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1. EXECUTNV&EJMMARY

This report outlines the findings from Telehealth Monitoring (THM®t project within Carlisle and Edefocalities in
Cumbria, carried out over 6 morghup to 16th April 2010. The clinical focus was patients (each of whom consented to be
part of the pild) with a diagnosis of Chronic Obstructive Pulmonary Disease (COPD) and or Heart Failure @dé&)alldim

2F GKS LAf20 gFa (2Y a¢Sald (KS leRaltheiAAizKy I/ thd 5LI3 NER2 VI FOE  t Hyi

This pilot has demonstratethat THM has the ability to support selfire and increase patient confidence and wellbeing in
the majority of cases. In addition that it has the potential to make a significant contribution to the management of patients
gAOK [ 2y 3 ¢ SN and deyhahdlsin tReyhdalthcegrvice. Q & 0

The project was initiated and managed by Alston Healthcare (Ath is part of Cybermoor Services Ltd (ClVeskdcial
enterprise basedn Cumbria,which secured the project funding frorthe Department ofHealth. The project was managed
by a Stakeholder Board consisting of patient representatives, clinicians and PCT staff and a part time project manager.

CMSL made 60 RTX units available for the trial and 40 were eventually def@8yedCOPD patients and 7 - patients.
The patients were part of the existing case load of the HF and COPD specialist nursing teams who acted as the core tea
from which patient referrals and patient monitoring took place.

Results

The project was a considerable success paditywith the patients who were piloted. Patients were enthusiastic and the
response was extremely positive. This correlates strongly with evidence from other areas. All patients expressed concern:
that the trial is ending. They have all appreciated thare to speak to someone every day. Patients were positive about
the support available, simplicity of equipment, additional peace of mind, reassurance and confidence they obtained from the
equipment.

Four out of five objectives where achieved:

1. Prevent acute exacerbations and reduce acute admissions U
2. Support early discharge and care at home \%
3. Promote health, independence (setfare) and wellbeing of the service user Vv
4. To evaluate the use of resources (staff time) \%
5. Match care to need by creating individual plans and care pathways Vv

The pilot demonstratd decreased admissions in six patients (20% of the patient cohod)this fell below what has been
achieved in other areasThis was due tthe majority of thesdected patientsbeingstablealready having aigh degree of
clinical input. However, since it has already taken more thamarto plan and initiatethis project, the Stakeholderdard
decided not to widen the scope to include other ared$iere was ingfficient data gathered to properly evaluate THM owing
to the short trial period, the slow roll out of the units and various other factors contributed to this, as outlined e pbig;
however,telehealthhas been used to successfully reduce admissioiagher areaswhere pilot projectshave lasted longer
andhad greater suppoit

Long Term Qalitions (LTCs) are managed differently in other areas:
- Telehealth has been used effectively to reduce admissioasi@mswhich useeams of Community Matras(CMs)
- Cumbria usesery small teams of specialist nurdesover large geographical areas.

The patients whaparticipated were enthusiastic and extremely positivEhis correlated with patient satisfactiomeports

from other regions All patients expressed concerns that the trial is ending. They have all appreciated the chance to speak to
someone every day. Patiemigere positive about the support availableémgplicity of equipment additionalpeace of mind,
reassurance and confidendeey obtained from the equipment.
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Costs & Savings

¢tKS O2ai 2F GKS LINR2SO0 KFa o06SSy MMHpK Y2y (iK Ay 02Nl NI I
and project management. There is scope to reduce this to £39/ month in the fifturgtallation and monitoring is carried

out by clinicians and AHC draws down additional finance.

The potential cost savings in Carlisle and Eden have been extrapolated from savings achieved in South East Essex (see Sec
4.2) and this shows that a total annual saving of more th&d®000might be achieved.

