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1. Executive Summary 

 

1.1 Introduction 

 

1.1.1 Respiratory illness creates a substantial workload in both primary and secondary 

care. The introductory epidemiological report, prepared by Dr Helene Irvine, looks in 

particular at historical smoking trends and how this is reflected in current COPD 

workload – with differences between men and women and across the range of 

deprivation. 

 

1.1.2 A Glasgow Planning Group for COPD was set up in 2002, to promote and support 

services, in both primary and secondary care, related to COPD. 

 

1.1.3 In 2006, the group was renamed as a Health Board Respiratory Planning Group. In 

October 2009, the formal creation of a Managed Clinical Network was enabled by 

Scottish Government funding, through its Long Term Conditions Unit. This allowed 

appointment of a Co-ordinator, Isobel Baxter, and secondment of Linda McCarron, 

Lead Respiratory Nurse, to facilitate establishment of the MCN. 

 

1.1.4 The main focus of the MCN has remained the long term conditions – COPD and 

asthma. It has linked with the Respiratory Medicine Clinical Governance Group, led 

by the Health Board’s Specialty Advisor on Respiratory Medicine, which has had 

more of a focus on specific secondary care issues. 

 

 

1.2 MCN structure 

 

1.2.1 The membership of the MCN Steering Group is a little wider than the previous 

Planning Group. Patient representation is new and needs to be consolidated. 

 

1.2.2 The Steering Group meets every three months, with an Executive Group meeting in 

the intervening months. 

 

1.2.3 Much of the work of the MCN is done by individual subgroups, some on-going and 

some short-term. These address specific service needs, problems or clinical 

conditions, and refer back to the Steering Group. The Executive Group reviews the 

work of the subgroups on 3 monthly basis. 

 

1.2.4 The MCN links to GGC Long term Conditions Committee, through the chairman, and 

is part of a Scottish National Advisory Group for Respiratory Medicine. 

http://www.nhsggc.org.uk/respmcn


Respiratory MCN Annual Report  
Executive Summary & Table of Contents 

 

2 

 

 

1.3 Work streams / Main Achievements 2010/11 

 

1.3.1 Communications Work Group. Effective two way communication is essential to the 

success of the MCN but is a challenge. The focus has been on establishing a 

regularly updated website as a source of useful information. Feedback, so far, 

suggests this may be successful. A ‘key message’ update is circulated 6 monthly. In 

the future this may be combined into a single update covering all MCNs. 

 

1.3.2 Non-malignant Palliative Care. Work on the implications of ‘Living and Dying Well’ for 

end stage respiratory disease is at an early stage. Respiratory nurses have been 

trained in palliative care. A patient held record is being piloted. Improved joint 

working across primary and secondary care is a priority for this group.  

 

1.3.3 Pulmonary Rehabilitation. This is an essential part of the chronic management of 

COPD. The GGC programme, set up in 2004, deals with approximately 800 patients 

annually. A short-term workgroup has reviewed the conclusions from a 5year review, 

focussing particularly on how to increase referral rates and reduce patient drop-out 

rates after referral. There is a continuing problem of an inadequate electronic 

database and therefore limited service analysis. 

 

1.3.4 Clinical Governance. This group is part of the Health Board’s clinical governance 

structure and was set up in 2007, independently of the MCN. It reviews Datix reports 

and audit projects, relevant to respiratory medicine, and is working on guidance for 

pleural disease and implementation of British Thoracic Society guidelines for oxygen 

delivery in secondary care. 

 

1.3.5  Pharmacy initiatives. In primary care settings across NHSGGC, patients with COPD 

are receiving pharmacist led medication reviews which consider the appropriateness 

of all of their medicines. Specific prescribing initiatives have been implemented 

across primary care and acute services to generate cost efficiencies with no 

detriment to patient care e.g. use of standard prednisolone tablets over ec (enteric 

coated) formulations. A booklet covering the wide range of inhalers in use has been 

circulated to medical wards. From February 2011 a multidisciplinary prescribing 

group, reporting to Clinical Governance, has been established, aiming to optimise 

quality and cost effective prescribing within Respiratory Medicine. 

 

1.3.6 Patient focus and public involvement.  Training has been established for patients 

working with the MCN but numbers remain small. 

