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	1.	Population Needs

	
1.1 	National/local context and evidence base

[bookmark: _GoBack]The case for improving support for COPD (Chronic obstructive pulmonary disease  ) patients is nationally well rehearsed:
· 23,000 deaths annually attributed to the condition. If the whole NHS were to deliver services in line with the best, around 7,500 lives could be saved each year.
· Three million people in England have COPD, but only just under a million have been diagnosed with the disease; 10% are diagnosed when they present to hospital as an emergency.
· Premature mortality from COPD in the UK is almost twice as high as the European average.
· COPD is the 2nd most common cause of emergency admissions to hospital and one of the most costly inpatient conditions to be treated by the NHS. 
· 15% of those admitted to hospital with COPD die within 3 months and around 25% die within a year of admission. 
· Readmissions are a significant problem in COPD. Of all emergency readmissions to hospital, COPD is the fifth most common cause.  At any one time, around a third of all people admitted as an emergency with COPD have been treated in hospital for the same condition within the previous 30 days.  
· Patients discharged from hospital following an exacerbation of COPD have high levels of depression and anxiety
· Follow up and regular review of patients’ COPD, co-existing conditions and psychosocial needs are important to health & well being. 
· The total annual cost of COPD to the NHS is over £800million. 

CCGs which have achieved lower emergency admission rates have done so by ensuring more proactive and care and by commissioning alternatives to admission such as:

· Reviewing admissions to identify patients who suffer frequent exacerbations and who need more proactive management
· Early discharge schemes and hospital at home services commissioned to support evidence-based admission avoidance 
· Proactive chronic disease management and education in primary and community care, including clear action plans, optimisation of therapy, support for self-management, home provision of standby medication, and referral for pulmonary rehabilitation when indicated
· Prompt support and advice for people when they develop new or worsening symptoms, with access to specialist-led care in the community when appropriate.

(NHS Commissioning Toolkit- Best Practice Guidance 2012)
Local Context 
One of the main causes for pre-mature death in North Lincolnshire is variation of lung diseases which include COPD, chronic bronchitis and emphysema. 
Within North Lincolnshire CCG the current GP register recorded 3137 people as having COPD.  A further 1467 adults are estimated to have COPD but are yet undiagnosed.  This gives a total estimated prevalence of 3.6% of adults aged 16+ with COPD.  There is significant variation in both COPD prevalence and disease outcomes between North Lincolnshire CCG GP practices. There were 545 unplanned admissions for COPD in 2014/15 with an average LOS being 6.8 days. The predicted forecast outturn for COPD admission in 15/16 is 658. In 15/16 there are expected to be a further 468 admissions for respiratory disease that a community respiratory service could have an effect on. 
It is a North Lincolnshire CCG priority to address the management and care of patients with Long term Conditions including COPD and Adult Asthma, to ensure optimal treatment and access timely and appropriate services.  Therefore, the community service will need to be responsive and proactive in maintaining patients at home, promoting health and wellbeing and patient self-care, and preventing admission to hospital.
Within the North Lincolnshire Health and Wellbeing Strategy, reducing smoking related deaths, including inequalities in smoking related disease is also identified as a priority.
Evidence Base
The NHS COPD Commissioning Toolkit summarises the evidence for oxygen therapy:
· Long-term oxygen therapy in appropriate individuals can improve survival rates by around 40%. 
· 20% of people with COPD would benefit from home oxygen therapy but do not get it. 
· 30% of people on home oxygen therapy currently derive no clinical benefit from it. In a recent study, at least 15,000 people nationally were found to have no recorded oxygen usage in a six-month period, at a cost of £13m per annum. 
· Areas that have introduced a review of their oxygen registers, coupled with the introduction of a formal assessment service, have reduced their annual spend by up to 20%. 

The NHS COPD Commissioning Toolkit summaries the evidence for Pulmonary Rehabilitation:

· Reduce mortality
· Reduce hospital admissions
· Reduce inpatient hospital days
· Reduce readmissions
· Reduce the number of home visits
· Improve health-related quality of life in COPD patients after suffering an exacerbation (e.g. dyspnoea, fatigue, depression, and patient control of disease)
· By highly cost-effective – it is substantially below the NICE threshold for cost-effectiveness, at only £2,000-£8,000 per QUALY
· Be cost-saving – one study showed an overall cost saving of £152 per patient per pulmonary rehabilitation programme.

