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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. 
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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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2. Introduction 

 

Respiratory illness creates a substantial workload in both primary and secondary care. There 

is a long history of patients with respiratory illness being managed in specialist wards, 

originally as a follow up to the tuberculosis era. In time, respiratory medicine became more 

closely integrated into general medicine. However, it remains the case that most respiratory 

inpatients are managed in specialist wards. Over recent years there has been a parallel 

focus on the needs of patients with asthma and COPD in the community, with the 

development of specific guidelines for management of these conditions. 

 

The origin of the Respiratory MCN goes back to an initial Glasgow Planning Group for 

Chronic Obstructive Pulmonary Disease, set up in 2002. This was responsible for a local 

COPD guideline and support in diagnosis and management with Glasgow wide services for 

direct access spirometry and pulmonary rehabilitation. In 2006, the Group was renamed as a 

GGC Respiratory Planning Group. The further change to a Managed Clinical Network dates 

from October 2009. This change was facilitated by Scottish Government funding though it‟s 

Long Term Conditions Unit. This change formalised the relationship with the GGC Long 

Term Conditions Committee. It slightly widened the existing membership. The appointment 

of an MCN Co-ordinator improved the structure and communication links of the MCN, and 

gives support to the various sub groups of the MCN in pursuing specific work plans. 

 

The benefit of a group looking at respiratory services across the Health Board area has been 

self-evident over the last 10 years.   Some aspects of respiratory care are best managed 

locally but, for many services, and for much training activity, a co-ordinated approach is 

needed.   The Respiratory Planning Group achieved this to some extent by organic growth, 

but reached the point where its structure had to be formalised as part of the Board planning 

arrangements.   The switch to a Managed Clinical Network, though to some extent a name 

change, has had specific benefits: 

 The MCN has allowed us to link better into the Board‟s planning structure. 

 Communication of activity across the Board area has always been, and will probably 

continue to be, challenging.   The MCN, through its Co-ordinator, has established a 

quarterly newsletter, MCN website and improved communication links with primary 

and secondary colleagues. 

 

The Respiratory MCN has a continuing role in supporting Board wide respiratory services, 

initiating or encouraging new developments where appropriate, reviewing existing and future 

guidelines, and ensuring appropriate training opportunities. 
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2.1 Respiratory Epidemiology  

2.1.1 Overview 

Respiratory disease is posing an increasing burden on health services in both 

developed and developing nations in terms of the number and fraction of all 

admissions to hospital.  This is largely because of the combination of the impact on 

rates of Chronic Obstructive Pulmonary Disease (COPD) of the smoking epidemic; 

the aging of the population which makes pneumonia and COPD more likely as a 

cause of morbidity and mortality; and the rising prevalence of asthma, the aetiology 

of which is complex and controversial.  In addition to these common respiratory 

diseases, respiratory physicians address a wide range of other problems for which 

they have developed specialist programmes.  These include the use of non-invasive 

ventilation for sleep apnoea, which is a rapidly rising cause of referral from across the 

West of Scotland to the tertiary services offered within respiratory medicine; and 

palliative respiratory care for conditions such as advanced mesothelioma1, 

tuberculosis and COPD.  Nevertheless, most of the work of the Respiratory Managed 

Clinical Network (MCN) has been focused on COPD, which is common in Greater 

Glasgow and Clyde because of the high current and historical consumption of 

tobacco and is, therefore, of interest to both clinical and managerial staff. 

The intelligent interpretation of data, both ad hoc and routinely collected, should form 

the basis of health service planning.  A key part of any assessment of need is 

hospital admission data, which is a cause for concern because of the apparently 

inexorable rise in COPD admissions, whether measured as component episodes or 

as a continuous inpatient spells.   

The journey that patients make upon entering hospital with respiratory disease can 

be complicated and difficult to study using SMR1 discharge data, particularly if 

episode based data is emphasised over hospital stays, which are made of more than 

one episode of care. Patients may be admitted via a number of different routes 

including accident and emergency departments, then be transferred to medical 

receiving, then be transferred to general medicine and then be finally transferred to a 

specialist respiratory ward. In addition, it should be appreciated that most respiratory 

disease is diagnosed and treated by doctors who are not respiratory consultants, 

including general medicine. 

In 2009/10 (for which all the data was still provisional2 at the time of writing), there 

were 28,661 admissions (based on total episodes) for residents of GG&C for 

respiratory disease (ICD J00-J177) in the main diagnostic position, which made up 

8.41% of all admissions to hospital in the board area and for that year.  This rose 

from 24,124 in 2005/6, when it made up 7.29% of all admissions, demonstrating the 

                                                           
1
 Although malignant respiratory disease is not the focus of the work of the Respiratory MCN, and is addressed 

by the Lung Cancer Multi-Disciplinary Team, malignant mesothelioma does pose an increasing burden on 

respiratory services because of the epidemic of mesothelioma that resulted from the shipyard and other 

industrial exposures in the West of Scotland and that has only recently peaked.  
2
 In 2009/10, admissions for COPD in GG&C, coded as J44, fell considerably, explaining in part the drop in 

total admissions for respiratory disease but also the marked drop in total COPD admissions for that year. 
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rapidly increasing importance of respiratory disease as a cause of admission over 

that 5 year period.  Of these, 28,661 respiratory admissions, only about one fifth were 

recorded as respiratory ward admissions (speciality AQ) (n=6,200 or 21.6%).  

However, the designation of „respiratory ward‟ varies across the GGC area, and does 

not represent the proportion of patients under the care of respiratory physicians.  

Admissions to hospital for respiratory disease are an increasingly common cause of 

admission to other hospital wards, including general medicine wards, where they 

made up 16.9% of all such general medicine admissions in 2009/10 in GG&C, (main 

diagnostic position) or 27% if all diagnostic positions are considered (Figure 1).  

Between 2000/1 and 2009/10, admissions for respiratory disease in a general 

medical ward, in the main diagnostic position, rose from 9,425 to 15,536 and in any 

diagnostic position from 15,475 to 25,627. 

The epidemiology of the various respiratory diseases covered by the Respiratory 

Managed Clinical Network (Respiratory MCN) is varied and complex, depending on 

which disease is considered.  A needs assessment on COPD in Greater Glasgow 

and Clyde, commissioned by the Respiratory MCN, is currently underway.  This 

should help explain why admission rates for COPD are continuing to rise for both 

genders. 

 

Figure 1 Percentage of all general medicine admissions for GG&C 

residents that were for a respiratory diagnosis, J00-J77, by fiscal 

year 2001 to 2010.    (Provided by ISD, June 2011)    

 

 

This introduction provides some interesting epidemiological observations based on a 

short selection of tables and graphs, starting with a few descriptors of one of the 

major risk factors for the cause or exacerbation of respiratory disease in general, and 

COPD in particular, namely smoking. 
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2.1.2 Smoking in the GG&C area 

Overall, one third (33%) of respondents in NHSGGC were smokers in 2008, 

according to the 2008 NHSGGC Health and Wellbeing survey (sample size n=8500) 

(Table 2).  Smoking varies considerably across GG&C and is higher in areas of 

social deprivation: in 2008, in Glasgow North 42% were smokers whereas in East 

Renfrewshire just 20% were smokers.   

This highlights the point that, despite the fact that smoking is in decline, a 

considerable fraction of the population still smokes. Smoking-related disease will 

continue to pose a significant burden to NHS services generally, and respiratory 

services specifically. 

Table 2  Percentage of respondents that are current smokers, GG&C 

Health and Wellbeing Survey, 2008. 

Geographic area % 

NHS  GG&C 33 

Glasgow City 35 

Glasgow East CHCP 41 

Glasgow North CHCP 42 

Glasgow South East CHCP 30 

Glasgow South West 36 

Glasgow West CHCP 29 

Cambuslang and Rutherglen 23 

East Dunbartonshire 23 

East Renfrewshire 20 

Inverclyde 35 

Renfrew 35 

West Dunbartonshire 34 

 

Trend data on smoking prevalence in Glasgow City is shown in Figure 2 below, 

confirming that prevalence is declining in the local authority with the highest 

prevalence in Scotland. 

 

Figure 2   Percentage of respondents that are current smokers (Glasgow 

City), GG&C Health and Wellbeing Survey, 2008. 
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However, we know that there is a degree of under-reporting of smoking status in the 

Health and Wellbeing Survey and that the Scottish Health Survey may provide more 

reliable estimates of trend based on studies using urinary or salivary cotinine, which 

is a marker for active smoking.  Table 3 below, from the 2009 Scottish Health Survey 

(Table 4.1, Vol 1),  suggests that for Scottish residents as a whole, there has been a 

modest decline in prevalence for both males and females, which equalised for the 

two genders in 2009, and a marginal decline in the mean consumption by active 

smokers (in terms of cigarettes per day).    

 

Table 3 Prevalence (%) of current smoking in Scottish men and women, 

and mean consumption by active smokers by year according to 

the Scottish Health Surveys for 3 subsequent years of study 

between 2003 and 2009. 

Year 

Prevalence (%) of smokers  Mean consumption per day per smoker 

Men Women Men Women 

2003 29 28 15.9 14.7 

2008 27 25 15.7 13.7 

2009 25 25 15.3 13.4 

 

The same survey confirms that GG&C adults had a higher prevalence of smoking in 

2009 than for their Scottish counterparts and that there was a modest difference for 

men (28%) and for women (26%) (Table 4 below). 

 

Table 4  Smoking Prevalence (%), by age and sex, Greater Glasgow and 
Clyde, based on the subset of data from the Scottish Health 
Survey in 2009. Based on an un-weighted sample size of n=1124 
men and n=1,474 women. 

 

Aged 16 and over 
 

2008/2009 

Current 
Smoker 

Age range Total 

  16-24 25-34 35-44 45-54 55-64 65-74 75+   

Men 19% 36% 32% 30% 31% 18% 15% 28% 

Women 23% 26% 31% 34% 27% 24% 10% 26% 

 

The importance of tracking historical smoking prevalence and daily consumption in 

terms of number of cigarettes smoked (and therefore per capita overall consumption 

of smoked tobacco) by gender is highlighted in any study of COPD given that COPD 

prevalence, admission rates and mortality will reflect smoking habits a few decades 
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earlier, because of the relatively long latency period. As smoking prevalence has 

been declining in Great Britain since the mid 1940s in males and since around 1970 

in females, we might expect to see the impact of COPD on health and service 

demand declining for men and still rising for women, until the latter start to benefit 

from their change of habits.  The timing and rate at which these changes in trends 

occur, will vary by geographic area and may be expected to be delayed in Scotland, 

given that Scottish men and women started their decline in smoking prevalence a few 

years after their English and Welsh counterparts, and consumed more cigarettes per 

day and more tobacco overall (in kg) per year than their English and Welsh 

counterparts. In addition, in the now socially deprived parts of GG&C, legacies of the 

industrial past, not only was smoking prevalence higher than for the Scottish average 

but most other smoking parameters such as daily consumption, age starting 

smoking, degree of inhalation, use of roll-your-own cigarettes, use of manufactured 

filter free cigarettes and high tar brands, etc. were stacked against public health, 

suggesting a much greater hazard was actually experienced for any measured 

smoking prevalence as a percentage of the population.  