 

1.3.7 Early Supported Discharge for COPD. This service, with respiratory nurse specialists 

based in the Glasgow acute respiratory units, was established in 2007. Reduction in 

mean length of stay for COPD from 7.6 to 6.0 days, without increased readmission 

rates, supports the benefit of ESD. However, a review of the service, and comparison 

with a slightly different pattern developed in Clyde, will lead to a change in emphasis, 

with more community / primary care contact, in an attempt to add some admission 

prevention to supported discharge. 
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1.3.8 Sleep / Non Invasive Ventilation.  GGC provides a service for assessment and 

management of sleep apnoea and ventilatory failure to other West of Scotland Health 

Boards, as well as to our own residents. Demand for both is increasing. This creates 

a pressure in meeting referral to treatment deadlines, which is being addressed 

through both service review and discussion with other Health Boards. 

 

1.3.9 Respiratory Physiology. The Direct Access Spirometry service, established in 2004, 

and based in 10 locations around Glasgow, remains very busy with over 5000 

patients per year, but manages to keep within target times for diagnostic tests. In 

2010 it received a Chief Scientist Innovation award. A pilot of direct referral from 

spirometry to smoking cessation services has proved acceptable, but it is not yet 

clear whether it is effective. The service has not yet been fully extended to Clyde. Full 

respiratory physiology services have been introduced to the new Stobhill and Victoria 

sites. Direct access referrals are now electronic, and work to make pulmonary 

function data available on the clinical portal is nearly complete. 

 

1.3.10 Self management.  A group was established specifically to review supported self 

management in asthma and COPD. An agreed asthma booklet for use across GGC 

is at the printing stage. The evidence base for COPD self management remains less 

certain. A Glasgow Supported Self-management Trial was completed in 2010 and, 

along with other current evidence, has led to recommendations for patient education 

and self management advice. This will be put into effect via primary care review, 

pulmonary rehabilitation and respiratory nurse specialists. 

 

1.3.11 A Primary Care Group with representation from all CH(C)Ps [2010] has been 

established. It has reviewed a number of local initiatives in COPD management and 

is contributing advice to nursing home care. It will have an increasing role in two main 

areas 

- Monitoring and improvement of the Local Enhanced Service (LES) for 

COPD. This LES is being introduced in 2011 after earlier development 

by the Respiratory Planning Group and a practice nurse training 

programme arranged by the MCN. 
 

- Review of respiratory primary care guidelines. Current local guidelines 

cover COPD, asthma and domiciliary oxygen. A note on use of pulse 

oximetry in primary care was circulated in 2010.   

 

1.3.12 QIS standards for COPD. These were published at the end of 2009. The MCN 

reported to the clinical governance implementation group on GGC services in 

comparison to the standards. This involved a substantial piece of work by sub-groups 

and the MCN Project Manager, in association with the audit team. It seems unlikely 

that compliance with the standards will be reviewed nationally in the near future. 

However, the exercise provided an opportunity to identify gaps and potential for 

improvement. 
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1.3.13 Respiratory education. The MCN has provided training for the COPD LES in 

association with the Practice Nurse Advisors Team; and advanced courses on COPD 

and asthma with Glasgow Caledonian University. 

 

 

1.4 Challenges and issues for 2011/12 

 

1.4.1 The work of the earlier Planning Group was during a time of financial expansion. 

Financial stringency makes the role of the MCN in improving services more 

challenging. 

 

1.4.2 Respiratory medicine is a large clinical area. The MCN should be a source for 

innovations and initiatives for improvement in care that are generated both from the 

MCN and more locally. The MCN has a role both in assessing and advising on 

proposals and in ensuring an evaluation of their outcome and benefit. 

 

1.4.3 Increased involvement by volunteer carers and patients is needed – this will be within 

a general ‘Patient Forum’ representing all long term conditions. 

 

1.4.4 The issue of earlier identification of COPD will be addressed. 

 

1.4.5 Self management advice for asthma and COPD will be promoted, in line with the 

 Health Board Supported Self Management Framework. 

 

1.4.6 It is hoped that a service to ensure ready access to spirometry in Clyde will be 

 established as a result of a review of respiratory physiology resources. 

 

1.4.7 Referral and completion rates for pulmonary rehabilitation will be kept under review. 

 

1.4.8 In line with the Health Board’s emphasis on, and funding for, community care 

schemes, admission prevention in chronic lung disease will be pursued, particularly 

by review of the respiratory nurse specialist role. 

 

1.4.9 Closer working between respiratory departments and primary care should improve 

support for patients with end stage lung disease. 

 

1.4.10 The electronic patient record provides opportunities for respiratory care as well as 

challenges. A sub-group will look at this, with a view to standardising information 

recorded across Respiratory Medicine. 

 

1.4.11 Continuing educational needs for all staff involved in respiratory care will be reviewed 

 with the establishment of a respiratory Training and Education Work Group. 

 

1.4.12 To take forward the Quality Improvement Scotland (QIS) COPD Standards Review 

action plan. 
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