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Pulmonary Rehabilitation Needs Assessment: Executive Summary
Introduction

“The evidence for improvement in exercise endurance, dyspnoea, functional capacity, and quality of life is stronger for [pulmonary] rehabilitation than for almost any other therapy in COPD” (American Thoracic Society & European Respiratory Society, 2006).  There is also strong evidence that pulmonary rehabilitation reduces health care use by people with COPD.  But pulmonary rehabilitation services are not equitably provided across England.  This report examines whether local pulmonary rehabilitation services have the capacity to meet current & future need in Wandsworth.

Methods

Information was obtained from rehabilitation services based in Wandsworth.  Potential annual uptake and total need for rehab services by people with COPD was modelled using NICE and Public Health Observatory information.   

Findings

Pulmonary rehabilitation programmes are cost effective, and may achieve cost savings for the local health economy.  There are two pulmonary rehabilitation programmes in Wandsworth (at St George’s Hospital and Queen Mary’s Hospital, Roehampton).  
· The total current estimated capacity of these services is 168 people per year.  
· The total estimated annual need for these services in Wandsworth is at least 666 people with COPD.  
This means that there is at least a four fold gap between service need and service capacity for Wandsworth residents.  Consideration of the needs of Merton residents within the catchment of St George’s will further widen this gap.  There are three core issues for services in Wandsworth:

· Capacity needs to increase during 2010/11 to meet the needs of those already identified with COPD.  Capacity will also need to increase in future years as the case finding interventions in the COPD National Strategy take effect.

· Local rehabilitation services need to demonstrate that they are effective

· Services need to be geographically accessible and promoted in primary care    

Recommendations

In 2008/09 the emergency COPD admission rate for Wandsworth PCT and the average length of stay of people with COPD at St George’s were both significantly higher than the rates for London and England.  This report recommends that extra pulmonary rehab capacity is commissioned in Wandsworth from 2010/11 with ongoing service evaluation, potentially as a demand management initiative.  Extra capacity should include two new programmes in the community and an extra class at St George’s.  

The report recommends that a similar needs assessment is carried out for the borough of Merton.  Further recommendations cover effective practice relating to content, evaluation and risk assessment.  An annual report is needed for pulmonary rehabilitation to show that services in Wandsworth are effective.  Transfer of Wandsworth Community Services to St George’s could lead in time to one pulmonary rehabilitation service that is equitably provided and promoted across the borough.  
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1.  Introduction

1.1
Purpose of report
This report will assess need for pulmonary rehabilitation services for people with Chronic Obstructive Pulmonary Disease (COPD) living in the borough of Wandsworth.  It will identify any shortfall in service provision and will make recommendations to address any unmet need. Findings will inform a wider COPD needs assessment to be carried out by Wandsworth PCT Public Health Department.

Although the catchment of St George’s Hospital includes a large part of the borough of Merton, need for pulmonary rehabilitation services in Merton should be considered for the borough as a whole to aid service planning, and will not be covered in this report.
1.2
Definitions

1.2.1
COPD

Chronic Obstructive Pulmonary Disease (COPD) is “..a lung disease characterized by chronic obstruction of lung airflow that interferes with normal breathing and is not fully reversible.  The more familiar terms ‘chronic bronchitis’ and ‘emphysema’ are no longer used, but are now included within the COPD diagnosis”
.  COPD is “a preventable and treatable disease with some significant extra pulmonary effects that may contribute to the severity of the disease in individual patients.”
  COPD is mainly caused by smoking.  The local and national burden of COPD is set out in section 3.
1.2.2
Pulmonary Rehabilitation

Pulmonary rehabilitation is for people with COPD who are symptomatic and have restricted activities of daily living.  It is usually offered in a group format.  Multi-disciplinary staff provide tailored exercise prescriptions (supervised & unsupervised), lifestyle/self-management education, evaluation of progress, and risk assessment.  Common practice in England is for people to participate twice weekly for 6-8 weeks, either within a hospital or community setting.  
1.3
Statement of the issue
A joint statement by the American Thoracic Society and the European Respiratory Society stated that: “the evidence for improvement in exercise endurance, dyspnoea, functional capacity, and quality of life is stronger for [pulmonary] rehabilitation than for almost any other therapy in COPD.” 
 There is also strong evidence that pulmonary rehabilitation reduces the use of health care by people with COPD
.  But pulmonary rehabilitation services are not equitably provided across England
.  This report examines whether local pulmonary rehabilitation services have the capacity to meet current and future need.

1.4
Policy context

The forthcoming National Strategy for Chronic Obstructive Pulmonary Disease seeks to ensure that everyone diagnosed with COPD receives high quality health and social care services.  It is a ten year strategy that will tackle health inequalities by ensuring better prevention strategies, quicker identification of those at risk, and clear standards of treatment across England.  Pulmonary rehabilitation is a key intervention that the Strategy will offer guidance on. 
1.5
National Pulmonary Rehabilitation issues
The quality of pulmonary rehabilitation programmes currently vary across England (Table 1).  Addressing unmet need for pulmonary rehabilitation is a major issue. Additional logistical issues include: delays from referral to accessing services (leading to drop out); drop out due to illness once participating; reducing travel and providing services closer to where people live; ensuring follow on options at the end of rehabilitation; and offering rehabilitation to those who have most to gain.  There is also potential to offer pulmonary rehabilitation to selected individuals who have heart failure.
Table 1:  Summary of the quality of pulmonary rehabilitation (PR) services in England according to Maxwell’s quality criteria

