing Space Centre will provide a
focus for carers to meet and provide
mutual support
All carers who want one will be provided
with an individualised care plan

CARERS OF PEOPLE WITH
COPD

Breathing Space will provide specific
education sessions so carers have a
better understanding of COPD
Breathing Space will develop links with the
Carers Forum
All the above bullet points will decrease
the burden on carers

There are anticipated to be substantial
numbers with un-addressed need

These patients currently have no access
to pulmonary rehabilitation
Because there is no NSF for COPD there

PEOPLE LIVING WITH
UNDIAGNOSED COPD

PATIENTS REQUIRING
PREDOMINANTLY PRIMARY
CARE MANAGEMENT

Higher number of accurate early diagnosis
of people with COPD (at least 5800
people will have had diagnostic testing
with spirometry by 2009)
Increased early diagnosis gives a major
opportunity for early intervention
especially smoking cessation
800 people will have received day case
multidisciplinary pulmonary rehabilitation
by 2009 which will improve their quality of
life and exercise capacity

The situation in 2006 before the
Breathing Space Programme

Client Group

has been less emphasis on the systematic
management of COPD in primary care

Expected benefits/changes from
the Breathing Space Programme

500 people will have been given a lifestyle
advice package by 2009

The PCT has achieved relatively high
levels of attainment of QOF standards for
COPD but little evidence is available as to
whether NICE standards are being met
and to what extent the QOF standards
give a full picture of optimal primary care
for COPD

Patients and carers will have a much
improved understanding of their condition
resulting in empowerment and self
management
Increased understanding and sensitive
support including peer group support will
make a substantial impact on smoking
rates of people with COPD (applies to all
client groups)

There are likely to be people in this client
group with undiagnosed low oxygen
saturation who would benefit from long
term oxygen

More accurate prescribing will lead to
greater health gains from the same level
of resources spent on prescribing for
COPD

There are probably some people who are
wrongly diagnosed with COPD and lack of
clarity over diagnosis between COPD and
asthma

Primary Care audit shows improved
concordance with NICE standards starting
with accurate categorisation into mild,
moderate and severe airflow obstruction
More accurate diagnosis will reduce
inappropriate treatment of people who do
not have COPD

Some patients are in a revolving door
situation where large amounts of

PATIENTS WITH INCREASINGLY
FREQUENT SECONDARY CARE

Widespread take-up of the offer of
multidisciplinary pulmonary rehabilitation

The situation in 2006 before the
Breathing Space Programme

resources are invested in their care during
admissions with less resources available
after discharge leading to re-admission

Inpatients are not always managed by
specialist respiratory medical teams
Very limited capacity for pulmonary
rehabilitation
Generic admission alternative such as
CARATs service and Modern Matrons are
becoming available but have no specialist
respiratory component

Client Group
ADMISSIONS FOR COPD
EXACERBATIONS

Expected benefits/changes from
the Breathing Space Programme
will lead to improved quality of life and
exercise capacity for this patient group

Education programmes through Breathing
Space will lead to patients having
increasing control over their condition
Breathing Space will offer admission
avoidance and facilitate early discharge
either directly to home or to the Breathing
Space Centre
700 people will have accessed residential
rehabilitation and respite care by 2009
24 hour telephone support line for people
with COPD will give increased confidence
for management in the community
The availability of pulmonary rehabilitation
and early discharge to home or the
Breathing Space Centre is currently
predicted to lead to a 30% decrease in
admissions and a drop in LOS from 7.3 to
4 days. This will free resources for
investment in the rest of the care pathway.
Further work will be done by RNHSFT and
RPCT to test these predictions against the
agreed Breathing Space Care Pathway.

The situation in 2006 before the
Breathing Space Programme
Limited capacity in Social Service led
nursing and residential homes

No specialist or rehabilitation input for
patients in respite care

Client Group

RESPITE CARE/
REHABILITATION

Currently very few COPD referrals to the
Community Rehabilitation Team or
Intermediate Care Services

Expected benefits/changes from
the Breathing Space Programme
Nominal 5 beds are available for respite
care in the Breathing Space Centre but
the ethos will be that all patients in beds
will be participating in a personalised
rehabilitation plan
Positive impact on physical and mental
health of patients, carers and families

There are acknowledged gaps in end of
life care pathways for non cancer
conditions

TERMINAL/PALLIATIVE CARE

Breathing Space will not specifically
provide end of life care but will link with
the hospice and hospice at home teams to
facilitate better integrated care and
provide an expert resource for advice and
training

Hospice services have no specific
specialism in COPD

This may last a period of years and is
often not specifically identified

The education component of the
rehabilitation programme will include
planning for end of life

Most patients are managed in primary
care with frequent admissions to hospital

Independence will be maximised – this will
impact on the physical and mental health
of patients and carers and reduce the
packages of care needed from social
services

APPENDIX 5

Research & Evaluation Protocol
This draft is the version of the evaluation protocol submitted to the Rotherham
Research Ethics Committee in November 2006. Any subsequent amendments
will be pasted onto the Breathing Space Evaluation website before the end of
December 2006. The appendices referred to in the document are also on this
website
http://www.rotherhampct.nhs.uk/healthprofessionals/breathingspace/evaluation.asp
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2 Summary
The Rotherham “Breathing Space” initiative is a comprehensive and systematic
programme aimed at reducing the burden of chronic obstructive airways disease in a
high-risk population. The programme includes mechanisms for:
The prevention of COPD by raising the profile of the disease in the local health
community, better health education, and enhanced smoking cessation
programmes
Earlier detection and treatment of COPD
Enhanced pulmonary rehabilitation and disease management
Respite provision for carers
Enhanced support and care in late stage disease
An important dimension of the Breathing Space initiative is to use the high profile of a
new “Breathing Space Centre” and the emphasis on pulmonary rehabilitation to act
as a catalyst for changes across the whole COPD care pathway. It is anticipated that
such a shift could facilitate a move towards a more “public health” orientated model
of care with accurate early diagnosis and effective primary care management.
This paper sets out a protocol for the Breathing Space Research and Evaluation
Project. The document summarises all of the components that will be used to
evaluate whether the programme has met its objectives and what can be learned
from the experience of a "whole system" change in the delivery of care for people
with COPD.
In an endeavour to explore the impact of the programme across the full spectrum of
COPD, the evaluation has been constructed using seven individual audits /
evaluations which are brought together to facilitate an impact assessment on the
overall burden of disease and a cost effectiveness model to estimate the impact of
the programme beyond the evaluation period (see fig 1).
The individual components of the evaluation are:
1. An audit of the impact of the programme on primary care
2. An evaluation of the impact of the programme on utilisation of secondary care
services
3. An evaluation of the impact of the programme on prescribing patterns and costs
4. A qualitative and quantitative description of the programme‟s pulmonary
rehabilitation activity and impact
5. An evaluation of the impact of the programme on patient satisfaction/quality of life
6. An evaluation of the impact of the programme on smoking cessation rates
7. A qualitative assessment of the perceptions of service users and staff on the
impact of the service
The results from these audits / studies will feed into:
1. A study of the potential impact of the programme on the baseline burden of
disease
2. A study of the cost effectiveness of the programme and the modelling of future
impact
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As the titles of the components suggest, some of the evaluation components require
the collection of research data and so will require formal ethical approval; other
components are clinical audit or the analysis of routine information collected for the
management of the project.
Fig 1: The evaluation framework

Evaluative Framework

Evaluation. 7. Impact on models / pathways of care

Evaluation. 6. Impact on smoking cessation rates

Evaluation 5. Impact on satisfaction / quality of life

Effectiveness indicators

Evaluation. 4. Impact on rehabilitation activity

Evaluation. 3. Impact on prescribing patterns

Evaluation. 2. Impact on secondary care

Evaluation. 1. Impact on primary care

Cost Vectors

Study 1 Assessment of the overall impact on the burden of disease

Study 2 Assessment of the cost effectiveness impact over time

3 Key words
Chronic Obstructive Pulmonary Disease, Breathing Space.
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4 Project title
Evaluation of Rotherham Breathing Space Programme for Chronic Obstructive
Pulmonary Disease.

5 Research Questions: Principal and subsidiary
It is envisaged that the Breathing Space initiative will have a direct impact on the care
of people with COPD in Rotherham through the introduction of comprehensive
pulmonary rehabilitation and carer support services and an indirect impact on the
provision of existing care through enhanced education, awareness, focus and
research in this long neglected area of disease management.
On this basis the research project has been designed to evaluate, where possible,
both the direct and indirect impacts of the programme.

o Principal research question
What are the direct benefits for patients with COPD / carers and the financial
implications for stakeholders resulting from the addition of the Breathing
Space Programme to existing COPD services in Rotherham?

o Subsidiary research questions
To what extent has the addition of the Breathing Space initiative indirectly
affected the baseline burden of disease from COPD in Rotherham in terms of
increased case detection, enhanced disease management, improved
smoking cessation and improved quality of life for patients and carers?
To what extent has the addition of the Breathing Space initiative indirectly
impacted upon the progress Rotherham Health Community has made
towards becoming fully concordant with NICE guidelines on the treatment of
COPD?
What lessons can be learnt from the implementation of comprehensive
multidisciplinary pulmonary rehabilitation at a whole system level in
Rotherham that have general implications for COPD management
elsewhere?
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6 Background: clinical and scientific justification
o COPD
COPD is characterised by airflow obstruction that is usually progressive, not fully
reversible and does not change markedly over several months. The disease is
predominantly caused by smoking. There is no single diagnostic test for COPD but
the confirmation of airflow obstruction can be made accurately by spirometry.
In Rotherham 5800 people are identified with COPD on GP Quality and Outcome
Framework registers – this is 1.7 times the national average prevalence. It is
acknowledged that there are major inaccuracies in COPD case identification; on the
one hand some patients on GP COPD registers may in fact turn out not to have
COPD when given a comprehensive assessment including spirometry, whilst on the
other hand NICE estimates that only half the people with COPD have been clinically
identified. COPD prevalence is believed to have reached a plateau in men but is still
rising in women.
To assess whether clinical care is in line with NICE guidelines, categorising COPD by
severity is essential. However NICE recognises that this is quite a complicated issue
(NICE full guidance 2004, section 6.8). Although no one measure can assess the
severity of COPD, NICE have recommended a simple categorisation of airflow
obstruction (mild: FEV1 50-80% of predicted, moderate: FEV1 30-49% of predicted‟
severe: less than 30% of predicted). Nationally there are very limited COPD
prevalence data categorised by severity. In Rotherham we do not know how many
practices are attempting to categorise COPD by severity category and what method
they are using.
COPD was recognised by the Chief Medical Officer as one of the most important
clinical conditions that did not have its own NSF and this situation was rectified by the
announcement in June 2006 that there is to be a COPD NSF. COPD is particularly
important in Rotherham because of its industrial legacy. NICE guidelines point out
that in the past COPD has not received the priority that it deserves because of the
false belief that there is little that can be done for it.
Breathing Space has conducted three literature reviews on the impact of pulmonary
rehabilitation: the impact on quality of life; the impact on secondary care activity; and
the impact on life expectancy. The findings of the reviews are summarised in
Sections 5.2 to 5.6. The reviews are available on the PCT Intranet and will be
available on the Internet as soon as the Breathing Space Website is set up. PCT
Intranet link:
http://195.104.72.160/pctIntranet/Departments/PageStyle4.asp?WebPageID=764