Recommendationgsee Page3)

1 Telehealth is a valuable tool in the treatment of LTCs in the County and the PCT should devise a strategy as to how THI
should be used in Cumbria in the future.

o0 This should include work with Adult social care and relevant 3rd sector organizations to look at how
assistive technology can be used to promote prevention of disease and integrated patient centred care.

1 A second phase of the THM project over a longerqaedould take advantage of additional finance which is currently
being secured by AHC. This would require financial and time from clinicians, but would build on the valuable learning

from this pilot.

1 Robust planning, evaluation must change management gragrmust accompany any second trail of THM
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2. INTRODUCTION

This reportpresentsthe findings from gilot of THMwithin Cumbria, carried out over a sixonth period which ended 16th
April 2010. It detail@nd discusses results from the pilot athek les®nslearned during the trial, thempresents conclusions
and recommendations as to the next steps to devise a strategy for using THM in Cufvikinia. the report eference is
made to many of the recent DH documents that support aadommend the use oTHM and work from otherPCTds
outlined with the aim of introducing the positive effect that this is having on managéwfdongterm conditions (LT€).

2.1. Background to the Project

Cumbriais projecting a 20%ise in its number o€&lderly people by 2038 with a corresponding rise in chronic disease and
associated mental health problems. The number of young people in Cumbria is decreasing leading to an increased burden c
care on the residual population. This, together with decreased resources in terms of fiandomanpower, means that
Cumbria will be challenged to provide treatment and care in its current mode.

Avoidance of acute admissions and enabling care to be delivered closer to home is recognised to be essential by users ar
providers of the service wiin Cumbria. The DH has also highlighted it as a core objective. Cumbria PCT is working towards
this with their Closer to Home strategyHowever this is challenging in the current economic climate and more work is
needed to increase the emphasis on pretieg disease, preventing acute exacerbations, promoting health, independence,
selfcare and choice for our service users and their carers.

These factors where influential in the decision to pilot THM; and after extensive discussion with all partigigttieiM
project was agreed in July 2009 and the two localities of Carlisle and Eden Valley were selected.

2.2. Involved Parties

Alston Healthcare (AHC) is a group of interested parties and agencies managed by Cybermoor Services Limited (CMSL). CI
is a socibenterprise based on Alston Moor, Cumbria, who secured the project funding from DH as one of thegaxary

Social Enterprise Coalition Pathfinder projéasd initiated the THM pilot. This pilot was conducted in partnership with
Cumbria PCT betweendHL 3th October 2009 and 16th April 2010.

The two localities Appendix 2: Demography of Eden and Calliglere selected as being representative of the needs of
Cumbia as a whole. The clinical focus was patients (each of whom consented to be part of the pilot) with a diagnosis of
Chronic Obstructive Pulmonary Disease (COPD) and or Heart Failure (HF). The patients were part of the existing case load
the HF and COP$pecialist nursing teams who acted as the core team from which patient referrals and patient monitoring
took place.

THM Equipment was manufactured by Tunstall Wpéndix 1: The Equipment (Tunstall RBXd supplied to the project
by CMSL.

Nontclinical aspects of the projedibgether with initial patient monitoring was provided by Riverside Carelyppéndix 3:
The Role of Riverside Carelinmeho worked closely with the clinicians involved.

2.3. Process Management

Extensive guidelines to aid working were produced together with process maps and care pathways. Infornthtitnical
governance processegether with relevant risk assessments where addressed prior to commencement of the pilot. Some
of the governance work continued during the pilot.

2.4. Project Aims & Objectives
CKS FAY 2F (KS LA 2yl g3 aLISiRE2 \aI¢fS aliy R K&2 20LISNTF WS Q@G A @Sy Saa
Five objectives were identified:

i Prevent acute exacerbations and reduce acute admissions
1 Support early discharge and care at home
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1 Promote health, independence (self care) and wetligeof the service user
1 To evaluate the use of resources (staff time)
1 Match care to need by creating individual plans and care pathways

2.5. Size of Trial

CMSL made 60 RTX units available for the trial and 40 were deployed: 33 to COPD patients and 7etotsiH patipatients
were excluded (one COPD and one HF)hag wereonly on the system for three and six days respectively and had no
admissions within that period. Two COPD patients were dischargadiiviarch(Stable condition) and two HF patients died
during the pilot period.