	Quality Criteria


	Assessment
	Evidence

	Effectiveness 
	Proven efficacy.  Evidence of effectiveness available for some areas, but content varies between programmes.
	· Extensive literature 

· Local evaluations

· Expert opinion

	Efficiency
	Providing PR in areas currently without PR in England could be cost neutral
	· DH economic modelling (2008)

· Griffiths et al (2000)

	Equity
	Services are not universally available.  Availability does not match need
	· National RCP Audit (2008)

· British Lung Foundation (BLF)

	Accessibility
	Access may be limited by long waiting lists from limited capacity.  Some venues potentially inconvenient.  Transport issues
	· Observation by expert practitioners & BLF 

· RCP Audit (2008)

	Acceptability
	Highly acceptable to participants able to attend
	· Qualitative research 

· Observation by expert practitioners & BLF

	Appropriateness (relevance to community need)
	Not yet sufficient to meet need.  Large numbers of people with COPD not yet identified.  Need likely to increase in the short term.
	· RCP Audit  (2008)

· Levels of undiagnosed COPD & prevalence projections


Simey & Phillips (2009)

1.6
Scope of this needs assessment 
The National COPD Strategy will recommend a continuum of pulmonary rehab:
· Pre-habilitation for those not yet functionally disabled by COPD     

· Formal rehabilitation accessed by those functionally disabled by COPD  
· Maintenance programmes after formal rehabilitation, to maintain improvement for as long as possible
Although the focus of this report will be on formal rehabilitation programmes, the issues of pre-habilitation and maintenance will also be covered.      
1.7 Report objectives

· To determine need for pulmonary rehab within the borough of Wandsworth 
· To identify current capacity within pulmonary rehab services in Wandsworth
· To identify any shortfall between need and service capacity
· To make recommendations on how to address local need effectively across the continuum of pulmonary rehabilitation.
2.
Methods

Describing the burden of COPD

Data from the Dr Foster, NHS Comparators and the National Centre for Health Outcomes Development (NCHOD) websites were used to describe the mortality, morbidity and health service use of people with COPD in Wandsworth.  A mix of Wandsworth PCT and Wandsworth borough related information was used as data was not completely available for one area.  As the prevalence estimate used by the Eastern Region Public Health Observatory (ERPHO) was only available for Wandsworth borough, describing the health needs of the borough population wherever possible was the default position.   
The above websites also differ in how they group individuals with COPD, according to International Classification of Disease (ICD-10) coding.  Dr Foster groups COPD under “COPD and bronchiectasis” (ICD-10 codes J40-44; J47), NHS Comparators uses “Obstructive Airways Disease” (ICD-10 codes J41-J44), and NCHOD uses “Bronchitis, Emphysema & other COPD” (ICD-10 codes J40-44).  The specific ICD-10 codes used for any data item are shown throughout this report.  Further work to remove bronchiectasis from the Dr Foster data was felt to be unnecessary as these patients contributed only 2.3% of the total admissions in this group.

Data from the quality and outcomes framework established current levels of diagnosed COPD.  The prevalence of COPD including as yet undiagnosed COPD was identified using estimates provided by the ERPHO in 2008.  The ERPHO used Health Survey for England data (2001), adjusted for age, smoking, deprivation and ethnicity to estimate total prevalence in Wandsworth.  Further information is provided in this report on how potential need for pulmonary rehabilitation was calculated, using this data and the approach proposed by the National Institute for Health and Clinical Excellence (NICE) in 2004. 
Information on local pulmonary rehabilitation services
Information on St George’s Hospital rehabilitation programme was provided through the TIARA dataset, paper attendance records and discussions with staff.  Information on the programme at Queen Mary’s came from an audit focusing on the 6 months from April 2009 and discussions with the author of the audit. Wandsworth PCT’s Public Health Department provided information on take up and attendances at prehabilitation and maintenance exercise classes.  The community respiratory service in Merton and the pulmonary rehab service for Lambeth were also contacted.
3.
Burden of COPD

3.1
The national burden
COPD is generally progressive, leading to early disability and reduced survival.  It is one of the leading causes of death and disability worldwide.  In England during 2007 there were 22,173 deaths where COPD was the underlying cause (HES).  It is the fifth highest cause of death in the UK and the second most common cause of emergency admission to hospital
.  During 2006/07 in England there were:

· 179,460 inpatient admissions where COPD was the primary cause of treatment

· more than 2.3 million primary care consultations where COPD was recorded as the reason for consultation
 

Deprivation appears to be a risk factor for COPD, independent of smoking behaviour
.  Department of Health analysis shows an annual COPD patient cost of between £660 million - £725 million
.   

National prevalence
The National COPD Strategy will highlight the gap between the numbers diagnosed with COPD (on primary care COPD registers) and those who have yet to have their COPD diagnosed.  The national prevalence of undiagnosed COPD has been estimated using data from the 2001 Health Survey for England.  Lung function measures were carried out for a representative sample using spirometry.  In England in 2009, around 780,000 people were on a QOF COPD register, but a further 2.7 million people aged 16 and over were estimated to have undiagnosed COPD
.  This means that around 8.2% of the population of England aged 16 and over will have COPD
.  