o Effect of pulmonary rehabilitation on quality of life
Pulmonary rehabilitation is a multidisciplinary programme of care for patients with
chronic respiratory impairment that is individually tailored and designed to optimise
each patient‟s physical and social performance and autonomy (NICE 2004).
There is consistent evidence that pulmonary rehabilitation improves quality of life,
although RCTs tend to have been small and often in highly selected secondary care
settings. NICE made a strong recommendation for pulmonary rehabilitation because
it produces statistically significant and clinically meaningful improvements in health
related quality of life and exercise capacity.
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The 1997 joint ACCP/AACVPR evidence based guidelines found that two of the three
RCTs showed improved quality of life using the Chronic Respiratory Disease
Questionnaire (CRQ) (Ries and others 1997). A Cochrane review concluded that
pulmonary rehabilitation has a clinically significant effect on the Chronic Respiratory
Questionnaire Domains (fatigue, mastery and dyspnoea) as well as exercise capacity
(Cochrane collaboration 2001). There has also been one other meta-analysis
(Salmon and others 2003) and two other systematic reviews (Sin and others 2003,
Puhan and others 2005). Two RCTs have shown that improvements in quality of life
can be maintained for 3 and 18 months of follow up (Puhan and others 2005).
The NICE guideline consensus statement was that the magnitude of the effects of
pulmonary rehabilitation on exercise capacity, dyspnoea and health related quality of
life are significantly greater than the effects of bronchodilator drugs.
NICE recommended pulmonary rehabilitation at all stages where symptoms and
disability are present, not at a pre-determined level of impairment.
Despite this recommendation, pulmonary rehabilitation has very limited availability in
England and Wales with less than 2% of COPD patients currently receiving it (British
Lung Foundation 2003). In Rotherham access to pulmonary rehabilitation tends to be
limited to secondary care patients following hospital admission, and current capacity
is very small compared to the number of hospital admissions, let alone the population
prevalence.

o Effect of pulmonary rehabilitation on secondary care resource
utilisation
There is less RCT evidence to show that pulmonary rehabilitation has an effect on
the utilisation of other health care resources.
Joint ACCP/AACVPR evidence based guidelines found no significant decrease in
hospitalisation and duration of in-patient stay in controlled studies although
observational studies did show significant results (Ries and other 1997). A similar
conclusion was reached by NICE (2004) who stated that several non-randomised
and observational studies show a trend towards a decrease in the total number of
admissions. A 2003 systematic review concluded there is no significant effect on
hospitalisation rates (Salman and others), but a systematic review in 2005 concluded
there was evidence of reduced risk of hospitalisation (Puhan and others).
There is also conflicting evidence regarding the number of days spent in hospital.
One RCT (Griffiths and others 2000) showed a reduction in the number of bed days
in the pulmonary rehabilitation arm. However, joint American/European Respiratory
Society Standards (ARS/ERS 2004) point to conflicting evidence; one RCT failing to
show a beneficial effect on hospitalisations and another study showing that the
rehabilitation group has a similar frequency of hospitalisation but a smaller number of
hospital days than a control group in the year following the intervention.
Overall the limited evidence available suggests that if pulmonary rehabilitation is to
impact on subsequent hospitalisation, it is likely to have a greater effect on the
number of days in hospital rather than the number of hospitalisations.
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o Effect of pulmonary rehabilitation on life expectancy
NICE acknowledge that there are very few data to make life expectancy predictions
for patients with COPD, with just one study which was limited to working age men
(Fletcher & Peto 1977). There is also very limited evidence on the impact of
pulmonary rehabilitation on life expectancy.
The 1997 joint ACCP/AACVPR evidence based guidelines found that one RCT
showed no significant difference in survival, while a non-RCT reported greater
survival. Observational studies also indicated a possible survival benefit of pulmonary
rehabilitation when compared with historical controls (Reis and other 1997).
A systematic review (Sin and others 2003) concluded there was no material effect on
long-term survival. Puhan and others (2005) did conclude that studies indicate that
pulmonary rehabilitation could have a positive impact on survival; however, the
overall RCT literature is based on very small numbers of patients (230 in total).

o Cost effectiveness of pulmonary rehabilitation
NICE identified two UK cost effectiveness studies of pulmonary rehabilitation, with a
cost per QALY of £2000 to £8000. In addition, an RCT estimated pulmonary
rehabilitation to be cost saving, with the probability of cost per QALY being below
zero at 0.64 (McBride & Milne).
NICE has modelled the implications of opportunistic case finding in primary care and
concluded that this is cost effective mainly because of the impact on smoking (NICE
full guidance, Appendix B).

o Evidence for other interventions on COPD outcomes
The majority of studies of pulmonary rehabilitation have been based on cohorts who
have had other treatments optimalised prior to the study. Table 5.1 summarises
evidence for other treatments, and is derived mainly from the review of Sin and
others (2003) and the NICE guidelines (2004).
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Table 1: Evidence for different interventions on COPD outcomes
Intervention
Smoking cessation
Pneumococcal and influenza
vaccination
Long term oxygen therapy
Multidisciplinary pulmonary
rehabilitation

Disease management
programmes

Long acting bronchodilators
and inhaled corticosteroids
Non-invasive ventilation

Outcomes
Only intervention proved to slow the decline of
airways obstruction
Assumed to be effective; studies are not
specific to COPD but studies in the elderly
show reductions in deaths by 30-40%
Prolongs survival in patients with low oxygen
saturation
Improves quality of life and dyspnoea domain
on CRQ
2 trials show maintenance of improved quality
of life for 3-18 months of follow up
Some mainly non-RCT evidence for a reduction
in the number of days in hospital, less evidence
for a reduction in number of hospitalisations
Some evidence for improvements in survival,
however only in small numbers or observational
studies
Heterogeneous approaches, no proven
meaningful impact on hospitalisation rates
Similar conclusions from systematic review of
nurse led chronic disease management
programmes (Taylor and others)
Reduce exacerbations in patients with
moderate and severe airways obstruction
Evidence for improvements in resting dyspnoea
and quality of life in persistent hypercapnic
ventilatory failure

7 Breathing Space Programme
Breathing Space is a unique partnership between Rotherham PCT and the Coalfields
Regeneration Trust (CRT) to deliver a new model of care for patients with chronic
respiratory disease. The Office of the Deputy Prime Minister, the CRT, the PCT and
South Yorkshire Strategic Health Authority have contributed to a funding package of
over £11 million to revolutionise care for patients with chronic pulmonary disease.
The programme will implement a controlled shift from an NHS sickness service to a
public health model based on comprehensive prevention, rehabilitation and respite
services.
A purpose built community centre in central Rotherham will act as a catalyst for the
largest respiratory rehabilitation programme in the country, providing individually
tailored pulmonary rehabilitation for 40 people each day with overnight
accommodation for 20 patients and their carers. The emphasis is on a non-clinical
approach with the building as the hub for a whole system change that will include
promoting the awareness of lung disease, empowering patients and carers, and
driving up the quality of primary care.
The approach is based on the Macmillan model of pump priming funding. During the
period of programme funding there will be sufficient resources to provide
comprehensive pulmonary rehabilitation whilst maintaining a level of investment in
acute services.
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The programme will be an exemplar of whole system change for an important longterm condition and contribute to the evidence base for national policy making for
chronic diseases in the context of a rapidly changing health economy with changes
such as „Payment by Results‟ and „Commissioning a Patient led NHS‟.
The expected benefits and changes for Rotherham residents from the Breathing
Space Programme are shown in Appendix 1.

8 Breathing Space Evaluation Project
Research and evaluation is fundamental to the Breathing Space Programme Vision
and will be fully integrated into the programme design. The reason for this is twofold:
From a national perspective, the unique nature and substantial funding
makes it obligatory that learning from the programme is maximised
From a local perspective, the local Health Community requires robust
evaluation to inform decisions on long-term sustainability after pilot funding
finishes in 2009
The research and evaluation has three overall aims:
a) To determine whether the programme has met its success criteria and make
recommendations to Rotherham PCT Board and other stakeholders about
funding beyond the pilot period
b) To maximise learning from the programme and the development of a
research culture around chronic respiratory disease in Rotherham
c) To ensure that lessons from the programme can be disseminated nationally

