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Best practice guidance on developing a respiratory service 
specification 
 
 

 
Executive summary 
 
This paper is written by IMPRESS, a joint initiative between the British Thoracic Society (BTS) and the 
General Practice Airways Group (GPIAG) for improving and integrating respiratory services in the 
NHS.  It is for clinicians, managers and commissioners who have a stake in the development of high 
quality respiratory care.    
 
It takes people through the process of developing a service specification for respiratory care from the 
point of agreeing a shared vision, aims and objectives, to determining what should be included in the 
specification, what resources are available, and what form of procurement might be chosen. 
 
It advocates the creation or further development of a clinical network that can provide expert advice 
and input on needs assessment, service models and care pathways as well as overseeing and 
supporting an appropriate training and development programme for the respiratory workforce, 
particularly those working in the community.  
 
IMPRESS also offers a separate sample specification that provides the structure and headings and 
standards for a specification for COPD, as an illustration. 
 
In line with World Class Commissioning1, IMPRESS strongly urges commissioners to work locally with 
local stakeholders including clinicians and patients to develop a specification appropriate to local 
circumstances.    Whilst it acknowledges that some new services may need to be procured using a 
competitive process2, it encourages clinicians, in collaboration with commissioners, to actively seek 
patient views and experiences, and to ensure that existing services meet the best evidence and their 
patients’ needs and preferences.  This might require reallocation of existing budgets and redeployment 
of staff.   This is preferable to the upheaval and cost (human and financial) involved in a competitive 
process. 
 
Although it uses respiratory examples, many of the principles apply to other long term conditions and 
could be used as the basis of the approach for them all. 
 

 
1 http://www.dh.gov.uk/en/Managingyourorganisation/Commissioning/Worldclasscommissioning/index.htm 
2 Primary Care Trust Procurement Guide for Health Services May 2008: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_084778 
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Best practice guidance on developing a respiratory service 
specification 
 
1. Aim 
The aim of this paper is: 
 

1. To provide a framework for service specifications for COPD and other chronic respiratory 
diseases 

2. To provide stretching targets for service providers and to stimulate local debate about 
standards of care 

3. To suggest how the specification should be developed and used to ensure high quality care is 
provided to local populations 
 

2. Who is it for and how to use it? 
This paper is written for all those who could contribute to the commissioning process.  That is, firstly for 
PCO and practice-based commissioners, but also for the clinicians and patient groups who can 
contribute their expertise and local knowledge to the process and should be an integral part of any 
development. 
 
This paper has received the support of the members of IMPRESS and its two parent bodies, the British 
Thoracic Society (BTS) and the General Practice Airways Group (GPIAG). 
 
It will be important to secure local ownership and support of any of the material contained within it.  
That may need to be the PCT Director of Commissioning/Service Development/Market Management, 
or long term conditions lead, or a local clinical network or public health lead, or a local strategy group.  
It may also require approval from a clinical governance network. 
 
The sample specification is intended for local adaptation, adoption and use. It includes national 
guidance and recommendations.  It would therefore meet nationally set performance measures. It also 
provides a detailed summary of what providers and commissioners might expect to be provided.  It will 
support those commissioners who are non-specialists. 
 
There is an IMPRESS Jargon Buster that can be used to check on any terminology that is unfamiliar. 
 
3. Legislation and guidance 

 
There is very little disease-specific legislation or guidance, although the National Service Framework 
(NSF) for COPD is due to be published in early 2009.  There is no NSF for asthma or other respiratory 
disorders. 
 
However, the Healthcare Commission now monitors commissioners on the implementation of NICE 
guidance.  
 
Respiratory guidance includes 
 
• A Healthier Future: a Strategic Framework for Respiratory Conditions from Northern Ireland 

Department of Health, Social Services and Public Safety published March 2006  
• British Guideline on the Management of Asthma produced by Scottish Intercollegiate Guidelines 

Network (SIGN) in conjunction with British Thoracic Society (BTS), GPIAG, Asthma UK and others 
Updated May 2008  

• Chronic obstructive pulmonary disease: management of COPD in adults in primary and secondary 
care. Clinical Guideline 12. London: NICE; 20043  

• Emergency Oxygen Use in Adult Patients by the British Thoracic Society due early Summer 2008.  