The NHS COPD Commissioning Toolkit summaries the evidence as to why Managing Exacerbations is important;

· COPD exacerbations are associated with increased mortality, and faster disease progression.  They can often result in emergency hospital admissions and subsequent readmissions
· Prompt treatment at the onset of exacerbation symptoms can result in less lung damage, faster recovery and fewer admissions and readmissions to hospital
· If an exacerbation results in hospital admission and stay, the care and treatment people with COPD receive is crucial.  Outcomes have shown to be improved in hospitals where specialist recovery
· The National COPD Audit 2008 showed considerable variation on length of stay for an acute exacerbation of COPD, with a median stay of six days
· Early discharge schemes or hospital at home can also prevent hospital readmissions 
· Readmissions are a significant problem in COPD.  Of all emergency readmissions to hospital, COPD is the fifth most common cause



	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	x

	Domain 2
	Enhancing quality of life for people with long-term conditions
	x

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	x

	Domain 4
	Ensuring people have a positive experience of care
	x

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	x



2.2	Local defined outcomes

To deliver an integrated community respiratory service via a multi-disciplinary team, to improve the management and outcomes for people with respiratory disease in North Lincolnshire. 

The aims of an integrated model for respiratory care are to: 
· Improve outcomes for patients with respiratory disease in North Lincolnshire
· Reduce the number of unplanned admissions for patients with exacerbations of respiratory disease
· Build partnerships across primary, community and secondary care to provide integrated care to patients with respiratory disease
· Improve the management of respiratory patients and support self care and management through education
· Where appropriate increased management of respiratory patients within primary care



	3.	Scope

	
3.1	Aims and objectives of service
The objectives of the service are to:
· Support accurate and early diagnosis of respiratory disease, in particular COPD and adult asthma. 
· Support long term management of patients with respiratory disease through informed care planning and patient education and appropriate prescribing. 
· Deliver assessment of patients for home oxygen, prescription of oxygen and on-going robust reviews.
· Identify those patients who make little or no use of the oxygen that is prescribed (using the oxygen supplier’s concordance data) and review their need. 
· Monitoring of concordance of all patients using Home Oxygen to identify those over-using their o2 and develop plans to manage patient concordance 
· Identify patients who would be at risk if they received high-flow oxygen and provide them with an alert card, educating them on the importance of sharing this information with other care providers. 
· To work with the commissioner to effectively and appropriately manage spend against an indicative budget. 
· Work with commissioners and other providers within North Lincolnshire to develop and deliver integrated pathways of care for patients with exacerbations of respiratory disease. 
· Provide advice and guidance to general practice
· Provide HCP education
· Provide patient education and advice to improve self-care and management by respiratory patients, including advice and support around stopping smoking and appropriate use of medication and inhaler techniques. 
· Deliver an effective pulmonary rehabilitation service, improving completion rates.
· Provide resources and tools to enable patients to better manage their condition themselves. 
· Ensure service users receive co-ordinated care that responds to their needs


3.2	Service description/care pathway

The integrated specialist community respiratory service will provide three key elements; 
· A core community based respiratory service, for the on-going delivery of support and management of respiratory patients in North Lincolnshire who meet service criteria.
· Delivery of Home oxygen assessments, prescribing and reviews.
· Delivery of effective pulmonary rehabilitation, both for new referrals and post exacerbation. 

The service will deliver evidence based management of respiratory disease within community settings, and in line with the inclusion and exclusion criteria detailed within this specification. 
The service will triage referrals received and where deemed appropriate support GPs in caring for patients within primary care through advice and guidance. Where patients are appropriate for care within this specialist community service referrals will be accepted, and where it is deemed appropriate for a patient to be seen by the hospital respiratory service the referral will be forwarded to the acute respiratory outpatient service. This triage will support referral management by actively encouraging high quality of information from referring GPs by providing feedback to the referrer on the quality and suitability of the referral. This triage process will mitigate against the lowering of referral thresholds in cases where the GP could reasonably be expected to manage the patient in primary care with advice and guidance from this service. All referrals will be triaged within 2 working days. The service will work with commissioners to ensure that the use of referral resources become embedded within referral management processes, where these exist. 
The service will provide support to general practice to improve the management of patients with respiratory disease, and will provide advice and guidance to primary care to facilitate discussion about patients currently being cared for within general practice, but where the practice needs additional advice and support to enable the patient to continue to be cared for by the practice, without the need for onward referral. Dedicated telephone numbers and email accounts will be in place for practices to contact the service for advice and guidance regarding their patients, to support on-going care within primary care. The provider will agree with the commissioner the response times for urgent and non- urgent requests for advice and guidance, and will work with the commissioner to incorporate any technological developments locally for facilitating advice and guidance. 
The service will work with commissioners and acute services to develop integrated pathways of care for patients with acute exacerbations, and to develop protocols to support GPs to manage patients in primary care where appropriate. This will include supporting respiratory patients discharged after an acute admission. All patients admitted for an exacerbation of COPD and Asthma will be contacted by this service within 2 weeks of discharge from hospital to offer support and advice. 
The service will also provide support to community services to manage patient exacerbations in community, for those patients under the care of this service and where management in line with the care plan has not been sufficient. It is expected that the service will develop close relationships with community matrons and locality teams who will be caring for some respiratory patients as part of their on-going caseloads. 
All patients under the care of this service will have in place a care plan. This service will develop the care plan with the patient, and ensure that it is shared with the patient’s GP and with the community matron if the patient is under their care, and that the patient takes away with them the most up to date version of the care plan at each appointment. This service will work with commissioners in their development of the ‘long term condition holistic model’ to ensure that care plans for patients with multiple LTCs are shared in line with the new model as it emerges. 
The service will improve self-care advice for people with respiratory disease (including medicines management) through patient education, advice and support to stop smoking. The service will provide appropriate education as a core part of every contact, comprising of both written and verbal information, and updated care plans as required. This will include advice on:
· Stop smoking services
· Diet and exercise
· Recognising the signs and symptoms of an exacerbation
· Use of rescue medication
· Breathing exercises and control
· Local and national information sources, including voluntary sector such as the British Lung Foundation etc.
· The importance of influenza and pneumococcal vaccinations in at risk groups
· Good inhaler technique
· Making patients aware of the benefits of peer support and provide signposting to local groups. 
· Provide access to psychological support locally. 