9 Plan of investigation
The overall design of the research project is a before and after descriptive study
combined with health economic modelling of benefits that can be predicted to
continue after the initial evaluation period.
In addition to the basic before-and-after design, a limited number of readily available
COPD measures will be collected from two neighbouring health communities to allow
some comparisons. Generic measures such as QOF achievements including COPD
smoking prevalence, prescribing data for respiratory drugs and COPD secondary
care activity will be requested from two neighbouring Health Communities (Doncaster
and Barnsley). Data listed in Appendix 8.
As described in fig 1, the evaluation will consist of seven individual components
(which are briefly described below). These individual evaluations will feed into an
overall study of the impact of the programme on the burden of disease and an
economic model of the cost effectiveness of the programme. Appendix 2 gives key
milestones for the evaluation components.
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o Evaluation 1: Impact on the use of primary care services
Engagement with primary care is an essential part of the Breathing Space
Programme: The vast majority of patient contacts for COPD occur in primary care;
primary care databases are the easiest way of assessing COPD data from a whole
population perspective; and primary care will be the most important source of
referrals to the Breathing Space Centre. A Breathing Space Specialist Respiratory
Nurse took up post on 1 April 2006 to start the process of engaging with primary care
about the effective management of COPD. As part of capturing the impact of this
work, Breathing Space will work with primary care to deliver a series of before-andafter audits.
The overall aims of this aspect of the evaluation is to audit the extent to which:
awareness of the need for pulmonary rehabilitation has been raised
active case finding among people with undiagnosed COPD has been
encouraged
all people diagnosed with COPD have been diagnosed accurately
all people with COPD have been accurately categorised into NICE airflow
obstruction severity categories
before and after information has been provided at both practice and individual
patient levels of achievement against Primary Care Audit Standards (which
are derived mainly from NICE standards)
optimisation of medicines management for COPD patients has been
encouraged
The process of the audits will include:
An introductory visit which will engage practices with benchmarking data on
their COPD prevalence, introduce the Breathing Space COPD standards and
carry out a baseline practice level audit
The extension of an offer for Breathing Space staff to work with practices to
carry out a baseline patient level audit
The extension of an offer to give practices the opportunity to participate in
quarterly electronic audits to provide benchmarking information on case
finding and those quality standards that can be assessed electronically
The extension of an offer to work with practices on a re-audit in 2008/09
The full protocol for primary care audit is given in Appendix 3
It is anticipated that the audit process will enable practices to:
Increase the level of early diagnosis and treatment of people with COPD
Accurately assess the level of COPD using the NICE categorisation process
in-order to optimise prescribing and the overall treatment plan
Actively monitor the patients condition and encourage the use of Breathing
Space facilities as appropriate
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Evaluation 1: data collection to inform model
Whilst the primary care audit is being undertaken to achieve a range of objectives in
its own right, a secondary purpose will be to provide core data for the overarching
burden of illness study and cost effectiveness studies. The core data required from
the audit in this respect are as follows:
Data
Aggregate data
Incidence data
New cases (Mild)
New cases (Moderate)
New cases (Severe)
Unclassified
Prevalence
Total cases (Mild)
Total cases (Moderate)
Total cases (Severe)
Unclassified
Patient level data
Unique identification number
Age
Sex
COPD status (mild, moderate, severe)
GP code
Smoking status
Resource utilisation data
General practice
Primary care contacts
Primary care out of hours contacts
Wider primary care
Acute homecare assessments (CARATS)
Acute homecare visits (CARATS)
Quality of life measure
SF36 score

2006/07

2007/08

Data collection
Most of the data required from the primary care audit will be collected through the
COPD registers held within primary care. It is acknowledged that the registers are in
the early stages of development and the quality of the data available will vary across
practices. It is important therefore that the audit process incorporates a mechanism
for checking the completeness of the registers in each practice and ensuring that the
classification of disease levels, i.e. mild, moderate, severe, is as robust as possible.
Utilisation data will be collected for the subset of patients of the COPD registers.
Although patient identifiers such as NHS numbers are not required for the study, it is
important that data on the resource utilisation of primary care service by individual
patients can be linked to resource utilisation in secondary care and other arms of the
evaluation. It is likely, therefore, that individual patient data will be compiled using
NHS numbers at the level of the GP practice or the PCT then transferred for analysis
by the research team with the NHS number removed and a unique identifier number
in its place. Quality of life data will be collected using a patient survey format.
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o Evaluation 2: Impact upon the use of secondary care services
A key driver of cost in the care of COPD is the occurrence of unplanned emergency
admission to hospital as a result of an acute exacerbation of the disease.
The PCT FACT team will produce monthly reports that will show any impact the
programme is having on secondary care activity. This information will be important to
help the Rotherham NHS Foundation Trust adjust to the changes that will occur as a
result of the implementation of the new care pathway, and also inform the
assessment of the sustainability of the Breathing Space Programme after pilot phase
funding ceases.
Information from the monthly reports will be aggregated for the summary evaluation
reports to show any impact on outpatient rates, accident and emergency rates,
hospital admission rates and length of stay.
For the purpose of the overarching burden of illness study and cost effectiveness
model, however, individual patient level data will be required.
The overall aims of this aspect of the evaluation is to audit the extent to which:
Improved diagnosis, treatment and chronic disease management have
reduced the need for acute hospital admission as a result of acute
exacerbation
The use of patient education and pulmonary rehabilitation has impacted upon
the length of stay in hospital following acute admission
Improved awareness and training in primary care facilitates better chronic
disease management and a consequent reduction in specialist outpatient
activity.
The process of the audits will include:
Regular monitoring of acute admission activity relating to COPD HRG codes
Monitoring and reporting of all COPD related activity undertaken by the FACT
community service either in relation to hospital avoidance activity or post
discharge activity.
Monitoring of out patient referral and follow up activity levels.
Draft monthly impact reports have been developed and monthly impact reports will
be produced monthly from December 2006 and shared with the Programme Team
and Research and Evaluation Steering group.

- 13 -

Evaluation 2: data collection to inform model
Whilst the secondary care audit is being undertaken to achieve a range of objectives
in its own right, a secondary purpose will be to provide core data for the overarching
burden of illness study and cost effectiveness studies. The core data required from
the audit in this respect are as follows:
Data
Aggregate data
A&E attendances
Total number of attendances
In-patient activity data
Total admissions (<48 hours)
Total admissions (>48 hours)
Total admissions (with LOS beyond the tariff trim point)
Out-patient activity
Total first attendances
Total follow up sessions
Patient level data
Unique identification number
Age
Sex
COPD status (mild, moderate, severe)
Consultant code
Resource utilisation data – patient level
A&E attendances
Number of attendances
In-patient activity
LOS <48 hours
LOS >48 hours
LOS total number of days
Out-patient activity
first attendances
follow up sessions

2006/07

2007/08

Data collection
Most of the data required from the secondary care audit will be collected through the
HES data system, supplemented by OPD data from the commissioning systems.
Admission and OPD data will be searched by NHS number of patient on the COPD
database. This will allow the stratification of secondary care activity by the level of
disease, i.e. mild, moderate, severe, as classified on the COPD register.
This subset of data relating to patients on the COPD register can be further refined to
exclude non-COPD activity i.e. gynaecology, orthopaedic, dermatology etc. It will be
assumed that all chest related activity and non-specified medical activity will relate to
the treatment of their COPD.
Again it is likely that individual patient data will be compiled using NHS numbers at
the level of the GP practice or the PCT, then transferred for analysis by the research
team with the NHS number removed and a unique identifier number in its place.
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o Evaluation 3: Impact on prescribing behaviour
The Breathing Space Programme aims to optimise prescribing for all patients with
COPD in Rotherham in the context of NICE guidelines. This aim will be monitored
through primary care audits and by reviewing medication against NICE standards
before or during pulmonary rehabilitation for all those people who receive it.
Although there are anticipated to be a large number of prescription changes, the
overall impact on prescribing costs is expected to be neutral. This is because it is
anticipated that currently there is substantial over-use of medication against NICE
guidelines in some patients, but also under-diagnosis of COPD and under-use of
some medication. For example, we expect cost savings from reducing the
inappropriate use of combination steroids but also cost increases resulting from
increased use of long acting anticholinergics (where there is evidence that it can
reduce exacerbations and admissions, Brusacao and others 2003). There will also be
cost increases from improved case finding.
Prescribing for COPD is difficult to evaluate in isolation to prescribing for other
respiratory conditions using routine electronic prescribing data (ePACT) because
many drugs used for COPD are also used for other indications, particularly asthma.
The overall aims of this aspect of the evaluation is to audit the extent to which:
Prescribing activity changes towards a range of key prescribing standards to
be determined. Preliminary investigation suggests that examples of these
standards could include:
o Cost savings from reductions in prescribing combinations of steroids
and long acting beta agonists
o Cost savings from reducing the prescribing of steroids in patients
unless their FEV1 is less than 50% of predicted or they have had two
or more exacerbations
o Cost increases with regard to long acting anticholinergic prescribing
The extent to which ePACT data highlights any difference in trends in
Rotherham against respiratory prescribing trends in Doncaster and Barnsley
over the period from 2006 to 2009. The aim of this high level analysis will be
to show that improvements in the accuracy of prescribing and increased case
finding have been delivered without an overall growth in real prescribing
costs.
The link between any prescribing changes and any change in use of
domiciliary oxygen.
The process of the audits will include:
Regular monitoring of ePACT data
Comparative analysis of changes in prescribing patterns in Rotherham and
surrounding areas.
Monitoring of prescribing costs in COPD related areas.
A draft prescribing report was prepared for the October 2006 Research and
Evaluation Steering Group. This draft will be updated after the COPD audit is
completed and shared with the Research and Evaluation Steering Group.
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Evaluation 3: data collection to inform model
Whilst the prescribing audit is being undertaken to achieve a range of objectives in its
own right, a secondary purpose will be to provide core data for the overarching
burden of illness study and cost effectiveness studies. The core data required from
the audit in this respect are as follows:
Data
Aggregate data
Prescribing costs
Changes in overall prescribing costs
Oxygen service
Changes in overall O2 costs