A plot of smoking prevalence by gender in Great Britain obtained from the Cancer UK 

shows the rise and fall of smoking prevalence as a percentage of the population in 

women that peaked in the early 1970s and the progressive fall in smoking prevalence 

in men that started before 1948 (Figure 3).   

Figure 3  A plot of smoking prevalence (%) by gender in Great Britain, 

1948-2009, obtained from the Cancer UK.  This graph shows 

smoking data weighted after 1998, sourced from the GHS, ONS; 

smoking data prior to 1974 from Wald  and Nicolaides-Bouman, 

1991; and actual lung cancer incidence data 1975-2008 from CR-

UK. 
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The starting points for the epidemics of smoking in males and females are not the 

subject of this report, nor of the COPD Needs Assessment.  However, it may be of 

interest to the reader to note that the stimulus for men to start smoking tended to be 

World War I, while that for women tended to be the end of WWII, hence the marked 

difference in timing of the peak of their respective smoking epidemics3.   

  

In order to obtain data on exposure to tobacco prior to 1948 and therefore to identify 

the peak consumption by men, it is necessary to examine other data.  There are two 

sources: one based on tobacco consumption by weight (that includes all forms of 

tobacco) provided by the Tobacco Advisory Council (TAC) which provides Scottish 

specific data on tobacco usage from 1958 onwards and another one from a 

publication on cigarette consumption by Wald et al (1988) which is also based on 

TAC data.   Wald showed the relevant time period (1905-1985) for annual per capita 

consumption of manufactured cigarettes (that exclude the use of snuff and chewing 

tobacco).  This suggests that the highest peak occurred in 1942 and 1973 for men 

and women, respectively, in Great Britain.  However, there was a period of fluctuation 

in men that lasted between 1950 and 1972 that complicates the picture and is not 

entirely supported by prevalence data shown in the Cancer UK graph. 

 

Figure 4 Annual per capita consumption of manufactured cigarettes from 

1905-1986, Based on TAC data and copied from Wald et al 1988. 

 
 

                                                           
3
 This topic has been studied and reported in detail in a PhD dissertation by Rosemary Elizabeth Elliot entitled 

“Destructive but sweet: cigarette smoking among women 1890-1990” that was submitted in October 2001 to the 

U. of Glasgow. 
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Nevertheless, the overall conclusion is that peak consumption of tobacco in males 

was much earlier (circa mid 1940s) than in females (late 1970s) and this will have 

implications for the peak mortality rates from COPD as well as the admission rates, 

given that prevalence should be one of the drivers of admission.  One would expect 

that 70 years after peak consumption of tobacco in men, mortality and hospital 

admission rates should be declining. 

 

2.1.3 Mortality from chronic lower respiratory disease 

Chronic lower respiratory disease in Great Britain 

Figures 5 and 6 depict maps of mortality ratios for chronic lower respiratory disease 

(J40-J44, J47), most of which is COPD, in Great Britain, by genderi.  They 

demonstrate that mortality rates are highest in Glasgow, the industrial areas of 

northern England and the Midlands, south Wales and London, where smoking 

prevalence is high and industrial pollution more prominent.  In contrast, rates are very 

low in most of the south of the country.  The geographical pattern of female deaths 

due to chronic lower respiratory disease is slightly more pronounced than that for 

those of males.   

Figure 5 Map of Great Britain showing SMRs for chronic lower respiratory 

disease (ICD10 J40-J44, J47) for males based on 25 years of data 

assimilated by Shaw et al 2008ii. 
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Figure 6  Map of Great Britain showing SMRs for chronic lower respiratory 
disease (ICD10 J40-J44, J47) for females based on 25 years of data 
assimilated by Shaw et al 2008ii. 

 

 

 

Age-standardised mortality rates for COPD across Europe, comparing Scotland to 

other countries 

Trends in age-standardised mortality rates for COPD provide an indication of the 

proportion of the population dying from COPD, while adjusting for the age structure of 

the population.  As the population ages, we can expect more deaths from COPD.  If 

age-standardised mortality rates for COPD rise, this means that COPD is causing 

proportionately more deaths, even more than would be expected by the aging of the 

population.  If age-standardised mortality rates for COPD are falling, this means that 

COPD is causing proportionately fewer deaths.  The absolute number of deaths due 

to COPD may be different, but this is of less importance as we may wish to assess 

whether things are improving or deteriorating rather than how many people actually 

die from the disease.  As we shall see from the graphs below, it is important to 

assess mortality rates separately for males and females as they are demonstrating 

different trends.  The graphs below show that the age-standardised death rates 

(ASRs) for Scots by gender compared to the best and worst European country, and 

their ranking over time.   

The age standardised rates (ASRs) for COPD for Scottish males, using all of Europe 

as the standard population, have been falling since the early 1960s and for the last 
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25 years, Scottish males have ranked third highest of all European countries, after 

Hungary, Denmark and Ireland.  The ASRs for COPD for Scottish females are also 

worth showing as they are still rising, and for the last 30 years, Scottish females have 

ranked second highest of all European countries, initially after Ireland and then 

subsequently after Denmark. 

 

Figure 7 Chronic obstructive pulmonary disease mortality age 

standardised rates among men aged 15-74 years 

Scotland in context of maximum, minimum, and mean rates for 16 

Western European countries Compiled by ScotPHO. Source data: 
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Figure 8 Chronic obstructive pulmonary disease mortality age 

standardised rates among women aged 15-74 years 

Scotland in context of maximum, minimum, and mean rates for 16 

Western European countries Compiled by ScotPHO. Source data: 
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In addition, it is useful to examine age standardised mortality rates for COPD by 

gender for GG&C residents using Scotland as the standard population (Figure 9 

below).  This shows that mortality rates for both men and women in GG&C have 

declined in recent years, although more sharply for men than for women, again 

reflecting the historical smoking profile by gender.  Men are recovering more quickly 

than women from the smoking epidemic because UK men started their decline in 

tobacco consumption about 25-30 years earlier than women.  As a result, of this 

earlier decline in peak smoking prevalence in males, the COPD mortality rates in 

2009 almost equalised for males and females.   
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Figure 9 NHSGGC Age Standardised (Scotland as Standard) Mortality Rate Per 

100,000 Capita, COPD (J40-J44) as Primary Cause of Death, by Gender 

and Year of Death Registration, 2000-2009 (Source: National Records 

Scotland)  
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Finally, it is informative to examine COPD standardised mortality ratios (SMRs) in 

GG&C residents by social deprivation based on Scottish Index of Multiple Deprivation 

(SIMD).   SMRs for COPD using Scotland as the standard population are steeply 

related to deprivation such that the SMR is more than 5 times higher in the most 

deprived decile (SIMD decile 1) than in the most privileged (SIMD decile 10). 
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Figure 10  NHSGGC Standardised Mortality Ratios, COPD (J40-J44) as 

Primary Cause of Death 2005-9, by SIMD Decile (Source: National 

Records Scotland)   
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Note: The SMRs for deciles 1 and 2 (most deprived) are statistically significantly 

higher than the Scottish average, but the numbers in the least deprived 

deciles are so low that they have very wide confidence intervals.) 

 

 

2.1.4 Hospital admission rates for chronic obstructive pulmonary disease 

Analysis of hospital admission data has become increasingly complex in recent years 

because of the plethora of data, the different ways of analysing hospital admission 

data (episodes, CISs, incidents, etc) and the increasing ways that are accessible to 

us to analyse the data, to obtain different perspectives that can be used as a proxy 

for prevalence and incidence, epidemiological measures that are usually obtained in 

community based surveys.  This is even more complicated for respiratory disease, 

where coding for different conditions can become confused (e.g. asthma being coded 

for what is actually COPD) and where a patient is very likely to be admitted more 

than once. We might want to study the genuine burden of disease as opposed to the 

recurring demand for health services, the latter of which may be influenced by 

discharge policies and higher subsequent readmission rates. A more detailed 

analysis of hospital admission rates for COPD is presented in the Needs Assessment 

for COPD for GG&C. Summary statistics in the form of age-standardised rates for all 

hospitalisations (continuous inpatient spells) and first hospitalisation for COPD 

(ICD10 J40-J44) in the main diagnostic position, are presented by gender for 

residents of GG&C aged 45 years and above in Figures 11 and 12. 

Admission rates for COPD (including first case of hospitalisation and all subsequent 

readmissions at any time for COPD, based on continuous inpatient spells) are rising 
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for both males and females in GG&C, although more steeply for women than for men 

(Figure 12). The apparent drop in 2009 should be disregarded given the steep drop 

in hospital admissions for COPD in that year that appears to have corrected itself in 

2010/11 data (not officially released by ISD as of July 2011). 

Concealed within these steady rises in total admissions, which reflect processes of 

care and depend on how hospitals record the various components of an admission, 

is a divergent trend for men and women for age-standardised rate of first case of 

hospitalisation for COPD for a continuous inpatient spell („incident‟ admission using a 

look-back exercise).  

 

 

Figure 11 Age standardised rate of all admissions (CISs) for COPD per 

100,000 (including first case of hospitalisation and all 

subsequent readmissions at any time for COPD) for GG&C 

residents by gender, with COPD (ICD10 J40-J44) in the main 

diagnostic position, 1991-2009. 
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Figure 12 Age standardised rate of first admission (CIS) for COPD per 

100,000 for GG&C residents, by gender, with COPD (ICD10 J40-

J44) in the main diagnostic position, 1992-2009. 
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This divergent trend in first hospitalisation for COPD, by gender, highlights the need 

to examine all COPD rates (whether prevalence, incidence, hospitalisation, mortality) 

by gender.  This opposing trend (rising for women and falling for men) highlights the 

different smoking histories of men and women (the fact that women started to reduce 

their smoking prevalence many years after the peak smoking prevalence in men).  

 

2.1.5 Prevalence of COPD versus asthma in GG&C 

The prevalence of doctor-diagnosed COPD is closely linked to social deprivation via 

the relevant risk factors which include smoking, air pollution and occupational 

exposure. This is demonstrated by the fact that the prevalence of COPD in 

NHSGG&C is second highest in Scotland (Figure 13) and, within NHSGG&C, is 

highest in the poorest CHCP areas (Figure 14).  It is important to note that doctor-

diagnosed COPD is the minimum prevalence of COPD as an undetermined level of 

milder disease will go undetected. 
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Figure13 Prevalence (%) of doctor-diagnosed COPD by health board, 

based on all GP practices, as confirmed by the QOF register, 

2009/10. n=29,914 for GG&C, n=106,429 for Scotland. 
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Figure14 Prevalence (%) of doctor-diagnosed COPD by CH(C)P as 

confirmed by the QOF register, 2009/10. n= 5,351 for E. Glasgow 

and n= 2,983 for N. Glasgow. 
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In contrast, the prevalence of doctor-diagnosed asthma is not clearly linked to social 

deprivation, has a more complex aetiology, is less common in GG&C than most other 

health boards in Scotland, and does not demonstrate a steep gradient by CHCP 

within GG&C  (Figures 15 and 16).   