The service will make the development and on-going use of self-management resources a priority, and will work with commissioners to review any self-management resources currently in place and where required update material. The service will also work closely with commissioners as the CCG develops and implements technology enabled self-care resources for patients with Long Term Conditions. The CCG has recently commissioned the MyCOPD IT platform and the provider of this service will work with commissioners to make sure that appropriate patients are provided with access to the tool. Staff will be provided training on how to use the clinician portal of the system, and how to teach patients how to register and use the tool. Provider development of paper based and technology-based resources will be completed in conjunction with the commissioner, primary and community services, and with medicines management input. 
This service will develop and deliver Health Care Professional education on respiratory disease management to members of general practice staff within North Lincolnshire. North Lincolnshire practices have dedicated protected learning time that can be accessed through the local GP federation. This training will include (but not limited to) spirometry training on both testing and interpretation, COPD management, Asthma management, Respiratory disease management, and will increase confidence and competency in primary care. The service will be required to have an understanding of ongoing skill in primary care, and offer training and education to those practices with gaps.  A skills assessment has been completed by practices, on-going review of primary care skills will help identify areas of need, and the provider will discuss work with the commissioner in developing training and education packages for primary care, in line with best practice and national guidance.  
This service will also hold a virtual clinic with each practice once per year to enable MDT discussions for complex cases, and to facilitate case finding. 
The service will work with practice staff to increase the rates of flu and pneumococcal vaccination uptake within this at risk group.
The service will prescribe in line with local prescribing guidelines and the respiratory prescribing pathways developed by the local Area Prescribing Committee. For those patients under the care of this service, where clinically appropriate, this service can prescribe preventative medication (or rescue packs) of antibiotics and steroids for use in the home at the point early signs of exacerbation or infection are present. The service will educate these patients on when it is appropriate to use the medication, and how to do so.  Any preventative medication prescribed will be clearly detailed on the patients’ care plan, which will be shared with the patient’s practice. 
This service will liaise with local ambulance trusts to establish oxygen alert cards and protocols to ensure appropriate response by ambulance staff in the event of exacerbations and/or respiratory failure. 
The service will work with others to support patients with respiratory disease and mental health problems. The service will be aware of how to access local mental health services, and where appropriate will refer patients to services with direct referral in place. If there is no direct access to services, this service will request the GP make a referral, detailing the reasons for referral. 
The service will form close links with the local authority commissioned smoking cessation service, and will provide basic advice and guidance on smoking cessation to appropriate respiratory patients as well as referring patients to the smoking cessation service. 
3.2.1 Oxygen Prescribing, assessment and reviews:
This service will provide a specialist assessment of all patients it considers might be suitable for home oxygen use, and for all patients where the GP has prescribed oxygen for respiratory disease on a HOOF A form. It will ensure that all assessments and reviews are in line with national guidance, and undertaken by an appropriately trained health professional. 
This service will also support GPs through advice and guidance regarding the prescription of oxygen to palliative care patients and will perform rapid assessments for palliative patients who require ambulatory oxygen.

The service will use the Baywater Healthcare (current supplier of home oxygen) Mode of Supply (MOS) tool to select appropriate equipment and prescribe home oxygen therapy. The tool recommends equipment suitable for patients from a clinical and lifestyle perspective, and also highlights the most cost effective from and NHS perspective.  If any adjustment of oxygen therapy is required, an amended HOOF should be completed, in line with the provider’s processes.