2006/07

2007/08

Data collection
Because prescribing costs at the level of the individual can vary greatly with
influences such as concordance, co-morbidities, patient preference etc, it is felt by
the research team that there are too many confounding variables for assessment to
be made at anything but an aggregate level.
It is very likely that patterns of prescribing will be influenced by other factors during
the study period including resource constraints, NICE guidance, the GP contract,
practice based commissioning etc. To try to isolate any changes which could be
linked to the Breathing Space initiative, changes will be compared with prescribing
profiles from neighbouring PCTs to see if any difference can be detected.
It is anticipated that changes in the use of O2 therapy are likely to occur as a result of
increased pulmonary rehabilitation. The aggregate cost of this service will also be
compared with trends in neighbouring PCTs.
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o Evaluation 4: Impact on the use of pulmonary rehabilitation
In parallel with the above impact reports, the programme will produce regular reports
on numbers of patients seen by the new Breathing Space services along with
documentation of their clinical outcomes.
The overall aims of this aspect of the evaluation is to audit the:
Numbers of patients receiving pulmonary rehabilitation and respite care in the
Breathing Space Centre.
To monitor in detail the cost of the services provided directly by the centre
To evaluate the impact of the service on the quality of life of both the patient
and their families / carers
To monitor the impact of the services provided on the disease progression
To monitor patient / carer satisfaction with the service provision
The process of the audits will include:
Detailed costs data will be kept by the service and all clinical activity logged
and analysed
Detailed clinical management data will be kept by the service and all clinical
outcomes logged and analysed
Before and after data will be collected on quality of life using generic quality of
life measures such as EuroQol or SF-36. These measures will be used in the
modelling process to calculate incremental cost effectiveness ratios
Before and after data will be collected on disease specific quality of life using
a condition specific validated outcome tool and measured exercise capacity.
Measures in this aspect of the evaluation will include the Chronic Respiratory
Questionnaire and the Shuttle Walking Test
A list of data requirements highly desirable for evaluation that should be collected
from all Breathing Space contacts is shown in Appendix 7.
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Evaluation 4: data collection to inform model
Whilst the pulmonary rehabilitation audit is being undertaken to achieve a range of
objectives in its own right, a secondary purpose will be to provide core data for the
overarching burden of illness study and cost effectiveness studies. The core data
required from the audit in this respect are as follows:
Data
2006/07
Aggregate data
Pulmonary rehabilitation attendances
Total number of attendances
Residential activity data
Total number of residents and carers
% Occupancy rate
Total number of bed nights for residents and for carers
Out-patient activity
Total number of attendances for other reasons i.e.
assessment, diagnostic tests, educational sessions etc
Total activity for help line
Patient level data
Unique identification number
Age
Sex
COPD status (mild, moderate, severe)
Consultant code
Resource utilisation data – patient level
Pulmonary rehabilitation attendances
Number of sessions
In-patient activity
Number of admissions
LOS for each admission
Associated carer stays
Out-patient activity
Number of attendances other than pulmonary rehab
Number of calls to the helpline

2007/08

Outcome measures
SF 36 (Version 2) quality of life measurement
CQR Disease specific outcome measurement

Data collection
Most of the data required for the pulmonary care audit will be collected through the
new COPD data system, supplemented by data from the direct service evaluation.
The linking of activity data with individuals will allow the stratification of pulmonary
rehabilitation by the level of disease, i.e. mild, moderate, severe, as classified on the
COPD register. Again it is likely that individual patient data will be compiled using
NHS numbers at the level of the GP practice or the PCT, then transferred for analysis
by the research team with the NHS number removed and a unique identifier number
in its place.
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Outcome assessments (CRQ & SF36) will be completed at baseline (at the start of
rehabilitation) and at 3 months and 12 months.

o Evaluation 5: Impact on patient satisfaction / quality of life
In addition to the use of quality of life measures before and after treatment, it is
important that quality of life in the medium to long term is monitored.
The revised business plan will include details of how the programme will maintain
improvements in exercise capacity and quality of life – probably by planned follow-up
telephone contact. From an evaluation perspective, knowing how long any
improvements last is an important factor. A protocol will be developed to re-access
patient quality of life at a point of time after completing pulmonary rehabilitation.
Current plans are for this to be done via an offer of a re-assessment contact with
repeat health related quality of life measure one year after completing the
programme.
The overall aims of this aspect of the evaluation is to audit:
Monitor ongoing quality of life in patients following pulmonary rehabilitation
and patient education programmes
To detect early any deterioration in a pa tient‟s condition to reduce the
occurrence or impact of acute exacerbation
To assess how long improvements gained from pulmonary rehabilitation are
likely to last
The process of the audits will include:
Annual re-assessment and monitoring
Annual measurement of disease specific and general quality of life
A list of data requirements highly desirable for evaluation that should be collected on
follow up patients is shown in Appendix 7.
Evaluation 5: data collection to inform model
Whilst the pulmonary rehabilitation audit is being undertaken to achieve a range of
objectives in its own right, a secondary purpose will be to provide core data for the
overarching burden of illness study and cost effectiveness studies. The core da ta
required from the audit in this respect are as follows:
Data
2006/07
Patient level data
Unique identification number
Age
Sex
COPD status (mild, moderate, severe)
Consultant code
Resource utilisation data – patient level
Pulmonary rehabilitation
Clinical outcome -pulmonary rehabilitation sessions (Eval. 4)
Quality of life assessments from Breathing Space (Eval. 4)
Patient satisfaction assessments from Breathing Space (Eval.
4)

- 19 -

2007/08

Quality of life assessments from primary care audit (Eval. 1)

Data collection
Both the burden of disease modelling and cost effectiveness modelling require
information on the quality of life for people with COPD. This information will be
collected from:
1. All patients who attend the Breathing Space rehabilitation programme
Evaluation 4 will include the use of both the CRQ (a COPD specific instrument, to
facilitate comparison with other COPD rehabilitation interventions) and the SF-36
(version 2) (a generic measure to estimate overall impact on quality of life) for the
collection of outcome data following the utilisation of the Breathing Space service.
The instruments will be completed at baseline at the start of rehabilitation and at 3
months and 12 months.
2. A stratified sample of individuals on primary care COPD registers
Evaluation 1 (Primary care audit) will use the SF-36 version 2 (a generic measure to
estimate overall impact on quality of life) in the assessment of quality of life in COPD
patients before the establishment of the Breathing Space Centre and again one year
later.
Since it is likely that quality of life is different, and the impact of Breathing Space
different, for individuals classified as mild, moderate and severe, the questionnaire
will be sent by practices to a stratified sample of patients based on disease severity.
The patients with mild/moderate/severe COPD according to BTS criteria will be
identified from the primary care audit. (Eval 1) Questionnaires will be sent out by
practices to ensure confidentiality is maintained. A covering letter from the practice
would explain that the purpose of the questionnaire is to understand how COPD/lung
disease affects people‟s everyday life and whether new services are able to make a
difference to this. The questionnaires will be coded by severity group (e.g. a different
colour sent to patients with a different severity grade) and each will have a unique
identifier. Responders will be asked to tick a box IF they are happy for their records
to be consulted so that it is possible to match their clinical records/service use which
their quality of life scores.
Sample size
To have 80% power to detect an actual clinically significant difference in quality of life
of 0.05 (on a 0 to 1 scale) with a p-value of 0.05, assuming a standard deviation of
0.15, would require 92 individuals. We would therefore aim for at least 100 completed
questionnaires from patients with mild/moderate/severe COPD respectively.
Assuming a response rate of around 30-50%, since this is a relatively elderly and
unwell patient group, we would aim to send out a total of around 900 questionnaires,
300 to each severity group.
A review of the literature shows that EQ5D and SF-36 perform equally well in the
assessment of quality of life and utility in COPD (Liddy can Ref) although SF-36 is
more sensitive and more likely to pick up the level of change anticipated in most
interventions.
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Each audit will use SF-36 in the assessment of quality of life to allow a degree of
meta analysis using the total data set.
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o Evaluation 6: Impact on smoking cessation
Smoking is the biggest cause of COPD, and continued smoking the biggest adverse
prognostic factor for those with COPD. I t is anticipated that the Breathing Space
programme could impact on smoking prevalence in COPD patients in two ways:
1. Breathing Space aims to maximise case finding for COPD – this includes
encouraging spirometry in smokers over 35. It is possible therefore that
initially the total number of identified current smokers with COPD in
Rotherham will rise
2. At all stages of the care pathway patients will be supported whenever they
wish to try to quit smoking
It is also recognised that Breathing Space will come into operation just before
national legislation on smoke free public places. In terms of the impact of the
programme on smoking prevalence, perhaps even including its impact on smoking in
people who do not have COPD, this is a fortuitous opportunity, but in terms of the
evaluation of the specific impact of Breathing Space on smoking rates in COPD
patients it will be more difficult to ascribe any reduction in smoking rates to the
independent impact of Breathing Space.
The overall aims of this aspect of the evaluation is to audit:
The extent to which the programme enhances smoking cessation in high risk
groups
The extent to which the programme highlights the health benefit from
smoking cessation in this high risk group
The process of the audits will include:
Examining the last recorded smoking status as entered on GP computers for
people identified as having COPD. This can be extracted via the QOF
process and is available each April. (In 2005 30% of the 5800 people with
COPD were recorded as current smokers)
Monitor the PCT Smoking Cessation Service records smoking „quitters‟ as
defined by N HS protocols. The smoking cessation service database has a
field for source of referral. The service will encourage the use of Breathing
Space as a source of referral category so they can record the number of
formal quitters attributable to the Breathing Space Programme
The before and after primary care audit and quarterly electronic primary care
audits will measure the number of people with COPD recorded as smokers in
May 2006 who are subsequently recorded as non-smokers.
A baseline smoking impact report will be presented to the Research and Evaluation
Steering group before April 2007.
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Evaluation 4: data collection to inform model
Whilst the pulmonary rehabilitation audit is being undertaken to achieve a range of
objectives in its own right, a secondary purpose will be to provide core data for the
overarching burden of illness study and cost effectiveness studies. The core data
required from the audit in this respect are as follows:
Data
2006/07 2007/08
Aggregate data
Number of COPD patients recorded as smokers on
QoF register at baseline and one year after breathing space
Number of patients recorded as quitters by smoking
cessation
Number of potential quitters referred to smoking cessation by
Breathing Space

Data collection
Most of the data required for the smoking cessation audit will be collected from PCTwide information systems. The information will be supplemented by data from the
primary care audit (Eval. 1) and the Pulmonary Rehabilitation Audit (Eval 4).
The linking of activity data with individuals will allow the stratification of smoking
cessation by the level of disease, i.e. mild, moderate, severe, as classified on the
COPD register.
.