                                                 
3 National Institute for Clinical Excellence (NICE). Chronic obstructive pulmonary disease: management of COPD 
in adults in primary and secondary care. Clinical Guideline 12. London: NICE; 2004, Thorax 2004;59:Suppl1 

http://www.impressresp.com/Portals/0/IMPRESS/missionmembers.pdf
http://www.impressresp.com/JargonBuster/tabid/63/Default.aspx
http://www.healthcarecommission.org.uk/_db/_documents/The_annual_health_check_2007_2008_assessing_and_rating_the_NHS_200706221933.pdf
http://www.dhsspsni.gov.uk/pcd_-_respiratory_framework.pdf
http://www.sign.ac.uk/guidelines/fulltext/101/index.html
http://www.nice.org.uk/guidance/index.jsp?action=download&o=29303
http://www.brit-thoracic.org.uk/ClinicalInformation/EmergencyOxygen/tabid/219/Default.aspx
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• NICE Health Technology Appraisal for Continuous Positive Airways Pressure (CPAP) for sleep 
apnoea. NICE issued its Health Technology Appraisal for Continuous Positive Airways Pressure 
(CPAP) for sleep apnoea. March 2008.  

 
 
In addition, there are also NICE commissioning guides that you might find helpful for commissioning 
early discharge and pulmonary rehabilitation services for COPD.  
 
There are a number of relevant generic national policies, to which you should refer, and supplement 
with regional policy and priorities. 
 

• Our Health, Our Care, Our Say’ a new direction for community services (DH, January 2006) 
• Practice Based Commissioning: practical implementation (DH, November 2006) 
• Choosing Health: Making healthy choices easier (DH, November 2004)  
• Commissioning a patient-led NHS (DH, 2006 onwards 
• Commissioning Framework for Health & Well-being (DH, March 2007) 
• 10 High Impact Changes (DH, Modernisation Agency 2004) 
• The Operating Framework for the NHS for 2008/09  

 
Please refer to regional visions that were launched during May and June 2008 as part of the review of 
the NHS led by Lord Darzi, Our NHS, Our Future. 
 
Care closer to home 
The thrust of policy is not only to provide care closer to a person’s home (where this provides at least 
equivalent quality and more conveniently than the care they currently receive) but also “involving the 
local community to provide services that meet their needs, beyond just treating them when they are ill, 
but also keeping them healthy and independent”  [Commissioning framework for Health and Well-
being’ (March 2007) – Executive Summary.] 
 
 
Patient engagement 
Therefore development of the service specification needs to involve patients, and should also describe 
how patients and the public will be engaged in the delivery of care and be supported to take 
responsibility for their health and care, – that is, in co-creation of services, and in co-production of 
outcomes.   For example, Somerset PCT produced a video with patient group support that explains 
how they feel about having COPD and what they want from services.  
 
Long term conditions policy 
Most people are now familiar with the model for long term conditions and the World Class 
Commissioning aspiration of 'Adding life to years and years to life'. It provides a framework that most 
people understand and use. 
  
Carers’ involvement 
There is a new national carers’ strategy that acknowledges the important role of carers in supporting 
people with health problems.  Any service specification process should engage carers as well as those 
with COPD, and the standards should address their needs too. 
 
 
How to commission respiratory services 
 
5. Developing the service specification - networks 
 
The need to involve clinicians and patients is borne out in World Class commissioning (WCC) and in 
the process demonstrated in the Our NHS, Our Future review. WCC requires commissioners to: 

• Lead continuous and meaningful engagement with clinicians to inform strategy, and drive 
quality, service design and resource utilisation (Competence 4) 

https://www.nice.org.uk/Guidance/TA139
http://www.nice.org.uk/usingguidance/commissioningguides/assdissvcpatientscopd/assisteddischarge_service_for_patients_with_copd.jsp
http://www.nice.org.uk/usingguidance/commissioningguides/pulmonaryrehabilitationserviceforpatientswithcopd/pulmonary_rehabilitation_service_for_patients_with_copd.jsp
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_081094
http://www.ournhs.nhs.uk/
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_072604
http://www.somersetpct.nhs.uk/how_we_do_things/Urgent%20Care%20Reform%20Programme/copd.asp
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_082069
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085345
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• Promote and specify continuous improvements in quality and outcomes through clinical and 
provider innovation and configuration(Competence 8) 

• Proactively seek and build continuous meaningful engagement with the public and patients, to 
shape services and improve health (Competence 3). 