2.6. Measurement of Objectives
For the purposes of evaluation the following was measured:

1 Hospital admission; this was compared for two periods; Period 1 (baseline period): 13th October 2008 to 16th April
2009 and Period 2: 13th October 2009 to 16th April 2010. All data wasrefessnced and matched to the period

for which the THM equipmemwas installed (within Period 2).

Pattern of clinical visits for patients receiving THM

Patient Satisfaction

Provider satisfaction; to include clinicians, monitoring centre and equipment provider

Use of monitoring centres time

= =4 =4 =4
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3. RESULTS

The results obtaied from the pilot are presented below; to aid comprehension the achievement agaibgctivesis
presented first followed by a discussiontbé& resultscontaining more detail as to achievement or rachievement Detail
collected from the evaluation is@sented in appendix four.

3.1. Achievement of Objectives

3.2. Objective One
Gt NB@Syid I 0dziS SEIFOSNBIGAZ2Yya |yR NBRdAzOS | O0dziS FRYA&AAAZ2Y

When admission data is broken downd cross reference for the two periodsKigurel & Figure?) it can be seen that there

were six patients that showed decreased admissions across the whole cohort. ghititig is positive this is inconclusive

with regard to the reduction of acute admissions. Decreased admissions by these patients were balanced out by equal ol
increased admissions and therefore no cost savings can be extrapolated. becseen that foa total of twentypatients

there was no admissions in either period.

Figurel: Admission data for COPD patient cohort.
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Regarding reduction of acutxacerbations of disease results where again inconclusive, as data collected was insufficient to
measure this. Where there was evidence of reduced exacerbation of disease this could not be categorically attributed to
THM (due to the way the data was colied) and was therefore subjective.
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Owing to the small amount of admission data collected and theemyagement of some clinical staff it was not possible to
measure whether THM supported eadischarge. Strenuous efforts were made to engage the steom intervention team
(STINT), secondary care ward based clinicians and managers. Although these groups expressed interest, they chose not
engage with this project.

However THM was successifiulsupporting care at home as measured by patient and provider resgépgendix4: Results

from Satisfaction Surveyand is linked to responses caaited in relatbn to Objective three and four76% of patients
AGNRy3Ite INBSR (2 GKS adlaSyYySyid aL o0StAS@S RIAt& Y2yAdld
with a further 20% agreeing and 4% disagreeing. The patient statements belowartgpthe fact that THM supported care

at home &dditional comments i\ppendix4)

G126 ljdzA Ol /I NBEftAYS 6SNB AT a2YSGiKAy3a Syl 6NBRy3I¢EOD

WD22R T2NJ) LIS KRS I NEOAy Aok S2yi& 3ISG | 62dzié @

GL RAR y20 ySSR (G2 32 (¥eKabmiliyR2&BYLE® (1SSLI I NBI
G SGGAy3 YS 1y26 Y& .t3 {thu FyR GSYLISNI indenBs aBdwdK R
O2dzZA R O2yidl OG 2dzNJ Dt ¢

f a.SAy3a oftS G2 €221 FFGSNIe2dz2NBStF d K2YS FyR GF €1

= =4 =4 =4

3.4. ObjectiveThree
Gt NBY23GS pefdercéiglicarsh Yy RgR 6Stt0SAy3a 2F GKS ASNIIAOS dzaSNEE

This object was achieved. The majority of patients and carers found THM gave them a lot of support and were very
impressed by the service; spouses of 10 patients found monitoring beneficial to Tey.said it is very reassuring to be
FofS G2 {1SSLI GNIFXO]l 2F GKSANI LI NIYSNRE NBFRAyIad ! fGK2dA
concerns were allayed with further support.