 
Figure15 Prevalence (%) of doctor-diagnosed asthma by health board, 

based on all GP practices, as confirmed by the QOF register, 

2009/10. n=74,489 for GG&C, n=320,011 for Scotland. 
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Figure16 Prevalence (%) of doctor-diagnosed asthma by CHCP, based on 

all GP practices, as confirmed by the QOF register, 2009/10. 
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2.1.6 Local Enhanced Service (LES) for COPD 
 

A key component of the Respiratory MCN‟s respiratory health programme is the 

complications in those with existing disease. Much of this is delivered within the 

chronic disease management programme in primary care, through GMS Enhanced 

Services, which will achieve complete coverage in every CH(C)P from April 2011.  As 

of the mid 2011, this now includes a Local Enhanced Service (LES) for COPD.   

Figure 17 provides the numbers of patients participating in the various chronic 

disease management programmes.  The numbers participating in the LES for COPD 

will be available in 2012.  This demonstrates that initiatives aimed at improving our 

understanding of the nature of COPD patients in GG&C are underway and that 

improved treatment and clinical outcomes are expected to result from these 

initiatives.   

 

Figure 17 Patients participating in LES for chronic disease management, in 

2008-09, by CHCP.  
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Table 5 provides the numbers registered as having COPD according to the QOF as 

of July 2011.  This enables broad comparison by CH(C)P of the numbers registered 

as having COPD compared to the numbers with other chronic diseases who are 

involved in LES programmes. 

 

 

Table5 NHSGGC COPD Patients Diagnosed Before 01/04/2010, as of July 2011, 

by CH(C)P of Registered GP Practice. A small number of patients belong 

to GP practices that straddle the border and cannot be assigned at 

specific CH(C)P.  Hence the numbers do not add up to 57,078. 

E.G.  W. G.   S.E.G.  
S.W. 
G.  

East 
Dun  

 
 
W. 
Dun  

Inver
clyde  Ren  

 
 
S. Lan 

East 
Ren  N. Lan  Total 

12,054 7,151 5,138 5,375 3,407 4,337 3,770 4,141 2,183 2,144 1,224 57,078 
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3. MCN Structure 

 

3.1 Aim of Respiratory MCN 

To work with colleagues involved in management of respiratory disease to improve 

the respiratory health & quality of life of the people of Glasgow & Clyde; and to 

ensure that the adult population of Glasgow & Clyde has equitable access to high 

quality respiratory services, which are based on evidence, best value for money 

principles and patient preference. 

 

The MCN will focus on adult respiratory care, but anticipate links with paediatric 

services as certain work streams develop. 

 

Malignant Lung Disease will not be considered as a remit for the respiratory MCN, 

since this is included within the West of Scotland MCN Cancer Strategy. 

 

3.2 Objectives of Respiratory MCN 

 To develop and implement appropriate strategies and guidelines for Respiratory 

Disease, which reflect national guidelines and take into consideration all aspects 

of the patient pathway from prevention, diagnosis, acute management to longer 

term care and palliation. 

 To ensure the role of the MCN reflects the MCN Core principles contained 

within HDL(2007)21 “Strengthening the role of MCNs” 

 To ensure integration of these into the local health planning process.  

 To ensure that the Network promotes multi-disciplinary and inter-agency working 

- including involvement of patients, carers, local authorities and the voluntary 

sector in developing and planning preventive and care services. 

 To ensure within the constraints of available funding that adult respiratory 

services are evidence based and of high quality, and are designed to encourage 

equity of access. 

 To support & implement Respiratory health improvement strategies, which are 

incorporated within the NHSGGC Heath Improvement framework. 

 To establish a system of monitoring and reviewing the clinical effectiveness of 

respiratory services in Glasgow & Clyde – to deliver, at least, the NHS QIS 

standards. 

 To improve the quality of respiratory services through responding to results of 

audits and make the most effective use of existing resources, especially the 

workforce. 

 To develop IT services (which supports an Electronic Patient Record) within the 

overall national and local IT strategy, which will assist direct patient care, 

minimise clerical chores and deliver relevant, timely audit data as required by 

national bodies and for local service improvement. 

 To support implementation of local and national waiting time targets for out-

patient appointments, investigation and intervention. To acknowledge and deal 

with other delays in the patient journey. 

 To ensure that information about respiratory health and health care is available 

in accessible formats for those who wish to access it. 
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 Support the integration of primary & specialist services especially in relation to 

managing long term conditions 

 

 

3.3 Steering and Executive Groups    

With the establishment of the MCN, membership of the main Steering Group, which 

meets quarterly, was reviewed to ensure representation across various professional 

areas, voluntary organisations and patient representation.   A small functional 

Executive Group meets monthly and helps to take forward the business of the MCN.   

Much of the work of the MCN takes place through Work Groups, which are given a 

specific remit, but also identify developments within their own area.    

 

The MCN is also jointly responsible with the Board‟s Clinical Governance Committee 

for a Respiratory Clinical Governance Group.  

 

Further information on the structure and membership of the MCN can be found in the 

following appendices:  

 

Document: Appendice: 

Steering & Executive Group Membership Appendix 1 

Steering & Executive Group Terms of Reference Appendix 2 

 

3.4 Work Groups 

Most work groups are relatively short term, set up to oversee a particular project or 

area of work.   A few, like the Clinical Governance Work Group are standing groups 

with ongoing responsibilities.   Details of the Work Groups in existence in 2010 are as 

follows: 

 

Work Group Chair 

Clinical Governance Dr Robert Milroy 

COPD Early Supported Discharge Dr Jane Gravil 

Information Technology Dr Caroline Morrison 

Palliative Care Dr Scott Davidson 

Patient Focus & Public Involvement Ms Isobel Baxter 

Respiratory Physiology Dr Roger Carter 

Primary Care Dr Graeme Marshall 

Pulmonary Rehabilitation Ms Mary MacKenzie 

Self Management Dr Christine Bucknall 

Sleep Ms Cath McFarlane 

Domiciliary Non Invasive Ventilation Dr Stephen Banham 

Communications Dr Duncan MacIntyre 

Respiratory Prescribing Ms Noreen Downes 
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3.5 Flowchart of Structure 

 

 

 

COROPORATE MANAGEMENT TEAM 

ACUTE OPERATING DIVISION 

RESPIRATORY MCN 

EXECUTIVE GROUP 

RESPIRATORY MCN 

STEERING GROUP 

 

WORKING 

GROUPS 

 

WORKING 

GROUPS 

 

WORKING            

GROUPS 

  

 

GROUPS 

WORKING 

GROUPS 

 

RESPIRATORY 

CLINICAL 

GOVERNANCE 

NATIONAL 

RESPIRATORY 

MCN 

PFPI 

GROUP 
 
 

QUALITY 

GROUP 

 

NHS GGC RESPIRATORY MCN 

 



NHSGGC Respiratory MCN Annual Report 2010/11 

31 

 

 

4. 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 

Board‟s 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. 

 
 
 

5. Respiratory Guidelines  

 

5.1 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. 

 

 

5.2 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 
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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. 

 
 
5.3  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. 

 

 

5.4  Long Term Oxygen Therapy Guidelines.  
A review of this guideline was discussed.   However, it was agreed that the review 

would be deferred until after the National Short Life Working Group on Home Oxygen 

report is issued. 

 
 (Guidelines can be accessed on Staffnet, by following the link below) 

http://www.staffnet.ggc.scot.nhs.uk/Clinical%20Info/Clinical%20Guidelines/Clinical%2

0Guidelines%20By%20Clinical%20Topic/Pages/Respiratory%20Guidelines.aspx 

 

 

5.5 Asthma Guidelines. 

The following 2 asthma related guidelines are scheduled for review by the Difficult 

Asthma Group in 2011/12: 

- Asthma Primary Care Guideline 

- Omalizumab in Persistent Asthma 

 

 

 

6.  Review of Quality Improvement Scotland (QIS) Standards for Chronic 

Obstructive Pulmonary Disease. 

 

Quality Improvement Scotland published a set of clinical standards for COPD in March 2010. 

The Health Board‟s Clinical Governance Implementation Group asked the Respiratory MCN 

to conduct an assessment of COPD services against these standards. It was conducted 

under the various headings identified by QIS. 

 

- Organisation and delivery of COPD services 

- Case finding 

- Diagnosis and periodic review of COPD 

http://www.staffnet.ggc.scot.nhs.uk/Clinical%20Info/Clinical%20Guidelines/Clinical%20Guidelines%20By%20Clinical%20Topic/Pages/Respiratory%20Guidelines.aspx
http://www.staffnet.ggc.scot.nhs.uk/Clinical%20Info/Clinical%20Guidelines/Clinical%20Guidelines%20By%20Clinical%20Topic/Pages/Respiratory%20Guidelines.aspx
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- Pulmonary rehabilitation 

- Oxygen therapy 

- Home support 

- Intermediate care and supported discharge 

- Palliative care services 

 

The progressive development of COPD services over recent years has meant that many of 

these standards are being met across GGC. It was a useful exercise in identifying areas for 

review or further development. These are largely incorporated into work plans for the various 

working groups. The main issues identified for action are: 

 

 Staff Training – there is a fair amount of ongoing training in COPD particularly for 

Practice Nurses. A work group will be established to look more broadly at training 

and education needs. 

 

 Patient information – there is continuing uncertainty over patient information in COPD 

particularly in relation to advice and self management. The Self Management Work 

Group will draw together appropriate advice from local and national evidence and 

from currently available leaflets. 

 

 Case finding – the relevant standard is that “people with COPD are diagnosed in the 

early stages of the disease”. This raises questions about the possible role of case 

finding and screening spirometry. This will be reviewed by the MCN. 

 

 Diagnosis – a comprehensive spirometry service is available in Glasgow but not in 

Clyde, where diagnosis is mainly by local general practice based spirometry. This is 

under review. 

 

 Periodic review of COPD – a Locally Enhanced Service for COPD is being 

introduced and will need review (previous section). 

 

 Pulmonary rehabilitation – there is a need to maximise appropriate referral from both 

primary and secondary care, and to encourage continuing attendance once patients 

are referred. 

 

 Domiciliary oxygen therapy – the MCN has a guideline on this. However the service 

is being reviewed by the Scottish Office, with a possible change in equipment 

available. Local guidance will be reviewed thereafter. 

 

 Inpatient oxygen therapy – a British Thoracic Society guideline on this is widely 

supported but requires a change to ward based recording. Once introduced, this 

documentation will be accompanied by a training programme for staff. 

 

 Home support – Glasgow has a supported discharge service for COPD. Clyde has 

developed a pattern more of community based respiratory nursing. Evidence 



NHSGGC Respiratory MCN Annual Report 2010/11 

34 

 

suggests benefit from both approaches. The work pattern of respiratory nursing staff 

is being reviewed in the light of this experience (ESD sub group). 

 

 Palliative care – this is a developing area – see report from Palliative Care Work 

Group. 

 

 

 

7. Summary of key MCN / Respiratory Service achievements 

 

7.1 Introduction  

In the first year of the MCN establishment, most of the work groups have focussed on 

reviewing particular areas of the service, with the objective of identifying gaps and 

making recommendations for change.   This will, in turn, feed into work plans and 

objectives for future years.   Several groups have also been taking forward work that 

was already in process before the MCN was set up.    

Each work group has produced an annual report for 2010/11 which details 

recommendations, achievements & work in progress.   These reports, along with 

associated work plans and group membership lists can be found in the appendices & 

on the Respiratory MCN website www.respmcn.org.uk .   

