[PLEASE REVIEW AND UPDATE AS APPROPRIATE TO YOUR SERVICE]
Protocol for Pulmonary Rehabilitation Services
at […]
This document details the processes by which patients are referred, assessed and managed by the Pulmonary Rehabilitation (PR) Service at […]. The […] Pulmonary Rehabilitation department provides a service to patients with a variety of respiratory diseases such as chronic obstructive pulmonary disease (COPD), asthma, bronchiectasis and interstitial lung diseases (ILDs).

Pulmonary Rehabilitation assessments and programmes take place at [location/s]. Patients are able to express a preference as to which site they would like to attend. Patients are usually assessed at the site where their rehabilitation programme will take place. 

This protocol has been written and updated in line with the BTS (British Thoracic Society) PR Guidelines (Bolton et al, 2013) and BTS Quality Standards for PR (British Thoracic Society, 2014), the NICE COPD guidance and quality standards and the National COPD Audit Programme: pulmonary rehabilitation workstream.
1.   REFERRAL CRITERIA FOR PULMONARY REHABILITATION

Inclusion Criteria

We are able to accept referrals for the following conditions:

· COPD

· Chronic Asthma

· Bronchiectasis

· Interstitial Lung Diseases
· Restrictive Lung Disease

· Patients who are being prepared for or recovering from Lung Volume Reduction Surgery*

· Patients who are being prepared for or recovering from Lung Resection*

· Hyperventilation Syndrome

All patients must also be on optimal respiratory medication. 

*Please note that advanced notification is required to accommodate in-patients undergoing LVRS or lung resection.

Exclusion Criteria

· Any contra-indications to exercise training as listed on page 6
· Had a cardiac event within the last 6 weeks

· Lack of motivation to participate in the programme.

· Severe musculoskeletal or neurological disorders that limit mobility

· Severe psychiatric disorders

· Patients with a history of MRSA +ve screens (patients can be assessed and given an exercise programme but cannot attend the classes. Patients need to have 3 consecutive –ve MRSA swabs before they can attend).

Referral Method
Referrals are accepted via two patient pathways:

(a) Out patient referral pathway: This refers to referrals for out patients from all members of the primary and secondary care health care teams. These patients enter the PR process at stage 2 (see page 11).
(b)  Post exacerbation/ in patient referral pathway. These are patients that are currently an in patient and who wish to undergo pulmonary rehabilitation following their discharge from hospital. This includes COPD patients receiving the COPD Care Bundle. These patients enter the PR process at stage 0 (see page 10).
The Pulmonary Rehabilitation referral form should be completed and [faxed or mailed] to the department. Referrers should check for any contraindications to exercise testing (see page 6) prior to submitting the form. This form is available: [details]
We are also able to accept referral letters from registered health professionals. Please note that an NHS number, medical history and current spirometry must be included on all referrals.  Failure to include these may result in the referral being returned.

2.   ASSESSMENT OF PATIENTS FOR PULMONARY REHABILITATON
All patients referred to the Pulmonary Rehabilitation service will initially be offered a comprehensive one-to-one assessment by a member of the team of clinical specialists in Pulmonary Rehabilitation. This will include a review of the patient’s relevant medical and social history, an assessment of their current level of exercise performance and health status. Once this has been completed the patient is able to commence the pulmonary rehabilitation programme as appropriate.
Exercise Testing
Inclusion criteria

· Any person without any contraindications absolute or relative to exercise testing as listed below in the Exclusion Criteria.

Exclusion Criteria

Absolute Contraindications

· A significant change in the resting ECG suggesting infarction or other acute cardiac events.

· Unstable angina

· Uncontrolled ventricular dysrhythmia that compromises cardiac function

· Third-degree A-V block

· Acute congestive heart failure

· Severe aortic stenosis

· HOCM

· Angina< 1 month post - PTCA/stent, post-CABG

· Known left main stem stenosis

· Suspected or known dissecting aneurysm

· Active or suspected myocarditis pericarditis

· Thrombophlebitis or intracardiac thrombi

· Recent systemic or pulmonary embolus

· Acute infection

Relative Contraindications

· Left main coronary stenosis

· Resting diastolic blood pressure> 100 mm Hg or resting systolic blood pressure > 180 mm Hg.

· Moderate stenotic valvular heart disease

· Known electrolyte abnormalities (hypokalemia, hypomagnesemia)

· Fixed rate pacemaker 

· LBBB on ECG

· Angina < 1 month post - MI

· Frequent or complex ventricular ectopy

· Ventricular aneurysm

· Cardiomyopathy, including hypertrophic cardiomyopathy

· Uncontrolled metabolic disease (e.g. diabetes, thyrotoxicosis, or myxedema)

· Chronic infectious disease (e.g. mononucleosis, hepatitis)

· Neuromuscular, musculoskeletal or rheumatoid disorders that are exacerbated by exercise

· Advanced or complicated pregnancy

(Adapted from American College of Sports Medicine – 2000)
Shuttle Walk Test

All patients meeting the inclusion criteria for the exercise component of PR will perform the Incremental (Singh et al, 1992) and Endurance (Revill et al, 1999) Shuttle Walking tests [see separate SOPs] during the assessment. The outcome of these tests is used to calculate an individualised training prescription for each patient.