In addition he majority of patients felt the preseOS 2F GKS ¢l a KSfLI GKSY @gKSy I ai¢
LINE GARSR YS gAGK | aSyasS 2F &aSOdzaNAGEe |yR LISIFOS 2F YAYRE

The following patient statements (selected from a longer lisippendix fouy sum up just how wellHM promotes health,
selfcare andwellbeing

T aL ola I o0A0 62NNASR 062dzi SOSNBOKAY3A o6dzi GKS K2YS Y

§ dazaild AYLRNIFIyidteées GKS FSStAy3a 2F 6SAy3a Ay (2d20OK 2y
healthandi KI & G KS WOSYUiUNBQ O2dAZ R alLli RSGSNA2NI GA2Yy Y2NB

1 Mr. M says he likes knowing what his readings are as he can tell in the morning what kind of day he will have.

1 Mrs. J has started her antibiotics earlier than she thinks she would dsttee readings have picked up on her chest
infections.

1 Mrs. M was given new medication for high BP after a graph was sent to her GP to highlight the problem.

T aNX a Ad YdzOK Y2NB NBfIESR | 62dzi KA& 6AFSQa Affy

The COPD specialist nuréel made the following comment® support achievement of this objective

THM reassured some of the patients re their oxygen levels and blood pressure.

Gave support and confidence

Increasedselfmanagementskills in some patients

Helped them become familiar with their condition and therefore react appropriately.

Increased calls to clinicians, where due to a deterioration in condition and increasedas®fjement.

=A =4 =4 4 =4
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1 Prompted patient toselfmanagetheir condtion
3.5. ObjectiveFour
G¢2 S@OIftdad GS GKS dzaS 2F NB&a2d2NOSa o6aidl¥F d(dAYS0E

Clinicians felt it [THM] had the potential to alter the way they work in the future and could create perceived benefits as
presented inthree.

Figure3: Cliniciara Q / 2YYSyia 2y ¢l a
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Workload analysis from thnCOPD clinical team (figure fpshow reduced visits to 41% of patients.

Figure4: Nurses Visit Pattern for THM Patients

Increased Visits
2%

The COPD clinical team statibét> & ¢ 2 NJ  Ldid iwith $1&4dfase wellfpatiénts who they pulled back from (instead of

GAEAGAYI0ED |y AYONBFaS Ay OSAaria 200dNNBR RdS G2 Ot AyA

All clinical staff felt that THM could be used in to aid future worlend case management as long as it was targeted to the
correct patient cohort, [preferably those receiving minimal support).

10
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3.6. ObjectiveFive
Gal iOK OFNB (G2 ySSR o0& ONBI{iAYy3d AYRAGARdzZt LXIFya FyR OF

This objective was achieved. Individual cplans where written for all patients together with care plans and special patient
F2N¥aod ¢KS&aS 6SNB LINBLINBR F2NJ SHOK LI GASyd FyR FFHESR i
went through care plans with the patients andvgathem an explanation athow THM would help them. aflent
statementsshowthat around 75% were assured by the information given to them about their. plan

Care pathways worked well and that nurses returned calls made for a red alert within the heufacitthat the teams
worked well together helped smooth running of the pilot. Clinical and Careline staff strongly agreed as to the mutual
helpfulness and courtesy given to and expressed to each other.

3.7. Discussion of Trial Results

Four out of the five prjgct objectives were achievedon the basis that objective twis considered as mainly being about
supporting care at home(since it was not possible to measure supported discharge). Glgeonhewas not achieved
although the pilot did demonstrate deeased admissions in 20% of the patient cohort (six patients).