 

7.2 A summary of the main work Group achievements in 2010/11  

 7.2.1 Communications 

 Developed quarterly MCN Newsletter with key messages 

 Established web site for Respiratory MCN  

 Developed and implemented reporting strategy for MCN work  

 Active participation in Scottish National Advisory Group for 

Respiratory Medicine 

 “What is an MCN?”  raising profile/presentations to specific groups of 

staff in CH(C)P areas 

 Development of Respiratory Glossary of terms 

 COPD “Where are we now event?” (2011) brought together 65 staff 

members from across NHSGGC CH(C)P and acute sector to discuss 

the future provision of COPD services.   Work is ongoing to review the 

feedback gathered at the event, and issues and themes will inform the 

2011/12 Work Group Plans.   The programme for the event is 

available at Appendix 3. 

http://www.respmcn.org.uk/
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 7.2.2 Non Malignant Palliative Care 

 Development of clinical indicators / pathway for patients with COPD 

 Pilot study of Advanced Care Planning (ACP) / patient held record 

 Development of clinical assessment tool for COPD 

 Palliative care training delivered to all GGC Respiratory Clinical Nurse 

Specialists 

 

 7.2.3 Information Technology 

 Development and implementation of electronic referral pathway (via 

SCI Gateway) for Pulmonary Rehabilitation, Spirometry and Sleep 

Services 

 Development and implementation of Local Enhanced Service template 

 

 

7.2.4 Pulmonary Rehabilitation 

 Development of revised patient information leaflet/ invitation letter in-

conjunction with PFPI group 

 Provision of more service user feedback on patients failing to attend 

appointments 

 Establishment of local assessment service in Easterhouse  

 

7.2.5 Clinical Governance 

 Respiratory Physiotherapy scoping exercise completed 

 Review/audit of British Thoracic Society Oxygen Guideline completed 

 Standardised Chest drain guidelines/equipment across GGC 

established. 

 Establishment of sub group for Respiratory Pharmacy/ Prescribing 

Management. 
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 Via Prescribing sub Group:- 

 Pharmacist-led COPD polypharmacy medication review clinics 

rolled out across GGC 

 Review of Inhaled Corticosteroid use in patients with COPD 

and issuing of MCN consensus statement outlining the 

management of patients in primary care.  

 Prescribing efficiencies: Prednisolone plain formulation instead 

of enteric coated 

 Inhaler Initiative: Development of educational information 

aimed at improving the use of inhalers within medical 

admission areas and acute wards, pilot commenced Spring 

2011 

 

7.2.6 Patient Focus & Public Involvement  

 Development of Patient and Carer role descriptions 

 Members completed Chest Voices training (provided by Chest Heart 

and Stroke Scotland) 

 Recruitment posters and response paid post cards developed 

 NHSGGC‟s Heart Stroke and Diabetes Forum to include respiratory 

 

 7.2.7 Sleep and Non Invasive Ventilation Services 

 Referral to treatment waiting times delivered for sleep services 

 Sleep Service pathway streamlined  

 Electronic administrations systems introduced (e-vetting rolled out / 

reporting via portal) 

 

7.2.8 Respiratory Physiology 

 Pilot project of referral from Spirometry testing to Smoking Cessation 

Services undertaken, outcome awaited 

 Establishment of central booking service for Spirometry 
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 Access established across Glasgow for respiratory physiology tests 

(Body plethysmography, Cardiopulmonary Exercise Testing (CPET), 

Arterial Blood Gas (ABG).) 

 An evaluation of the effectiveness of COPD case finding /patient 

outcomes around stopping smoking & spirometry outcomes in-

conjunction with BLF is at present being evaluated. 

 

7.2.9 Self- Management 

 Development & harmonisation of primary and secondary care Asthma 

Self- Management planning  

 Glasgow Supported Self- Management Trial completed and MCN 

recommendation statement completed 

 

7.2.10 Primary Care 

 Collating and sharing experience from local CH(C)P projects 

 Revised respiratory guidelines 

 Pulse Oximetry guidance 

 COPD /Long Term Oxygen Therapy guideline 

 Supporting appropriate respiratory training for GGC staff working with 

nursing homes. 

 Delivery of COPD LES training sessions across GGC 

 COPD & Asthma Diploma developed in-conjunction with Glasgow 

Caledonian University aimed at primary care practice nurses 

 

7.2.11 COPD Early Supported Discharge 

 Scoping exercise of general respiratory roles/resources across 

GGC completed 

 

 Review of model/ service activity, await final recommendations 

 

 Interim solution established to offer patients discharged form Vale 

of Leven Hospital a limited ESD service 

 

 Revised guidance on Oxygen alert card developed. 
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8.  Challenges and issues for the MCN  

 

8.1 Maintaining and developing communication channels across the NHSGGC 

Board area, in particular with CH(C)Ps / patients 

 

Communicating the work of the MCN is challenging, and the MCN has actively 

encouraged all members to promote the MCN within their respective constituencies. 

Communication across Primary Care is particularly challenging due to the limited 

number of Community Health Care Partnership (CH(C)P) representatives on the 

MCN Steering Group. Having a representative from every CH(C)P would increase 

the size of the group to beyond a manageable level. 

The CH(C)P leads on the MCN need to ensure that they have a mechanism in place 

to communicate across primary care. Other MCNs have similar issues and have tried 

a number of mechanisms, over the years, to improve this without much success.  

The MCN is a great opportunity to flag and drive the respiratory agenda forward. 

 

The CH(C)P Long Term Conditions (LTC) Leads forum is another route for 

communication.  This, in turn, feeds into the Long Term Conditions strategy group 

which MCN leads sit on.  It is important to improve links between the MCN and LTC 

strategy group, particularly in relation to development opportunities that support the 

delivery of targets. 

 

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 future this may be combined into a 

single update covering all MCNs 

 

The MCN has also developed a leaflet and poster presentation, both of which have 

been used to promote the MCN at a range of local and national events. 

 

 

8.2 MCN Financial constraints 

 

The Respiratory MCN received start-up funding for 2 years from the LTC Unit, 

Scottish Government, in October 2009. This was on the understanding that Health 

Boards would continue financial support thereafter. 

 

The funding enabled the appointment of an MCN Chairman / Clinical Lead and 

administrative and managerial support for a 2 year term. The funding has also helped 

cover set up and operational costs over the last 2 years.   

 

The Health Board has agreed to commit to permanent funding of the MCN Clinical 

Lead and MCN Co-ordinator post, together with the on-going administrative costs.  
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Unlike other MCNs within the NHSGGC Board area, the Respiratory MCN have no 

allocated recurring or non recurring budget to help them invest & commit to service 

development/ redesign, education. This may prove to be a challenge to the MCN 

over the next year.  

 

Over the last year the work streams generated by the MCN have been about 

reviewing services and redesigning within current resources .Continuing in this trend 

may prove to be much more difficult as new clinical service needs are highlighted. 

 

Some of the MCN work streams have been successful in accessing additional funds 

from other sources: 

  

 IT/ RTT (Routine Time to Treatment) development funds -  which has 

helped secure project manager to review clinical referral systems, Electronic 

patient Record and SCI referrals as well as implementation of COPD LES 

template 

 

 Pharmaceutical Industry Alliance Group - assisted with funding for COPD 

LES training and COPD and Asthma modules at Glasgow Caledonian 

University 

 

Other non recurring costs of the MCN have been supported from the balance of the 

MCN start-up funding.  These costs will require to be funded from on now by the 

Board. 

 

 

8.3 CH(C)P Project and reporting Strategy  

 

The MCN has been in existence since Oct 2009. During that time there have been a 

number of CH(C)P projects underway addressing aspects of care, particularly in 

relation to severe COPD. While the list below is almost certainly incomplete, 

CH(C)Ps have been encouraged to report both planned projects and outcomes to the 

MCN, via the Primary Care Work Group. The intention is that the MCN should be a 

resource for advice on project planning, and on the relevance of outcomes to overall 

care management. However, detail of how this should be approached and how it fits 

with the clinical governance structure, have not been adequately addressed. 

 

GGC projects for COPD within CH(C)Ps: 

 East Glasgow – Admission avoidance for COPD 

 East Dunbartonshire – Reduce unscheduled admissions and improve quality 

of care for patients with COPD 

 West Glasgow – Pilot intermediate care for COPD patients 

 West Dunbartonshire – COPD housebound pilot 

 South east – Improving the care of patients with end-stage COPD 
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8.4 Case finding / COPD awareness raising  

 

There is currently no specific strategy for COPD case finding in GGC. Case 

identification depends on patients presenting with symptoms. There are substantial 

numbers of patients with undiagnosed COPD. 

The MCN will review whether there might be a benefit in developing a strategy to 

identify these individuals.  

The QIS Clinical Standards for COPD include, as essential criteria, that “there is a 

strategy and implementation plan to identify people with undiagnosed COPD” and 

“the effectiveness of the case finding programme is monitored and evaluated”. The 

introduction gives a rationale for this based on an estimate of high numbers of 

undiagnosed disease. They further comment that early diagnosis could lead to 

intervention which might improve symptoms and, through smoking cessation, limit 

disease progression.  

The British Lung Foundation (BLF) received part funding from the Scottish Office to 

pursue further campaigns to raise awareness of symptoms of COPD over 2010/11. 

The MCN had advised BLF that we did not support routine screening of smokers. 

The MCN Executive members debated the value of raising awareness of symptoms 

of cough and breathlessness with the presumption of presenting to Primary Care and 

hence earlier diagnosis. There were arguments in favour of and against such an 

approach. 

In Favour 

1. This is a burden of undiagnosed illness particularly in areas of high 

deprivation. 

2. The presence of mild/moderate COPD with reduced FEV1 (Forced Expiratory 

Volume in one second) indicates both a risk of progression to severe COPD 

and an increased risk of vascular disease. 

3. There is a potential for symptom improvement. 

4. Awareness of COPD might be a boost to efforts at smoking cessation. 

5. COPD is a major disease burden and efforts at reducing its potential future 

incidence are therefore appropriate. 

 

Against 

1. The link between smoking and respiratory symptoms is well known and does 

not need further highlighting. 

2. It is more appropriate that individuals present with symptoms they perceive 

themselves in this situation. 
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3. Smoking cessation opportunities are widespread and available to all. There is 

no good evidence that individual knowledge of COPD increases smoking 

cessation rates. Improving the vascular outcome in COPD patients probably 

depends on smoking cessation 

4. Increased numbers on a COPD Register would have financial implication for 

the Health Board with uncertain clinical benefit. 

The majority view was that there is not a case for developing a programme aimed at 

increasing public awareness of the symptoms of COPD.  

However it was agreed that Respiratory would engage with the BLF to undertake a 

further awareness raising campaign in November 2010 within East Glasgow, linked 

with both the GGC Spirometry service and smoking cessation services, so that an 

evaluation of the effectiveness of case finding and patient outcomes could be sought.  

Dr Helene Irvine, Consultant in Public Health Medicine, GGC, has co-ordinated this 

evaluation and the final report is awaited. Hopefully the outcomes will help inform the 

MCN of future prevention and screening strategy for COPD patients in GGC. 

 

 

8.5 BTS O2 inpatient guideline implementation  

Led by the Clinical Governance Group, a pilot study of local implementation of the 

British Thoracic Society (BTS) Emergency Oxygen Use in Adult Patients Guideline 

(2008) has been completed within the Respiratory services. 

