
1

Provision of care for acute COPD in UK hospitals: survey of 
early discharge schemes (EDS) and pulmonary rehabilitation 

(PR)

2692Minumum twice weekjly for 6 weeks, repeatedPR3

302842Continuation phase by trained staffPR4

2989Comprehensive education packagePR5

113653Life support equipment and ALS trained staffPR6

1198Staff: patient ratio at least 1:8 for exercisePR7

2295Written educational resourcesPR8

111970Annual audits incl outcomes and satisfactionPR9

11763Spirometry, health status etc pre and post PRPR10

4 11 85Lead clinician and named coordinatorPR2

74944Funded multi-disciplinary teamPR1

32274Data collection plus annual auditsEDS10

21880Caters for needs of local populationEDS9

2791Communication between EDS and other primary care 
team members

EDS8

2395Lines of communication with GP etcEDS7

103060Information for patients and carers EDS6

144046Entry into PR scheme afterwardsEDS5

0991Written protocols of careEDS4

3295Named clinician responsible EDS3

0793Appropriate, trained team EDS2

0397Written criteria for acceptanceEDS1

% not met at all% partially met% met in fullQuality marker
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ABSTRACT
Introduction
A UK national audit of acute COPD care in 2003 highlighted deficiencies in
resources and organisation of care in some units (refs 1 and 2). A 2nd study (NCROP) in 2007 
examined progress in 100 UK units, and looked in more detail at early discharge schemes (EDS), and 
pulmonary  rehabilitation (PR). Change between 2003 and 2007 was assessed in 87 units that 
participated in both studies. More detailed analyses from 2007  involved 100 units. 
Results
EDS: In 2007 63% units had access to EDS for COPD admissions compared with 46% in 2003 
(p=0.013). 96% schemes had written criteria for acceptance and 95% had a named clinician 
responsible for service. 91% had written protocols for managing cases. 74% schemes had 
continuous data collection and annual audits. In 60% all patients and carers receive information 
about the EDS in advance of using the service. 91% units with EDS felt there were clear lines of 
communication between EDS team and primary care.
PR: The number of units offering a formal PR programme increased from 71% in 2003 to 84% by 
2007 (p=0.027). 44% are fully funded, with MDT meetings and dedicated sessions etc. 85% have 
named clinical lead and coordinator. 91% of programmes run for a minimum of 2 sessions per week 
for 6 weeks, repeated regularly, and 41% have a community based continuation phase. 95% offer 
written educational resources / leaflets for patients. 70% of units conduct annual audits of Service 
including outcomes and patient satisfaction. 78% conduct objective measurements (spirometry, 
exercise, health status) pre and post PR. 
Conclusions
EDS and PR schemes in the UK in 2007 are more common than in 2003 and are well organised, 
although funding issues remain.

BACKGROUND

EDS and PR have an established role in managing patients 
with COPD. The UK national audit of acute COPD care in 
2003 highlighted deficiencies in resources and organisation 
of care in some units, including limited or no availability of 
EDS and PR in many units, and inadequate funding in 
others. The National COPD Outcomes and Resources 
Project (NCROP) in 2007 examined progress in 100 UK 
units as part of a peer-reviewed intervention study designed 
to improve hospital care for COPD patients, and looked in 
more detail at provision and organisation of EDS and PR 
schemes. 

10 quality markers were derived and assessed for each of 
EDS and PR, based on UK national guidance from the 
British Thoracic Society, and National Institute for Clinical 
Excellence (NICE)  consensus documents on EDS and PR.

METHODS

Clinicians from the 100 participating acute units completed 
a form detailing the EDS and PR service they provided in 
10 domains each (table 1). 3 possible responses were 
allowed for each indicator: fully met; partially met; or not 
met at all.

CONCLUSIONS
More UK acute units are providing services for EDS 
and PR than in 2003, although significant gaps in 
provision remain.

For EDS, information for carers, and regular data 
collection remain issues. 

For PR, funding, data collection, and provision of a 
continuation phase could be improved in some units.

RESULTS

Of 87 units who provided data from both 2003 and 2007 studies, EDS 
provision increased from 46 to 63% (p=0.013) and PR from 71 to 83% 
(p=0.027) (figure 1). 

Of the 100 units in the 2007 study, 61 offered EDS and 83 offered PR.

EDS: 97% schemes had written criteria for acceptance and 95% had a named 
clinician responsible for service. 91% had written protocols for managing cases. 
74% schemes had continuous data collection and annual audits.
In 60% all patients and carers receive information about the EDS in advance of 
using the service. 91% units with EDS felt there were clear lines of 
communication between EDS team and primary care.
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PR: only 44% schemes are fully funded, with MDT 
meetings and dedicated sessions etc. 85% have named 
clinical lead and coordinator.
92% of programmes run for a minimum of 2 sessions per 
week for 6 weeks, repeated regularly, but only 41% have a 
community based continuation phase.
95% offer written educational resources / leaflets for 
patients.
70% of units conduct annual audits of service including 
outcomes and patient satisfaction. 63% conduct objective 
measurements (spirometry, exercise, health status) pre and 
post PR.