There was insufficient data gathered to properly evaluate THM otdgrthe short trial period and the slow roll out of the
units. The amount of time the equipment was in place varied with doly of the patients having it in place for the full six
months. The majority of patients had the equipment in place for between four and three months as sheigarieb

Figure5: Number of THMinstallations per montt?
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Only two thirdsof the availableTHMunits were eventually deployemhainly due to insufficient referrals from théF team
Variaus factors compounded the lack of data collected and the fact that all the available units whetephoyed

1 There was minimal set up time for this project and a lot of work had to be done and decisions made in a short
period of time.

1 The clinical team felt that more communication should have taken place with them over patient selection.

1 There was alsperiod of sick leave and significant level of unplanned leave within the clinical team at a time that
was extremely busy for them (wiei)

1 Data that could have been collected to allow greater measurement was not available for example nurses mileage,
A&E attendances and GP visits

1 Some staff did not engage with the project despite considerable effort

i Patient selection was inappropriate

11
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It must however be pointed out that discussions with th€TPhad been taking place for a ygmior to agreement to
commencethe pilot so ample time had been available for planning and implementation. Had an earlier decision been made
than many of the ch&nges could have been elevatelhdeed ethics approval could also have been applied for to allow a
greater degree of evaluation. Had there been less indecisivér@mssthe PCTn the earlier stages of negotiation then there
would have been considerable tinfier planning, consultationgovernance arrangemengd change management programs

the later having been advised as essential.

Regarding patient selectiort ivas quickly recognised by all involved parties (by Jan 2010) that patient selection had
inappropiate; the majority of the patientselectedwere stable and had a high degree of clinical input. This is validated by
the fact that 63% of the patient cohort had no admission in either period. However, since it has already takehandveo

years to getthis trial initiated in Cumbria the decision was taken by the stakeholder board not to alter the .scope
Considerable effort was made to try to recruit more suitable patients to the trail (patients with repeated acute admissions
and minimal input), but tid was not possible given the time available and the lack of resources within relating teams. The
teams in Cumbria wereot able to generate the larger amount of referrals that it was indicatede neededby the clirical

team involved)to properly trial HM. In the event that significant numbers of referrals had been made to them, then they
would not have had the gecity to deal with them. The team commentdtht for future trials the following would need to

be effected

1 Ge a bigger volume of referralsnd pick patients you visit as a result of this
1 Have nore clinical staff in teanithiswould alsohave helped this pilgt
1 Use THM ima bigger team

Despite this the project was a considerable success as many lessons have been learnt. It was padiccgadful with the
patients who were piloted, their welfare being the main point of any work that we do within the health service. Patients
were enthusiastic and the response was extremely positive. This correlates strongly with evidence from other area.

All patients have expgssed concerns that the trial wanding. They have all appreciated the chance to speak to someone
everyd@® ® t I (A Sy (AR@Eend@pcentr&iyorit & 0o

Support valuable

Simplicity off equipment

That THM gave them peace of mindassurance and confidence
Abnormality being picked up quickly

Availability of information

Receiving information and being able to act on it to prevent disease

=A =4 =4 4 -4

Comments from some of the Cumbrian patierd& indicate some degree of social isolation and atyi prior to
commencement of THM. It is well recognised that these factors have a direct correlation with deonedibeingand often
cause depression something that is often very apparent in people wffersrom a LTCThe increase imellbeingand
confidence experience by patiesteceiving THM was therefore very relevant and is worthy of investigation in future trials.

3.8. Cumbria Compared to Other Regions

It is interesting to note the reference to the use of community matrons and the importance attahéldeir active
involvement and support in other trial regions. It is apparent that many areas are using CM specialist teamagde thain