 
We strongly advise that the local health economy sets up, or expands, existing networks/planning and 
strategy groups to ensure that   there is representation of service users and carers, public health, 
smoking cessation and exercise experts, primary and secondary care clinicians (doctors, nurses and 
allied professionals), practice based commissioners, PCO commissioners, social care, and other 
parties who have expertise and local knowledge to contribute.   There are useful resources from NHS 
Networks about running networks and from the NHS Library. The evidence about networks suggests 
that the inclusion of “boundary spanners” and a network manager is also vital to its success. We 
suggest its role should be to agree on an assessment of local need, undertake a gap analysis using 
pathway mapping or other improvement tools describe a vision for local services and set standards.  In 
Scotland, where Managed Clinical Networks are an essential part of policy implementation, one of the 
key roles is overseeing the training and education requirements of local clinicians, audit, and 
monitoring service provision.  In Scotland this role has come out of the findings of the needs 
assessment process that typically highlights a lack of knowledge amongst clinicians in primary care.  

 
It may be possible to build on the review group work that contributed to the Our NHS, Our Future as 
the starting point.  
 
Example: use of a network for implementing NICE guidance 
Source:  Steve Connellan 
We had a NICE implementation group which sat monthly and comprised 
consultants/GPs/finance/audit/IT/pharmacy reps and was chaired by the acute trust and PCT 
alternately. This considered all issues to do with horizon scanning, recently published guidance, 
Payment by Results, and financial implications for the whole health economy rather than 'them and us'.  
Whenever a new guidance was published, a grid of recommendations was produced and this 
happened for COPD and more recently TB. All stakeholders were then given the opportunity to 
respond to the guide and the collated response distributed so that everyone could see any hurdles to 
NICE implementation and (usually) any financial restrictions. There were timeframes for completion of 
these parts of the process and a database produced that could be accessed by both primary and 
secondary care. With regard to COPD, we were able to proceed with appointment of a GPwSI (with 
session for Consultant Respiratory Physician and training resource), establishment of a resource 
centre, community pulmonary rehabilitation and stronger links between our Consultant Respiratory 
Nurse and the PCT. There were inevitable frustrations regarding timeframes, finance, attendance and 
it certainly wasn't all 'rosy' but the model was at least one way, based on NICE, to have a structured 
dialogue which required a response, whether negative or positive.  
 
6. What is the network’s role in service delivery?  
The network may also have a role in service delivery.  In the Scottish system, the network acts as an 
advocate, plugging into existing systems for provision and commissioning and offering /expert advice 
and facilitating change.  In England, networks are less formally developed.  However, the more 
successful the trust and relationships are between the network, the more likely it is that the 
commissioner would look to the network to advise on the service and to find ways to improve it. 
 
If a new service is required, with significant investment, then commissioners are likely to be bound by 
European Union rules on procurement, and they will have to decide how best to do that. 
 
This specification offers a starting point for local discussion and decisions about what is needed locally. 
 
7. Needs assessment 
To familiarise yourself with the scale of the problem locally, you can find basic country-level statistics 
from the British Lung Foundation. 
  

http://www.networks.nhs.uk/136.php
http://www.networks.nhs.uk/136.php
http://www.library.nhs.uk/healthmanagement/ViewResource.aspx?resID=29543&tabID=290&catID=4033
http://www.nodelaysachiever.nhs.uk/ServiceImprovement/
http://www.lunguk.org/media-and-campaigning/media-centre/lung-stats-and-facts/asthma.htm
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A report by a collaboration of all the UK respiratory societies also did some modelling in their report 
Bridging the Gap, which remains a useful quick guide to what needs to be considered in more depth 
locally. 
 
Standards sources of data for a needs assessment of respiratory services will include: 

• Quality and Outcomes Framework (QOF) data 
• GP templates that collect data in addition to QOF (this would normally require Local Medical 

Committee (LMC) approval.  Contact your local LMC. 
• Hospital utilisation data (the NCROP study due to be published in late autumn 2008 will give 

some useful comparative data). 
 

For much more complete public health modelling, the  Eastern Region Public Health Observatory 
(PHO) has developed prevalence modelling for COPD that can be used to assess the completeness of 
disease registers in primary care or the completeness of case finding. There is also a set of slides that 
describes the method.  It can also be used to 

• compare outcomes such as complication rates or admission rates after adjustment for variation 
in expected prevalence 

• compare service provision with population need 
• undertake health equity audits. 

 
The risk factors he included are age, sex, smoking and ethnicity, degrees of urbanisation and 
deprivation. The data were validated against a direct model obtained from epidemiologic studies and 
showed a 7-fold variation in the prevalence across subgroups of the population, with lowest values in 
Asian women from wealthy rural areas (1.7 %), and highest in black men from deprived urban areas 
(12.5 %). 
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http://www.gpiag.org/news/Bridging-the-gap-(final).pdf
http://www.rcplondon.ac.uk/clinical-standards/ceeu/Current-work/Pages/copd-audit.aspx%20-%20audit
http://tools.erpho.org.uk/copdsel.aspx
http://www.rss.org.uk/docs/MichaelSoljak.ppt
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You may also have local patient surveys to supplement this.   
 