The Guideline makes recommendations for safe prescribing and safe administration 

of oxygen: 

 Every healthcare facility should have a standard oxygen prescription 

document or, preferably, a designated oxygen section on all drug prescribing 

cards  

 Clinicians should assess the clinical status of the patient prior to prescribing 

oxygen and the patient‟s condition should be reassessed frequently during 

oxygen use  

 A prescription for oxygen should always be written, except in life-threatening 

emergencies when it must be started immediately. [Grade D] 

 One of the primary goals of this guideline is to establish the prescribing of 

oxygen therapy in accordance with a target saturation range. 

 

In March 2009 an audit was undertaken in respiratory wards across the NHS Greater 

Glasgow and Clyde Health Board area, using the BTS Audit tool.   This audit found 

that emergency oxygen therapy was not being routinely prescribed.   Some facilities 
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did use oxygen orders, though these lacked target oxygen saturation ranges and, in 

any case, were not routinely completed for all patients. 

Following on from the March audit, it was decided to trial the introduction of oxygen 

prescribing in respiratory wards.   The oxygen prescription was introduced in the form 

of an Oxygen Management Plan incorporated into the MEWS observation chart.   

This amended MEWS chart was used in wards during June and July.   The trial was 

supported by staff training on oxygen therapy conducted in April / May, prior to the 

beginning of the trial. 

The objective in undertaking this work is to improve the way that oxygen is used in 

the clinical setting.    

The outcome of this pilot has been presented to the ECMS Clinical Governance 

Forum and requires to be integrated into Board strategy with regards to new drug 

Kardex and revised MEWS/SEWS chart. The implementation of this will involve a 

corporate approach to documentation and teaching. 

 

 

8.6 Clyde Clinical Services  

 

The development of services for COPD in the Glasgow and Clyde areas predates the 

amalgamation leading to GGC Health Board. There were as a result differences in 

services, some of which persist. 

 

Respiratory Nurse Specialists.  The RNS role in Clyde has been more community 

based. There is no early supported discharge service. This is being reviewed. 

Geographical factors are likely to make provision of a specialist nursing service in the 

Vale of Leven catchment area difficult. 

 

Primary Care Spirometry. It is likely that a mixture of a direct access service, as in 

Glasgow, and practice based spirometry will be appropriate. 

 

Respiratory physiology. There is inadequate physiology staffing in secondary care in 

Clyde. Overall, staffing within the Health Board area is being reviewed in the hope of 

addressing this. 

 

 

8.7 Recruitment / engagement with patients  

All patient/carer representatives linked to a Managed Clinical Network are supported 

through the HSD (Heart Stroke Diabetes) Forum. The Forum provides patient/carer 

representatives with training, support and networking opportunities to support them in 

their role. To reflect the formation of the Respiratory MCN, the Forum has been 

extended to include Respiratory MCN patient/carer representatives. Within the core 

Forum group, only 50% of the Respiratory roles have been filled. There is little 

involvement from patients/carers within the wider network either. Currently, 2 of the 

representatives on the Forum also regularly attend Respiratory MCN meetings. They 
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have outlined their own concerns that it may be more difficult for respiratory patients 

to engage with the MCNs due to the nature of their condition. The re-branding of the 

Forum to include Respiratory patients/carers will aid further recruitment initiatives, but 

the Respiratory MCN needs to consider the opportunities and activities for wider 

patient involvement beyond attendance at meetings. 

 

 

9. Key Business Areas Report 

The MCN has developed a specific report on key business areas that demonstrates, 

to the Board, our progress around MCN work streams that may impact on the Long 

Term Conditions Strategy, i.e. complex case management, maximising primary care 

support and reducing length of stay. 

There are a number of key themes within the MCN work that fit well within the 

organisations business objectives, namely: 

 

 Self- Management 

 Admission Avoidance 

 Early Supported Discharge & Reduction of Length of Stay 

 Staff development & education 

 Prescribing Management 

 Patient Information 

 PFPI  

 QIS standards 

 

The content of the Key Business Areas Report can be found in Appendix 4    Further 

details of work in any area is included in the individual work group annual reports on 

the MCN Website (www.nhsggc.org.uk/respmcn ) 

 

 

 

10. Respiratory MCN Work Plan Priorities 2011/12 

 

10.1 Standing Work Groups 

 

10.1.1 Communications 

 Identify skill/resource to maintain website in the future 

 Identify the benefits of joint newsletter template in-conjunction with other 

MCNs 

 Look for ways of improving on MCN communications across board area  

 Review the communication needs of the acute/primary care sectors and gaps   

 Develop communication strategy  

 

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

 Establish the involvement of respiratory volunteer patient and carer 

representatives in the recently re-constituted NHSGGC Patient Forum 

 Establish promotion & recruitment strategy in-conjunction with CHSS/BLF 

including the delivery of Chest Voices training 

 To ensure MCN are informed of respiratory themes/ actions that comes out of 

the “Patient Story Project” to help improve services. 

  

10.1.3 Clinical Governance 

 Identify a strategy for the implementation of BTS inpatient Oxygen guideline 

across the Emergency Care and Medical Specialties Directorate, GGC 

 Inform MCN of themes/ action that come out of clinical incidents 

 Identify Respiratory prescribing management initiatives via Prescribing sub 

group 

o drug wastage/costs/use 

o guidance advise 

o prescribing practice  issues 

 Establish audit sub group which includes a mechanism for the evaluation of 

service review reports 

 Review of Pulmonary embolism clinical guidelines (expired March 10) 

 

 

10.2 Ongoing work groups 

 

10.2.1 Non Malignant Palliative Care 

 Establish NHS GGC Respiratory Anticipatory Care Plan   

 Implement a structured programme of education and development in 

conjunction with palliative care services 

 Establish an interim system of sharing information/supporting  joint working 

across primary and secondary care whilst awaiting the roll out of Electronic 

palliative Care Summary (e-pCS)  

 

10.2.2  Non Invasive Ventilation (NIV) 

 Establish requirements/ model of care for domiciliary NIV service across NHS 

GGC  

 Establish a proposal for Complex NIV regional plan 

 Review NIV pathway session action plan and implement changes 

 

10.2.3 Primary Care 

 Review all completed Respiratory related CH(C)P projects completed and 

advise MCN of outcomes/benefits to help inform future service development. 

 Review and identify any gaps in Respiratory patient information requirements 

across primary care 

 Identify/advise on model of care for COPD admission avoidance in 

conjunction with Respiratory Nurses Specialist Group 
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 Identify areas of primary/secondary joint working that may improve service to 

patients 

 Review/establish a system for evaluating LES outcomes 

 Review/monitor/update LES screen in-conjunction with LES change process 

group 

 Review and update all current NHS GGC respiratory clinical guidelines 

(available on staff net) 

 Identify any gaps in primary care respiratory guidance and develop as 

required 

 

10.2.4 IT  

 To fully implement EPR database (Pulmonary Rehabilitation/ESD) 

 Interface between primary/secondary care and sharing of information 

 Clinical portal and development of acute EPR/generic forms 

 

 

10.3 New Proposed Work Groups 2011/12 

10.3.1 Training & Education 

 Complete  training needs analysis of Respiratory staff 

 To support COPD LES training update 

 To support COPD/Asthma CGU models 

 Review joint development needs of CNS/PN, identifying opportunities for 

mentoring, supervised practice, job shadowing, joint working, etc. 

 

 

10.4 Other work in progress 2011/12  

10.4.1 Self Management 

Formal work Group to be disband spring 2011, work to be led by Dr Bucknall 

& MCN to be kept updated on progress 

 Development of NHS GGC generic COPD patient self management 

Information 

 Development of Self Management guidance notes for staff 

 Development and pilot of generic NHS GGC Asthma Self Management plan 

 Development of self and case management for COPD patients in conjunction 

with Respiratory Nurse Specialists, Practice Nurses, General Practitioners. 

 Pilot the benefits of self management training within pulmonary rehabilitation 

package in conjunction with primary care 

 

10.4.2 Respiratory Nurse Specialists (ESD/Admission Avoidance schemes) 

Formal work Group to be disband  Autumn 2011, work to be led by Dr  Gravil/ 

Lead Nurse and MCN to be kept updated on progress 

 Establish a Primary Care model of admission avoidance for COPD patients 

 Establish a AMU/MAU model of early discharge for COPD patients 

 Establish Respiratory Nurse Specialist role in all respiratory conditions, 

inclusive of COPD/Asthma 

 Standardise clinical protocols/patient information across GGC 
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 Establish how best to offer Vale of Leven catchment area these services, both 

in the interim and future 

 Complete audit as per QIS COPD action plan 

 Consider role of Respiratory Nurse Specialist within Palliative care/ self 

management initiatives 

 

10.4.3 Pulmonary Rehabilitation 

Formal work Group to be disband Spring 2011, work to be led by Elaine 

McKay, PR Team Lead, and MCN to be kept updated on progress 

 Continue to identify gaps & improve patient experience/referral 

rates/completion rates. 

 

10.4.5 Respiratory Physiology working group 

Formal work Group to be disband Spring 2011, work to be led by Roger 

Carter, and MCN to be kept updated on progress 

 Review evaluation report of the effectiveness of case finding/patient 

outcomes and establish a strategy for GGC in the future. 

 Establish how best to offer Direct Access spirometry across Clyde 

 Consider the outcome of smoking cessation pilot and roll out implementation 

if required 

 Establish requirements/ model of care for new South Hospital Respiratory 

Physiology Services in conjunction with the Respiratory Specialist Advisor. 
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APPENDIX 1 

Respiratory Managed Clinical Network 
 

Executive and Steering Group Membership 
List for 2010/11 

 
 

Role /Representation  Name 

Executive Group members  

Lead Clinician Acute /Chair  Dr Duncan McIntyre (DMac) 

Lead Clinician CHP for Respiratory co-chair Dr Graeme Marshall (GM) 

MCN Respiratory Project Manager Ms Linda McCarron (LMc) 

MCN Administration /facilitator Ms Isobel Baxter (IB) 

Respiratory Specialist Advisor  Dr Robert Milroy /Dr Stephen Banham 
(SWB) 

General Manager ECMS Directorate Ms Catherine McFarlane (CMcF) 

Director, Glasgow City CHP - South Sector Mr D Walker (DW) 

Head of Acute Planning  Ms Sharon Adamson/Heather McVey 
(SA)/(HMcV) 

Head of Health Improvement & Inequalities Ms Anna Baxendale (AB) 

Head of Respiratory Physiology Dr Roger Carter (RC) 

Consultant in Public Health medicine Dr Helene Irvine (HI) / Dr Caroline Morrison 

  

Acute Care members  

Consultant Respiratory medicine North sector Dr George Chalmers (GC) 

Consultant Respiratory medicine South sector Dr Scott Davidson (SD) 

Consultant Respiratory medicine West sector Dr Stephen Banham (SWB) 

Consultant Respiratory medicine Clyde sector Dr Jane Gravil (JG) 

Respiratory Medicine University Dr Malcolm Shepherd (MS) 

Lead Nurse Acute Ms Kirsty Murray (KM) 

Acute Head of Allied health professionals (AHP‟s) Ms Anne Ross   (AR) 

Pulmonary Rehabilitation Clinical Psychology Dr Kim Kirkwood (KimK) 

Acute Respiratory Pharmacist Mr Rob Puckett (RP) 

Pulmonary Rehabilitation Team Leader Ms Elaine MacKay (EMc) 

Clinical Governance Facilitator  Ms Alison Freeman (AF) 

Paediatric Transitions Dr James Paton (JP) 

Primary Care members  

LMC Glasgow & Clyde Dr Nigel Pexton (NP) 

Lead Nurse Practice Nurse Advisor Ms Gillian Hallyburton (GH) / Ms Kathy 
Kenmuir 

Primary Care Support Manager Mr Tom Clackson (TC) 

Community Pharmacy Lead Ms Noreen Downes (ND) 

Corporate members  

LTC lead & MCN planning manager  Ms Karen Ross (KR) 

PFPI Lead Ms Marion O‟neill(PF) 

Palliative Care representative Dr Scott Davidson (SD) 

Voluntary Sector members  

CHS/Voluntary service  Ms Josie Murray (JM) 

Head of BLF Scotland/Northern Ireland Mr James Cant (JC) 

MCN Patient Representative GGC Ms Ina Miller 

MCN Patient Representative GGC Mr Bill Cameron 
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APPENDIX 2 

 

Respiratory Managed Clinical Network 
 

Terms of Reference 

 
 

 

 

Aim of Respiratory MCN 

To work with colleagues involved in management of respiratory disease to improve the 

respiratory health & quality of life of the people of Glasgow & Clyde; and to ensure that the 

adult population of Glasgow & Clyde has equitable access to high quality respiratory 

services, which are based on evidence, best value for money principles and patient 

preference. 