The service will also be required to assess patients where a GP has prescribed home oxygen on a HOOF A form, and move them at assessment onto a HOOF B where continued home oxygen is required. Where a GP makes a prescription for oxygen using a HOOF A, the practice will copy the form to this service, which will act as a patient referral into the service. 
Following initial assessment, the service will undertake at least annual reviews of all patients on home oxygen to ensure that the prescription is still accurate, and make any amendments required to the prescription. All patients will have an annual review, but others may be reviewed more frequently within follow up appointments, where during the discussion there is potential that the prescription may no longer be appropriate. 

The assessment of patients for long-term oxygen therapy (LTOT) should include assessment of resting and when indicated, ambulatory finger or earlobe oximetry and the measurement of arterial blood gases on two occasions at least 3 weeks apart.  If oxygen therapy is indicated, the safety, flow rate and duration of oxygen should be determined for each person. A full risk assessment (e.g. smoking, risk of falls etc) should be undertaken.  In the case of continued smoking, (by the patient or other members of the household), education and expert support to stop should be offered. For the persistent smoker a risk/benefit analysis should be undertaken with medical review and where appropriate with the local fire service. In some circumstances, it may be appropriate to withhold or withdraw oxygen because of public safety and risk to others, and the provider is expected to have in place an oxygen withdrawal policy. 


The supplier will notify the fire service where the oxygen equipment is provided and in the case of persistent smokers a risk assessment of the premises requested of the fire service.

People who make regular trips out of the home for work or leisure will be assessed for ambulatory oxygen. Improved performance with ambulatory oxygen should be demonstrated before on-going prescription. If possible pulmonary rehabilitation should be given before ambulatory oxygen is prescribed.

When home oxygen therapy has been started by in-patient hospital services during acute illness, a follow up visit that includes a review of the need to continue home oxygen should occur within six weeks of discharge. 
When patients are seen to no longer meet the criteria for home oxygen, this should be explained, and a plan developed to remove the oxygen provision. This service will liaise with the home oxygen provider to arrange for the equipment removal.

Where the person meets the criteria but is not using the oxygen as prescribed, they should be counseled on the merits of the therapy and encouraged to increase usage to the recommended levels

The provider will have access to the Baywater portal, to review patient concordance data which should be used to inform discussion with patients and manage home oxygen prescriptions. 

3.2.2 Pulmonary Rehabilitation:
The service will deliver an evidence based pulmonary rehabilitation service for all patients with COPD and other chronic respiratory disease, who are functionally limited by breathlessness. Pulmonary Rehabilitation should be offered face to face, but the provider will work with the commissioner to develop technology enable self-care and education. 
Pulmonary rehabilitation should be offered to:
· All patients who consider themselves functionally breathless with an MRC score of three or more
· Patients with an MRC score of two who are disabled by their condition, and who require a health care professional assessment and supervision of exercise training, rather than simple advice on lifestyle changes. (i.e. not universally to everyone with an MRC score of two)
· Patients with a confirmed diagnosis of COPD and other chronic progressive lung conditions
· Patients who have undergone curative lung cancer surgery
· Patients with interstitial lung disease
· Patients referred by a respiratory specialist who have either recently had an exacerbation of COPD requiring a hospital admission or whose functional baseline has significantly altered and is not following the expected recovery path  


All referrals into the community respiratory service should be assessed and where patients are considered eligible for pulmonary rehabilitation, they should be offered a course with a commencement date within 10 weeks of the referral being received. 
· The service should offer effective, timely and accessible multi-disciplinary, multi-component programmes which are tailored to the individual patient’s needs and where it is delivered face to face it should be geographically accessible. 
· Prior to referral all eligible patients should be on optimal medical management for their disease severity and symptomatic control.
· Where patients repeatedly decline or cancel places on pulmonary rehabilitation courses the service should consider their level of motivation, addressing these in conjunction with their GP practice, and making any referral to other services (such as Mental Health support services) as appropriate.
· The service will provide both standard 6 week pulmonary rehabilitation program and rolling short programmes of post exacerbation pulmonary rehabilitation 
· A pre and post pulmonary rehab comprehensive assessment will be undertaken including:
· Comprehensive medical review to include respiratory health, exacerbations, hospital admissions, and all major co-morbidities 
· Current drug management
· Social circumstances
· Smoking status and onward referral to stop smoking services 
· MRC dyspnoea score review
· assessment of exercise capacity with correct number of repeat tests to achieve validity with measures of oxygen saturation and breathlessness
· assessment of peripheral muscle strength 
· assessment of quality of life, anxiety and depression using validated measures
· assessment of functional status using a validated measure
· base line observations 
· nutritional assessment (including BMI)
· oxygen requirements – if further assessment required, to be referred as appropriate
· screen for those at potential risk of drop out e.g. where there are musculoskeletal, motivation and/or medication issues
· literacy, language and cultural issues
· education needs

