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the Challenge
A high proportion of COPD patients are not 
receiving optimal care. For example, in our pilot 
Redbridge Practices on average only 18% of COPD 
patients have had their diagnosis validated with 
spirometry according to NICE 2010 guidance.

Patients themselves are unaware of the quality of 
their care, and the variation of quality between 
Practices. At one of our Practices, 100% of COPD 
patients had received spirometry, at another, 1% of 
COPD patients.

Patients often bypass Primary Care services and go 
to A&E due to a lack of self- management advice 
and empowerment. We know that typically COPD 
patients experience their symptoms for on average 
7 days before an emergency attendance at A&E.

COPD is associated with high NHS cost due to 
the frequency of emergency admissions, across the 
UK accounting for 1 million bed days and £491 
million per year. In our 10 pilot Practices there 
were 154 COPD admissions last year, on average 
29% of the COPD patients on the Practice registers 
were admitted.

the response:
The patient led methodology

Patients, GPs, Practice Nurses and Practice 
Managers from 10 GP Practices in NHS Redbridge 
worked together to co- create a patient scorecard 

that outlined patient priorities for best care using 
the NICE guidelines (2010). Several versions 
were tested with patient focus groups until the 
content and style were refined to suit patients’ 
needs. These individualised scorecards help inform 
and empower patients to seek attention for those 
evidence based interventions that reduce risk of 
admission to hospital.

The driving hypothesis for the project was that 
providing individualised quality information to 
both GPs and patients would result in increased 
engagement with the issues around COPD and a 
set of behaviour changes for both groups

We identified the need to utilise qualitative 
primary research and a process of prototyping to 
help shape the design and communication of the 
checklist

results:

Discussing your care with your GP
 or Practice Nurse is very important.

You should use this checklist to help 

How to use your Checklist

Your local surgery can:

The Redbridge Surgery

If you have any red 
or amber, you will 
need to take the
actions described. 
Green indicates 
you’re up to date 
in that area of care. 

COPD

Answer your questions about COPD care. 

Help you monitor your COPD and make sure you get the right medication 
and support when you need it.

Put you in touch with other support services.
 
Make living with COPD better for you and those who support you.

COPD Care Checklist: Mike Roberts

This is your personalised COPD checklist. It is part of a scheme being run by 
the NHS to help you to better understand your COPD and to know what 
support there is available in order to better manage your condition. 

Issue Date: 1st January 2012

This checklist helps make you better aware of your condition and highlights what 
areas might need attention. It uses a simple tra�c light system to show how you are 
doing in your six key COPD areas. A red indicator is not an emergency, but if you have 
a red or amber tra�c light you should contact your GP or Practice Nurse. Green 
lights indicate you are up to date in that area of care.

raise any queries you may have 
about your condition.

You can contact your 
GP or one of the 
other services listed.

Check all the six key areas on your checklist. If you 
have any red or amber make contact with your GP 
or Practice Nurse and if you have any doubts about 
anything then get in touch with your local surgery.

You can bring a friend or family member with you.

If required, ask about social or emotional help 
that is available to you or people around you.

What are your nexts steps?

We want to make sure you live well with your COPD and your condition is as well managed as possible. 
There are key things you can do to prevent COPD �are ups/exacerbations, which can be disruptive to you 
or to your families’ lives. This will also ensure NHS resources are best used. For example, correct use of your 
inhalers, taking part in pulmonary rehabilitation classes or stopping smoking and using your rescue pack may 
prevent costly emergency hospital admissions.

Cost of an inhaler to the NHS: £3-£38

Cost of a rescue pack to the NHS: £6

Avg. cost per pulmonary rehab session: £60

Avg. cost of a GP consultation: £36

Annual review with your nurse: £15

Some examples of preventative costs Some examples of emergency costs

GP Emergency call out / home visit: £120

Consultation with a specialist in hospital: £158

Calling 999 costs up to: £279

A+E attendance: £97

Emergency hospital admission costs up to: £2,749

Keeping your COPD under control.

Self Care
Self Management Plan. Request a self management plan from your GP
Pharmacies. You will be able to get help at your local pharmacy
NHS Direct. Tel: 0845 4647 Open 24 hours for advice

Long term conditions team. Tel: 0208 491 1570
Community Pulmonary Rehabilitation services. Tel: 020 8491 1570
Long term conditions team. Tel: 0208 491 1570
Community Pulmonary Rehabilitation services. Tel: 020 8491 1570

Community
Help teams

Further 
Support

GP Your GP Surgery. Tel: 020 XXX XXX    GP Out of Hours Services.  Tel: 0845 0750497

NHS Walk
-in Centre

Loxford Polyclinic. 417 Ilford Lane, Ilford, Essex 
IG1 2SN. Tel: 020 8822 3800  Open 8pm-8pm 7 days

A+E

999

Whipps Cross University Hospital. Whipps Cross Road Leytonstone London 
E11 1NR.  Tel: 020 8539 5522
King George Hospital. Barley Lane Goodmayes IG3 8YB. Tel: 0845 130 4204
Queen's Hospital. Rom Valley Way Romford Essex RM7 0AG. Tel: 0845 130 4204

If you feel your symptoms are so severe that you can’t attend A+E, then call 999

The Lung Club. Tel: 020 8989 5546  E: thelungclub@talktalk.net
Expert Patient Programme. Tel: 020 8491 1570
British Lung Foundation. Tel: 08458 50 50 20

This is a list of options available to you that may help you better manage your COPD.

H

 

lessons learnt:
•	 The	quality	scorecards	proved	a	very	effectual	

tool with the participating Practices in changing 
behaviours and attitudes within Practices 
around best COPD care and creating a more 

“We have been involved in many service improvement projects 
over the years, and “SHINE COPD” has been the best by far in 
implementing something new and challenging”

“This project delivered what it said it would deliver at the start… the 
scorecards look very professional and eye catching and surely will make a 
difference.”

practices feedback quotes:

proactive and positive relationship with their 
COPD patients

•	 Co-	design	and	collaboration	between	
clinicians and patients are necessary for such a 
programme to work

•	 The	scorecards	clearly	show	variation	in	Practice	
quality, and challenges within the system 
to delivering best COPD care, therefore the 
scorecards become a great motivator for change 
and improvement

•	 The	short	timescale	for	this	project	meant	that	
no meaningful quantitative results were seen in 
admissions and patient level quality indicators, 
however the qualitative results were significant

•	 A	new	model	of	patient	engagement	and	
education helps to foster more collaborative and 
sustainable improvements in Primary Care (see 
below).

a  new model for  
patient Engagement:

PATIENT 

I felt there was joint 
decision making with 
my nurse and GP 

I have better con?idence 
about what to do in a 
crisis, more con?idence 

I understand why 
decisions are being 
made 

I understand more 
about my condition, how 
it is long term and how 
my behaviour affects it 

CLINICIAN 

There has been a 
positive alteration in our 
relationship with our 
patients 

 

There has been a change 
in the way we work 

 

Our clinic slots are now 
more productive and we 
are more proactive in 
giving COPD patients 
slots 

North East London and the City

 Back to main menu




