Provision of Community Respiratory Services to North Kirklees Patients
Additional information

1	Admission Avoidance (COPD & other suitable conditions)  

· Delivered by appropriate specialist respiratory nurses 
· 24/7 operating as a minimum between 08:00 – 17:00 service delivered within the community instead of patients having to be taken/admitted to hospital. 
· Self-referral, GP, 111, Local Care Direct, Yorkshire Ambulance Service mechanism
· Holistic Assessment to keep exacerbation to a minimum which can be managed outside of hospital
· Same day assessments for referrals received by an agreed time 
· Identification of deteriorating patients
· Emergency care plans are updated as required
· Offer educational advice, information and guidance to increase the patients self-management skills
· Referral to supportive services such as stop smoking services and pulmonary rehabilitation (where appropriate).
· Promotion of services to GPs, 111, Local Care Direct and Yorkshire Ambulance Service within in North Kirklees

[bookmark: _GoBack]2	Early Supported Discharge

· Respiratory inpatients are reviewed by a team of appropriate specialist outreach respiratory nurses and the same team provide home visits until acute symptoms have resolved. 
· Respiratory nurse review on the ward
· Enrolment of those who are appropriate for ESD 
· Commencement of daily home visits (on average for 7 days) 
· Systematic review of respiratory inpatients
· Assessment to determine whether a patient’s exacerbation can be managed at home
· Facilitated discharge (majority within 48 hours).
· Home visits until acute symptoms have resolved (on average 7 days)
· Identification of deteriorating patients
· Emergency care plans are updated as required
· Offer educational advice, information and guidance to increase the patients self-management skills
· Referral to supportive services such as stop smoking services and pulmonary rehabilitation (where appropriate).
· Promotion of services to GPs, 111, Local Care Direct, Yorkshire Ambulance Service in North Kirklees 

3	Assessment & Review Home Oxygen Service (HOS)

· HOS provision to patients who require oxygen at home with a variety of respiratory and non- respiratory conditions.
· Two tiered system; with an enhanced HoS for initial review and management of patients following a period of time without a comprehensive HoS in the district. This will include a home review of all adult patients identified by North Kirklees comprehensive assessment, categorisation and care plan establishment. Ongoing management and appropriate reviews for patients.
· Home reviews within 48 hours – 2 weeks (max) of referral based on patient need
· Management of all adults with home oxygen (within numbers and criteria)
· A full home oxygen service that meets current national guidelines and best practice
· Appropriately trained specialist respiratory nurses 
· Comprehensive review of all adults with home oxygen (year one)
· Categorisation of patients for safe management (year one)
· Establishment of appropriate care plans to meet needs
· Risk assessments at home
· Blood gasses at home
· Outpatient nurse clinics conducting full formal assessments
· Orders for implementation of oxygen at home
· 4 week post-delivery review at home (year one and ongoing for new patients)
· 3 month (following above) review (year one and ongoing for new patients)
· 6 month (following above) review (year one and ongoing for new patients)
· Annual reviews (for all stable patients)
· Earlier review if condition deteriorates
· Emergency care plans are updated as required
· Offer educational advice, information and guidance to increase the patient’s self-management skills
· Referral to supportive services such as stop smoking services and pulmonary rehabilitation where appropriate).
· Direct contact number for all patients to access who are on home oxygen
· Contact with the paediatric team where children  are coming into adult services for transitional care
· Promotion of services to GPs in North Kirklees

4	Pulmonary Rehabilitation Service

· Promote, deliver and embed pulmonary rehabilitation as an essential component in the management of patients with COPD and other chronic respiratory conditions within a timely manner/according to national guidelines.
· To improve understanding amongst health professionals of which patients will benefit and should be referred to pulmonary rehabilitation 
· To improve access to pulmonary rehabilitation for eligible patients 
· To improve completion rates from pulmonary rehabilitation for eligible patients 
· To provide of a cost-effective, quality assured pulmonary rehabilitation programme that meets the patient’s personal needs 
· To improve patients’ confidence in the self-management of their conditions, resulting in appropriate use of other healthcare resources 
· To improve patients’ health-related quality of life, breathlessness management, functional and maximum exercise capacity and thus reduce disability and handicap associated with chronic respiratory disease 
· To ensure users of the service have a positive experience
· Referrals received from GP, community teams, consultants, respiratory team and other healthcare services
· Comprehensive review in an outpatient setting at DDH to assess suitability.
· Two sessions per week at a community venue for 8 weeks
· Provision of exercise within the sessions
· Provision of education on the management of symptoms, diet, medications etc.