The MCN will focus on adult respiratory care, but anticipate links with paediatric services as 

certain work streams develop. 

Malignant Lung Disease will not be considered as a remit for the respiratory MCN, since 

this is included within the West of Scotland MCN Cancer Strategy. 

 

Objectives of Respiratory MCN 

 To develop and implement appropriate strategies and guidelines for Respiratory 

Disease, which reflect national guidelines and take into consideration all aspects of the 

patient pathway from prevention, diagnosis, acute management to longer term care and 

palliation. 

 To ensure the role of the MCN reflects the MCN Core principles contained within 

HDL(2007)21 “Strengthening the role of MCN’s” 

 To ensure integration of these into the local health planning process.  

 To ensure that the Network promotes multi-disciplinary and inter-agency working - 

including involvement of patients, carers, local authorities and the voluntary sector in 

developing and planning preventive and care services. 

 To ensure within the constraints of available funding that adult respiratory services are 

evidence based and of high quality, and are designed to encourage equity of access. 

 To support & implement Respiratory health improvement strategies, which are 

incorporated within the NHSGGC Heath Improvement framework. 

 To establish a system of monitoring and reviewing the clinical effectiveness of respiratory 

services in Glasgow & Clyde – to deliver, at least, the NHS QIS standards. 

 To improve the quality of respiratory services through responding to results of audits and 

make the most effective use of existing resources, especially the workforce. 

 To develop IT services (which supports an Electronic Patient Record) within the overall 

national and local IT strategy, which will assist direct patient care, minimise clerical 

chores and deliver relevant, timely audit data as required by national bodies and for local 

service improvement. 
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 To support implementation of local and national waiting time targets for out-patient 

appointments, investigation and intervention. To acknowledge and deal with other delays 

in the patient journey. 

 To ensure that information about respiratory health and health care is available in 

accessible formats for those who wish to access it. 

 Support the integration of primary & specialist services especially in relation to managing 

long term conditions 

 

 

Respiratory MCN Structure 

MCN Leadership 

Dr Duncan MacIntyre, Consultant Physician Respiratory Medicine is the MCN Clinical Lead; 

he will have overall responsibility for the functioning of the MCN and will chair the Executive 

and Steering groups.  

Dr Graeme Marshall, Principle in General Practice is the Lead Clinician for CHCP in 

Respiratory Medicine and will act as co-chair.  

Dr Stephen Banham Consultant Physician Respiratory Medicine is the Respiratory Specialty 

advisor and contributes to both the Divisions & the specialty‟s overall clinical strategy and 

has a lead role in Clinical Governance for respiratory Medicine. 

These posts will be for a fixed term appointment. 

 

MCN Administrative & Management Support 

Ms Linda McCarron is the MCN Project Manager with responsibility to the Clinical Lead and 

operationally accountable to General Manager, West Medicine, ECMS, Acute Services 

NHSGGC. She will support the development and establishment of the MCN / working group 

within respiratory medicine. 

A MCN administrator/facilitator will also be appointed to help co-ordinate the work of the 

MCN & maintain effective joint working networks across primary and secondary care. 

 

 

MCN Group Structure/Membership 

The structure/ membership of MCN Executive, Steering & all working sub groups will be 

reviewed annually or following completion of specific work streams.  
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Executive Group 

 

Aim: This group is responsible for taking forward proposals on behalf of the MCN Steering 

group.  It has a degree of autonomy but is ultimately answerable to the MCN Steering 

Group. It is a small functional executive group with clinical, patient and managerial 

membership representative of the MCN as a whole. 

 

 

Chair:  Dr Duncan MacIntyre 

Co-Chair:  Dr Graeme Marshall 

 

 

Remit 

 To meet monthly 

 To progress the work of the MCN and support its Steering & Working groups 

 Act as an advisory group on Respiratory issues 

 Consider proposals from MCN working groups to improve services 

 Recommend to GGC Health Board how respiratory funding should be allocated & spent.  

 Ensure the MCN fulfils its obligations 

 Establish work plan/priorities for MCN  

 

 

Steering Group 

 

Aim: This group‟s role will be to develop strategies for Respiratory Disease for board 

approval, to prioritise and oversee the implementation of these strategies and to monitor 

and evaluate services and to provide advice to the board as required. 

 

The members of the MCN steering Group represent the various people involved in the 

management of respiratory disease within NHSGGC and are responsible for representing 

their constituency views. They will, feed back to those constituencies, offer expert opinion 

and actively participate in the smaller working sub groups. 

Members will be responsible for informing their constituencies of the work and will 

canvass opinion on topics under discussion and development. 

Effective communication between the MCN Steering Group, subgroups and all those with 

an interest in respiratory health is vital to ensure no disenfranchisement of any particular 

group. 
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Chair: Dr Duncan MacIntyre 

Co-chair: Dr Graeme Marshall 

 

 

Remit 

 To meet quarterly 

 Develop strategies for respiratory disease NHSGGC 

 Identify the main priority areas and develop action plan for the immediate & long 

term benefit of patient and carers 

 To agree annual work plan of MCN and delegate appropriate responsibility to 

working groups  

 Monitor progress of working groups against work plans 

 Develop & implement communication strategy 

 Develop & implement Quality assurance programme  

 Encourage education & training opportunities 

 Map patient pathways to establish clearly defined structure of service delivery 

 Production of annual report 

 Participate in national, regional and local consultations 

 monitor quality of care delivered through network in liaison with the respiratory 

governance group 

 

 

 

Working Subgroups 

 

Aim: Much of the work of the MCN will be done in sub-groups covering specific areas and 

working to specific remits to ensure initiatives and priorities from the MCN work plan are 

taken forward.  

 These groups will meet when deemed necessary (often monthly) and can be split into 

further sub groups as required.  Some of the groups are seen as long term but others will 

be set up for the short term to cover a specific number of tasks. The chair will usually be a 

nominated member of the MCN Steering Group; the other membership will be drawn 

widely and not just from MCN members.  

These groups will provide both regular update and formal reports to the MCN Steering 

group. 

 

The longer term subgroups will include Quality/ Audit / Clinical effectiveness and Patient 

Focus public Involvement (PFPI) 
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The remit of these & the development of other working subgroups will be determined 

annually in line with the MCN work plan. 

 

 

MCN Reporting Arrangements 

 

NHSGGC Respiratory MCN Steering group: This group is accountable to Acute Operating 

division of NHS GGC. The Chair of the MCN will provide as required updates on the 

progress of the MCN‟s annual work plan to the AOD Chief executive for forward 

communication across NHS GGC.  

 

Working Subgroups: The Chairs of all subgroups of the Respiratory MCN will provide 

updates for each meeting of the MCN steering group, and formal reports as appropriate. 



NHSGGC Respiratory MCN Annual Report 2010/11 

53 

 

APPENDIX 3 
 
NHSGGC Respiratory Managed Clinical Network 
 

Chronic Obstructive Pulmonary Disease:  
“Where are we now?” Event 
 

1.30 pm to 4.30 pm, Wednesday 25th May, 
Campanile Hotel, Glasgow 
 

Aim: 
To allow those involved in COPD management to review / discuss current activity in the GGC area; to 
consider areas for further development, focussing particularly on patient information; to explore how we 
deal with those at the more severe end of the spectrum  

 

Draft programme outline: 

 

Setting the scene: Presentations (10 to 15 minutes each) 
 

 Introduction – Duncan MacIntyre  

Size of problem, Summary of QIS review highlighting areas for future action / development  
 

Getting appropriate care – Graeme Marshall  

GGC guideline review, Introduction of LES, Maximising benefit from pulmonary rehab  
 

What does the patient do? – Christine Bucknall  

Appropriate information at different stages of disease, Glasgow self management study, Local 
practical experience, A planned approach?  

 

Acute episodes and recurring admissions – Jane Gravil  

Current ESD service, Possible development options  
 

Palliative care / Stage 5 disease – Dave Anderson 

Primary care perspective – identifying patients, Secondary care – specialist services , Working 
better together? 

 
Discussion in groups – with coffee! 60mins  

Provisional questions (subject to change): 

  Can we improve information to patient at time of diagnosis? 

  Are we making best use of smoking cessation services? 

  Can we improve rehab uptake? 

  Do we have an agreed message for exacerbation recognition and management? 

  How do we get self management advice across? 

  What gaps are there in identifying and supporting those with severe disease? 

  Can we improve hosp / community links for those with severe disease? 
 

Feedback  
Suggestions and conclusions will be summarised and circulated to all participants for comment after the 

meeting. 

 
Invitation  

Open to all with an interest in COPD. 

 

Registering for event: 

Contact Charlie Craig   t. 0141 232 9507 

e. Charlie.Craig@ggc.scot.nhs.uk 



NHSGGC Respiratory MCN Annual Report 2010/11 

54 

 

APPENDIX 4  

Respiratory MCN  Report on Key Areas March 2011 

 

Theme Work Stream Lead Area Progress Target Date 

Self 
Management 

1. GGC COPD Self 
Management  3 yr 
Study 

 
 
 
 
 
 
 
 
 
 

2. Asthma Self 
Management Plan 

 
 
 
 
 
 

3. Scottish Centre for 
Telehealth Initiatives 
/ Pilots for LTC 
(Renfrew & 
Inverclyde CHP) 

Acute 
GGC 
 
 
 
 
 
 
 
 
 
 
 
Acute 
GGC 
 
 
 
 
 
 
LTC/CHP 
Clyde 
 
 
 

1. Study complete, await final report. It demonstrated that self 
management intervention has benefits, but unfortunately it 
showed no difference in readmission or mortality rates. Self 
management advice may help some patients but not others. 
Individuals identified as ‘good self managers’, did have less 
admissions.  
Next step is to develop recommendations/patient information 
around “How and what self management advice should be 
given to patients?” within GGC. This will help inform some of 
the enthusiasm to pilot self mgt models within CHP’s. 

