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Plymouth Pulmonary Rehabilitation Programme

Primary Care Referral Form 





Plymouth Pulmonary Rehabilitation Programme

This is a programme of exercise and education for patients with COPD causing disability from breathlessness. The aim is to improve exercise capacity, improve quality of life and reduce dependency on others.

It is run by a multidisciplinary team including doctors, fitness instructors, physiotherapists, specialist nurses, and members of the multidisciplinary team. This is an 8 week programme, which consists of 2 hourly sessions held in local community centres.

It is available to Plymouth PCT residents

Non COPD breathless patients may be considered e.g. bronchiectasis, pulmonary fibrosis etc. Please include reason for referral in comments.

Entry Criteria

· Breathlessness sufficient to cause impairment of activities of daily living

· MRC Dyspnoea score of 3 or more

· Patients with moderate to Severe COPD
· Receiving optimal treatment – As NICE COPD guidelines

Exclusion Criteria

· Asthmatics who show reversibility to normal lung function (FEV1:FVC ratio> 70%).

· Presence of progressive obstructive lesion e.g. bronchial carcinoma

· Oxygen saturation of <85% on oximetry at rest on air refer to LTOT Clinic, Derriford Hospital.

· Any medical condition sufficient to prevent exercise training e.g. unstable angina, recent MI, uncontrolled hypertension, important aortic stenosis.

· Severe restriction of activity by locomotor condition.

Patient Details


Name:    ………………………………………………………………………………  Date of Birth: ..…../..….../……..


Address:……………………………………………………………………………………………………………..………


             …………………………………………….. Post Code: ……………… Tel No: ……………………………


GP: …………………………………………………………….……………………………………………………………


Address: ……………………………………………………….……………………………………...……………………


Patient aware of referral ?     Y / N    (circle as applicable)





Date:�
Value�
% Expected�
Diagnosis of COPD made:                         Y  /  N


(FEV¹ : FVC less than 70%; FEV¹ less 60%)�
�
FEV1�
�
�
�
�
FVC�
�
�
MRC Dyspnoea Score:……………………….. 


Weight:……………………………………………�
�
FEV1/ FVC Ratio�
                           �
�
�
�






Inclusion�
Exclusion�
�
X Ray in last 2 years………………… ……  Y ( N (


(to exclude other causes of SOB)�
1.  Unstable angina


cardiovascular contra indications………Y ( N (


2.  MI within 6 weeks                                        Y( N (


3.  Uncontrolled cardiac arrhythmias            Y ( N (


4.  Unstable hypertension                               Y ( N (�
�
ECG in last 12 months                                 Y( N (


(only required if has cardiac history)�
�
�
Breathlessness causing                                 Y ( N (


impairment of everyday activities�
�
�
Potential to perform exercise training           Y ( N (


30-45 mins, 3-5 times per week�
�
�
�
Severe cognitive impairment                            Y ( N (�
�
Motivated/willing                                             Y ( N (�
Severe mental health problem                          Y ( N (�
�
On optimal treatment                                     Y ( N (�
Locomotor or other severe medical condition Y ( N (�
�
Able to travel to Community based Venue Y ( N (�
Pulmonary carcinoma                                         Y ( N (�
�






Please send this form to:  COPD Service, The Cumberland Centre, Damerel Close, Devonport, Plymouth, PL1 4JZ


Tel. No. (01752) 434338	Email: � HYPERLINK "mailto:livewell.communityrespiratoryteam@nhs.net" �livewell.communityrespiratoryteam@nhs.net� 


Office use only: Triage:  Appropriate  Inappropriate	      Signed:                                      Date:


Signed:		Date: 


Cha  





Referred by (print name):  .......................................................Signed:  ................................................…………


Profession:…………………………Tel. No:  …………………………  Date:  ………………………………………...


Comments : ………………………………………………………………………………………………………………...





Other relevant past medical history:  .…………………………………....................................................................


……………………………………………………………………………………………………………………………….


.………………………………………………………………………………………………………………………………


Comments : ………………………………………………………………………………………………………………...
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