An example of a comprehensive local needs assessment was reported by June Roberts and 
colleagues from Salford at the 2007 British Thoracic Society Winter Meeting.4 The respiratory team 
used Read coded templates to collect data automatically from GP computer systems and combined it 
with QOF, public health, socio-economic deprivation and Hospital Episode Statistics (HES) data to 
create a city-wide COPD register. They then mapped COPD outcomes (QOF prevalence, COPD 
severity by lung function, hospital admissions and length of stay) by individual practice and Practice-
based Commissioning group to identify areas of greatest need. They found a QOF prevalence of 2.3% 
n=5501, (range 0.1% – 4.7% across all practices); mean age of 68 years; 41% current smokers,12.5% 
never smoked; severity by FEV1% predicted values3: 50% mild, 30% moderate, 9% severe; 11% had 
an FEV1 %predicted value > 80%  . They concluded that COPD prevalence was twice the national 
average and positively associated with deprivation; however, other factors such age and smoking 
status of the population were also important.  
 
There are also a range of tools to analyse the data in terms of predictive risk (of hospital admission), 
such as PARR, PARR++ and the combined predictive risk model all available from the Kings Fund in 
collaboration with Health Dialog.   
 
In terms of planning appropriate interventions, the British Lung Foundation (BLF) has experimented 
with social marketing approaches by using a range of postcode level data to identify where people with 
COPD are most likely to live, and what might be predicted about their lifestyles.  
 
The BLF work aims to address the issue of unmet need, and those patients at risk of COPD, or with 
COPD that have not yet been diagnosed – a case finding approach. 
  
It will also be important to gain some more local knowledge about patients’ needs such as their level of 
literacy, health literacy, language support, housing, mobility and comorbidities.   Particularly, a service 
for people with COPD cannot be “carved out” of a general service without taking account of their needs 
from other parts of the NHS and other agencies. 
 
 
Trends 
It is important when planning services to know the trends in admissions, prevalence, survival rates, 
therefore historical 5-year data may be useful, bearing in mind that coding accuracy may have 
changed over that period, so it is useful to have secondary care input into the analysis. 
 
8. Creating and describing a vision for high quality integrated respiratory care 
Local health economies will have visions for healthcare that use frameworks such as the “no needless 
framework” from the Institute of Healthcare Improvement (Don Berwick) www.ihi.org 

 
To have health care with  
• No needless deaths 
• No needless pain or suffering 
• No unwanted waiting 
• No helplessness 
• No waste 

 

                                                 
4 Roberts and Bakerly  Benchmarking COPD across an inner city primary care organisation Thorax 2007 62 suppl 
III S134 

http://www.kingsfund.org.uk/current_projects/predictive_risk/index.html
http://www.lunguk.org/media-and-campaigning/special-reports/InvisibleLivesKeyFindingsASummary.htm
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The attributes of such a system are likely to include: 
• Safety -- As safe in health care as in our homes 
• Effectiveness -- Matching care to science; avoiding overuse of ineffective care and under-use 

of effective care 
• Patient-centredness -- Honouring the individual, and respecting choice 
• Timeliness -- Less waiting for both patients and those who give care 
• Efficiency -- Reducing waste eg there is significant scope to reduce costs and improve care by 

providing integrated oxygen services5 
• Equity -- Closing racial and ethnic gaps in health status: service specifications will need to be 

tested by the EIRA process (equality impact risk assessment) 
 
The Northern Ireland respiratory framework lays out these aims: 
 

• Promote health, well-being and independence; 
• Prevent respiratory disease; 
• Reduce inequalities in health; 
• Develop person-centred, multidisciplinary care; 
• Develop services appropriate to patients’ needs taking into account evidence-based care and 

good practice; and 
• Deliver more effective links between primary, secondary and tertiary care services. 

 
A vision of integration 
IMPRESS was set up to provide and campaign for a model of integrated care that we think is the best 
way to deliver these attributes reliably.  As we have explored what we mean by this, we have reached 
the view that we support vertical integration, between primary and secondary care; where, the patient 
receives the right level of specialism for their needs, throughout their life.  This is also likely to involve a 
team approach.  At times this may be provided in primary care; at times, this may require secondary 
care.  At all times it should be delivered in a way that is appropriate, convenient and sensitive to the 
individual patient’s needs. 
 