3.2
Mortality from COPD in Wandsworth
Figure 1 shows directly age standardised death rates from COPD for the borough of Wandsworth, for London and for England from 1993 to 2007.  The death rate has decreased over the period, with the rate in Wandsworth currently at a similar level to national and regional rates (when the different age structures of these areas are accounted for using standardisation). 

Figure 1: directly age standardised death rate for COPD (ICD10 codes J40-J44) in Wandsworth borough residents between 1993 and 2007
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Source: NCHOD (accessed 07/12/2009)
Figure 2 shows the directly age standardised years of life lost from COPD for England, London and Wandsworth for 2005-07.  This measure identifies the impact of premature deaths (under 75 years) for COPD, after adjustment for the different age structures of the populations.  The main finding is that the rates for men in Wandsworth are higher than for those for men living in London and England, although this is not statistically significant as the confidence intervals overlap.
Figure 2: Standardised years of life lost (SYLL) from COPD (ICD10 codes J40-J44) for Wandsworth compared with England and London in 2005-07
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Source: NCHOD (accessed 07/12/2009)
Figure 3 shows that deaths from COPD in Wandsworth increase with age similar to national trends.  The highest death rates are among those aged 75 and over.  Although the death rate is higher in this age group for Wandsworth borough than England and London (for both sexes), no confidence intervals for the rates were available.

Figure 3: Age specific death rates in Wandsworth: 2005-07 (ICD10 codes J40-J44)
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Source: NCHOD (accessed 07/12/2009)
3.3
Morbidity from COPD

3.3.1
Prevalence in Wandsworth 

For Wandsworth PCT, 2740 people were on a COPD register in 2008/09 (population prevalence 0.82%).  The Eastern Region Public Health Observatory (ERPHO) has estimated total prevalence of COPD for all regions of England using data from the 2001 Health Survey for England.  Prevalence was then adjusted for the age, sex, ethnicity, smoking status and deprivation of the local population.  

Estimated COPD prevalence for Wandsworth borough in 2008: 7,409

Although the borough and PCT populations are not the same, there would appear to be around a three-fold difference between the numbers diagnosed on COPD registers and the modelled prevalence of COPD (including people yet to be diagnosed).  This estimate does not adjust for post-bronchodilator spirometry (a bronchodilator was not used for the sample assessed in the Health Survey for England), so a small but important proportion of asthmatics may be included in this estimate.

Figure 4 shows considerable variation in recorded prevalence of COPD within the practice population among the GP Practices within Wandsworth PCT.  During 2008/09, recorded prevalence ranged from 0.1% to 2.5% in these practices, while the PCT average prevalence was 0.8%.
Figure 4:  COPD prevalence by GP Practice for Wandsworth PCT 
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Source: NHS Comparators (accessed 06/12/2009)

3.3.2
Hospital admissions analysis – Wandsworth PCT

People with COPD will face further deterioration in the condition of their lungs and airways over time.  They will have increasingly severe attacks of breathlessness (exacerbations) which can leave them housebound or require emergency admission to hospital.  These exacerbations have a profound effect on the individual’s quality of life and disability.  Pulmonary rehabilitation can help reduce both the number and duration of hospital admissions for COPD (see section 4).

Emergency hospital admissions for COPD
There were 904 emergency hospital admissions from Wandsworth PCT patients between April 2007 and March 2009 for COPD and bronchiectasis (ICD10 Codes J40-J44; J47).  60% of these admissions were to St George’s Hospital.  Table 2 shows that there were more admissions during this period within older age groups.  Men have higher numbers of admissions in most age groups – the greater number of women admitted in the 75-84 age group will have resulted from there being more women alive in this age group.

Table 2: Non-elective admissions by age group and gender for Wandsworth PCT patients between April 2007 and March 2009 (COPD & Bronchiectasis: ICD10 Codes J40-J44; J47)

	Age group
	Admissions
	% of total 

admissions
	Male
	Female

	5-34
	6
	0.6%
	3
	3

	35-44
	15
	1.7%
	5
	10

	45-54
	42
	4.6%
	20
	22

	55-64
	147
	16.3%
	80
	67

	65-74
	278
	30.8%
	184
	94

	75-84
	288
	31.9%
	133
	155

	85+
	128
	14.2%
	82
	46

	Total
	904
	100%
	507
	397


Source: Dr Foster (accessed 07/12/2009)
Between April 2007 and March 2009, more than two thirds of admissions (68%) were from people with COPD living in the most deprived areas of Wandsworth PCT (above average or most deprived quintiles of deprivation).  Figure 5 shows the number of non-elective admissions per year for those registered with Wandsworth PCT for the last nine financial years.  Admissions rose to a peak in 2004/05, before falling to 2007/08.  There was a 16% rise in admissions during 2008/09 compared to the previous year.

Figure 5: Non elective admissions by financial year for Wandsworth PCT patients (COPD & Bronchiectasis: ICD10 Codes J40-J44; J47)
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Source: Dr Foster (accessed 07/12/2009)
Following standardisation, emergency admission rates for people with Obstructive Airways Disease (Programme Budget Category 11A, ICD 10 codes J41-J44
) for Wandsworth PCT can be compared with other London PCTs, as well as rates for London and England.  Figure 6 shows that Wandsworth PCT (the dark shaded block) is almost in the top third of London PCTs in 2008/09, with an emergency admission rate per 1000 population above both the regional and national rates (the rate is significantly higher than the national rate).   