Assessment of Quadriceps Strength

Quadriceps strength of the dominant leg is measured using a seated position strain gauge, unless contraindicated by abdominal surgery, musculoskeletal or skin integrity reasons (Appendix 3).
Assessment of Health Status

During the assessment, patients will complete a range of validated health status measures. These currently include:
a. Chronic Respiratory Disease Questionnaire Self Reported (Williams et al 2001 & 2003)
b. Hospital Anxiety and Depression Scale (Zigmond and Snaith 1989)

c. PRAISE Self –Efficacy scale (Vincent et al 2011)

d. COPD assessment Test (CAT) ( Jones et al 2009)
e. Bristol COPD Knowledge Questionnaire (White, 2006)

3.   PULMONARY REHABILITATION PROGRAMME

Programme Organisation
The Pulmonary Rehabilitation programme is run on a ‘rolling’ basis with patients enrolling and graduating each week. Each session lasts for 2 hours with one hour for exercise training and one hour for the education programme. Patients attend for 12 sessions, usually attending twice a week for six weeks. Patients then attend for a one-to-one discharge assessment and are given a written discharge plan.
The Pulmonary Rehabilitation department provides a rolling pulmonary rehabilitation (PR) programme at [details]. There are currently 5 PR patient cohorts:

	PR Class Cohort number
	Site(Location)
	Session days & times
	Class capacity

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	


Exercise Training
Patients receive two supervised strength and aerobic training sessions per week. In addition patients are instructed to complete an individualised home walking training programme everyday and one unsupervised home strength training session per week. Walking training intensity is individually prescribed at a speed equal to 85% of the predicted VO2 peak calculated from the Incremental Shuttle Walking Test completed in the initial assessment. Patients are provided with a home exercise diary so they can record their progress. Patients’ progress is reviewed in each session with individual goals set in each exercise session. 
Education Programme
The following education topics are covered:

· Chest Clearance 
· Breathing control

· Energy Conservation Advice

· Dietary Advice

· Respiratory Disease education

· Relaxation

· Anxiety Management

· Avoiding and managing an exacerbation

· Exercise

· Drugs and medication

· Signposting to other agencies
· Question and answer

Discharge Assessment
Once the patient has completed the programme they attend for a discharge assessment in which the Incremental and Endurance Shuttle Walking Test are repeated along with quadriceps strength testing. Health status measures are also reassessed. The patient’s progress is discussed along with a plan for the patient to continue their home exercise programme. This may include a referral to their local Active Lifestyle/Exercise on Prescription programme. A report is then sent to the patient’s GP and hospital consultant, as appropriate. No further follow up will normally be offered at this stage. If further input from the pulmonary rehabilitation is required then a new referral will need to be made to the team.
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Pre Discharge Visit by COPD/ PR specialist HCP


Spirometry


HADs/ CAT Q’s


Exercise/ activity advice





Post discharge contact via telephone at 48 hours


Invite to COPD specialist clinic
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Ensure good understanding of symptom management


Ensure 24 hour help line number


Liaise with community Long Term conditions team, as appropriate


Discharge back to care of GP





Arrange a COPD clinic appointment
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COPD specialist 1:1 clinic review with COPD or PR specialist 


To include spouse/family where possible


Medication review


Education


Action plan for when an acute exacerbation occurs


Advice on exercise





Patients who decline or are inappropriate for Pulmonary Rehabilitation programme





Patients may enter at stage 2 via different referral sources eg. Consultant OPD clinics, GP, community practice nurses





Identify patients who want to continue onto the next stage


If patients want to do PR but not at hospital, refer to local PR service in community


Consider Active Lifestyle scheme for those MRC 1or 2
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Reinforce advice already given


Discharge back to care of GP


Ensure any specialist referrals are made eg. Smoking cessation, dietitian
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Stage 3





Following a comprehensive assessment by COPD or PR specialist all patients are signposted to the most appropriate PR programme with exercise prescription tailored to the individuals’ ability.


Options: Hospital programme, Supported self-management using SPACE for COPD manual, or website





Liaise with appropriate health profession (e.g. Medical team, Physiotherapist, Dietitian,  Oxygen nurse, Pharmacist, Occupational Therapy, Smoking  cessation, Respiratory Nurse Consultant) to optimize treatment before commencing PR








Factors that would limit or prevent engagement with the Pulmonary Rehabilitation programme?





Comprehensive Individual Assessment:


Past medical history


Physiological parameters, 


Exercise capacity using the Incremental and Endurance Shuttle Walk Tests


Quadriceps Strength assessment


Health Status and psychosocial factors using questionnaires
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PR intervention





Supported self-management – Website


Website introduction and registration details given


Weekly phone calls or emails until programme is completed





Supervised exercise classes


12 sessions


2x a week for 6/52


2 hourly sessions:


1 hour exercise


1 hour education





Supported self-management – SPACE for COPD manual


Manual introduction


2/52 follow up phone calls over a period of 6 weeks 





Was the programme completed?





If patient wants to drop out of the programme, discuss and agree with patient on one of the following actions


Discuss reasons and encourage attendance


If can be classed as a completer book face to face d/c asap or complete d/c by phone


Anything less than 4weeks (75%) is a true “drop out”








A completer is someone who has completed 75% or more classes (8/12) or time on the manual or who has reached stage 3 or above on the website


 A discharge appointment is made
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Attends Discharge assessment





D/C patient by telephone


CRQ- SR Q


Discuss goals


Discuss Active lifestyle- GP or PR staff to refer - patient to decide.


Send outcome report to initial referrer and copy to patient’s GP


Discharge from the PR team





Discharge assessment


Repeat Incremental and Endurance Shuttle Walk Tests, strength and health status measures 


Discuss plans for long term maintenance


Make referral as appropriate to GP ‘Active Lifestyle’ Programme


Send outcome report to initial referrer and copy to patient’s GP 





Discharge from the PR team
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