Whatever vision you create, we would expect it to comply with national policy and frameworks, and 
therefore include such principles as: 
 

1. Service configuration should focus on patients and care, rather than institutions 
2. Health care should be provided in out-of-hospital settings, where it is clinically appropriate, 

safe, and provides best value for money  
3. Models of care should minimise the inappropriate use of acute care facilities 
4. A multi-disciplinary team approach is likely to be most effective for most patients 
5. Opportunities for greater local provision of care integrated with primary care should be 

maximised 
6. The management of acute facilities should focus only on those patients whose care needs to 

be provided in that setting and should  be designed to ensure that the patient receives the care 
from the appropriate specialist team as soon as possible after admission 

7. Tertiary services have to see and treat a specific number of patients to maintain viability 
8. Any emerging national or regional strategies arising from the Our NHS Our Say review will be 

taken into account, as well as practice-based commissioning plans, and also the impact of 
neighbouring health economies’ plans 

9. Plurality of provision should be encouraged in line with government policy  
10. Collaboration and co-operation with other public sector organisations, in particular health and 

social care will be enhanced 
11. There should be equal access to health services for the whole population, including those who 

currently under-use health services from which they would benefit – this should be tested 
through an equality impact risk assessment 

                                                 
5 Deeming C, Ward L, Townsend J, Ganeslingam K, Ansari SO, Powrie D, Davison AG.  An integrated home 
oxygen service saves £130,000 in one year on home oxygen tariffs. Thorax 2008; 63: 566. 

http://www.eeda.org.uk/files/EQIA_Template___EEDA.doc
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12. There should be ongoing audit and evaluation of any service provided, utilising data on 
admissions, health care contacts and costs 

13. Providers should actively seek out the views of patients and carers when designing services 
 
 

The IMPRESS response to the Lord Darzi consultation in early 2008 may also provide some points for 
local discussion.  
 
9. Local clinical leadership 
Where this comes from will very much depend on local circumstances. The majority of expertise 
resides within secondary care.  We would expect that most secondary care hospital departments and 
consultant job plans would include statements such as this: 

 To provide a high quality acute medical and respiratory service to the local community, 
including provision of NIV. 

 To work with PCTs and local GPs, to improve the respiratory health of the local community in 
particular supporting stopping smoking and care for patients with chronic respiratory disease 
with the aim of reducing A&E attendances, admissions and length of stay.  

However, we also recognise that many hospital departments may not have overtly demonstrated such 
a leadership role in the community.  In some places, this does not matter because the leadership will 
be community-based, perhaps from a Practitioner with a Special Interest (PwSI), or the commissioner. 
The leadership role of the consultant should also be recognised as a vital part of the network.   There 
is no “one size fits all” system, with a leadership role falling to only one of the partners involved in the 
network. Both Pinnock6 and the Shared Leadership work of the Health Foundation suggest leadership 
is probably best shared between the network of stakeholders. However, in some communities, there is 
vacuum waiting to be filled.  In such circumstances, the commissioner may feel it is appropriate to 
bring in external resource.  We would encourage local clinicians to consider whether this is best for the 
local community and to demonstrate leadership by advocating for improvements in care, particularly in 
anticipation of the NSF, and for developing a clear policy on education and training of the local health 
economy.  
 
Our strong recommendation would be to describe a vision and specify respiratory services as a whole, 
and then, within that, ensure that specific elements are in place for the needs of people with COPD, 
asthma, cystic fibrosis, sleep apnoea, pneumonia and so on.  From this point, this paper focuses on 
COPD care, which we understand is a priority for many commissioners.  
 
10. What do you want?   
Having prioritised attention to respiratory care, it is most likely that whilst some elements of an 
integrated service are in place, the needs assessment process suggests a reallocation of resources 
based on geography, complexity, skill mix or balance between the levels of the long term conditions 
pyramid.  So, the task of describing what you want is important. Are you describing the total pathway of 
care, the missing elements, or the elements that need to be redesigned and for which you are 
considering a competitive procurement process?  Will the “upstream” primary prevention functions of 
health promotion and public education be commissioned separately as well as, or instead of, in the 
main specification?  What about co-morbidities? Data7 suggest that about a third of people with 
chronic significant disease have depression; and 50% of those admitted to hospital have major 
depression; 67% of people with severe COPD have osteoporosis and more than 60% of people with
COPD die from coronary heart disease.

