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Objectives of group 
 
Review the effectiveness of the Glasgow Early Supported Discharge model 
 
Develop a Clyde Early Supported Discharge model and identify how this can 
be implemented 
 
Review the Long Term Oxygen Therapy model across Greater Glasgow & 
Clyde 
 
Review/scope the role of the Respiratory Clinical Nurse Specialists across 
GG&C 
 
 
Current situation 
 
a Early Supported Discharge Service 
Data from 5 years experience of the Early Supported Discharge (ESD) in 
Glasgow  consistently show that 30% of all Chronic Obstructive Pulmonary 
Disease (COPD) admissions are discharged early via the ESD service, most 
within the first 24-48 hours (see Appendix 1,Tables 1 and 2).   Close scrutiny 
of the 70% not discharged early, consistently confirms that these cases are 
unsuitable. 
 
The average number of home visits is 2.7 per case over a median of 6 days. 
(Appendix 1, Tables 3 and 4.  Length of stay for COPD patients over this 
period has fallen from 7.6 to 6.0 days while the readmission rate has 
remained fairly stable at 3.5% to 3.9%). 
 

Figure 1 NHSGGC 5 Year COPD Discharge Data:  

Average length of Stay 

 



All NHSGGC facilities 

Length of stay in days for COPD discharges 

by year of discharge7.57

6.68 6.67
6.31

5.99

0

1

2

3

4

5

6

7

8

2005/06 2006/07 2007/08 2008/09 2009/10

Year of discharge

L
e

n
g

th
 o

f 
s
ta

y
 i
n

 d
a

y
s

 
 
 
Data used to create above graph (Data Source: SMR1) 

Year of Discharge 
2005/06 2006/07 2007/08 2008/09 2009/10 

No. of Discharges 4026 4502 4750 5342 4826 

Average Length of Stay in days 7.57 6.68 6.67 6.31 5.99 

 
 
Table 1  
ALL GGC Re-admission within 7 days or less  
 

Year of discharge 2007/08 2008/09 2009/10 

Number of re-admissions in 7 days or less 180 210 171 

As percentage of all admissions 3.8% 3.9% 3.5% 

(Source: SMR1) 

 
 
 
There is currently no formal ESD service in any hospitals in Clyde.  Inverclyde 
Royal Hospital and Royal Alexandra Hospital both have a mixture of 
community based and hospital based respiratory nurses. A large part of the 
workload of the community based nurses is to support COPD patients at 
home, respond to GP and District Nurse calls to visit less well patients and 
visit complex patients on return home from hospital.  Perhaps as a result, the 
COPD discharge rate in Clyde seems substantially lower than Glasgow even 
taking into account lower population suggesting there is significant admission 
avoidance:  3.4 discharges per 1000 population in Clyde as compared to 4.4 
discharges per 1000 population in Glasgow.   Though analysis of re-admission 



rates at hospital level, does show that the Royal Alexandra Hospital has 
higher readmission rates with a 3 year average of 6.5% as compared to a 3 
year average of 3.4% for the other hospitals in the Greater Glasgow and 
Clyde area  
 
Table 2 
 

 Glasgow Clyde 

Population 870,759 321,397 

COPD Discharges 3840 1099 

Discharge rate per 
1,000 population 

 
4.41 

 
3.42 

Note:   population figures are approximate. 
 
 
b. Respiratory Nurse Specialists 
 
Vale of Leven Hospital has no respiratory nurse support at all at present. 
 
A review was undertaken of the current role of the Respiratory Nurse 
Specialists across GG&C.  In particular the following points were considered:  
 

o Key elements of the Respiratory CNS Role at present, 
o Skills/knowledge/experience required to underpin role,  
o Training/development advantageous for role,  
o Differences between band 6/7 role   
o Skills/training needed to do admission avoidance/nurse 

practitioner role? 