- 23 -

o Evaluation 7: Impact on model of care
This aspect of the evaluation is to gain a broad insight into the perceived impact of
the Breathing Space programme on the overall model of care from the perspective of
a range of stakeholders.
Two series of interviews will be carried out in this phase of the evaluation. One
before the implementation of the programme and one when it is established.
The overall aims of this aspect of the evaluation is to audit:
To use interviews with key stakeholders, conducted before Breathing Space
becomes operational, to refine the development of the programme
To use interviews with the same key stakeholders, conducted after Breathing
Space becomes operational, to inform the formal evaluation of the
programme
The process of the audits will include:
Discovery interviews were carried out with patients and carers as part of the
consultation process for the original business case. A small number of
additional interviews with patients and carers will be carried out to obtain
baseline information on experiences of services and any gaps prior to the
Breathing Space Centre opening. A particular focus will be to explore
potential barriers to access, such as transport difficulties or perceived
reluctance of smokers to attend a non-smoking building. Dr Stephanie Taylor
will help to advise ScHARR on issues to cover in the interviews.
A second sample of patients and carers will be interviewed in 2007 to
investigate the experiences of people who have been though the Breathing
Space Programme.
The protocol for patient and carer interviews will be completed by June 2006
(Appendix 4).
Data
2006/07
Qualitative assessment of patient stakeholder perception on
progress and impact against pre-determined criteria
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2007/08

o Study 1: Impact of the programme on the baseline burden of disease
and use of health and social care resources
The Breathing Space programme is part of a suite of health and social care
resources available for the treatment and care of people with COPD.
Because the programme aims at promoting the earlier identification, diagnosis and
treatment of people with COPD in the community and the use of active pulmonary
rehabilitation for people with established disease, the Breathing Space programme
essentially promotes a range of interventions which are not currently available in this
health community.
Initiatives which aim to provide vigorous interventions to people who are not currently
known to the service or quality of life enhancing treatment to people who currently
have no access to such services are notoriously difficult to evaluate.
In a straight forward before and after evaluation, many of the people who will benefit
from the Breathing Space project are not currently receiving services. Therefore the
full cost of the new service will be apparent, but many of the benefits hidden and
difficult to quantify.
It is probably more useful to consider services like the Breathing Space programme
as an “invest to save” initiative rather than a “cost reducing” initiative in the more
traditional view of the cost effectiveness perspective.
The question therefore is not:
“will the service including the Breathing Space initiative be a more cost effective way
to treat COPD than the current system?”
but rather
“will the service including the Breathing Space initiative be a more cost effective way
to reduce the burden of disease from COPD in the medium term and meet the
service quality standards set out in the NICE guidance than the current system?”
It is recognised at this point in time that data relating to resource use specific to
patients with COPD will not be easily identified in some areas, particularly social care
and nursing home activity.
It will therefore be necessary to collect primary data in this area with a view to
populating the model in the first instance, then strengthening the data and
assumptions where it is clear that proxy data are weak.

- 25 -

Fig 2: The evaluation model (main NHS and social care cost vectors)
Current model

Breathing Space model

Smoking cessation activity

Smoking cessation activity

Number of new cases detected

Number of new cases detected

Prescribing costs

Prescribing costs

Visits to GP

Visits to GP

Pulmonary rehabilitation

Pulmonary rehabilitation

Acute exacerbations managed at home

Acute exacerbations managed at home

Outpatient activity

Outpatient activity

Number of acute admissions

Number of acute admissions

Average length of stay

Average length of stay

Respite care admissions

Respite care admissions

Domiciliary social care

Domiciliary social care

Nursing home care

Nursing home care

Potential data sources
The burden of disease model will require data from two key areas.
The burden of disease from the perspective of the health and social care
providers in terms of resource utilisation and costs
The burden of disease from the perspective of the patient in terms of quality of
life
It is possible to collect data from patients and carers to attempt to quantify costs of
COPD to both patients and carers, but this would require a major patient survey and
will be worthwhile only if there is an expectation that Breathing Space will be
designed to have a significant impact on these costs and that any change in these
costs will be important to the evaluation of the impact of the programme.
Other than hospital activity, very few health and social care da ta are accurately
identified as specifically relating to patients with COPD.
It will be possible to undertake a targeted severity and age/sex stratified
questionnaire survey of quality of life for both carers and people identified through
primary care as suffering from COPD as identified in the individual evaluations set
out above.
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Severity stratification will not be in place for all practices in Rotherham until Feb
2007. Questionnaires will therefore need to be sent out using the practices‟
computed system – i.e. the Breathing Space programme will assist primary care
practices‟ administrative staff to send out the questionnaire.
Data will be available from the hospital PAS system on hospitalisation and out-patient
activity for COPD and related illness.
Data quality assurance
Since data will be obtained from a wide range of sources and audit and routine data
will be collected and analysed by a number of different staff across the PCT, it will be
essential to establish a process for independent data quality assurance, potentially
using a small subgroup of the overall Research and Evaluation team to review data
for quality issues throughout the evaluation process.
Data analysis
Service activity data will be collected for people with COPD before and after the
Breathing Space programme has been introduced. The hypothesis is that the
additional costs associated with early detection / treatment of patients with COPD
and rigorous pulmonary rehabilitation, along with investment in education and
preventative activities such as enhanced smoking cessation activity, will be partially
offset by a reduction in the number of acute exacerbations of the disease and
resulting hospitalisations. It is also anticipated that early detection and rigorous
intervention could slow down disease progression.
Although the overall burden of disease is likely to increase in the early stages as
unmet need is identified, it is expected that over time the burden will begin to fall as
patients learn to reduce their risk and manage their condition.
A budget impact model will be developed that is based around the age-specific
incidence and natural history of COPD. The model will attempt to describe the agespecific incidence of COPD in Rotherham as a function of relevant demographic
characteristics. Disease progression will be described as movement between
worsening states of COPD severity, probably described as a function of FEV.
Progression rates will be informed by a review of the general COPD literature, though
ideally the model would be calibrated to primary data collected in Rotherham
describing age- and severity-specific incidence. It is recognised that data quality in
this regard may be suspect, but the calibration process can be adjusted to account
for the quality of the data.
Data describing the resource, survival, and quality of life effects of different stages of
the COPD clinical pathway would ideally be sourced locally, though these data can
also be supplemented with data from the general literature.
The impact of the Breathing Space initiative would be modelled by adjusting the ageand severity-specific COPD incidence rates to match the observed rates of incidence
in the post-implementation phase. The longer-term effects of increased smoking
cessation on the incidence of COPD would necessarily be informed by data from the
general literature. It may also be possible to adjust the severity-specific disease
progression rates on the basis of the observed local impacts on patients, as well as
using data from the general literature (e.g. studies of smoking cessation interventions
and pulmonary rehabilitation).
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Data describing the resource, survival, and quality of life effects of COPD in the postimplementation phase should be more easily informed by local data collected as part
of the Breathing Space evaluation.
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Study 2: Cost effectiveness and modelling of future impact
Although the costs of the Breathing Space programme will be borne from day one,
many of the potential benefits will be cumulative over time, with the emphasis on
prevention and rigorous identification and treatment of early stage disease having the
potential to slow down or indeed halt disease progression.
The modelling approach described as the analytic framework for study 1 will also
form the basis of the estimation of the cost-effectiveness of the Breathing Space
initiative. The model will incorporate all of the potential impacts of the initiative, i.e.
reduced incidence, early diagnosis, and improved treatment.
As described in the previous section, the model will use local data wherever possible,
but it will almost certainly be necessary to supplement these data with secondary
sources identified from the general literature, e.g. the effectiveness of interventions
implemented as a consequence of Breathing Space.
The model will predict the long-term costs and consequences of Breathing Space in
comparison to the continuation of the current situation. The shorter term costs and
effects will also be estimated, enabling some form of validation by comparison with
observed data.
Fig 3

Fig 3 shows the modelling process in diagrammatic form. Essentially, today, people
living with different levels of COPD are likely from time to time to visit their general
practitioner. They may get access to pulmonary rehabilitation services, although
these are extremely limited. During acute exacerbations they may require home care
services from CARATs, to see a specialist at the hospital or indeed require hospital
admission.
Their length of stay in hospital may in some cases be prolonged. In addition to the
utilisation of primary and secondary care services, there is a chance that some
people may stop smoking during this period.
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The baseline cohort part of the model will draw data from the seven evaluations to
show the probability of people with mild, moderate and severe COPD accessing the
services outlined in the model, and in particular the probability of them stopping
smoking.
The current pattern of service utilisation will be associated with the probability that a
patient‟s quality of life will improve or deteriorate, or that they will die.
These factors together demonstrate the current burden of disease from COPD in
terms of the cost of health service utilisation and the burden in terms of quality of life
and premature death.
The one year cohort arm of the model will show how this position has changed one
year after the introduction of the Breathing Space initiative.
It is assumed, for example, that increased case detection will increase GP activity
through the identification of unmet need. This increase in workload could, however,
be offset by a decrease in the numbers of acute exacerbations from enhanced
pulmonary rehabilitation and pro-active disease management. It is also anticipated
that the cost of enhanced pulmonary rehabilitation could be offset by reduced need
for hospital outpatient activity or even acute hospital admission. Better patient
education and training in self-management of the disease could lead to reduced
length of stay in hospital.
Most importantly, increased awareness of COPD in the Rotherham community and
the raising of the profile of the disease could have a positive effect on smoking
cessation activity which is the one intervention which could have a dramatic effect on
disease progression.
The difference in service utilisation and the consequent difference in the profile of
service cost can then by related to any enhancement in quality of life scores to give
an incremental cost per quality of life year. This will allow judgements to be made
about the economic benefit of this intervention in comparison with other potential
investment priorities.

10. Data Management and Statistical Analysis
Details of data management and analysis are specified in the individual protocols set
out in appendices 4 – 11.
For ethical and data protection reasons, there is no intention to have a single
Rotherham COPD database. The primary care audit will not take patient identifiable
data out of practices, but will give each practice feedback so that their electronic
records can be improved. In this way the whole system impact of Breathing Space on
improving quality of care for COPD can be tracked using existing methods of QMAS,
QUEST queries and primary care audits.
The Breathing Space Centre will be required to keep clinical records for all patients
seen by centre staff, whether at home or in the centre. Given the scale of the
programme over time, this will become a substantial proportion of all patients with
COPD in Rotherham.
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Because the GP electronic record will be used as the primary indicator of whole
system impact, great efforts will be made to feed back to primary care all data
collected by the programme, such as changes in smoking records.

