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Introduction

The Somerset integrated COPD Service is an improved service for NHS patients with COPD within
the county. It has been commissioned by WyvernHealth.com, (the practice based commissioning
consortium of Somerset GPs,) and purchased by Somerset Primary Care Trust (who are responsible
for the procurement and monitoring of NHS care for Somerset residents, both in hospital and the
community).

It is being provided by a unique partnership between Avanaula Systems, (formed by Drs Richard
More and Robin Carr who are both experienced Somerset GPs) and Clinovia Ltd (a company with 32
years experience in the provision of out of hospital healthcare services that provides care to 9000
patients a day on behalf of 600 NHS Trusts and is a member of the BUPA group). The partnership
brings together local clinical leadership and extensive community care experience to ensure that the
new service will significantly improve care for people with COPD Together we will utilise our expertise
to build and deliver a sustainable service that is underpinned by local, national and internationally
recognised evidence based practice.

Vision
Our overall vision is to establish an integrated model of care built around the needs of NHS patients in
Somerset with COPD. This vision is focused on:
Improving the patient experience in terms of access and convenience
Seamless care pathways based on ‘best evidence’
Steering the correct patient towards pulmonary rehabilitation, oxygen therapy or
exacerbation care as appropriate
Reducing unplanned admissions to hospital wherever possible
Enabling planned early discharge
Measurability in terms of patient outcomes and value for money
Working within the wider health and social care environment, as well as with the patients,
their carers and support groups
Building on the relationships and expertise of the local Acute Trusts, the Hospice, South
Western Ambulance Service, Social Services, the Acute Care GP service and Somerset
Primary Link.

Our vision is not just for the best integrated care possible, based on individualised patient assessment
and discussion, but also to be champions of excellence in delivering community based care for people
with COPD.

Purpose
COPD is a common condition, usually caused by smoking, which can be treated but not cured.
Symptoms come and go and at times some people may be so unwell as to need treatment in hospital.

The purpose of this service is to draw together, in one team, all the resources necessary to offer NHS
patients the best community treatments. This is to cut down to the bare minimum the number of
patients who become so unwell as to require admission to hospital. It also offers support, assessment
and treatments to patients in their own home and in community settings to a degree that has not been
possible before.

The COPD Management Programme.
The approach to COPD management by the Clinovia and Avanaula partnership is different from that
provided in the past. Our patients will undergo a rigorous and evidence based assessment process.
The results from this process are discussed, documented and given to the patient within an
individualised written management plan. Also within this plan are:

How to recognise worsening illness.

What to do about getting worse.

Who to call.

What other treatments are recommended.

What treatments have been taken in the past?




Patients will also be recommended other treatments and/or programmes of support when appropriate.

These include;
Medications.

Pulmonary rehabilitation.
Vaccinations and Immunisations.
Oxygen treatment.

Nebuliser treatment.

Main Elements of Service Delivery
In order to achieve the vision for the service, it is important that the patient can access different
elements whenever and wherever needed. It is paramount that some elements of the service such as
rapid response to acute exacerbations are available when needed. The following table aims to
describe the key themes of each of the elements of the management programme.

Service Key Features Availability
Element (opening hours)
Case Management
Routine assessments of chronically stable Monday to Friday
patients 8 hours per day
Assessment Therapy review (within 08:00 and 20:00)
Clinics Management plans alternating between a
Oxygen assessment and management range of venues across
Nebuliser assessment and management the county
Structured programme of exercise and education | Monday to Friday with
Pulmonary 2 X 2 hour sessions per week occasional Saturday

Rehabilitation

Venues selected according to patient need
Combination of group and 1:1 support

access
Concurrent programmes to
cover both East and West

Rapid response service, based in the community, for
those patients who become unwell.

Urgent Telephone access 24 hours per day 24 hours per day
Response Triage and urgent assessment 365 days per year
Home visits
Therapy maximisation
Admission avoidance
In hours Flexible service that enables an unscheduled Initially available

Unscheduled
Rapid Support

response for:

Unplanned assessment

Early discharge assessment and management
Home visits

Monday to Friday
8 hours per day
(within 08:00 and 20:00)

This new team, which will consist of a combination of Respiratory Nurse Specialists, Community
Respiratory Nursing, Physiotherapy, and, where appropriate, Respiratory Technicians will be
community based and work in conjunction with the existing NHS teams. This service is not designed
to replace but to work in collaboration and become integrated with existing services such as:
- Community Matrons and District Nurses

Primary Care and Practice Nurses

Social Services.

Local acute and community hospitals.

Local patient groups.

St Margaret's Hospice

The ambulance service




Thus team-working delivered by different organisations will mean improved care to NHS patients.

Location

It is important that the service is taken to the patient rather than the patient commuting for long
periods of time to the service. It is expected that the clinics settings will be located around the county
and will contain a combination of fixed and mobile equipment. The Somerset Integrated COPD team
members will be mobilised across the county and the clinic sites as necessary.

Timetable .

Any new service must be carefully planned to ensure that it is safe for the patients and staff.
Therefore the following stages as displayed in the table below are taking place prior to the new
service starting. Once these stages are finalised, initial services will commence at the end of February
2007 with a phased increase in provision to full capacity in early summer 2007

November - January - February -
2007 - 2008 December February Onwards

Phase 1: Planning

Set up steering group

Finalise contractual requirements

Resource and training plan

Steering group sign-off implementation plan
Phase 2: Set up

Stakeholder engagement

Clinical protocols and care pathways agreed

Access to service

Equip facilities, including IT

Staff recruitment and training

Test systems and interfaces A

Publicise service including open days

Steering group sign off set up
Phase 3:“Go live”

Referrals to the New Service

Feedback from service users and stakeholders —>

First service review

Contact Details

During January and February 2008, there will be a series of communication and engagement events
and further detailed briefing packs to ensure that key personnel, organisations and the patients and
their carers are fully informed of the service - its vision and day to day operations; how to identify and
refer patients to the service; what to expect from the service.

In the meantime, should you have any specific queries, please contact:

Richard More Tel: Email:

Operational Director, Avanaula 07787 123912 richard.more@avanaula.com

Anne Thain Tel: Email:

Development Director, Clinovia Ltd 07971 499411 athain@clinovia.co.uk

Annabelle Walker Tel: Email:

Programme Manager, Somerset PCT 01935 384057 Annabelle.Walker@somersetpct.nhs.uk
Dr Jon Hincks, GP Project Lead, Tel Email:

WyvernHealth 01934 742061 jonathan.hincks@chedmed.nhs.uk