 
 

                                                

8  So they have to cope with multiple pathways, and the most
important attribute of the service is continuity of care.  Will the provision of primary care through locally 

 
6 Pinnock H et al. The process of planning, development and implementation of a General Practitioner with a 
Special Interest service in Primary Care Organisations in England and Wales:  a comparative prospective case 
study for the UNHS SDOU 

7 Soriano, Joan B., Visick, George T., Muellerova, Hana, Payvandi, Nassrin, Hansell, Anna L. 
Patterns of Comorbidities in Newly Diagnosed COPD and Asthma in Primary Care 
UChest 2005 128: 2099-2107U 

8 Gan, WQ, Man, SF, Senthilselvan, A, et al Association between chronic obstructive pulmonary disease and 
systemic inflammation: a systematic review and a meta-analysis. Thorax 2004;59,574-580 

http://www.impressresp.com/Portals/0/IMPRESS/DarziletterJan%2008.pdf
http://www.health.org.uk/current_work/leadership_schemes/shared_leadership.html
http://www.sdo.nihr.ac.uk/sdo992005.html
http://www.chestjournal.org/cgi/content/full/128/4/2099#B17
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nhanced service  (LES) contracts as part of the General Medical Services contract options be 

re 
e 

 budget 
/75 

e 
, the reality may be that currently most care is 

rovided by general practice teams and respiratory-specific teams rather than general community 
time is probably not disaggregated. 

, 
rom 

yet possible to benchmark programme budgets to know if your organisation’s spend would require 
reallocation in order to cover the services in the matrix, or whether you will require new investment.  

e
included? 
 
11. How much do you want to spend?  Programme budgeting 
The starting point in any planning should be the assumption that there are enough resources available 
in terms of budget and workforce, but they may not be deployed to most effect to meet current and 
future needs.  If a respiratory programme budget can be calculated, then it becomes possible to look at 
the best ways to allocate resources for the total local population with respiratory diseases.  Whilst the
are far more people with asthma, the cost of the care for people with COPD is significantly greater, du
to the number of hospital admissions. Practice-based commissioning makes the budgeting process 
easier, as the primary care prescribing budgets can be more easily incorporated into the total
available [for example, in Somerset PCT, there is one practice-based commissioning group of 74
practices that covers the population of 524,600.  Their combined respiratory drugs budget is 
£6.8million for a known COPD population of 8000.  In addition, there is a current expenditure of 
£1.4million on oxygen.]  One of the hardest budgeting exercises may be to apportion community 
nursing resource, because whilst a proportion of community nursing time should be spent on peopl
with respiratory problems, given the likely local morbidity
p
nurses and so their 
 

a. Grid 
As an example. this COPD grid enables you to map what you may already have in place and from this
to construct a programme budget based on historic spend.  Any gaps in provision that you identify f
this mapping will also help you to make decisions about what else may need to be provided.  It is not 
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    COPD 
 
↓ Estimated  
Prevalence 
 
                    → 
  
 
          Coding  

of 
          Inter- 
          vention   
 

 Prevention  
Health promotion 
Smoking cessation  
 - Advised to stop 
 - Wants to stop and    
   support given 
 - Support and treatment  
   given 
 - Referral to specialist  
   smoking services 
 
 - Spirometry  
   screening 

Investigation and 
Diagnosis 
 
QOL 
MRC dyspnoea 
Full PFTs 
Rx  Assessment 
BMI 
Mental health 
assessment 
CHD assessment 
Osteoporosis risk 
assessment 

Follow up 
management 
 
↑ Beta 2 / IB 
? ICS 
? Pulmonary     
   Rehab 
? O2 assessment 
? non face-to-face 
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However, we can say, that generally, investment in respiratory services has lagged behind 
expenditure in other long term conditions; that the NSF for COPD is likely to recommend 
pulmonary rehabilitation for all disabled by their disease; and that, at least in the short to 
medium term, new community services will be needed to provide high quality care.   
 
Theoretically, it can be argued that if the outcomes of a new respiratory service include 
shorter lengths of stay and/or avoided admissions, then new resources become freed up.   
The Opportunity Locator offers PCTs a tool to look at the scale of any potential gains. See 
However, until payment by results becomes more sophisticated and rewards improved 
outcomes rather than volume of activity, alternatives such as hospital at home and 
community-based services may still require additional investment.  There is also an 
acknowledged under-investment in allergy and sleep services.9  
 

b. Identifying and valuing local human and intellectual capital 
In addition to using readily available data on prescribing, QOF points, workforce and hospital 
utilisation,  it will be important for the service specification process to understand, and to 
make visible elements of care and service that may be currently invisible, or not paid for, such 
as work by certain professional groups such as nurses and physiotherapists (note that the 
latest HRGv 4.3 codes offer codes for such care) but also mentoring, telephone consultations 
with colleagues, informal training and education, networking opportunities, peer support and 
so on.  These relationships, the goodwill, human and intellectual capital, should be valued 
and protected.  If they are specified they can then be costed into any service, and also there 
will be a benchmark against which to evaluate change. 
 

c. Identifying and valuing local research 
Many NHS professionals also undertake a research role that is valuable nationally and locally 
as it is the way that services continue to develop and best practice is tested and improved. 
This is different from audit, which is an essential element of any service.  Original research is 
another element that needs to be quantified, and decisions made about what is wanted. 
 