· Refer any medical issues identified in the assessment that need addressing prior to starting the program back to primary care or secondary care as required and in line with referral criteria, and refer any other issues identified which need addressing onto appropriate services.
· Retain the results of the baseline assessment and use the results to benchmark the patients progress by repeating the measures again at the end of the program
· Ensure every patient has a training diary with written descriptions of endurance and strength exercise training at the highest tolerated intensity (and detailing the frequency during the week the patient is expected to do this) with a requirement for incremental progress
· Ensure all patients have discussed and agreed a personalised maintenance plan prior to discharge from the pulmonary rehabilitation program
· Any accompanying carers should be encouraged to observe the exercise component and participate in the education sessions, where possible, unless a given session is specifically orientated for the patient only.
· All face to face sessions should be supervised by a professional experienced in the management of chronic respiratory conditions and the delivery of aerobic and strength exercise training, with suitable expertise to adapt exercises for co-morbidities and breathlessness. 
· The Provider shall adhere to staffing ratios recommended in the UK for pulmonary rehabilitation supervision of exercise classes (1:8) and (1:16) for education sessions (face to face), with a minimum of two supervisors in attendance one of whom must be a qualified respiratory specialist health care professional to supervise the exercise component.
· To ensure there are sufficient members of staff available to allow for annual leave, training, sickness and maternity leave
· To ensure all staff attend updates and training sessions as needed to maintain their competencies and continue professional development 
· Along with exercise sessions, the pulmonary rehabilitation program will carry out educational sessions/courses that cover a range of issues, including:
· Normal Respiratory Physiology and mechanics
· Understanding COPD/chronic respiratory diseases and their pathophysiology, causes and treatment
· How to equip the individual to improve confidence, self- efficacy and self- management
· The roles of exercise and relaxation
· Medicines management and exacerbations
· Psychological impacts and minimising their effects
· How to manage breathlessness
· Smoking and referral to stop smoking services if appropriate
· The benefits of regular physical activity and exercise, and how to undertake physical activity and exercise safely and effectively
· Nutritional advice and eating strategies, including nutritional supplements where appropriate

3.2.3 Nebulisers:

Where clinically indicated the service will assess and trial patients on nebulised therapy to ascertain its suitability for the management of acute and chronic disease. 
Patients will receive prior education on appropriate use, techniques, and how to clean the equipment. 
Patients will be reassessed and reviewed as appropriate to ensure the treatment is effective and on- going use remains appropriate.
The service will manage the supply and maintenance of nebuliser equipment including: 
· Repatriation of machines no longer required by patients
· Maintenance and servicing, including replacement of disposables/ consumables
· Maintenance of a register of patients with nebulisers, the date provided, and the review and servicing due date

The service will not be responsible for providing support to patients who have purchased their own nebuliser equipment.

3.3 Care Pathways
The following pathways and clinical protocols should be developed in conjunction with the commissioner, primary care and hospital services:
· COPD
· Difficult to control asthma 
· Bronchiectasis
· Oxygen 
· Chronic cough
· Community respiratory service discharge pathway to primary care Post exacerbation pulmonary rehabilitation clinical protocol
· Oxygen Pathways – oxygen assessments, obtaining pulse oximetry results, palliative care (based on good practice guide for oxygen service)

3.4 Discharge from the service

Any patients that no longer require the on-going intervention or support of this community respiratory service will be discharged to Primary Care, with a robust care plan. Primary care will be able to access this service for any advice and guidance required to safely and effectively manage the patient within primary care. 
 
Patients who subsequently register with a non-North Lincolnshire GP will not be funded by NL CCG. If the provider wishes to offer this service to other CCG’s it will need to ensure contractual arrangements are in place. If using oxygen, the supplier of the equipment must be advised of the change of residency or registration.

For those patients nearing end of life, a collaborative approach should be taken with the palliative care team to decide who should assume care coordination and determine whether input is still required from the community respiratory service, and this service will remain available for advice and guidance on safe and effective management of the patient’s respiratory disease in line with any end of line care plans in place. 

Pre-discharge patients should be given:
· Details of who to contact in case of an emergency 
· A copy of their care plan and details of who is responsible for their care
· Information about secondary prevention, healthy lifestyles
· An opportunity to ask questions
· An opportunity to offer an opinion on the service they receive

3.5	Population covered

North Lincolnshire CCG will contract with the provider to deliver to patients registered with general practitioners in North Lincolnshire.