11. Breathing Space Programme high level success criteria and key
specific measures
This section is sub-divided into the five agreed high level success criteria for the
Breathing Space Programme. Specific key measures are listed together with which
evaluation component will report them.

o Success Criterion 1
The Breathing Space Programme offers substantially improved care for patients with
chronic respiratory disease and their carers in Rotherham.
Increased number of patients accurately diagnosed with COPD: In 2005 there
were 3942 patients with COPD diagnosed by spirometry. The Rotherham
Local Area Agreement Stretch Target is to increase this by 1500 by April
2009. (Measured by QOF and primary care audit)
Number of identified COPD patients recorded as smoking in May 2006 who
are recorded as not smoking by March 2009. (Smoking impact reports and
primary care audit)
All 39 practices in Rotherham meet the 12 practice level primary care audit
standards. (Primary care audit)
Improvement in the percentage of patients meeting specific primary care
audit standards between baseline and follow up audit. (Primary care audit –
amount of improvement to be specified in Feb 2007 after results of baseline
audit)
Patients‟ and carers‟ views of changes in care. (Qualitative interviews)
Prescribing for COPD will be more concordant with NICE guidelines and
resources will be better targeted at those who need them. Overall these
changes will have been achieved without increasing COPD prescribing costs
faster than drug price inflation. (Prescribing impact reports)

o Success Criterion 2
The programme delivers improved outcomes for chronic respiratory disease patients
and carers who have direct contact with the Breathing Space Programme.
900 people will have received residential rehabilitation and respite care by
March 2009 (Programme monitoring report)
800 day-cases will have completed a full course of multidisciplinary
pulmonary rehabilitation by March 2009 (Programme monitoring report)
1600 people will have been given a lifestyle advice package by March 2009
(Programme monitoring report)
900 carers will have received an individual assessment and plan by March
2009 (Programme monitoring report)
Clinically meaningful and statistically significant levels of improvement on
quality of life, disease specific outcome measures and exercise capacity will
be achieved for patients who complete pulmonary rehabilitation (Programme
monitoring report)
Clinically meaningful and statistically significant improvements in quality of
life, disease specific outcome measures and exercise capacity will be
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maintained for one year post completing pulmonary rehabilitation
(Programme monitoring report)
Interviews with patient and carers will demonstrate satisfaction with the
service. (Qualitative interviews)

o Success Criterion 3
Rotherham Health and Social Care Community will have successfully managed the
changes in costs and resources needed to ensure the long-term sustainability of the
programme (for example in the context of payment by results and choice).
By March 2009 there will have been a 30% reduction in COPD admissions for
Rotherham residents (Monthly impact reports)
By March 2009 mean length of stay for COPD HRGs will have reduced from
7.3 days to 4 days (Monthly impact reports)
By March 2009 the Health Community will have been able to utilise savings
from decreased length of stay by investing in other parts of the care pathway
(Qualitative interviews with stakeholders)

o Success Criterion 4
The programme will deliver improved outcomes for chronic respiratory disease
patients and carers at population level (Study 1).

o Success Criterion 5
The changes in the whole system costs for chronic respiratory disease in Rotherham
provide value for money for the outcomes that have been achieved (Study 2).
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10 Work plan for the Evaluation
Section 8 and the protocols given in the appendices outline the timing of the work for
the individual components of the Evaluation. Appendix 2 shows a summary time line
of the evaluation components separating the work that will be completed before the
Breathing Space Centre opens in April 2007 (Table 3.1) and work that will be
undertaken afterwards (Table 3.2).
Summary reports will be produced according to the timetable outlined in Table 11.1.
The reporting timetable is balanced between the need to produce evaluation reports
as quickly as possible so that the Rotherham Health Community can use the
information to decide how to fund the programme after pilot funding ceases in time
for the April 2009 planning cycle, but also the realisation that many of the expected
benefits from the programme will only just be becoming apparent as the programme
completes its second year of operation. The time lines in Appendix 2 also show there
will be frequent operational reports to the Programme Team.
Table 11.1 Timetable for the evaluation reports
Report
Baseline evaluation report

Date
February 2007

Interim evaluation report
Interim report for
Rotherham PCT Board

May 2008
January 2009

Final evaluation report

May 2009

Period Covered
Baseline position before Breathing
Space Centre opens
April 2007 - March 2008 data
Indication to the Board of the
probable contents of the final
evaluation report.
Impact on operational data will only
be available up to December 2008
April 2007 – March 2009 data

11 Arrangements for project management
Robin Carlisle, Breathing Space Evaluation Lead, will have overall responsibility for
leading the evaluation project.
This will involve ensuring that the individual components are delivered according to
an agreed timetable (Appendix 2), co-ordinating the reports of the individual project
components, and arranging access to data so that ScHARR has the information
required for health-economic evaluation and modelling.
Liddy Goyder is the lead for ScHARR, who are academic partners for the
programme. ScHARR will provide advice on all aspects of the evaluation, coordinated by Dr Goyder. In addition ScHARR will lead on two components of the
evaluation: baseline burden of disease and health economic evaluation and
modelling (Protocols in Appendix 5 and 6).
A Research and Evaluation Steering group will advise on the overall evaluation
framework and be a reference group for specific questions relating to the overall
components.
All data used by PCT and Breathing Space Staff will be subject to existing PCT
policies on information governance and data protection. In addition the Breathing
Space Programme will be developing its own clinical and information governance
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policies, which will be approved by the PCT Clinical Governance Committee before
the programme opens in April 2007. The proposed specific governance/ethics
committee requirements for the different evaluation components are detailed in
Section 14 (Table 14.1).
The data handling protocols for the clinical audit will be set out in the audit protocol
Appendix 3, which has been agreed by the PCT Professional Executive.
Data handling for qualitative interviews and the baseline burden of disease study will
be set out in separate protocols, which will be submitted to research governance.
All members of the Breathing Space team will be briefed at induction on information
governance and data protection.
The relationship of the Research and Evaluation Project to the Breathing Space
Programme is laid out in Figure 12.1.
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Figure 12.1 The relationship of the Research and Evaluation Project to
the Breathing Space Programme
Breathing Space Advisory Group

Breathing Space Programme Team

Sustainability
Group

Research & Evaluation Steering Group

Primary Care
Audits

Prescribing
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Baseline Burden of
Disease Survey

Smoking Impact
Reports

Cost Effectiveness
& Modelling

Monthly Impact
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Qualitative
Interviews

Follow-up Patient
Satisfaction Survey
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Programme Activity &
Effectiveness Reports

Expertise of the researchers and associate organisation
The Research and Evaluation Project aims to develop sustainable capacity to
evaluate and develop research from Breathing Space over the long term. This is one
of the reasons for the choice of management structure, with an academic partner
advising on research and evaluation that will partly be undertaken in-house and
partly by external experts.
As academic partners, ScHARR have extensive experience of evaluation and
published research. Dr Carlisle has previous experience of carrying out evaluations
and publishing research as indicted in Section 20.

12 Ethical issues
o Data protection
The primary care audit component will not take identifiable data from the patient‟s
practice. The audit will be done at the request of primary care t eams and aim to
assist practices in delivering care to NICE standards.
The monitoring and impact reports for the Breathing Space Programme will use
information required for the management of the programme or data already available
to the PCT.
Specific protocols will require Research Governance and Ethics Committee Approval
as set out in Table 14.1.

o Patient Consent
This will be covered in the protocols for the individual components as set out in Table
14.1.

o Governance Issues
Components of the research and evaluation have different governance implications:
Aspects that use existing data and resources already available to the PCT
which are covered by the PCT‟s existing governance arrangement
Aspects that are i ntegral to the Breathing Space Programme design which
will be reported to the PCT Clinical Governance Committee as part of the
overall governance of the Breathing Space Programme
Primary care clinical audit
Research projects
The intention is to discuss the proposed governance arrangements (Table 14.1) with
the PCT Research Governance Committee and with Rotherham Research Ethics
Committee to check that they agree which components require specific ethical
approval and then submit those individual components.
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Table 14.1 Proposed governance arrangements
Protocol
Overall Research and
Evaluation Protocol
Primary care audit

Baseline burden of
disease
Cost effectiveness and
modelling
Qualitative interviews
Prescribing impact
reports
Smoking impact reports
Monthly impact reports
Programme activity and
effectiveness reports
Patient satisfaction
questionnaires

Proposed Governance
Overall protocol will be shown to Rotherham PCT
Research Governance and Rotherham Research Ethics
Committees to check they agree with the proposals shown
below
Rotherham PCT Professional Executive will approve
protocol. PCT Clinical Effectiveness and Breathing Space
staff will be subject to existing PCT Governance and Data
Protection agreements
Protocol will be submitted for research ethics approval
Protocol will be submitted for research ethics approval
Protocol will be submitted for research ethics approval
Uses routine ePACT and data from primary care audit - no
additional governance requirements
Uses routine PCT data - no additional governance
requirements
Routine PCT data – no additional governance
requirements
Integral to Breathing Space service design – will be
reviewed by PCT Clinical Governance Committee as part
of the overall governance arrangements for the Breathing
Space Programme
Integral to Breathing Space service design – will be
reviewed by PCT Clinical Governance Committee as part
of the overall governance arrangements for the Breathing
Space Programme

13 Involvement of service users
Two members of the Rotherham Breathe Easy Group will sit on the Research and
Evaluation Steering Group. In addition, the Breathe Easy Group will act as a
reference group when there are specific questions we would like their views on. For
example, at the June 2006 meeting the Breathe Easy Group are being asked their
views on the overall anticipated benefits of Breathing Space (Appendix 1 of this
document) and on the topic guide for patient and carer interviews (Appendix 4).
More generally, there has been extensive patient and carer consultation as part of
the development of the business plan for Breathing Space. A key aim of the
programme is empowering patients and encouraging self-management. There is a
patient representative on the advisory group for the programme, and patients and
carers will be involved in the ongoing planning and management of the Breathing
Space Centre when it opens.
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14 Methods of disseminating the research results
This is a high profile project and will be intensively disseminated locally and
nationally.

a. Local dissemination
The research and evaluation results will be widely disseminated via:
Reports and presentations to RPCT, RMBC, CRT and RNHSFT groups
Through newsletters
organisations

via

the

communications

leads

of

the

above

Regular presentations at the Breathing Space Centre including annual
Breathing Space Stakeholder meetings
Regular reports at Rotherham PCT In Practice Learning sessions
Presentations at the South Yorkshire Respiratory Disease Network

b. National dissemination
Overall findings and individual research and evaluation components will be presented
widely at national conferences and in peer reviewed journals.