Figure 6: Emergency admissions per 1000 population for Obstructive Airways Disease (ICD 10 Codes J41-J44) for London PCTs (2008/09)
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Source: NHS Comparators (accessed 06/12/2009)
Figure 7 shows that Wandsworth PCT (the dark shaded block) was among the 10% of London PCTs with the longest standardised average length of stay for obstructive airways disease during 2008/09.  The rate for Wandsworth PCT was also significantly higher than the rates for London and England.  Standardised average length of stay has increased year on year since 2006/07.   There were 3,470 bed days for people with obstructive airways disease registered with Wandsworth PCT in 2008/09 – 669 bed days above that which would be expected if national rates had applied.

Figure 7: standardised average length of stay for Obstructive Airways Disease (ICD 10 Codes J41-J44) for London PCTs (2008/09) – emergency admissions
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Source: NHS Comparators (accessed 06/12/2009)
3.3.3 Hospital admissions analysis – St George’s Hospital (COPD & 

Bronchiectasis)

There were 1,107 non-elective inpatient admissions for COPD and Bronchiectasis to St George’s Hospital from April 2007 to March 2009.  More than half of those admitted in this period (58.8%) had been admitted at least three times in the previous three years.  This is to be expected for people with COPD, as they suffer increasingly severe exacerbations as their condition deteriorates.  Average length of inpatient stay has reduced at St George’s from 13.1 days in 2001/02 to 8.0 days in 2008/09, but there have been fluctuations in between  (Source: Dr Foster; accessed 09/12/09).  
Figure 8 shows the last ten years of non-elective admissions for COPD to St George’s.   There is a trend for more admissions to the hospital.  Admissions peaked in 2004 and were reduced in the next three years, although there was a rise in 2008.  

Figure 8: Non-elective admissions for COPD & Bronchiectasis (ICD10 Codes J40-J44; J47) to St George’s Hospital between 1999 and 2008.
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Source: Dr Foster (accessed 09/12/09)
Approaching half of admissions to St George’s in the two financial years from April 2007 were from Wandsworth residents (46.3%), over a third were from Merton residents (36.5%) and 11.7% were from Lambeth residents.  Of the census wards, the most admissions came from Lavender Fields (within Merton borough: 8.4% of total).  Five of the top ten admitting census wards were in Wandsworth, three were in Merton and two were in Lambeth.  This shows that the secondary care COPD catchment for St George’s mainly covers two boroughs, with an important proportion from Lambeth.  

Figure 9 shows the average emergency admission length of stay for people with obstructive airways disease for London provider Trusts.  St George’s (the dark shaded block) was significantly above the rate for London and England in 2008/09.  The standardised length of stay for St George’s was 8.0 days.  This was lower than other Hospitals in South West London (Epsom and St Helier: 8.2 days; Mayday 8.7 days; and Kingston: 8.8 days).
Figure 9: standardised average length of stay for Obstructive Airways Disease (ICD 10 Codes J41-J44) for London Provider Trusts (2008/09) – emergency admissions
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Source: NHS Comparators (accessed 06/12/2009)
Figure 10 shows a clear pattern of seasonal admissions to St George’s.  People with COPD suffer more severe consequences of common respiratory infections.  These infections circulate more widely during the winter months.

Figure 10: Non-elective admissions to St George’s for COPD & Bronchiectasis (ICD10 Codes J40-J44; J47) (Apr 07 – Mar 09)
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Source: Dr Foster (accessed 09/12/2009)
4.
Pulmonary Rehabilitation Needs Assessment
4.1
Potential need for Pulmonary Rehabilitation in Wandsworth

Pulmonary rehabilitation is only offered to those people with COPD who are disabled by their breathlessness.  This is routinely assessed through the MRC Dyspnoea (shortness of breath) scale.  People with COPD are usually eligible for pulmonary rehabilitation if they are assessed as being at least MRC Dyspnoea Grade 3: 
“I walk slower than people of the same age on the level because of breathlessness, or I have to stop for breath when walking at my own pace on the level”
In 2004 NICE provided a benchmark annual uptake rate for pulmonary rehab of 0.23% of the population per year
.  This was based on applying the then recorded prevalence of COPD to each area (1.4%), 25% of whom would be eligible for pulmonary rehab (at least MRC Dyspnoea grade 3 or higher), and two thirds of those eligible would want to participate.  NICE recommended that this estimate should be adapted according to local demography (e.g age structure and smoking).  Table 3 shows annual need for Wandsworth borough identified using NICE methods.

Table 3: Estimated annual need for pulmonary rehabilitation in Wandsworth (NICE methods)   

	Annual estimated need
	COPD prevalence (1.4%)
	Numbers disabled by COPD (MRC 3+)

(25%)
	Total likely to take up rehab per year

(67%)

	Borough of Wandsworth: 284,000 (ONS, 2008 – mid year estimate)
	3,976
	994
	666


The Eastern Regions Public Health Observatory (ERPHO) estimate for COPD prevalence in Wandsworth uses the Health Survey for England (2001) data and adjusts for age, smoking, ethnicity and deprivation
.  Table 4 shows the estimated total need for pulmonary rehabilitation in Wandsworth borough during 2008, using the higher estimate for the proportion disabled by their COPD (proposed by the National Strategy: 33% of all those with COPD).  