3.6	Any acceptance and exclusion criteria and thresholds

3.6.1 Referral Routes

Referrals to the service are accepted from a broad range of sources, which include organisations in the following settings:
· Primary Care
· Community services 
· Secondary Care

The direct telephone number will be available to known patients to self-refer for follow up before their next routine contact, as an integral part of empowering people to self-manage their condition.  
Where a GP has prescribed oxygen on a HOOF A form, a copy of the Home Oxygen Order Form will be sent to this service, along with a referral for assessment. Emergency oxygen supplies should be ordered via the suppliers and notification sent to the community respiratory service within 48 hours of initial referral. 
3.6.2 Acceptance criteria
Prior to referral, all patients will have undergone a minimum level of diagnostic tests in primary care including as appropriate:
· Spirometry
· full blood count
· chest x-ray
· pulse oximetry
· MRC dyspnoea score. 

Spirometry in primary care will be carried out on equipment calibrated and used by Healthcare Professionals competent in its performance and interpretation.    
In addition to diagnostic details referrals to the service will include an accurate smoking history in pack years and details of treatments and medications already tried.  
All respiratory diseases including bronchiectasis and difficult to control asthma/work related asthma will be accepted by the service, other than those conditions detailed in the exclusion criteria.   
Where there is diagnostic uncertainty the minimum level of investigations/management need to have been undertaken within primary care before referral into the service, and it may be that general practice accesses this service for advice and guidance in order to make a diagnosis.
Exclusion criteria for specialist assessment and clinical input from this service: 
· Cystic fibrosis
· Pulmonary fibrosis
· Breathlessness as a result of a musculoskeletal disorder, such as kyphoscoliosis
· Respiratory problems secondary to neuromuscular conditions such as MND
· Incurable or suspected Lung Cancer 

Exclusion criteria for Home Oxygen:
· Patients who cannot clinically benefit from home oxygen.  
· Children (They will be cared for by paediatric services). 
· Patients that have not had a clinical assessment and quality assured diagnosis of respiratory disease. 
Exclusion criteria for Pulmonary Rehabilitation:

· Significant unstable cardiac or other disease that would make pulmonary rehabilitation exercise unsafe or prevent programme participation.
· People who have experienced a recent myocardial infarction (MI)
· People with unstable angina 
· People who have undergone surgery in the last 12 weeks (including eye, thoracic, and abdominal surgery)
· People with incurable and suspected lung cancer
· People who are unable to walk or whose ability to walk safely and independently is significantly impaired due to non-respiratory related conditions. (This should not exclude patients who have general musculo-skeletal problems where exercise is recommended).
· People unable to participate in a group environment or for whom group sessions are not suitable, e.g. extreme frailty, sight or balance impairment, or for whom mental health, cognitive, personality or other communication barriers, which make group work inappropriate. These patients may require a modified approach.

3.7 Waiting times
Patients referred into the service should be seen within 4 weeks [20 working days], with the exception of patients discharged from hospital following admission for exacerbation of respiratory disease, who should be seen within 2 weeks (10 working days). 

3.8 Patient cancellations and DNAs 
The service should remind patients of all booked appointments, and remind them to attend in good time. The service should support patients attending for face to face Pulmonary Rehabilitation, to complete the course. 
The provider will manage the service to keep to a minimum the number of patients that ‘did not attend’ (DNAs). DNA appointments will not be paid for by the commissioner.
3.9	Interdependence with other services/providers
The community respiratory service will work alongside existing services within the community, such as primary care, and community care working within their care networks. The service will also work in partnership with secondary care, adult social care, fire services and voluntary sector, to enable swift and efficient discharge from hospital and timely follow up after an episode of acute care.
An indicative (but not exhaustive list) is below:
· Acute sector – Respiratory Consultants, secondary care doctors, nurses and allied health professionals, Ambulatory Care clinicians
· Care Networks including primary care and community services (including therapies etc)
· Mental health teams
· Specialist community nursing teams
· Palliative care teams including Macmillan nurses
· Local authority social care
· Oxygen supplier
· North Lincolnshire CCG
· Stop Smoking Service and other voluntary services supporting prevention



	4.	Applicable Service Standards

	
4.1	Applicable national standards (eg NICE)
Including but not limited to 

· NICE Clinical Guideline on the Management of COPD in adults in primary and secondary care (2010) 
· NICE Quality Standard for COPD (2011) – in particular this service supports standards 6,7,8,9,10,12 and 13
· British Thoracic Society Quality Standards for Clinically Significant Bronchiectasis in Adults (2012)
· BTS/SIGN Asthma guideline 2014
· BTS Home Oxygen Guideline – Adults (2015)
· BTS/Nice quality standards 
· Outcomes Strategy For People With Chronic Obstructive Pulmonary Disease (COPD) And Asthma In England (2011)
· NHS Companion document to the Outcomes Strategy for COPD and Asthma (2012)
· NICE Commissioning Guide 43: Services for people with COPD (2011)
· NHS Outcomes Framework 
· Department of Health COPD Commissioning Toolkit (2012)
· Department of Health COPD Commissioning Toolkit Service Specification Home Oxygen Assessment and Review Service (2012)
· Department of Health COPD Commissioning Toolkit Service Specification Pulmonary Rehabilitation (2012)
· Department of Health COPD Commissioning Toolkit Managing Exacerbations Service Specification (2012)
· NHS primary care commissioning (www.pcc.nhs.uk) ‘Home oxygen service – assessment and review – Good Practice Guide’ (April 2011)


