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The Respiratory MCN Primary Care Work Group has focussed on a number of key 
MCN work streams in 2010/1, details as follows: 
 
 
1, Development of Local Enhanced Service (LES) for Chronic Obstructive 

Pulmonary Disease 
 

The COPD LES is a new service made available and funded by GGC to try to 

help improve care of patients with COPD and possibly reduce admissions. It 

replaced other disease area LESs, as it was considered a priority.  

 

In preparation for the introduction of the LES in January, 2011, a training 

course for Practice Nurses was developed by the Respiratory Managed 

Clinical Network, in conjunction with the Practice Nurse Advisors and General 

Medical Services Teams. The one day training programme was delivered by 

staff from Respiratory Medicine.  Around 400 Practice Nurses having attended 

the course. Virtually every GP practice in the GGC area now has at least one 

Practice Nurse who has undergone COPD LES training. 

 

The Respiratory MCN was involved in the concept, development and 

implementation of the LES. Ongoing discussions are taking place to develop 

the COPD LES to be as user friendly as possible for GP practices, while 

maintaining the purpose of the service to provide high quality care to GGC 

patients with COPD. A small data collection exercise was undertaken, based 

on the COPD LES template, prior to its implementation, to establish baseline 

numbers of current activity.  We hope that data will become available through 

collection by practices which will demonstrate improvement in care. 

 
 

 

2. Respiratory Guideline Development and Review 
 
2.1 Pulse Oximetry Advice.  

While this is not a true guideline, given the increasing use of pulse oximetry in 

primary care, the Respiratory MCN decided that an advice note was needed.    

 

Pulse oximetry is being used by both General Practitioners and Practice 

Nurses in the assessment of breathless patients.   However, the evidence for 



the benefits of pulse oximetry in primary care is somewhat sparse.  This was 

an attempt to collate best practice and advice into a single page document 

and make it available to those using pulse oximetry in primary care. The 

original draft was reviewed in a multidisciplinary fashion and the agreed 

document was circulated. 

 

 

2.2 Oxygen Alert Card.  

The Oxygen Alert Card, currently in use in the GGC area, required review due 

to recent new evidence and the opportunity was also taken to tidy up some of 

the wording.  The concept of the card is that patients with chronic lung 

disease, who are at risk of developing Type 2 respiratory failure, should have 

an appropriate oxygen mask, with instructions, at home. This is to help ensure 

that high doses of oxygen are not delivered by ambulance staff, or others, 

during episodes of illness. The masks plus instructions are kept in the 

patient’s fridge, as almost everyone has one of these, and the patient is also 

given an oxygen instruction card. The mask and instructions are accessed by 

ambulance staff during emergency situations and instructions are followed, 

prior to hospital admission, where blood oxygen and carbon dioxide levels can 

be accurately assessed. 

 
 
2.3  COPD Guidelines.  

This was a second review of these guidelines. This process is ongoing and is 

based on new NICE advice. Final guideline agreement is still being discussed, 

but an agreed version should be available shortly for presenting to Area Drugs 

and Therapeutic Committee for approval. 

 

 
3. CH(C)P based projects 
 
3.1 East Glasgow CHCP Steering Group 
 

Admission Avoidance for COPD patients 
 

Project Lead: Linda Harley   
 

 To educate/train Community nurses/ Physio team on COPD so that 
patients can be treated for prevention /exacerbation of COPD in the 
community. Training programme developed.  

 Pilot a self-management programme for patients in 4 general practices in 
East Glasgow CHCP 

 Develop links with the BLF /ESD nurses acute care. 
 Establish care pathways. 

 
 



3.2 East Dunbartonshire CHCP 
 

Reduce unscheduled hospital admissions & improve quality of care for 
patients with COPD 

 
Project Lead;- Fiona McCulloch - Planning & Performance Manager  

 
Aim to reduce admission & achieve HEAT targets. 
 Early identification/diagnosis COPD motivational support for uptake of 

smoke cessation/exercise programmes. 
 Increase uptake of pulmonary rehab. 
 Establish community team single point of access to services, care co-

ordination, patient/carer support. 
 Promote the role of pharmacist in self mgt & brief interventions. 
 Individualised care plans to support self mgt. 
 Develop range of self mgt options. 
 Develop systems to enable prompt assessment post hosp discharge by 

primary care team in partnership with specialist services. 
 Identify COPD champions. 
 Identify lead for LTC to take forward above actions. 

