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Introduction Methods

Chronic Obstructive Pulmonary Disease (COPD) is common, preventable and @ Humber COPD ProCare was implemented between October 2025 and March
treatable, yet it remains a major driver of healthcare resource use and premature 8 2026 and comprised of: i) workforce training to support asthma and COPD
mortality. The respiratory transformation partnership aims to support early and @ diagnosis, ii) lung cancer screening aligned COPD case-finding, iii) the OPTIMISE
accurate diagnosis and risk-based optimisation for people with asthma and COPD. @ model for identification and holistic optimisation of high-risk COPD patients, iv)
In 2025, pathway transformation funding was made available to a number of health @ integrated community COPD MDT access, and iv) respiratory virtual ward
systems in England to achieve these goals. We report the implementation of a @ delivered exacerbation support. Data were collected using an electronic data

preventative, neighbourhood-based care model focused on early and accurate @ capture tool. Here we report descriptive data from the COPD case-finding and
diagnosis, digital risk stratification, and proactive optimisation. OPTIMISE programme components.

Aim Inputs Activities Outputs/Impact Outcomes

To report the implementation of a preventative, Clinic Review (pimary or Secondary Care-e Optimisation of Treatment

High risk COPD patients identified in - Review and optimisation of evidence-based

neighbourhood-based care model focused on early and P T——— ittt bl ey pharmacological and non-pharmacological

comprehensive clinical review with a COPD treatment. ‘
trained clinician to complete a - Able to use inhaled therapies effectively. u Improved symptoms and quality of life

structured review to deliver all elements - Review and delivery of vaccinations.
of the OPTIMISE approach.

accurate diagnosis, digital risk stratification, and proactive [l | e eemes: cedoncord

burden and deprivation

(@) pt' m |S at| on - Participating PCNs have ~2,000

high/rising risk COPD patients
- PCN Clinicians experienced in
Humber COPD Proca re COPD management and will

complete project specific training

Healthy behaviours and Healthy Lifestyle
- Identification of lifestyle factors associated Increased Exercise Capacity and Physical
with risk of adverse outcomes in COPD and ‘ Activity

support with lifestyle modification (e.g. ‘
stopping smoking, increasing physical activity,
weight optimisation).

Early Pulmonary Rehabilitation

High risk COPD patients that are eligible
for Pulmonary Rehabilitation will be
offered a programme within 6-weeks of
referral.

Risk Stratification
(The NHS England ARDENS template
will be utilised)

Early and
Accurate

Diagnosis

Ta rgEted CaSE'fl nd : ng a I Ig ned Wlth Iu ng Building Diagnostic Capacity Specialist Stop Smoking Support Improved COPD patient understanding of

cancer screeni ng across Humber Neighbourhoods Current smokers will be provided very their condition and important co-morbidities
- Alocally enhanced service was brief advice and specialist stop smoking - Patients will gain knowledge about COPD, its |
launched across HNY in 2025 to support from specialised services. treatment, correct inhaler technique and the
oilere e fund spirometry and FeNO importance of lifestyle factors for improving
WO rkfo rce tra ni ng to maximise Ioca I |V provision in primary care Integrated COPD Service MDT outcomes (e.g. smoking and physical activity)
. - Primary care and neighbourhood The integrated COPD MDT takes place
en ha nCEd service u pta ke teams will be trained to identify weekly, is consultant-led with input from Early Access to Support and Advice
asthma and COPD and perform all major COPD community service - Patients will have easy and timely access to
and interpret diagnostic tests providers CIZ' specialist advice about their treatment, | Reduced Morbidity and Mortality
101 == = eneral care and change in symptoms.

Development of a digitally enabled ; - 8 ge in symp

Digital Supported S:;f-management - Patients experiencing increased symptoms
popu |ation hea |th ma nagement a pproach COPD Case-Finding All high risk COPD patients will be consistent with an AECOPD will be able to

COPD case-finding aligned with | supported to access digitally supported [ contact specialist services for advice and
Lung Cancer Screening self-management through the myCOPD support.
Programmes across the Humber. app.