Table 4: Estimated total need for pulmonary rehabilitation in Wandsworth (ERPHO & National COPD Strategy methods)
	Total estimated need
	COPD prevalence (ERPHO)
	Numbers disabled by COPD (MRC 3+)

(33%)
	Total likely to take up rehab 

(67%)

	Borough of Wandsworth: ERPHO estimated prevalence
	7,409
	2,444
	1,638


Pulmonary rehabilitation is usually recommended as a once only intervention and a number of Wandsworth residents will already have benefited.  
The estimated annual need for rehabilitation within Wandsworth is therefore between 666 and 1638 people.

4.2 
How is need currently met in Wandsworth?

There are two pulmonary rehabilitation services based in Wandsworth (St George’s Hospital and Queen Mary’s Hospital Roehampton).  Three classes within Lambeth are potentially within reasonable travelling distance for some Wandsworth residents (Ferndale Community Centre, Brixton; West Norwood Library; St Thomas’s Hospital) and there is a community service available in Kensington and Chelsea.  But these services based outside the borough will only make a minor contribution to meeting need in Wandsworth. 

Those who decline to participate in pulmonary rehabilitation can be seen in a limited number of outpatient physiotherapy appointments for exercise and education.  Pulmonary rehabilitation will also be promoted at these appointments.

4.2.1
Current service capacity
Drop out from pulmonary rehabilitation can be common and often follows an illness related to the condition.  Both Wandsworth services offer a rolling programme where the places of those who drop out can be filled by others.  The aim is for people to attend twice a week, for 7 weeks, although there is flexibility for people to miss sessions without losing their place.  Table 5 shows the basic annual capacity for each service, assuming that one in five will drop out before the end of their programme (allowing additional people to take their place).

Table 5: Capacity in Wandsworth based pulmonary rehabilitation programmes

	Location
	Maximum attendees per session
	Sessions per week
	Participant attendance goal
	Cohorts per year (49 wks)
	Basic Annual Capacity (including 20% dropout before end of programme)

	St George’s
	16
	2
	Twice per week, for 7 weeks
	7
	134

	Queen Mary’s
	8
	2
	Twice per week, for 7 weeks
	7
	68 total: (34 Wandsworth residents, 34 Kingston residents)


· Total estimated capacity of Wandsworth based PR services: 168 people per year     

(134 at St George’s and 34 Wandsworth residents at Queen Mary’s)
· Total estimated need: 666-1638 eligible people who would take up the service
4.2.2
Referrals into the service (2008/09)
(i)  Referrals to St George’s Hospital
During 2008/09, St George’s Hospital received 146 referrals for people with COPD to receive pulmonary rehabilitation at the Hospital.  Figure 11 shows that this was an increase on previous years and Figure 12 shows that the increase was due to more referrals being received from patients registered with Wandsworth PCT.  Of the 146 referrals received during 2008/09, 91 were from Wandsworth PCT (62%), 42 were from Sutton & Merton PCT (29%), eight were from Lambeth PCT, two from Kingston PCT and one each from Croydon and Surrey PCTs.  

Figure 11: Total referrals received for pulmonary rehabilitation at St George’s
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Source: Tiara dataset for SGH, 2009
Figure 12: Pulmonary rehab referrals by main source PCT
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Source: Tiara dataset for SGH, 2009
Figure 13 shows that during 2008/09, Consultants at St George’s were the most common source of referral (38%), followed by St George’s Nurse Specialists (26%) and Therapists (18.5%).  GPs contributed 21 of these referrals (14%) of referrals, with only 3 GPs making more than one referral during these twelve months. 

Figure 13: Main sources of referral, by occupation (2008/09)
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Source: Tiara dataset for SGH, 2009
(ii)  Referrals to Queen Mary’s Hospital
Audit of patient records for 6 months from April 2009 showed that there were 53 referrals made to the service, 20 of which (38%) were inappropriate.  50% of referrals to the service were made by Consultants.  Of the remaining 50%, more were from Respiratory Nurses than GPs.  Referrals were equally split between Wandsworth and Kingston residents.  

4.2.3
Attendees during 2008/09
(i) St George’s pulmonary rehabilitation attendees.
During 2008/09 a total of 116 individuals attended at least one pulmonary rehabilitation class at St George’s.  The annual numbers attending was increased by the running of two additional classes (one starting in April, and the other starting in October – 28 individuals attended) in addition to the class that normally runs throughout the year (88 individuals attended).  Of the 146 referrals made, around four fifths (79%) attended at least one class.

129 classes were run during 2008/09, with an average attendance at each class of 9.5 people (dotted line in Figure 13; standard deviation 2.8).  Attendances ranged from 3 (three occasions) to 15 (once).  Figure 14 shows that average attendances varied by month, with December, January and July having the lowest average attendances.  Although attendances are expected to be lower during the winter (due to illness), there is no consistent seasonal pattern for attendances.  This may be due to organisation of classes, with potential delays in drafting additional participants into classes until patients have finally been discharged.