12. Who should be accountable for what?  
The commissioners (PCT and practice-based) are responsible for the service specification 
and for the procurement of a service that best meets the local specification.  It is therefore 
their responsibility to ensure no patient is excluded by the service, and to ensure it is provided 
as equitably as possible (here is another example of the NHS response to equality impact 
risk assessments). This may require monitoring of referral patterns from primary care to 
ensure specialist services are available to all patients who would benefit; and monitoring 
emergency admissions as a way of seeing whether any particular practice’s patients are more 
likely to require unscheduled care. 
 
In terms of clinical accountability, it is imperative that the specification addresses this.  
There have been sufficient public inquiries into errors in health and social care that have 
concluded that no-one was in overall charge of a person’s care for us to know that it won’t 
“just happen” unless accountability is negotiated and documented at all stages in a person’s 
care.  It might be assumed that if a patient is on a clinical pathway, then the accountability is 
defined in the pathway and the patient is therefore safe.  However, many patients with long 
term conditions have more than one condition, and so need to be on more than one pathway, 
so they will only be safe and receiving the best possible care if there is someone responsible 
for their individual case.  Typically, that would be the GP.  However, it is best that the 
specification addresses the issue.   Commissioners should have a strategic view of how the 
intertwining of pathways should work best. 
 
13. Training and education 
The commissioner is also responsible for ensuring the service meets quality standards, 
specified outcomes and is sustainable. Service sustainability would require the existence of 
an affordable strategy for continuing training and education of primary and secondary care 
professionals. One solution to this is to delegate the role to the network. This is only possible 

                                                 
9 Sleep apnoea - continuous positive airway pressure (CPAP). NICE UTechnology Appraisal 139U 
March 2008 
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http://www.gpiag.org/news/Bridging-the-gap-(final).pdf
http://www.institute.nhs.uk/opportunitylocator/
http://www.publications.parliament.uk/pa/cm200304/cmselect/cmhealth/696/69602.htm
http://64.233.183.104/search?q=cache:CYviEFroer8J:www.stockporthealth.nwest.nhs.uk/docs/eiagn0407.pdf+equality+impact+risk+assessment&hl=en&ct=clnk&cd=19&gl=uk&client=firefox-a
http://64.233.183.104/search?q=cache:CYviEFroer8J:www.stockporthealth.nwest.nhs.uk/docs/eiagn0407.pdf+equality+impact+risk+assessment&hl=en&ct=clnk&cd=19&gl=uk&client=firefox-a
https://www.nice.org.uk/Guidance/TA139
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if there is funding for a clinical lead, network manager, a training and education budget, and 
documentation to keep track of which individuals and practices have been targeted or missed. 
In addition, the original needs assessment should be repeated regularly, and adapted to 
highlight new developments or challenges. Without this, the detection and diagnosis of COPD 
and other chronic respiratory diseases may not be sufficient, and appropriate referrals to 
specialist care may not be made at the right time.     
 
14. Governance 
The commissioner will have generic standards and approaches for combined governance, 
including financial and clinical.  We refer here to the clinical governance issues.  Any 
organisation awarded a service level agreement or contract must have the competence and 
senior authority to be responsible for clinical professional behaviour and standards, to have 
appropriate systems to deal with risk, audit and information, appraisal, improvement and 
change and collaboration and networking with other organisations. 
 
15. How to procure respiratory services 
The simplest way to procure a service will be to revise or develop the service level agreement 
(SLA) that the commissioner already has with the provider(s) of care.  This might extend or 
change certain elements such as the location of delivery or the numbers of hours, and/or set 
tighter performance standards or outcomes. This will work best where there is agreement that 
services are mainly appropriate, but that there need to be some relatively modest changes.  It 
might depend, for example, on the readiness of the healthcare community to deliver the NSF 
for COPD. 
 
For example, could more care be delivered closer to home by improved team working 
between the hospital specialist team and generic community nurse teams?  Could some 
pulmonary rehabilitation be sited out of hospital in the community?   Equally, the trigger might 
be an audit or other process initiated by the providers that can demonstrate a better way to do 
things. 
 