- Lung Cancer Screening i L L Early Review, Treatment and Care at Home
participants reporting symptoms Respiratory Virtual Ward Access - Patients experiencing an AECOPD will have
and/or with emphysema on CT High risk COPD patients will have self- early access to specialist care with face-to-
will be offered diagnostic testing referral access to virtual wards for rapid face review, access to diagnostics and

- Diagnosed patients will be assessment, treatment and support in treatment, and continued support and

Enhanced integrated COPD care and bt the event of AECOPD. mdIscRbnatyicareiaiioms:
COPD virtual ward expa nsion Table 1. Humber COPD ProCare LOGIC Model describing the project inputs, their interaction with healthcare activities and the resulting intended impacts and outcomes.

Reduced Exacerbations

Reduced Healthcare Resource Utilisation

Early Diagnosis and
Treatment Optimisation

Risk-based optimisation and supported
guideline implementation

Optimising
Care to
Improve

Outcomes

Screening)

Risk Stratification
(People at high risk for undiagnosed

COPD identified through Lung Cancer

Results

Risk-based optimisation and supported guideline
implementation (OPTIMISE)

Early and accurate diagnosis: lung cancer screening
| aligned COPD case-finding

High Risk Patients Identified by
participating PCNs (n=12 PCNs)

* 393 people attended a one-stop diagnostic appointment and 237 (60%) were diagnosed
with COPD

 The median [range] age of participants was 69 [46-79] years

e 245 (62%) participants were male and 148 (38%) were female

e 154 (39%) participants were current smokers

* n=2,067 patients

p
Eligible for review but not reviewed
during Humber COPD ProCare (optimization
reviews will continue throughout the summer to
sustain pathway transformation)

v + n=1,584

Number of patients attending an \
OPTIMISE review between October
2025 and April 2026

* n=483

Data not submitted before
deadline for inclusion in
evaluation

v * n=60

available for evaluation

o

[Attended OPTIMISE review and data

* n=423

Figure 3. Consort diagram
illustrating participant flow

Y
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month after OPTIMISE review with data Stratlfied OPTIMISE rEViEWS.
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Never smoker Vapes
* n=334
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Figure 1. Bar graph demonstrating

. the proportion of patients with Figure 4. Pie charts illustrating

Proportion of patients with COPD (%)

> COPD confirmed through case- COPD treatment maintenance
40 finding with the respective COPD inhaled therapy before (A) and
30 GOLD severities based on their after (B) OPTIMISE review
20- post-bronchodilator FEV1. '
10
) Mild COPD Moderate COPD Severe COPD Very Severe COPD
Potential Biologics Eligibility OPTIMISE Participants with complete Table 3. Th
- data to enable biologic eligibility aoie . e
Management Plan Frequency — n (%) assessment (n=308) number (%) Of
Pulmonary Rehab (COPD Only) Figure 2. P’e_ chart Proportio.n of patie‘njcs.a.ttenc-jing- for OIZTIMISE review that meet OPTIMISE review
Not applicable 132 (57) demonstratmg the NICE Dupilumab eligibility criteria — n (%) participants
Declined 18 (8) pharmacolgg.lFa/ On triple therapy 244 (79) meeting current
Referred 17 (7) treatment initiated ICS-LABA 2 or more moderate and/or 1 or more severe exacerbations 243 (79) biologi
Missing Data 70 (30) following COPD s SITT Blood eosinophils >= 0.3 x10° cells/L 101 (33) ’? og/cs o
o diagnosis during . . . L eligibility criteria
Table 2. Pulmonary rehabilitation referrals for . MITT Meet Eosinophil and Exacerbation Criteria 80 (26) .
) . case-finding. o at the time of
newly diagnosed COPD patients as an example of Meet all criteria 70 (23) .
. . . = LABA-LAMA review.
a non-pharmacological intervention None ¥

Conclusions
Lung cancer aligned COPD case-finding and the OPTIMISE model both represent pro-active, risk-based approaches that align with the NHS's
strategic ambitions. Adopting a whole system approach offers opportunities to improve the patient pathway and outcomes for people living
with diagnosed and undiaghosed COPD.
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