 
 
3.3 West CHCP 
   

Pilot intermediate care for COPD patients  
 

Janice Kinnaird - Project Manager - Intermediate Care Demonstrator 
 

Main aim is to support people with COPD who are at risk of repeat hospital 
admission to remain or return to their own homes.  
 Identify at risk patients using SPARRA data & support 
 Pulmonary Rehab homecare pilot for housebound 
 Telehealth aimed at reducing unscheduled admissions 
 Training & Development 

 
 
3.4 West Dunbartonshire CHP 
 

COPD steering Group 
 

Project Lead: Dr Fiona Meikle - GP, Dunbarton HC, chair COPD group 
 

Aim is to reduce number of COPD patients exempt from QOF indicators by 
50%. Aim to target housebound COPD patients and to provide a service via 
district nurses. 

 
COPD Housebound Pilot 
Project Lead: Michele MacKintosh- Lead AHP,Hartfield Clinic, Dunbarton 

 



3 month pilot(April 2010) to establish a dedicated team to support people who 
are housebound with a diagnosis of COPD.  

 
 The  community COPD review team comprising District Nursing and 

pharmacy  to provide targeted assessment and holistic medication review 
(including inhaler technique)  

 Additional services from the health, social care and voluntary sectors e.g. 
Domiciliary Physiotherapy, Welfare Rights and Money Advice Service and 
Dietetics  

 Reinforce appropriate referral pathways to existing services  
 To provide awareness training to carers and homecare to support 

improved self care. 
 Developing mental health services to support patients with disease 

associated depression. 
 
3.5 SCI Gateway Referral Development (Jan 2010) 
 

This is aimed at people who are housebound with COPD. Identified patients 
are referred to the Community COPD Team to provide targeted assessment 
and medication reviews including inhaler technique.  
It is hoped the electronic referral pathway will benefit clinical care and patient 
experience by:- 
 
 Minimise administrative processes.  
 ease of passing clinical information via a single point of access. 
 Measure the uptake of the COPD comprehensive service 
 Demographics will be up to date  
 Assist General Practice with QoF data e.g. MRC grading and Depression 

and anxiety information. 
 No internal mail delays 

 
 
3.6 South East CHCP 
 

Improving the care of patients with end stage COPD 
 

Project Lead: Dr Marshall - Principal GP South East CHCP 
 

The aim is that the participating practices would identify COPD patients with 
MRC 5& 4 and offer planned support/pathway to enhance quality of life 
experience. 

 
SPARRA Care Management Pilot 

 
 Identify patients aged 65 years and over with COPD who are at a 50% risk 

or above of admission /readmission to hospital using SPARRA data and 
local risk predictor tools 

 Identify patients 75 years and over who are on 6 or more medications on 
discharge from hospital 



 Improve care pathways / outcomes for patients with LTC by adopting Care 
Management Model 

 Enhance communication across all care providers 
 

3.7 GGC wide 

Pharmacist-led COPD polypharmacy medication review clinics  

The health and economic burden of COPD for GG&C is well recognised. 
Pharmacist led, general practice based, COPD clinics offer a model for cost 
savings through improvement in the prescribing and use of medicines for 
people with COPD.  The clinics and relevant cost efficiency initiatives were 
introduced as a cost saving measure two years ago to improve effectiveness 
and minimise costs associated with prescribing for patients with COPD across 
GG&C. CHCP pharmacy teams work collaboratively with existing disease 
management services for COPD in general practices.   

Clinics have been delivered in 64 practices by CHCP pharmacists across 
GG&C since October 2009.  Over 2000 people have received a medication 
review in their GP surgery or in their homes.  

 
 