15 Funding source
The Breathing Space Programme is funded by the Office of the Deputy Prime
Minister, the Coalfields Regeneration Trust, Rotherham PCT and South Yorkshire
Strategic Health Authority. Rotherham Local Authority is a key partner in delivering
the building project.

16 Peer Review
The Breathing Space Programme Service Design has been subject to extensive
consultation with clinicians and service users.
The Breathing Space Research and Evaluation Steering Group will review this
overall protocol. Members who are not authors of this paper include:
Jo Abbott, PCT Research Governance Lead
Helen Barlow, Knowledge Management Specialist
Dr Gurnam Basran, Consultant Physician
Dr Charles Collinson, GP and PCT Professional Executive Chair
Chris Horsfield, Prescribing Adviser
Linda Hurst, PCT Commissioning Team
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18 Curriculum Vitae: Evaluation Project Lead
o Qualifications
Name:

Dr. Robin Dawes Carlisle

Position:

Consultant in Public Health
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Membership of the Faculty of Public Health
Medicine
Master of Public Health, Nottingham
University (Distinction)
Doctor of Medicine, Nottingham University:
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BSc in Neuroscience (1st class honours)

o Career Synopsis
After qualification as a doctor in 1984 and a 3-year GP training scheme I became a
full time general practitioner in Mansfield in 1989. During my 10 years as a principal I
was executive partner of the practice, a GP Trainer and Vocational Training Scheme
Course Organiser, gained a Doctor of Medicine degree at Nottingham University,
held a R esearch Lectureship in the Department of General Practice at Nottingham
University, was Lead Partner for the Roundwood Surgery Trent Focus Designated
Research Practice and Lead Partner for the Roundwood and Millview Surgeries
Culyer Project. In 2000 I became a Specialist Registrar on the Trent Public Health
Training Scheme and completed the Master of Public Health course at Nottingham
University. On obtaining my CSST I was appointed as a Consultant in Public Health
at Rotherham PCT in April 2005.
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APPENDIX 6

A ‘Green’ Breathing Building
Breathing Space is a new model of service delivery that includes a unique building.
From its concept this brought many challenges to the design team who were tasked
with delivering a building to meet the needs of a very demanding client group who
also had high sustainable aspirations. The finished design has produced a building
which it is hoped, is not only sustainable and energy efficient, but also delivers
practical sustainable design techniques as a total integrated solution.
The design incorporates a number of sustainable principles and technologies which
are:Natural Ventilation
Geothermal Heating
Solar hot water
Natural cooling
Breathable walls
Omitting Volatile Organic Compounds VOC’s.
As the design team were new to some of the concepts, help was brought in from
‘Cambridge Universities BP Institute for Multiphase Flow’ who specialise in natural
ventilation and natural cooling and from ‘Gaia’ who specialise in sustainable building
construction who gave advice on material selection.
To assess the energy credentials of the building a bespoke BREEAM rating has been
commissioned to enable us to measure the buildings performance against a strict
criteria set by the Building Research establishment.
Initial estimates expect the building to save 79 tonnes of Carbon dioxide emissions
every year and to reduce fuel bills by around £12,000 per year.

Natural Ventilation
The focal point of the Breathing Space building is a central atrium which rises up
through two stories and has four timber framed window pods on the roof which are
north facing to minimise solar gains.
These pods allow natural light into the space and also assist in the ventilation
strategy. The atrium is ventilated through mechanically opening windows within the
roof pods and a low level labyrinth for summer cooling. The system has been
designed in conjunction with Cambridge University and will work by mixing incoming
and out going air in ‘mixed downward ventilation mode’.
During colder periods of less than 180C, the high level windows open and close
allowing fresh air in, mixing with the departing exhaust air, and falling as tempered
fresh air. The windows are banked in four rows each row having a temperature
sensor and at ground level there are further temperature sensors along with 2 no
carbon dioxide sensors. These sensors determine via a Building Energy
Management System (BEMS) which and how far the roof level windows open to
maximise air quality, minimise heat loss and minimises potential for draughts. The
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mixed mode principle has been modelled by Cambridge University who are assisting
in writing the software for the BEMS. The 8no outside air dampers and 10no chimney
dampers will be closed in this mode.
When the outside air temperature is warmer than 180C, the mechanical external
louvers will open to allow the fresh air to enter under the building then this air is
cooled and delivered through the 10 low level ventilation chimneys.
Six of the low level chimneys have no thermal mass block walls and are deemed as
the intermediate cooling chimneys relying on cooling the air as it passes under the
building. Four of the internal chimneys have thermal mass walls (thermal mass walls
add additional surface area to pre cool the incoming air) below ground floor level
prior to the air entering the Atrium. These thermal mass walls pre cool the air
naturally, as the air passes over the walls prior to entering the atrium, for a period of
up to 8 hours.
The 6no intermediate chimneys will be used when external temperatures are
between 18 to 220C and when temperatures are above this the 4no chimneys with
thermal mass will be used to cool the air before it enters the atrium. An element of
night time flushing and cooling will also be used in the height of summer to pre cool
the building and to recharge the thermal mass walls.
The use of natural ventilation and thermal mass for the atrium area removes the
need for any additional cooling and also the need for mechanical ventilation,
removing costs associated with fans, fan running costs and cost associated with
tempering or cooling of fresh air.

Geothermal heating
The heating is provided by a closed loop geothermal heat pump system comprising
of 24no, 100m deep boreholes, generating 150kW of low pressure hot water heating
at a temperature of 45 degrees C.
This is then used to supply the heating to the facility through a traditional underfloor
heating system with each area having local thermostatic control.

How the Geothermal heating system works
The water circulating in the earth loop is colder than the surrounding ground which is
typically constant at between 8-130C. This causes the water in the 100m deep tubes,
to absorb energy from the earth, in the form of heat. The water carries this energy to
the heat exchanger in the heat pump. In the heat exchanger, refrigerant absorbs the
heat energy from the water. The water then leaves the heat exchanger at a colder
temperature, and circulates through the earth loop to pick up more energy.
The refrigerant gas, which contains energy gained from the earth loop, travels from
the heat exchanger to the compressor. In the compressor, the refrigerant
temperature rises due to being compressed magnifying the heat gained from the
earth. From the compressor, the superheated refrigerant travels to a second heat
exchanger where it gives up some of its heat to the secondary heating water which
feeds the under floor heating. The water in the secondary heat exchanger is pumped
around the building at a flow temperature of 450C and directly around the under floor
heating pipework returning at approx 350C.
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After the refrigerant has releases its heat energy to the secondary heating water, it
then flows through a throttling valve allowing it to uncompress and then to the earth
loop heat exchanger to start the cycle again.

Ground
Loop
Water

Underfloor
Heating
Water

The efficiency of a heat pump can vary as the temperature it has to raise the
secondary water too has a large bearing on the efficiencies achievable. An efficient
Ground Sourced heat pump can be reasonably expected to achieve 300-400%
efficiencies.

Solar Hot Water.
The hot water for the building is supplemented by 2no 4m2 solar panels mounted on
an A frame arrangement on the dining room roof. The solar panels will be used to
pre-heat the cold water supply before it is heated by the gas fired hot water boilers
reducing the natural gas energy required when solar power is available. The solar
panel has a sensor which detects the panel temperature and the Domestic Hot water
(DHW) storage vessel has a sensor and when a difference in temperature of 60C or
greater is detected, then the pump is enabled and the solar panel begins to pre heat
the DHW.
The nature of the residents and patient in the building means that the full potential of
the solar heating cannot be harnessed due to risks from legionella. (Storing water for
long periods of time at temperatures between 200C to 500C allows Legionella
bacteria to grow and the risk groups are the kind of people expected to be using this
facility). To counter this risk the DHW storage vessel is purged to 70 0C at night for
one hour to kill off any bacteria. This heated water will be drawn off first thing in the
morning allowing the solar panel to operate as the water is drawn off.

Natural Cooling
Natural cooling is provided to control the summer temperatures in the patients
bedrooms, within the consulting rooms, the gym, the dining room, the training room
and the Atrium.
To allow natural cooling to work the building has been designed and built using
heavy weight construction with exposed concrete soffits (Ceilings) to provide thermal
mass. Thermal mass is a way of managing the energy flow of a building without the
use of operational energy. The thermal mass within the exposed concrete ceilings at
Breathing Space have a high heat capacity, which stores up heat energy when its in
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abundance and gives it up later when its needed. This allows the concrete to absorb
heat from the building to keep it feeling cool during summer days and then at night
the concrete releases the heat energy recharging it ready for the next cycle.
The effect is much like that of a cave which maintains a steady temperature
throughout the day, smoothing out the heat up during warm days keeping it cool and
then limiting the cooling effect of the night giving up the heat gained during the
daytime.

Controlling the indoor air quality by omitting the use of Volatile Organic
Compounds (VOC’s) and the use of Breathing walls
The patient profile for Breathing space showed that good indoor air quality was a
major design principle as the patients’ sufferer with chronic respiratory problems,
which can be aggravated by the quality of the air.
The impacts of Volatile Organic Compounds (VOC’s) were highlighted by Gaia, and
therefore a conscious decision was made, to specify products which were natural
and free from VOC’s. The use of natural lime-cement plasters, clay blocks, concrete,
marmoleum, and solid woods, helps to reduce total VOC concentrations and should
substantially improve the overall indoor air quality.
VOC,s are emitted as gases from certain solids or liquids. VOCs include a variety of
chemicals, some of which may have short- and long-term adverse health effects.
VOCs are emitted by a wide array of products numbering in the thousands.
Examples include: paints and lacquers, paint strippers, cleaning supplies, man made
building materials and furnishings, and materials including solvents, glues and
adhesives.
Where possible, compounds which would normally have been specified, have been
substituted for natural products such as water based paints, natural glues, natural
materials, and systems that can be economically substituted for the most aggressive
building materials, e.g., particle board, waferboard, carpet, foams, and paints.