However, if the commissioner intends to make a considerable new investment (for example if 
there is no pulmonary rehabilitation service at present), the service development will probably 
require a competitive procurement process.  If the new service is awarded to a non-public 
sector body, it will require a contract rather than a service level agreement. An Alternative 
Provider Medical Services (APMS) contract might apply. NHS Providers may also use this 
weblink: nww.pasa.nhs.uk 
 
Having decided the scope of what you are specifying you will be guided by local strategy on 
procurement and by European Union rules. If the amount of the procurement is above a given 
figure (currently if the service is likely to be worth more than £99,000 over the life of the 
contract) one of the EU public procurement directives is likely to apply.  These directives 
specify detailed procedures, adherence to strict timetables, requirements for advertising, 
invitations to tender and the award of contracts.  
 
IMPRESS would strongly argue for the avoidance of a competitive tendering process 
wherever possible as we believe that it is an inappropriate and inefficient method for the 
procurement of long term care where long term, robust personal relationships, trust and 
sustainability are key requirements.    There is therefore, an imperative for providers to listen 
to patients and audit and assess their service regularly against the best evidence and patient 
need to ensure it remains appropriate, equitable, effective and efficient.  This should reduce 
the necessity of a competitive process.  However, local circumstances may suggest that the 
only way to achieve the level of change required is through the introduction of competition or 
a new provider.   See the IMPRESS guide to commissioning and the dos and don’ts of 
procurement  on the Commissioning pages IMPRESS commissioning pages 
or download IMPRESS lessons in procurement. 
 
The process, whatever rules apply is likely to follow the schedule laid out in the Desk Guide to 
Procurement. DH. 2005 Edition.  
• Identify the need and develop an outline specification for inclusion in the business case 
• Obtain financial approval/authority to proceed 
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http://www.primarycarecontracting.nhs.uk/uploads/New%20at%20PCC%20%20Update/Issue%204/APMS%20Guidance.pdf
http://www.dh.gov.uk/en/Procurementandproposals/Procurement/Aboutprocurement/index.htm
http://www.impressresp.com/Commissioning/IMPRESSsdosanddontsofprocurement/tabid/72/Default.aspx
http://www.impressresp.com/Portals/0/IMPRESS/CommissioningCOPDservicefv.pdf
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsProcurement/DH_4109316
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• Identify prospective suppliers/contractors/ 
• Finalise the specification and prepare the rest of the Invitation to Tender (ITT) documents 
• Issue ITTs and handle enquiries 
• Evaluate tenders 
• Award and manage the contract and 
• Notify DH Procurement Policy and Advisory Unit (PPAU) so it can maintain a central 

record 
 
16. Contracting currency, incentives and penalties 
IMPRESS has argued strongly for respiratory care to be commissioned in a more 
sophisticated way, by developing a hospital at home costed package, as well as considering 
options such as year of care that specify what level of support and clinical intervention a 
patient could expect over a year.10    
 
In addition, follow-up telephone consultations with patients, and telephone calls between 
referring professionals and their specialist colleagues also need to be contracted for in a way 
that incentivises the sharing of information, and encourages learning. 
 
A Service level agreement will typically set a threshold activity level (for example hospital 
spells or community contacts) above or below which the contract value will be reviewed by 
the commissioner and provider together. 
 
In order to incentivise providers to reduce emergency admissions by early response and 
strong case management, commissioners might choose to set a target about the numbers of 
admissions that is lower than the previous year (taking into account any pre-existing trend).   
For example, the target might be a 20% reduction in emergency admissions.  The target 
could also be set in terms of financial value (that is, the numbers of admissions multiplied by 
the tariff). This latter option means that providers could choose to focus on a few individuals 
with multiple high-cost admissions, or on a more widespread approach.    Both require the 
commissioner to validate the coding.  Some commissioners are offering a financial reward – 
up to £50,000 if these targets are exceeded. 
 
If managing prescribing expenditure is a priority, for example, oxygen prescribing, then there 
is the possibility to set a financial target with or without a financial incentive for achieving that 
target.  For example, if oxygen prescribing was contained at the budgeted level, when the 
trend is for an over-spend, the commissioner might offer 50% of that underspend as a reward 
in the first year, and perhaps set lower levels in subsequent years. 

 
 
 
 
August 2008 
 
 

There is a separate IMPRESS document that gives an example of a respiratory 
specification, using COPD as the example  
 

 
10 Degeling P, Close H, and Degeling D. 2006a. Re-thinking long term conditions: A report on the 
development and implementation of co-produced, year-based integrated care pathways to improve 
service provision to people with long term conditions. Durham: Centre for Clinical Management 
Development 
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