4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 

4.3	Applicable local standards

4.3.1 Equality and Diversity

The service must comply with all current and future legislation relating to Equality and Diversity and must evidence compliance with the North Lincolnshire CCG Equality Impact Assessment for this service. 
The Provider shall demonstrate how they will meet equal opportunity requirements. They shall be committed to equal opportunities and must not discriminate in performance of the service towards service users or members of staff in any way.
The service is required to ensure its services are accessible to the whole North Lincolnshire population including;

• The provision of same-sex therapists and/or chaperones at the patient’s request 
• The provision of premises, facilities and treatment rooms that are compliant with disability legislation 
• Access to foreign language interpreter or sign language interpreters, if necessary 
• The provision of written patient information in a variety of languages appropriate to the patient population in the CCG. The maximum timescale for the implementation of multi lingual literature shall be 6 months from the service commencement date, to be contained within the contract Service Development and Improvement Plan. 


4.3.2 Safeguarding and promoting children's and vulnerable adult’s welfare
All staff working with children, young people and vulnerable adults will have been recruited in line with North Lincolnshire Local Safeguarding Board Standards for Safer Recruitment 2013 and will be subject to an enhanced DBS check, in line with DBS Guidance 2014. Staff will have quarterly (as a minimum) safeguarding supervision.

The provider or any subcontractor will be required to be compliant with all Standards for safeguarding children and vulnerable adults, and provide evidence of that compliance, as outlined in the commissioner’s policies.
The provider will be required to be compliant with 
· section 11 of the Children Act 2004 and LSCB multi agency guidelines and procedures, and 
· the Safeguarding Adults Procedures and the Practice guidelines. These are available from www.northlincs.gov.uk .These guidelines relate to the protection of all vulnerable adults residing within North Lincolnshire. The broad definition of a "vulnerable adult", is a person (aged 18+) who is or may be in need of community care services by reason of mental or other disability , age or illness; and who is or may  be unable to take care of him/herself, or unable to protect him or herself against significant harm or exploitation.
Organisations will need to have a child protection policy and vulnerable adult protection policy in place that informs staff and/or volunteers about the requirements regarding safeguarding children, young people and vulnerable adults, the expectations regarding their behaviour and conduct, which needs to be in line with their professional code of conduct, as well as LSCB and LSAB guidance including what to do if they are worried about a child, young person or vulnerable adult. Organisations will operate in line with Managing Allegations against people who work with children procedures, and whistle blowing procedures  

We require that all staff are trained in compliance with the requirements of Working Together guidance (DfE, 2013), to ensure that they understand what safeguarding children and young people is, what the requirements are through statute around safeguarding children and what to do if they were worried about a child or young person.

We also require that all staff are trained to the appropriate level of the ADASS National Training Standards Framework for Safeguarding Vulnerable Adults, with all staff completing at least level one awareness.

Safeguarding must be a core part of each of the four levels of service right through from universal services education about protective behaviours, to working as part of a team providing high intensity services where required. 

4.3.4 Provision of IM&T
Providers will need to manage the selection and deployment of IM&T solutions in conjunction with the CCG. Providers will be required to implement the Local Service Provider (LSP) provided software.

In supporting the provision of IM&T, at a minimum Providers will be expected to meet the requirements for Information Management & Technology.  Providers will also be required to put appropriate information management and governance systems and processes in place to safeguard patient information.  This will need to be supported by appropriate training of staff.  

[bookmark: _Toc173207767]The Provider must ensure that appropriate “IM&T Systems” are in place to support the services.  “IM&T Systems” means all computer hardware, software, networking, training, support and maintenance necessary to support and ensure effective delivery of the Services, management of patient care, contract management and of the Bidders business processes, which must include:

1. Clinical services;
1. Individual electronic patient health records;
1. Ability to receive electronic health referrals 
1. Inter-communication or integration between clinical and administrative systems for use of patient demographics;
1. Access to knowledge bases for healthcare at the point of patient contact; and
1. Access to research papers, reviews, guidelines and protocols.

The Provider’s IM&T Systems must comply with the following standards as appropriate to the services commissioned from the Provider:

1. Referrals and booking;
1. NHS Terminology Service, NHS Classifications Service and Healthcare Resource Groupings

[bookmark: _Toc272391251]4.4 Referrals and bookings
The Provider’s IM&T Systems must be effective for referrals and bookings including appointment booking, scheduling, tracking, management and the onward referral of patients for further specialised care provided by the NHS, independent sector or social care.