Figure 14: Average attendances at Pulmonary Rehabilitation, by month
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Source: SGH attendance registers, 2008/09
(ii) Queen Mary’s Hospital attendees
The half year audit from April 2009 showed that 33 patients attended the service for assessment prior to participation.  6 of those attending were inappropriate referrals and 1 did not attend.  11 out of 15 (73%) completed their rehabilitation programme during the period.

4.2.4
Time from referral to attendance at pulmonary rehabilitation

As of December 2009 there is roughly a 3 month waiting list to attend pulmonary rehabilitation at St George’s and around 45 patients are currently on the waiting list.  The audit at Queen Mary’s noted that the average time from referral received to assessment date was similar at 60 working days (12 weeks). 
4.2.5
Maintenance options after completion of rehabilitation
Maintenance exercise classes provide an opportunity to exercise under appropriate supervision with other people with the same condition.  A key factor of these classes is the additional training completed by the specialist exercise instructor to ensure safe and effective participation.  The group format will be motivating for some, but others will seek to maintain physical activity on their own.  As the benefits of pulmonary rehabilitation tail off over time, it is important that people with COPD are encouraged to be active, particularly after they have recovered from an exacerbation. 

There are currently two COPD maintenance exercise classes that can receive referrals from pulmonary rehabilitation at St George’s.  The class at Tooting Leisure Centre is currently full (17 people can attend each class) while the class at Balham Leisure Centre is relatively new and has space for 12 more participants (as of November 2009).  Overall during 2008/09 there were around 960 attendances at these classes.  

People who have completed pulmonary rehabilitation at Queen Mary’s have the option to continue exercising at the on-site Douglas Bader Centre.  Of the 12 patients completing the programme in the 6 months from April 2009, only five continued at the Douglas Bader Centre.

Another option at the end of rehabilitation is referral onto the exercise referral programme.  This is for those who are not on oxygen and are keen to join the programme.  Around 30 people with COPD were referred onto the exercise referral programme by the pulmonary rehabilitation service during 2008/09.

4.2.5 Exercise options for those with milder COPD who are not yet eligible for 

pulmonary rehabilitation (prehabilitation)

Wandsworth PCT organises a range of physical activity initiatives.  Of these, the most appropriate organised initiatives for people with mild COPD are the exercise referral programme and the physical activity promotion clinics organised in primary care.  During 2008/09 around 60 patients participated in the exercise referral programme organised in the eight venues across Wandsworth.  Half of these people were referred by their GP and half were referred from the pulmonary rehabilitation service.  Very few people with COPD are currently using the primary care based physical activity clinics.  Appointments cover the individual’s goals and interests before options for being more active in Wandsworth are identified.  These clinics are a good resource for those with milder COPD, and they appear to be under used/promoted.
4.3
Does Pulmonary Rehabilitation work?

4.3.1
Research evidence – people with stable COPD

The benefits of pulmonary rehabilitation have been clearly established.  People with COPD who participate in well run pulmonary rehabilitation programmes will improve their exercise endurance, shortness of breath, functional ability and quality of life
.  The issue is whether these benefits can be achieved within NHS services at a reasonable cost.

Two randomised controlled studies of pulmonary rehabilitation within the UK included cost-effectiveness analysis.  The more recent study in London
 found that an intermediate care package (regular support by specialist respiratory nurses) after 4 weeks pulmonary rehabilitation led to fewer primary care consultations, but did not affect the hospital readmission rate.  122 patients with COPD took part, all of whom had previously been admitted for an exacerbation.  There was an overall cost of £11 per person (uplifted to 2008/09 prices) over 2 years for the intervention when the health care use of all participants (including controls) was considered.  

The cost-effectiveness study carried out by Griffiths and co-workers
 is more similar to the model of pulmonary rehabilitation likely to be recommended in the National Strategy.  Table 6 sets out the findings of this study.  There was a net financial saving from participating in 6 weeks pulmonary rehab when healthcare use over the year was analysed.  This saving resulted from fewer admissions to hospital and shorter lengths of stay.  The rehab programme was cost effective at improving quality of life.

Table 6: Outpatient multidisciplinary pulmonary rehab results (after 1 year)
	Participants
	200 patients with disabling chronic lung disease (majority COPD; all COPD patients had FEV1 < 60%).  100 patients received rehab.  100 controls received usual care, and then rehab after 1 year.

	Rehab programme
	6 weeks of attendance, 3 times a week.  Two hours for each session total: (a) tailored exercise, (b) education & (c) psychological support.  Encouraged to continue on own at end of programme, with invite to weekly leisure centre exercise.