Breathing walls
To prevent fluctuation in humidity, which exacerbates the condition of the patients
receiving rehabilitation programmes at Breathing Space, the walls within the Atrium
and the bedrooms are constructed of unfired clay bocks and lime plaster coated with
a hydroscopic paint. This construction allows the walls to absorb moisture when the
relative humidity begins to rise and gives the moisture back when the relative
humidity begins to fall.
The wall construction acts as a sponge, absorbing the moisture, restricting the
amount of moisture in the air. If a material can quickly absorb moisture from the air,
such as the Lime plaster and clay blocks, then this material will maintain the Relative
Humidity at a lower and more stable level while also moderating short-term interior
air humidity variations.

Although "breathing" implies airflow, this is not necessarily the case. The term simply
means that a material or construction is both open to vapour diffusion and
hygroscopic. In essence, this combination of properties allows a significant amount of
water vapour (and other gases) to be absorbed and released quickly, thereby
regulating the room climate and indoor air quality.
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Appendix 8a
Breathing Space - Schedule Of Accomodation August 06

G001
G002
G003
G004
G005
G006
G007
G008
G009
G010
G011
G012
G013A
G013B
G013C
G014
G015
G016
G017
G018
G019
G020
G021
G022
G023
G024
G025
G026
G027
G028
G029
G030
G031
G032
G033
G034
G035
G036
G037
G038
G039
G040
G041

Foyer
Meeting Room
Dining
Post Room
Café Store
Servery
Kitchen
Freezer
Fridge
Lobby
Disposal
Dry Goods
Domestic Change
Deliveries
Storage
Staff Rest
Trolley Store
Cleaner
Disabled WC
Hub
IT / Library
Stair
Office
Atrium
Reception
Baby Feed
Cleaner's Store
Male WC
Wheelchair Park
Meeting Room
Meeting Room
Female WC
Disable Shower
Disabled WC
Switch
Stair
Consulting Room
Consulting Room
Treatment Room
Clinical Store
Dirty Utility

Ground Floor

46
18.9
136
19.4
4
15.5
72
Omitted
Omitted
12
7
7.5
7.8
3
3.2
6.5
4.4
11.7
5.7
5
4.6
9.2
54
27
34
252
19.6
8.2
3.5
17.7
17.6
13.1
Omitted
17.7
6.5
4.1
3
23
17
17
15.5
6.3
4.5
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G042
G043
G044
G045
G046A
G046B
G046C
G047
G048A
G048B
G048C
G049
G050
GO51
G052
G053
G054
G055
G056
G057
G058
FF101
FF102
FF103
FF104
FF105
FF106
FF107
FF108
FF109
FF110
FF111
FF112
FF113
FF114
FF115
FF116
FF117
FF118
FF119
FF120
FF121
FF122
FF123
FF124
FF125

Training Lounge
ADL Kitchen
ADL Utility
Quite Space
Male Chg Room
Corridor
Female Chg Room
Store
Store
Gym
Plantroom
Tank Room
Corridor / Waiting
Lift Lobby
Corridor
Corridor
Corridor
Bedroom 1
Bedroom 2
Bedroom 3
Bedroom 4
Bedroom 5
Bedroom 6
Bedroom 7
Bedroom 8
Bedroom 9
Bedroom 10
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
Sluice
Stair
Quite Room
Kitchen
Store

First Floor

30
22.3
Omitted
Omitted
15.2
3.6
3.6
44.4
15.2
3.6
3.6
2.75
4.65
71
2.5
12.75
90.3
20.5
26
39.3
30.7
Sub Total Ground Floor

1,403

24
20
20
20
20
24
20
20
20
20
6.1
3.3
3.3
3.3
3.3
6.1
3.3
3.3
3.3
3.3
4.2
27
15.6
10.1
4.2
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FF126
FF127
FF128
FF129
FF130
FF131
FF132
FF133
FF134
SF201
SF202
SF203
SF204
SF205
SF206
SF207
SF208
SF209
SF210
SF211
SF212
SF213
SF214
SF215
SF216
SF217
SF218
SF219
SF220
SF221
SF222
SF223
SF224
SF225
SF226
SF227
SF228
SF229
SF230
SF231
SF232
SF233
SF234

Assisted Bathroom
Cleaner
Stair
Switch
Ventilated Room
Corridor / Waiting
Corridor
Corridor
Corridor
Second Floor

Bedroom 11
Bedroom 12
Bedroom 13
Bedroom 14
Bedroom 15
Bedroom 16
Bedroom 17
Bedroom 18
Bedroom 19
Bedroom 20
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
En Suite
Sluice
Stair
Quite Room
Kitchen
Store
Assisted Bathroom
Cleaner
Stair
Switch
Ventilated Room
Corridor / Waiting
Corridor
Corridor
Corridor

10.1
4.2
23
3
10.5
122.4
27.5
27.5
60.4
Sub Total 1st Floor

596

24
20
20
20
20
24
20
20
20
20
6.1
3.3
3.3
3.3
3.3
6.1
3.3
3.3
3.3
3.3
4.2
27
15.6
10.1
4.2
10.1
4.2
23
3
10.5
122.4
27.5
27.5
60.4
Sub Total 2nd Floor

596

Total Accomodation

2,595
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APPENDIX 9
Revenue Costs
Pay (uplifted 2.5% p.a. from 06/07 rates)
Consultant Clinician AHP/NURSE / Head of Centre
Centre Operations Manager/co-ordinator
Physiotherapist respiratory specialist incl outreach
OT respitory specialist incl Outreach
Nurse Clinical specialist incl Outreach
Interprofessional Junior Rotation
Speech and language therapist
Education delivery co-ordinator
Social worker
Pharmacy sessions
Nutrition and Dietetics
Podiatry
Behavioural Therapist
Clinical, volunteer and centre support staff
Reception booking & data input staff
Support Worker
Support Worker
Support Worker
Support Worker
Service redesign commissioning pilot mgmt input
Provider Corporate Financial Support
Provider Corporate IMT Support

2006/07
39,157
10,826
9,994
6,947
43,200
3,239
412
1,648
1,586
1,004
2,713
412
1,648
4,155
1,970
2,716
13,354
9,605
6,727
57,840
0
0
Sub Total Pay
219,153

2007/08
68,804
33,289
81,953
56,969
52,684
39,844
5,068
20,271
19,505
12,344
33,371
5,068
20,271
34,070
24,225
33,410
164,258
118,138
82,747
25,702
4,464
5,375
941,829

2008/09
Pilot Total
70,524
178,485
34,122
78,237
84,002
175,949
58,394
122,310
54,001
149,885
40,840
83,923
5,194
10,674
20,777
42,696
19,992
41,083
12,653
26,001
34,205
70,288
5,194
10,674
20,777
42,696
34,922
73,148
24,831
51,025
34,245
70,372
168,365
345,977
121,092
248,834
84,816
174,290
26,344
109,886
4,575
9,039
5,510
10,885
965,375
2,126,358

WTE
1.00
1.00
1.62
1.38
1.04
1.00
0.12
0.50
0.63
0.25
0.81
0.12
0.50
1.49
1.24
1.24
5.57
4.69
3.73
0.40
0.20
0.20
28.74

Started September 2006
Started December 2006
Start Mid Febuary 2007
Start Mid Febuary 2007
Started March 2006
Start March 2007
Start March 2007
Start March 2007
Start March 2007
Start March 2007
Start March 2007
Start March 2007
Start March 2007
Start Mid Feb 2007
Start March 2007
Start March 2007
Start March 2007
Start March 2007
Start March 2007

Non Pay (Uplifted by 2.5% p.a.)
Non pay costs at 5% of Pay Total (Cover all e.g. travel, recruitment, staff uniforms,
3,829 furniture
47,091& fittings,
48,269
office/computer
99,189
equipment, planting lease, MFD lease, stationery e
Training Non Pay Costs at £150 per WTE
359
4,419
4,530
9,309
Locally Enhanced Service (LES for GP medical cover @ £550 per bed)
0
5,638
5,778
11,416
Accreditation of Primary Care training courses (without backfill)
14,500
14,863
15,234
44,597
Research and Evaluation
20,000
100,000
30,000
150,000 £10k required 09/10
Home equipment
0
30,750
31,519
62,269
Pharmaceutical costs
0
10,250
10,506
20,756
Medical and Surgical Equipment (replacement only)
0
3,075
3,152
6,227
Medical and Surgical consumables
1,000
1,025
1,051
3,076
Volunteer expenses (based on £30 per day and relating to day rehabilitation only)
0
7,995
8,195
16,190
Rent (peppercorn)
4
25
25
54
RMBC Laundry Service Level agreement
0
6,150
6,304
12,454 Subject to further discussion
RMBC Cleaning service Level Agreement (SLA)
7,789
95,801
98,196
201,785 Subject to further discussion
RMBC Catering Service Level Agreement (SLA) incl consumables
18,367
225,910
231,558
475,834 Subject to further discussion
RMBC Occupancy Costs (Rates, Gas, Electric ongoing maintenance etc)20,433
[Annexe A]282,354
298,068
600,854 Subject to further discussion
Rates (based on District Valuer estimate of £140,000 rateable value 25th August
8,750 2006)
71,750
73,544
154,044
Pay Services Service Level Agreement
83
1,025
1,051
2,159
IT Maintenance Contracts [Annexe B] (Note 4)
3,310
27,144
27,822
58,276
Patient Transport Services [Annexe C]
0
280,150
287,153
567,303
Set up costs - Fees and recruitment
85,000
0
0
85,000
Offet for Increment at mid point
(35,000)
(2,898)
(37,898)

Pilot Funding

Sub Total Non - Pay

183,424

1,180,413

1,179,056

2,542,893

Total Pay and Non Pay Expenditure

402,577

2,122,243

2,144,431

4,669,250

(256,327) (1,456,673)
(150,000)
(1,250)
(15,000)
(25,000)
(45,000)
(20,000)
(20,000)
(100,000)

0
0
(15,000)
(45,000)
(20,000)

(1,713,000)
(150,000)
(31,250)
(115,000)
(60,000)
(100,000)
(1,800,000)
(700,000)
(4,669,250)

(1,800,000)
(350,000) (350,000)
Total Income (402,577) (2,036,673) (2,230,000)
Balance of Pilot Funding

0

85,570

(85,569)

CRT Funding
s28 Interest
PCT Community Respiratory Transfer
Astra Zenaca (Not formally agreed yet)
Boeringer
Local Area Agreement
CRT Underwritten
PCT Underwritten

0
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APPENDIX 10

Rotherham Foundation Trust Safety Net

to be inserted