 
 
 

2. A common primary/secondary GGC document has been agreed 
which contains sections for use by A&E, ward, OPD and 
community based staff; this is being circulated for comment to 
the wider respiratory community before becoming our 
proposed standard document. 

 
 
 

3. RENFREW CHP, extract from Evaluation report:- 
               -Evidence of prevention hosp admissions 
               -Improved pt confidence & well being 
               -Good opportunity  to use Telehealth for   treatment of LTC 
               -need evidence on cost effectiveness 

June 2011 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 
 
 
 
 
 
 
 
 
completed 
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4. East Glasgow CHCP self 

mgt/admission 
avoidance COPD 
patients:-. 

      -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.  

    - Keen to develop links 
with the BLF/ESD nurses 
acute care 

    - Establish care pathways 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

LTC/CHP East 
Glasgow 

               -recommend extended trial 
               -need to secure project management resource 
 
 
 
 
MCN NAG Update: - Scottish group set-up to review the role of 
Telehealth/pilots across the country led by Scottish Centre for 
Telehealth (SCT), Chair Morag Barrow (NHS Lothian) & will report 
findings to NAG. Helene Irvine Consultant in Public Health to represent 
Respiratory GGC on group 
 
 
 
4. A 12 mths Pilot of Nurse Delivered Self Management Programme for 
COPD patients (August 2010) 
Aim; To pilot this for patients in 4 general practices in East Glasgow 
CHCP by Practice Nurses and District Nurses trained in COPD 
management and motivational interviewing. 
Entry criteria: Patients with moderate and severe COPD who have had 
2 or more exacerbations treated with oral steroids, or one or more 
admission to hospital in the past year. 
 
All patients will receive specific self-management training from a 
district nurse together with an action plan for use over the 12 month 
period. The non-intervention group will be assessed in the same way 
but receive normal care over the 12 month period. Selection into each 
group will be based on lists of cases of COPD from the practices. 
 
 
 
 

 
 
 
 
 
 
 
May 2011 
 
 
 
 
 
 
August 2011 

 SELF-MANAGEMENT  There are a number of local CHP initiatives that are looking at the June 2011 



NHSGGC Respiratory MCN Annual Report 2010/11 

56 

 

MCN ACTION benefits of COPD self- management. 
There is continuing uncertainty over patient information in COPD 

particularly in relation to advice and self- management. The self -

management MCN work group will draw together appropriate 

advice from local and national evidence and from currently 

available leaflets to guide & inform the enthusiasm across 

Respiratory services GGC. Final report on from MCN self- 

management due April 2011. 

A COPD “Where are we now?” event is planned for the 25th may 

2011. This session is aimed at Clinicians involved in COPD care 

across Primary & Secondary care. The event will allow clinicians 

to review & discuss current COPD services/pilots & consider areas 

for further development. Outcomes will form part of the 2011/12 

MCN work plan. 

 

 
 
 
 
 
 
 
 
 
 
 
June 2011 

Admission 
Avoidance  

1.To develop & establish a 
model of COPD Admission 
avoidance & readmission 
rates across GGC 

 
 
 
 
 
 
 
2. West Dun CHP 

COPD housebound pilot 
to test the feasibility and 
effectiveness of a 

LTC/CHP 
South 
East 
 
 
 
 
 
 
 
 

LTC/CHP 
West Dun 

 
 

1. Work in progress recommendations awaited MCN ESD work 
group. Group reviewing potential clinical model to be piloted & 
then evaluate before roll out. Anticipate respiratory CNS role 
more focused in primary care with GP having direct access to 
specialist knowledge / skills for review of non- emergency 
patients aimed at more severe COPD patients. Discussion 
underway with Primary care re identifying patients, model, & 
how to compliment existing services, LES etc. 

 
 
 

2. Recommendations and further work reported to MCN   June 2010: 
 

 To roll out the COPD housebound service to all practices across 
the CHP from July 2010 

June 2011 
 
 
 
 
 
 
 
 
 
 
 
May 2011 
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dedicated team to 
support COPD patients 

 
 
 
 
 
 
 
 
3. Long Term conditions 

SPARRA (COPD) care 
management pilot South 
East CHP 
 
A 6 months pilot, to ; 
- Reduce / prevent hosp 
admissions. 
- Evaluate care 

management 
outcomes. 

- Improve 
communication / 
integration - between 
health and social. 

- evaluate impact of care 
management on 
services 

   
 
 
4. West CHCP 
Pilot intermediate care for 

 
 
 
 
 
 
 
 
 
 
LTC/CHP 
South 
East 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LTC/West 
CHCP 

 To foster good relationships with practice nurses and sharing 
resources  

 To develop further work with the Council for Voluntary 
services on Befriending. 

 
Dr Marshall MCN has discussed further with team & await feedback on 
evaluation around how this links/ compliments COPD LES. 
 
 
 
3. Dr MacIntyre  d/w Kevin Fellows to clarify aims of pilot:- it is hoped 

that this is a potential route for identification & delivery of services 
to COPD patients & that it will compliment previous work done on 
MRC 4/5 patients, potential to link in with Respiratory CNS pilot. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4. Extract from report: 
Readmission:  A pilot was carried out in Knightswood area to identify 

 
 
 
 
 
 
 
 
 
 
May 2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
May 2011 
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COPD patients 
Main aim is to support 
people with COPD who are 
at risk of repeat hospital 
admission to remain or 
return to their own homes.  
A number of initiatives:- 
- identify at risk patients 
- PR homecare pilot 
- Telehealth 
- Training 
 
 
 
5. East Dunbartonshire CHCP 
“Reduce unscheduled 
hospital admissions & 
improve quality of care for 
patients with COPD” 
 
 
 
 
 
 
 
 
 
   
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
LTC/CHP East 
Dun 

patients most at risk of readmission using SPARRA data.  Joint 
assessments using SSA were carried out to identify patients' needs.  
Results showed only 2 patients required further input from services. 
 
PUL Rehab Homecare pilot:- 3 months pilot in-conjunction with Acute 
service  to assess & identify patients who would benefit from a PR 
home visit to optimise care to people with limited access to GP, 
evaluation of pilot awaited.    
 
OD Event:- Organisation Development  event to be arranged  to shift 
balance of care through mapping patient pathway and identify gaps in 
service  provision etc 
 
 
5. Extract of report & recommendations they would like to take 
forward – 

 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 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Complete 
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 ADMISSION AVOIDANCE 
MCN ACTION 

 
 
 
 

 MCN to review evidence / approaches of care from CHP pilots 
including recommended model of care options from ESD work 
group final report in June 2011 & agree model of care for services 
across GGC. 
The COPD “Where are we now?” event  planned for the 25th May 
2011 will offer an opportunity to further review, discuss and 
recommend areas for development. Outcomes will form part of 
the 2011 / 12 MCN work plan. 
 
 
 
 

June 2011 

COPD Early 
Supported 
Discharge 
Schemes / 
Reduction in 
Hospital LOS 
 
 

1. Review the effectiveness 
of the ESD Glasgow model. 
(with particular reference to 
the ward review /suitability 
process). 
 

Acute 
GGC 

1. Evidence that Glasgow ESD service works and reliably discharges 
30% of admissions but too much time spent reviewing inpatients 

      Clyde has a more community approach avoiding admissions. 
Glasgow has a supported discharge service for COPD. Evidence 
suggests benefit from both approaches. The work pattern of 
respiratory nursing staff is being reviewed in the light of this 
experience.  

  
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 
AMU and MAU to catch patients early and avoid admission.  This also 
allows the CNS 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 CNS’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 

 
June 2011 
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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. 
 
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 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.   
Final report/recommendation from ESD work group due May 2011. 
 

 COPD ESD /REDUCE LOS 
MCN ACTION 

 
 
 
 
 

 Work in progress via group to establish AMU / MAU model to review 
COPD patient as early as possible after admission. Pilot underway in 
MAU WIG site & rolling out shortly to GRI site.  
MCN requested pilot data activity information to review the benefits/ 
inform model for GGC. 
 
Monthly ESD data collection / LOS need to be rolled out to Clyde area 
so that activity collection approach is standardised & GGC is able to 
compare & identify gaps. 
 
VOL, group reviewing redistribution of CNS resource to offer limited 
service to this area in the interim.  Await optional appraisal from 

June 2011 
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group. 
 
The COPD “Where are we now?” event  planned for the 25th May 
2011 will offer an opportunity to further review, discuss and 
recommend areas for development. Outcomes will form part of the 
2011 / 12 MCN work plan. 
 

Staff Education & 
Development 
 
 
 

To identify staff training & 
development needs & 
implement action plan 
 
 
 
 
 
 

GGC LES Training 
During 2010 the MCN has actively supported the work and training for 
the introduction of a Locally Enhanced Service for COPD. This has now 
been rolled out across GGC and an update session on COPD will be 
developed in early 2012. 
 
 
 
 
Respiratory COPD &  Asthma Diploma Module CGU 
Advanced Assessment and Management of Asthma & COPD in Primary 
Care Module, at Glasgow Caledonian University developed in 
conjunction with CGU in 2010 / 11  
This opportunity is open to all PN in GGC & acute staff. The module 
offers an integrated theory to practice approach to support 
professional learning, aiming to develop advanced assessment and 
management skills for practitioners working within primary care 
settings. The study topics delivered by local respiratory clinicians 
include: pathophysiology; clinical examination; pharmacology; 
spirometry, pulmonary rehabilitation, to support the delivery of long 
term care.  
 
Respiratory CNS competencies developed for band 6 Acute 
Respiratory Clinical nurse specialist across GGC 
 
Acute NIV developed CD rom / teaching package & training 

 
Ongoing 
 
 
 
 
 
 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
Complete 
 
 
Complete 
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standardised across Glasgow sites 
 
2009 BTS guidelines “Emergency Inpatient O2” in response to 
guideline teaching package developed & all respiratory staff 
undertaken update session across GGC.  
 
Inverclyde CARE Group (COPD Awareness & Respiratory education 
group) This Group was established to support educational 
development in COPD & other respiratory conditions to primary care 
teams in Inverclyde & supported by MCN. 
 
Spirometry Introduction of formal assessment of competency in 

the performance and interpretation of spirometry for clinical 

physiology staff across GGC. 

Non Malignant Palliative Care Training: - developing support and 

training in this area of respiratory medicine in association with 

palliative care colleagues. 

 
 
Complete 
 
 
 
Ongoing 
 
 
 
 
On-going 

  
STAFF EDUCATION & 

DEVELOPMENT 
MCN ACTION 

  
The MCN intend establishing a formal work group for 2011/12 to 
formally review the training needs analysis of staff across Respiratory 
services & implement an action plan. 
 
 
 

 
June2011 

Prescribing 
Management 
 
 
 

1. To establish a Respiratory 
Prescribing management 
sub group for GGC who 
will report via respiratory 
Clinical Governance work 
group. 

 

GGC 
 
 
 
 
 
 

1. Group established late Feb 2011. Remit :- 
The group looking at activity in acute/primary care aiming to improve 
clinical and cost effectiveness of prescribing. 
 