[bookmark: _Toc173207768][bookmark: _Toc272391256]4.5 Due diligence
The Provider acknowledges and agrees that it has carried out all necessary due diligence including in respect of the CCG’s systems. The Provider should ensure that any IT systems used are compatible with the following:

1. Patient Demographics Service (PDS)
1. NHS Care Record Service (NCRS)
1. New National Network (N3)
1. NHS Mail

[bookmark: _Toc170894702][bookmark: _Toc173207771][bookmark: _Toc170894713][bookmark: _Toc173207773][bookmark: _Toc272391258]The Provider shall, on completion of any due diligence carried out supply the CCG or its authorised representative with a detailed due diligence report.       

[bookmark: _Toc272391260]4.6 Information governance and security
The Provider must put in place appropriate governance and security for the IM&T Systems to safeguard patient information. The Provider must ensure that the IM&T Systems and processes comply with statutory obligations for the management and operation of IM&T within the NHS, including, but not exclusively:

1. Common law duty of confidence;
1. Data Protection Act 1998;
1. Access to Health Records Act 1990;
1. Freedom of Information Act 2000;
1. Computer Misuse Act 1990; and
1. Health and Social Care Act 2001. 

The Provider must meet prevailing national standards and follow appropriate NHS good practice guidelines for information governance and security, including, but not exclusively:

1. NHS Confidentiality Code of Practice; 
1. Registration under ISO/IEC 17799-2005 and ISO 27001-2005 or other appropriate information security standards;
1. Use of the Caldecott principles and guidelines;
1. Appointment of a Caldecott Guardian
1. Appointment of a Privacy Officer 
1. Policies on security and confidentiality of patient information;
1. Achievement of the data accreditation requirements of the IM&T Directly Enhanced Service;
1. Clinical governance in line with the NHS Information Governance Toolkit; and
1. Risk and incident management system.

[bookmark: _Toc272391261]4.7 Clinical information
To ensure the quality and safety of patient care, the IM&T Systems must also support:

1. Management of all clinical services including ordering and receipt of  diagnostic procedure results and reports;
1. Maintenance of individual electronic Patient health records;
1. Inter-communication or integration between clinical and administrative systems for use of patient demographics;
1. Access to knowledge bases for healthcare, such as Map of Medicine, at the point of patient contact; 
1. Access to research papers, reviews, guidelines and protocols; and
1. Communication with Patients, including hard-to-reach groups to support provision of quality care, including printed materials, telephone, text messaging, website, and email.

[bookmark: _Toc272391262]4.8 Disaster recovery
No failure of North Lincolnshire CCG or any other subcontractor supplying IM&T services or infrastructure will relieve the Provider of their responsibility for delivering primary medical care services. Therefore, the Provider must have an IM&T Systems disaster recovery plan to ensure service continuity and prompt restoration of all IM&T Systems in the event of major systems disruption or disaster. 

4.9 Workforce 
As part of this service specification, the provision of workforce data will be required to ensure that commissioned services are sustainable, flexible, responsive to need and delivered by accredited clinicians; workforce planning will be a key element to successful service delivery.  
By ensuring the availability of a workforce with the right skills at the right time will ultimately influence services to make them better for patients and promote the NHS brand as a quality provider of healthcare services.
Workforce metrics are early indicators of potential workforce risks.  As part of the ‘Assurance and Accountability Process’, as a commissioner we need to ensure that provider workforce plans align with commissioner strategy and commissioning intentions and that mechanisms are in place to monitor and track workforce levels with our providers.
Providers will be requested to supply workforce plans which will include identified, and current workforce risks to ensure supply and demand issues are managed, including verification of accreditation and succession planning. 
Commissioners will request sight of succession plans/talent management plans and education development plans as assurance to help mitigate future workforce risks.
Where possible, every effort will be made to work with the Provider to overcome these issues to ensure continuity of service delivery.

4.10 Education & Training 

The service provider should sign a Learning and Development Agreement with the Local Education and Training Board (Health Education Yorkshire and the Humber) to confirm commitment to excellent education of the current and future workforce
Healthcare education is supported across the organisation by the provision of placements for undergraduate and post graduate trainees (medical and non-medical).  Appropriate supervision for trainees is provided by suitably accredited supervisors and resources are allocated for educational purposes.  Educational support should maintain or enhance the existing provision within the service. 



	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

5.2 Applicable CQUIN goals (See Schedule 4 Part [E])





	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

Community locations across the three Care Networks within North Lincolnshire. 


	7.	Individual Service User Placement
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