	Results after one year
	Participants vs controls:

· No difference in people admitted to hospital (41 vs 40)

· Fewer all cause admissions (mean 1.7 vs 2.2, p=0.048)

· Fewer days spent in hospital (rehab group mean: 10.4 days, SD 9.7; control group mean 21.0 days, SD 20.7; p=0.022)

· More GP Surgery visits (mean: 8.6 vs 7.3, p=0.033)

· Fewer primary care home visits (mean: 1.5 vs 2.8, p=0.037)

	Costs per person

(uprated by DH to 07/08 prices)

	Intervention:
· Costs of programme per person: £946

· Total healthcare costs per person (including rehab): £2,222

Controls:

· Healthcare costs per person: £2,423

	Cost effectiveness
	The probability of the cost per quality adjust life year (QALY) generated being below £0 was 0.64


These two studies show that well-organised pulmonary rehabilitation programmes can improve quality of life very cheaply, or can even contribute savings to the local health economy.  Although the evidence for potential savings comes from a single RCT, the study was well conducted.  The routine care of people with COPD will have improved since this study was carried out, but not to an extent that might affect the study’s results.  A number of uncontrolled studies comparing an individual’s health service use before and after pulmonary rehab have also reported fewer bed days
 
 
.  The benefits of rehabilitation will diminish over time, so it is important that regular support for individuals continues after the rehabilitation programme ends.  An important element will be the opportunity to attend supervised maintenance exercise classes.

The potential savings following rehabilitation impact on both primary care and, to a larger extent, secondary care.  As pulmonary rehabilitation provides important public health benefits for generally more deprived individuals, it is recommended that Wandsworth PCT commissions St George’s Hospital to provide more pulmonary rehabilitation in Wandsworth.  Commissioning arrangements should reflect the potential for reduced hospital admissions, but should also account for the wider public health benefits to the local population. 

4.3.2
Local evidence
The pulmonary rehabilitation programmes at St George’s and Queen Mary’s both assess participants with objective evaluation measures before and after the programme.  These findings are then reported back to the original referrers.

Information on the overall performance of the St George’s Hospital programme is not readily available.   At present information at St George’s is only available for individual patients as paper copy by patient name, rather than by year of first attendance.  A 6 month audit of completers of the pulmonary rehabilitation programme at Queen Mary’s recorded improved exercise endurance (distance covered on the shuttle walk test increased on average by 36 metres, at reduced effort).  

It is important that results from both programmes are pooled and reported from April 2010.  This will enable easier assessment as to whether the collective clinical improvements identified by research are being achieved for pulmonary rehabilitation in Wandsworth. 

4.4
What are the alternatives to meeting need?

4.4.1
Formal Pulmonary Rehabilitation
This report demonstrates that there is at least a four fold gap between the capacity of current pulmonary rehabilitation services in Wandsworth and local need.  This gap increases further when the needs of Merton residents are considered.  Research shows that pulmonary rehabilitation is cost effective and action is needed to increase capacity within the 2010/11 financial year.  Both Wandsworth services had a recent waiting time of around 12 weeks between receipt of referral and first attendance.  This waiting time needs to be reduced so that individuals who are assessed as suitable for rehabilitation can attend before motivation wanes or their condition deteriorates.  Once therapies are included within the 18 weeks timeframe patients will need to be seen within 6 weeks.
The National Strategy for COPD will be promoting pulmonary rehabilitation as a key intervention.  It will also provide recommendations for self management programmes, although these are likely to be part of local rehabilitation programmes.  This section will only therefore examine the alternatives for meeting need through formal pulmonary rehabilitation.  

There are three core issues for pulmonary rehabilitation services in Wandsworth:

· Capacity needs to increase during 2010/11 to meet the needs of those already identified with COPD.  Capacity will also need to increase in future years as the case finding and diagnostic interventions to be outlined in the COPD National Strategy take effect.

· Local rehabilitation services need to demonstrate that they are effective

· Services need to be geographically accessible and promoted in primary care    

GPs currently make few referrals into local pulmonary rehabilitation services.  Quality and Outcomes Framework (QOF) criteria recommend that each patient has their MRC Dyspnoea grade assessed at their annual review.  So a greater number of appropriate patients should be identified and referred to rehabilitation.     

There are three alternatives to meeting need:

(
Increase capacity at local hospitals: increase attendances at existing classes and set up extra classes.
Illness/symptoms often affect attendance at rehabilitation classes, in addition to usual commitments affecting regular attendance.  This makes it difficult to rigorously plan for all attendees completing their rehabilitation by a set date.  Both Wandsworth services use rolling programmes, so replacements can be slotted in once space becomes available.  

Average attendance at St George’s rehabilitation was 9.5 per session during 2008/09.  More attendees could attend existing classes, if the programme had more administrative support.  The gym is also large enough to increase class capacity beyond 16 if other staff members are available.  But this would mean diversion of staff from other activities.  Rehabilitation class capacity at Queen Mary’s is limited by physical space within the gym.  Average attendances run near to current capacity.

The physiotherapy gym is available for extra classes at St George’s, but not at Queen Mary’s.  Staffing and administering this extra class would be a key issue.  There would also be an impact on hospital transport for those patients unable to make their own way to the class.   

(
Develop programmes in the community, closer to where people live

Similar outcomes can be expected from pulmonary rehabilitation held in either community or hospital settings.  Setting up classes in appropriate venues in different parts of Wandsworth will make classes more accessible.

Development work was carried out during 2008 to establish a rehabilitation class at the Wandle Leisure Centre (in Earlsfield), and another class closer to Battersea.  This initiative did not progress as funding was not identified.  This option could be implemented relatively quickly if arrangements agreed during 2008 still apply.  It is also important to look to set up a community rehabilitation class in the West of the borough.  

(
Implement alternatives ( & (
Expanding capacity at St George’s and establishing community rehabilitation classes would seem to be the best approach.  A phased approach over the coming years would ensure that rehabilitation supply does not outstrip patient demand.  Extra capacity should initially cover two additional community rehabilitation programmes, with one extra class at St George’s.