 

The acute based RNS workload is mainly around service delivery to patients 
with COPD and Asthma, with a small workload to “other” respiratory 
conditions namely Bronchiectasis , Interstitial lung disease, lung cancer, 
pulmonary hypertension as well as support to sleep clinic services  
 
The primary care based nurses’ workload is predominately COPD, Interstitial 
Lung Disease, TB, Bronchiectasis and lung cancer, with occasional input to 
asthmatic patients usually by request only.  
 
All agreed that this could be achieved following appointment of an 
appropriately experienced nurse who could be developed following a 
competency based training programme.  The following training and continued 
professional development would be advantageous to undertake the role: 
 

 COPD Diploma 
 Asthma Diploma, 
 Palliative care Training 
 Clinical Assessment 



 Non-Medical Prescribing  
 Cognitive Behavioural Therapy 

 
In order to fulfil the role fully, Non-medical Prescribing and Clinical 
Assessment are considered the most valued/useful training. 
 
The following training is advantageous to local areas who require to deliver 
these services:  
 

 NIV training 
 Spirometry 

 Bronchiectasis management 
 Interstitial Lung Disease management 
 

There are 2 principle differences between the band 6 and band 7 role 

currently within GG&C: Experience/development needs and line management 

responsibilities 

In conclusion it was agreed that the nurses within Glasgow and Clyde offer a 
very similar range of services to a variety of respiratory conditions, with all 
nurses having a wide range of core respiratory skills that are transferable and 
adaptable to fulfil the role across GG&C, including nurse practitioner and 
admission avoidance 
 
The LTOT service in Glasgow is maintained by a band 3 Support Worker, 
freeing up time from more highly skilled RNS nurses to assess and support 
more complex patients.  This service functions very well. 
 
 
 
The Way Forward 
 
Whilst it is clear that ESD in its current form is very effective, it is quite labour 
intensive.  Considering the model that exists in Clyde and the extended skills 
of the ESD nurses it is our recommendation that it is now appropriate to 
rename the nurses and adjust the focus. 
 
We are recommending the title Respiratory Clinical Nurse Specialists.  Across 
Glasgow and Clyde these nurses will continue to offer respiratory services to 
all respiratory patients in addition to COPD patients.  ESD should still function 
in Glasgow, but rather than focussing on intense and frequent ward visits, 
there ought to be more of a focus in Acute Medical Unit (AMU) and Medical 
Assessment Unit (MAU) to catch patients early and avoid admission.  This also 
allows the RNS to provide input early in admission to other types of 
respiratory patients.  
 
It would also be advantageous to pick up patients in the community who are 
deteriorating to provide support and advice and, perhaps, admission 



avoidance.  The RNS’s could accept calls from GP’s or District nurses about 
patients who are known to the service to visit in a timely but not emergency 
manner. 
In Clyde, the community approach should continue but where patients are 
admitted or offered to hospital they should be identified in AMU or MAU and 
ESD facilitated where possible. 
Following on from review of the role of the ESD nurse and adjustment of 
focus, it also our recommendation that current protocols and pathways are 
reviewed and standardised across GG&C, whilst it is accepted that there may 
be differences in the precise paperwork used at each site. 
 
Challenges 
 
Providing respiratory nurse support and ESD in the VOL catchment area 
remains a large challenge.  This hospital has merged with RAH and all acutely 
ill patients are admitted to RAH, although convalescent patients and 
outpatient clinics remain and, of course, the patients live in the surrounding 
geographical area. Part of the catchment area is covered by Highland Health 
Board (Helensburgh).  To date, there has been no nursing support and it has 
been felt that the number of patients and distant geographical spread meant 
the nurse in the RAH could not easily provide a service.   
 
This group is now considering a number of options and further data to allow 
appraisal is pending.  It is clear that a case must be made for funding to 
increase resources to include some respiratory CNS time and some support 
worker time, (exact Whole Time Equivalents to be agreed).  Whilst this case is 
progressing there are a number of options: 
 
 Options 

1. Continue the status quo with no support to VOL patients. 
 
2. Combine the RAH and West Glasgow respiratory CNS nurses to create 

a team that could provide limited support to the most complex and 
severe cases in the community by an outreach service.  This would not 
involve visiting in patients in VOL and there would be no development 
of ESD for in patients in VOL or VOL patients who are admitted to RAH. 