LTG. However attention must be drawn to the fact that Cumbria does not have large teams of community matrodsahat

with case managing LTCs, it has very small teams of specialist nurseswendarge geographical areas that tend to deal

with the more acute cases. Some effort has been made by the PCT to train specialist case managers within the communit
nursingteams who are struggling with dag-day work and lackf resourcesOne could argue that the deployment of THM

could help here What is very clear is that th@odel used in other areas wouldot work for Cumbria. The clinical staff
involved strongly bedived that THM definitely has a place but that it must be used with the appropriate pstéard within

the GP setting

12



Cumbria PCITelehealthPilot %
Prepared by Cybermoor Seses Ltd health care

It must also be recognised that the deployment of THM and its use will be different for every area and must always be based
on the need of the said area and its population. However for the purpose of identifying the direction and success of THM in
other areas and to give an indication of future deployment it is appropriate to present results of THM pilots from otlser area

3.9. Results fromOther Regions
Despite the fact that many PCTs are now pilotindnave the intention to pilot THMFigure6) it is still very difficult to get
data regarding effectiveess of implementation, cost and cost effectiveness.

Figure6: PCTs with Pilots or Intending to Progress TH™

PCTs (n=152)

WSsD

3%

Intention
No information 23%

35%

Programme
5%

Pilot Hospital 33%
1%

However, some data is available and this is showing that THM is producing substantial saving andstlaa¢ @ihg it
effectivelyto manageLTCsThe best available data to date comes from the South East EsseXWBER)includes a three

year costing plan based on their resulfgppendix5). SEE has calculated that if THM supported 1000 COPD patients this
could equate to a potential cost savings in A&E attendances and hospital admis§iéf.7m per annum. The pilatas
conducted over 12 months (87 patientsdata analys for 53)and was led byCMs(GPs were involved on a patieby-
patient basis via theCMg. The project was imposed on theMswith short notice, without consultation and with few
discussions prior to implementation (to included lack of clinical inpupédient selection).ThisDespite this, the results are
impressive Figure?).

Figure7: Average Service Utilisation by SEE

Average Monthly service utilisation

999 calls GP visits A&E visits Hospital
Admissions

These result®ccurreddespite the fact thalCMsreported a 24hour delay to access of data (NHS direct monitored) pe. n
access to real time datah@y commented that such access would have decreased admission / A&E attendances even more.

13
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Gloucester PCTindertook al2-month pilot (March 2009), which has now resulted in a commitment to install more than 200
THM units. The project has demonstrated that there has been a reduction in unplanned hospital admissions for the patients
that participated equating to an approrate saving of £53,134 in 2008/09. The initial project budget allocated in 2008/9 was
£304,200 provided by commissioners. In 2009/10 a-resrurring budget of £192,213 was agreed by commissioners, which
covered the ongoing staffing as well as the maintereaof existing units.

. £+ 01" mavepiloRaver 12 months, had significant cost savings in terms of emergency admissiemst, cadits, and GP
and community visits. The project was led ®¥Isand resulted in a 75% reduction in hospital admissionsvisis halved
and there was an 85% reduction in GP contacts. It significantly improved the quality of life of local citizens.

{6218 2%ix ntohtBBof ail@ndnth THM pilot ran bCMs{38 patients) showed that:
1 The THM system has helped to delaypmevent the consumption of more costly NHS resources (67%)
Initiated telephone contact increased (83%)
Telehealthcare has helped to review patiefids2 Y RAGA 2y | yR YSRAOF(GA2Y GAGK Dt Q
Patients have become less reliant on Community Matrons to martegjedondition (67%)
Telehealthcare is effective in improving patient outcomes (67%)
Interim findings also showed; that to realise the potential financial and health benefits of THM across the Trust, a
variety of appropriate services and technology needbé targeted at specific cohorts of patients.

= =4 =4 -4 =4

Southampton hagvoided70 admissions since Octobérst three months of their pilot (Email personal communication with
Sonia Milburn, THM researcher and project manager NHS Solent)

| dzf £ Q& ¥ A ahdaheiBde retiudtiriddcuieSidmissions of 0.1 per papienmonth. Balancingavings in admissien
against cost ofHMprovides a saving of robty £1000 per patient per yedEmail perenal communication with Jhorpe
project manager)

CornwallPCT Huilding up to the use of 2000 RTX machines) shared information from their recent WSD clinical emid pati
newslette and the following are direct quotes:

T 28 INB y2¢ f221Ay3 G SELIYRAYy3I Ayid2 20KSwherdwehava & d:
already had some successful outcomes.