4.4.2
Maintenance exercise classes
Spaces are currently available in the Balham maintenance exercise class, but not in Tooting.  Should community rehabilitation be established in leisure centres, additional maintenance classes can be set up at the same site.  This will improve transition to ongoing exercise.  Although published evidence supporting maintenance exercise classes is currently lacking, these exercise classes would appear a good way to encourage exercise and they are valued by participants.  Maintenance exercise classes should be promoted alongside the promotion of daily physical activity for the individual.

4.4.3
Exercise options for those with milder COPD who are not yet eligible for 

pulmonary rehabilitation (prehabilitation)

People with mild to moderate (non disabling) COPD can be referred to either a physical activity clinic or for supervised exercise on referral at sites across Wandsworth.  Information from Wandsworth PCT’s Public Health Department suggests that very few people with COPD use these services.  Greater promotion of these services for this group of people with COPD is needed.

4.5
Information requirements and development issues
· Information is needed on the overall performance of the pulmonary rehabilitation programme at St George’s and Queen Mary’s for 2008/09.  Accurate up to date information is also required on the current and historical waiting period from referral through to attendance.  

· The Tiara data system used at St George’s does not support simple data searches for data relevant to pulmonary rehabilitation.  A system is needed so that information on waiting times, referrals, attendances and drop out can easily be pulled off the system.  Resuming the electronic recording of attendances is important.

· Information from rehab schemes in Lambeth and north of Battersea relating to use and promotion to Wandsworth residents was not available to the author.
· Rehabilitation during/soon after an exacerbation (peri-exacerbation rehabilitation): a recent Cochrane review
 has shown the potential benefit of rehabilitation early in the course of an acute exacerbation, as this will aid recovery to the individual’s previous level of function.  Pulmonary rehabilitation is not currently offered to people soon after an acute exacerbation at St George’s due to the current waiting list.  The potential for peri-exacerbation should be explored once service capacity is increased.

· The exercise component of pulmonary rehabilitation may be appropriate for people with heart failure to attend.  This should be examined once the gap between need and service capacity in Wandsworth is narrowed for people with COPD.

4.6 
Recommendations

4.6.1
Increasing capacity of pulmonary rehabilitation services in Wandsworth
Recommendation 1:  Wandsworth PCT commissions St George’s Hospital to expand current capacity of pulmonary rehabilitation in Wandsworth in 2010/11 through at least two community programmes, and one session at St George’s.  This could as a demand management initiative.  Commissioning arrangements can reflect the potential for reduced hospital admissions but should not rely on savings covering the costs of this expansion.  The commissioning of increased capacity needs to be linked to evaluation of the programme’s performance (see 4.6.3)  

Commissioning St George’s Hospital reflects the merger with Wandsworth Community Services (who provide pulmonary rehabilitation at Queen Mary’s).  Services should be community and hospital based, with ongoing promotion to potential referrers (particularly primary care).

Recommendation 2: Sutton & Merton PCT carries out a pulmonary rehabilitation needs assessment for the borough of Merton.  This will identify the level of unmet need in the borough and the role of St George’s in meeting this need alongside other local providers of pulmonary rehabilitation.  Any expansion at St George’s to be commissioned by the PCT along similar lines to that set out in recommendation 1
4.6.2
Ensuring consistency and effective practice
 
Recommendation 3: One senior grade non-rotational Physiotherapist has day-to-day responsibility for pulmonary rehabilitation organised through St George’s Hospital. Regular meetings are held with pulmonary rehabilitation providers in South West London to discuss issues (e.g. catchments and care pathways) and potential solutions.

Recommendation 4 (exercise): Every participant has written prescriptions of endurance and strength exercise training at the highest tolerated intensity, with evidence of increments of progress.  Training diaries for group and home exercise are used by all participants.  An exercise specialist in COPD attends all exercise sessions.  Supervision ratios reflect national standards according to risk assessment. 

Recommendation 5 (education): baseline education needs identified at entry to the programme, with evidence that these needs have been met at the end of the programme.  Competent multi-disciplinary staff should deliver education sessions, with appropriate written information available
Recommendation 6 (evaluation): the same evaluation measures are used for all pulmonary rehabilitation services in Wandsworth.  These include validated measures of health status/quality of life, exercise capacity, anxiety and depression and patient satisfaction.

Recommendation 7 (individual progress):  progress is assessed for every individual, with a feedback letter sent to the referrer.

Recommendation 8 (maintenance): all participants have discussed and agreed a personalised maintenance strategy prior to discharge from pulmonary rehabilitation.  The capacity of maintenance exercise classes needs to be sufficient to meet need.

Recommendation 9 (prehab): primary care to make greater use of Wandsworth’s exercise referral programme and physical activity clinics for people with COPD who are not yet disabled by their breathlessness (MRC Dyspnoea grade 1 or 2).
4.6.3
Quality assurance

Recommendation 10 (annual reporting): data from all rehabilitation sites in Wandsworth should be reported within one annual report.  The report will provide information on referrals into the service, attendances, adherence, waiting times, group improvement (before and after rehabilitation), and maintenance planning.
Recommendation 11 (risk assessment): evidence of risk assessment for each pulmonary rehabilitation venue
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