 
 
 

 
 
Complete 
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2. Develop a primary care 

Prescribing 
Implementation Guide to 
support appropriate LRA 
prescribing 

 
 
 
 
 
 
 
 
3. Develop a primary care 
Prescribing Implementation 
Guide to support 
appropriate mucolytic 
prescribing 
 
 
 
 
 
 
 
 
 
 
4.  To offer COPD medication 
reviews in primary care 
 
 

 
 
Primary Care 
 
 
 
 
 
 
 
 
 
 
 
 
Primary Care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
2. An audit of Leukotriene Receptor Antagonists (LRA) (non steroidal 
drug used in Asthmatics)  prescribing has recently been undertaken in 
10 high volume practices across GGC. The LRA audit summary was 
discussed.  

 Only 54% of the LRA prescribing was initiated in line with 
SIGN/GGC asthma guidelines. It was suggested, and agreed, that 
LRA prescribing could be offered as a GMS Indicator for 2011/12. A 
Prescribing Indicator Implementation Guide will be developed to 
support this.  

 There was a discussion about current trial assessing intermittent 
LRA use in asthma. To review current trial activity in this area  

 
 
 
3. An audit of mucolytic prescribing has recently been undertaken in 9 
practices with a high volume of mucolytic prescribing.  
The results demonstrated that there is a degree of inappropriate use of 
mucolytic therapy, mainly around the stepping down and review of 
treatment. It was proposed and agreed that mucolytic prescribing 
could be offered as a GMS Indicator for 2011/12. A Prescribing 
Indicator Implementation Guide will be developed to support this.  

 There were concerns raised that the new COPD LES may result in 
an increase in mucolytic prescribing. Need to check the wording on 
the COPD LES template screens 

 Predicted savings from the review of mucolytic prescribing to be 
approximately 20% of current spend in primary care 

 
 
 
4. GGC Pharmacy, COPD initiative 2009/10 (medication reviews) 
Improving medicine management can improve patient knowledge, 
concordance with their medicines & reduce morbidity. Pharmacist led 

 
 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
 
Complete 
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5.   Reduce / discontinue use 

of ICS & reduce costs 
without impacting on 
patient care 

 
 
 
 
 
 
 
 
 
 
6. To reduce Inhaler use/ 

wastage across GGC 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Primary Care 
 
 
 
 
 
 
 
 
 
 
 
 
 
GGC  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

medication reviews/clinics are ongoing across GGC practices, these are 
now incorporated as part of a core service delivery in a CHCPs 
 
 
 
5.Review of Inhaled corticosteroid therapy 2010 
Guideline approved by MCN & cascade across GGC:- Seretide 
Preparations 
Where Seretide 500® is the preferred high dose inhaled corticosteroid, 
the MCN have approved the use of the Accuhaler® product as the first 
line choice of device. The Accuhaler® is approximately £18 a month 
less expensive than the equivalent dose delivered via the MDI device. 
These regimes both involve the delivery of a high dose of inhaled 
steroid, equivalent to 2000mcg Beclomethasone daily. It would be 
worth considering a switch from MDI to Accuhaler® or a reduction in 
dose depending on clinical circumstances 
  
 
 
6. Inhalers Wastage 
A small project on one site (NHSGGC) in 2009 looking at the volume of 
discarded inhalers received in pharmacy over a defined period of time. 
This revealed a large amount of potential waste, especially if 
extrapolated across NHSGGC.  Following on from this work, an 
educational folder targeted at clinical staff has been developed & to be 
piloted in 7-9 ward areas across GGC initially targeting the Medical 
Receiving Units. The booklet acts as a visual aid for nursing and medical 
staff to identify inhaler devices and provide dosage advice. This 
reduces the risk of patients receiving the wrong inhalers which then 
have to be discarded. It is estimated that this activity could realise 
savings of £37-75K p.a. across NHSGGC Acute. A similar guidance 
would also be useful for primary care and OOH. Future development of 
a single guide for all GGC staff could be considered on completion of 

 
 
 
 
 
Complete 
 
 
 
 
 
 
 
 
 
 
 
 
 
On-going 
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7. Reduction of use of 

Prednisolone EC tablets 
 

 
 
 
 
GGC 

the revision of GGC respiratory guidelines & pilot.  
 
 
 
 
7. Uncoated plain Prednisolone 5mg should be used in preference to 
the enteric coated preparation for the great majority of respiratory 
prescriptions. MCN approved guidelines cascaded. 
 
 

 
 
 
 
Complete 

 PRESCRIBING 
MANAGEMENT 
MCN ACTION 

 MCN to approve sub group remit/work plan at next Executive 
meeting in March 2011 
 
Funding stream for future sustainability of inhaler education folder 
resource being requested via Pharmacy Industry alliance group in 
March 2011. MCN have agreed to fund pilot. 
 

March 2011 
 
 
 
March 2011 

Patient 
Information 
 
 
 
 
 

Review & develop 
Respiratory patient 
information & educational 
literature 

GGC Asthma Action Plan 
A common GGC Patient Asthma Plan has been agreed which contains 
sections for use by A&E, ward and OPD and community based staff; 
this is being circulated for comment to the wider respiratory 
community before becoming our proposed standard document. 
 
 
COPD Self Management 
Development of COPD patient information &  self management  guide 
across GGC 
 
Inhaler leaflets 
Development of standardised patient leaflet on how to use inhalers 
 
Review of Pulmonary Rehabilitation patient leaflets/invite letters 
This piece of work has been undertaken in February by the PFPI group, 

 
 
Complete 
 
 
 
 
 
July 2011 
 
 
 
July 2011 
 
 
July 2011 
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suggestions have been fed back to Pulmonary rehabilitation work 
group for consideration & implementation 
 
Anticipatory Care planning patient held record 
Non malignant palliative care work group have developed clinical 
indicators/assessment tools and undertaking a pilot of patient hand 
held record (Anticipatory care plan). Further work is being undertaken 
with PFPI involvement in reviewing this record. 
 
ESD Clinical protocol/patient information 
Being reviewed, updated & standardised across GGC.  
 
Standardising Asthma & COPD patient information across GGC 
primary/secondary care 
There is enthusiasm to ensure health professionals are utilising a 
common set of patient information leaflets. This approach is already 
adopted across the Acute CNS service within Glasgow with a list of 
standard issue leaflets. 
This approach requires to be rolled out & will be considered for next 
years MCN work plan. 
 
2009 BTS guidelines “Emergency Inpatient O2” in response to 
guideline patient oxygen alert card reviewed, staff guideline, GP letter 
& patient leaflet developed awaiting final approval. 
 
 

 
 
 
July 2011 
 
 
 
 
 
 
May 2011 
 
TBC 
 
 
 
 
 
 
 
 
May 2011 

 PATIENT INFORMATION 
MCN ACTION 

 MCN to agree way forward for standardised patient info for next 
years work priorities. 
Await recommendation on ACP via non palliative care group 
 
 
 

June 2011 

PFPI Establish a robust GGC -Generic Volunteer Patient/Carer Role Description updated to include   On-going 
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respiratory patient/carer 
involvement process and 
model within the MCN.   

‘respiratory’. 
-Key NHSGGC Policy guidance notes developed to support role 
description. 
Agreed Actions:   
-review and update HSD ‘getting involved’ reply card to include 
respiratory 
-utilise key opportunities to promote patient/carer involvement (i.e. 
PR, support groups, existing databases of patients) 
-Re-promote Chest Voices training via posters in PR, clinic areas etc.  
Plan to deliver Chest Voices in March 2011 
-Support PR sub-group to explore DNAs.  Planning approach to involve 
patients, carers and staff to review PR pathway. 
 
 
 
Small meeting of HSD Forum members & Respiratory members 
meeting Nov 2010 to discuss name of forum, marketing material etc.  
Existing Volunteer Patient/Carer Representatives will attend next 
Heart, Stroke & Diabetes (HSD) (patient/carer) Forum meeting 
(07.12.10) to discuss extension of the Forum to include respiratory 
patients.  Inclusion of respiratory patients within Forum will ensure 
learning from other MCNs is extended to respiratory and support:   
 
• Involvement of wider range of patients/carers 
• Provide support mechanism (inc. training, peer support) 
• Combined resources to market patient/carer involvement in 
MCNs 

 PFPI 
MCN ACTION 

  
MCN actively seeking ways to involve patient/carers representatives, 
including opportunities to recruit additional representative. 
MCN representative working closely with CHSS/BLF to further 
promote MCN & encourage people to get involved. 
MCN representatives to attend CHSS & BLF patient conference 

 
 
June 2011 
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Feb/March 2011 to promote awareness. 
 

COPD QIS 
Standard 

To undertake evaluation of 
COPD service against QIS 
standard evaluation Tool 

GGC Quality Improvement Scotland produced a set of clinical standards for 
COPD – March 2010. The Health Board Clinical Governance 
Implementation Group asked the Respiratory MCN to conduct an 
assessment of COPD services against these standards, deadline 
December 2010. The detail of the assessment is available separately 
within the final action plan. It was conducted under the various 
headings identified by QIS. 
 
Organisation and delivery of COPD services 
Case finding 
Diagnosis and periodic review of COPD 
Pulmonary rehabilitation 
Oxygen therapy 
Home support 
Intermediate care and supported discharge 
Palliative care services 
 

complete 

 COPD QIS STANDARDS  
MCN ACTION 

 The progressive development of COPD services over recent years has 
meant that many of these standards are being met across GGC. The 
detail of the review is available separately. It was a useful exercise for 
the MCN in identifying areas for review or further development. These 
are largely incorporated into MCN work plans for the various working 
groups & as part of next year’s priorities. 
 
The main issues identified for action are:- 
1. Staff Training – A short term work group will be   established to look 

more broadly at training and education needs. 
 
2. Patient information – there is continuing uncertainty over patient 

information in COPD particularly in relation to advice and self 
management. The self management sub group will draw together 

 
June 2011 
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appropriate advice from local and national evidence and from 
currently available leaflets  

 
3. Case finding – the relevant standard is that “people with COPD are 

diagnosed in the early stages of the disease”. This raises questions 
about the possible role of case finding and screening spirometry. This 
will be reviewed by the MCN. 

 
4. Diagnosis – a comprehensive spirometry service is available in 

Glasgow but not in Clyde where diagnosis is mainly by local Practice 
based spirometry. This is under review. 

 
5. Periodic review of COPD – a Locally Enhanced Service for COPD is 

being introduced and will need review /evaluation. 
 
6. Pulmonary rehabilitation – there is a need to maximise appropriate 

referral from both primary and secondary care, and to encourage 
continuing attendance once patients are referred. This is being 
reviewed. 

 
7. Domicillary oxygen therapy – the MCN has a guideline on this. 

However the service is being reviewed by the Scottish Office with a 
possible change in equipment available. Local guidance will be 
reviewed thereafter. 

 
8. Inpatient oxygen therapy – a British Thoracic Society guideline on 

this is widely supported but requires a change to ward based 
recording. Once introduced this documentation will be accompanied 
by a training programme for staff. 

 
9. Home support – Glasgow has a supported discharge service for 

COPD. Clyde has developed a pattern more of community based 
respiratory nursing. Evidence suggests benefit from both 
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approaches. The work pattern of respiratory nursing staff is being 
reviewed in the light of this experience (ESD work group). 

 
10. Palliative care – this is a developing area being taken forward by 

MCN palliative care work group. 
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