1 A recent trial of using theTHM Equipment for falls diagnosis, working with the falls clinic, showed that for each
person referred we were able to demonstrate a postural blood presduog, diagnosed as the reason for falling.
Through appropriate medication being administered it has potentially stopped some hospital admissions.

1 One lady had very high blood pressure over a period of 2 weekswahsymptomatic with nosebleeds and
headachesHer CM aranged for her to see her GFheéSwas give medication and secondary prevention.

1 A patient was being visited by her CMi3imes per week due to harondition. UsingTHM equipment the CM has
0SSy FotS (2 Y2y AlG2N a2 YSmedidafdy acdrdingly Rs alréduit lhkr visitskvéherel I {
reduced to one per month.

1 WSD patient groups identifiethat many patients like to record their readings on a daily basis so that they have a
record both for themselves andbr their clinicians. This Isaproved particularly useful in some cases both with
4SO02yRINE OIFINB O2yadzZ GFyda FyR DtQa Fftft2gAy3d GNBYRA
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3.10. Patient Feedback

Figure8: Patient Comments from Other THM Trial Region

Pilot Comments

85% of patients agreed or strongly agreed that ftéM service had helpec
them understand their condition

South East Essex
88% of patients agreed or strongly agreed that it had helped them cope
their symptoms

81% of patients agreed or strongly agreed that fhelM had helped to
reduce their levels of anxiety

73% ofpatients agreed or strongly agreed that tiéiMhad had a positive
impact on their quality of life

80% of respondents strongly agreed they had a better understanding of
Blackpool medical condition and felt that they wentributing to the management o
their condition while 70% strongly believed their quality of life had improv

90% Patient agreed or strongly agreed that they felt less anxious about
Stoke on Trent health. 85% being satisfied witthe contact with their CM. 75% had few:
A&E admissions to hospital. 70% had fewer GP home visits

3.11. Basis of Need: COPD and Heart Failure in Cumbria

Statistics for COBPwithin Carlisle andEdenshow that the numbers of patients are increasing together with-plactive
admissions and associated costs. In the Carlisle locality, between 2005 and 2010 there were 220 new patients admitted tc
the register with COPD to a total of 3374. In Eden thezevil40 new COPD patients to a total of 1521. Wherlook atthe

increase in prevalence of COPD within Cardislé Ederover the next ten years (as a percentage of the populatiétigure

9) it looksquite small. However when thprojected number of new casesadmitted to the registeiis calculate they more

than double in Carlisle andalible in Eder(Figure10). This is a big increase and has implications for the use of resources,
which are already overstretched

Figure9: Current andProjected Prevalencef COPDn Carlisle and Edéfi
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Figure10: Currentand ProjectedNew COP[patients in Carlisle and Edeim Next 10 Year¥
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When nonelective admissions and associated costs are explored for COPD a total cost of £2,431,306 and w8566t

in Carlisle and Eden respectively over 3 years. Cost fluctuates from quarter to quarter and will be affected by the season wi
winter being higherKigurell & Figurel2) No data was available for associate primary care costs however one can begin to
see the huge cost of COPD to the health service.

Figure11: Non-elective Admissions & Costs in Carliste
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Figure12 Non-elective Admissions & Costs in Edén
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Data for heart failure is only available for the last quarter of 2009 and the first three quarters of 2010 thereforetit is no
possible to make similar comparisons as with COPD. However, the graphsiiel3 & Figurel4 do show the fluctuations
of demand and associated period costs.

Figurel3: Heart Fdure non-Elective Admission & Cost in Carlisle Locéﬁty

Figure14: Heart Failure non Elective Admission & Cost in Eden Locality
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