 
3. Combine SGH, Victoria and RAH nurses to create a team to provide a 

limited service as in option 2 
. 
4. Add the VOL catchment area that of the West Glasgow workload to 

provide a limited service as in option 2. 
 
5. Consider redistributing staff from Glasgow to RAH to facilitate a full 

Respiratory inpatient/outreach service to both the RAH/VOL catchment 
area.  

 



Option one seems untenable since this would be very detrimental to the care 
given to significant section of GG&C. 
The remaining options need to be appraised once further information on likely 
number of complex patients in VOL and redistribution of workload at present 
per other site in Glasgow. 
 
In addition resources from Highland Health Board for the Helensburgh area 
must be explored. 
 
This group expect to be able to make a formal recommendation with our final 
report in Spring, 2011. 
 
 
 
 
 
Jane Gravil 
Chair COPD ESD Working Group 
March 2011  
 
 
 
 
 



Appendix 1 
Table1 
 
Glasgow Respiratory COPD ESD Summary 

Respiratory services NHSGG

Summary Glasgow ESD Activity may 2009 -march 2010

Aug-09 Nov-09 Dec-09

TOTAL % TOTAL % TOTAL % TOTAL % TOTAL % TOTAL % TOTAL % TOTAL % TOTAL % TOTAL % TOTAL % TOTAL %

number of new ESD patients reviewed in ward 177 100% 226 100% 151 100% 192 100% 219 100% 227 100% 221 100% 173 100% 203 100% 196 100% 173 100% 1981 100%

number patients suitable ESD <5days 59 33% 60 27% 42 28% 73 38% 61 28% 62 27% 70 32% 48 28% 62 31% 57 29% 48 28% 583 29%

number patients suitable ESD >5days 7 4% 14 6% 13 9% 11 6% 14 6% 12 5% 8 11% 5 3% 5 2% 5 3% 5 3% 92 5%

number patients not suitable 111 63% 180 80% 96 64% 108 56% 144 66% 153 67% 143 65% 120 69% 136 67% 134 68% 120 69% 1334 67%

Sep-09 Oct-09 Jan-10 Feb-10May-09 Jun-09 Jul-09 Mar-10 2009/10 total

ESD Eligibility

 
 

 
 
 
 
 
 
 
 



 

August 2010 One Month snap-shot of Respiratory ESD Homecare 

There were 68 patients accepted on to the ESD Service across Glasgow in the month of August 2010. The following 

tables summarises the activity. 

 

Table 2. Average Length of hospital stay prior to ESD  
ESD LOS % of patients  

    

Days Victoria GRI West Stobhill SGH 

Total 
Number 

of 
Patients Glasgow % 

24hr 11% 25% 10% 44% 14% 13 19% 

48hr 35% 43% 26% 22% 0 20 29% 

72hr 17% 12% 26% 22% 42% 15 22% 

4 days 35% 12% 26% 0 28% 15 22% 

5 days 0 6% 5% 11% 0 3 4% 

>5days 0 0 5% 0 14% 2 2% 

      

Site total no 
patients on ESD 17 16 19 9 7 68   

 

 

 

 

 

 



 

Table 3. Average numbers of home visits during ESD episode per site 
 

Average number of home visits per site 

  

Site Visits 

Victoria 2.65 

GRI 2.25 

West 3.47 

Stobhill 3.67 

SGH 1.50 

  

Glasgow  2.71 

 

 

Table 4. Average/Median length of time under ESD home care in days per site 
 

Average/median length of home care in days per site 

  

Site Average Median 

Victoria 7.3 7 

GRI 6.2 5 

West 6.5 7 

Stobhill 10.4 8 

SGH 3.1 3 

  

Glasgow  6.8 6 
 

 
 


