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1 Impact map and breakdown of investment and return
Investment
The following tables show the investment for each proposal in detail.
[bookmark: _Toc94854450]Table 1. Investment breakdown of Proposal 1. To ensure spirometry availability in primary care, and to provide training on its use and interpretation.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources
	Number of health centers in the National Health Service (NHS) [1].
	 3,055 

	
	
	Number of clinics [1].
	 10,067 

	
	
	Percentage of primary care (PC) centers that do not have a spirometer [2].
	15.40%

	
	
	Cost of portable spirometer compliant with European Respiratory Society regulations [3].
	€249.95 

	
	
	Total (€)
	€505,095.96 

	Pulmonologists and PC professionals with experience in COPD 
 
 
 
 
 
 
 
	Working time spent on training outside of working hours. 
 
 
 
 
 
 
 
	Number of healthcare centers in the NHS[1].
	3,055 

	
	
	Number of clinics [1].
	10,067

	
	
	Number of PC nurses per health center or clinic who would receive training in performing and interpreting spirometry [4].
	2

	
	
	Number of health professionals for each theoretical-practical training course in performing and interpreting spirometry [4].
	15 

	
	
	Percentage of PC personnel trained in performing and interpreting spirometry [5].
	67.40%

	
	
	Number of hours of theoretical-practical training in performing and interpreting spirometry [6].
	                            8

	
	
	Rate per hour of face-to-face training [7].
	€125.00 

	
	
	Number of hours of supervised performance and interpretation of spirometry during training sessions [6].
	4

	
	
	Hourly rate for online tutoring [7].
	€30.00 

	
	
	Total (€)
	€638,813.95 

	PROPOSAL 1 TOTAL INVESTMENT
	€1,143,909.91 


[bookmark: _Toc94854451]
Table 2. Breakdown of the investment of Proposal 2. To provide training on COPD for primary care professionals.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service 
	Economic resources.
	Cost of a first application for the accreditation of a face-to-face course [8].
	€102.01 

	
	
	Number of General Practitioners (GP) [9].
	 35,190 

	
	
	Maximum number of participants per training session for GP [4].
	 20 

	
	
	Cost of successive editions for the accreditation of a face-to-face course [8].
	€30.60

	
	
	Number of experts needed to prepare a guideline for PC professionals’ training [4].
	 6 

	
	
	Fees per expert for the creation and validation of a guideline for PC professionals’ training [3].
	€1,800.00 

	
	
	Cost of designing a guideline for PC professionals’ training [3].
	€4,000.00 

	
	
	Printing cost for each PC professional training guideline [3].
	€8.00 

	
	
	Cost of SEPAR's scientific endorsement [10].
	€9,000.00 

	
	
	Cost of the scientific endorsement of four scientific societies linked to PC [4,11].
	€12,000.00 

	
	
	Total (€)
	€371,232.11 

	Pulmonologists or PC professionals with experience in COPD
	Working time spent on training outside of working hours.
	Number of GP [9].
	35,190

	
	
	Maximum number of participants per training session for GP [4].
	20

	
	
	Number of hours of each training course for GP [4].
	4

	
	
	Rate per hour of face-to-face training [7].
	€125.00 

	
	
	Number of experts needed to prepare a guideline for PC professionals’ training [4].
	                            2

	
	
	Total (€)
	€1,759,500.00 

	PROPOSAL 2 TOTAL INVESTMENT
	€2,130,732.11 





[bookmark: _Toc94854452]Table 3. Breakdown of the investment of Proposal 3. To inform patients and families about the disease and its treatments.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources.
	Expert fees for the creation and content validation of an information brochure on COPD [3].
	€1,200.00 

	
	
	Number of experts required to produce an information brochure [4].
	8

	
	
	Informational brochure design cost [3].
	€2,000.00 

	
	
	Cost of SEPAR's scientific endorsement [10].
	€9,000.00 

	
	
	Cost of the scientific endorsement of four scientific societies linked to PC [4,11].
	€12,000.00 

	
	
	Total number of COPD patients [12,13].
	3,192,001

	
	
	Percentage of patients with mild COPD [14].
	56.40%

	
	
	Printing cost for each information brochure [3].
	€1.50 

	
	
	Postage cost of a package [3].
	€8.00 

	
	
	Number of NHS hospitals with pulmonology services [15].
	276

	
	
	Number of NHS health centers [1].
	3,055

	
	
	Number of clinics [1].
	10,067

	
	
	Total (€)
	€2,840,216.85 

	PC Nurses
	Working time.
	Number of COPD patients followed up in PC [16].
	863,583

	
	
	Cost of visit to PC nurse [17].
	€25.97 

	
	
	Total (€)
	€22,427,250.51 

	PC Nurses
	Working time.
	Total number of patients with COPD [12,13].
	3,192,001

	
	
	Percentage of patients with mild COPD [14].
	56.40%

	
	
	Number of COPD patients followed up in PC [16].
	863,583

	
	
	Cost of visit to hospital nurse [17].
	€45.72 

	
	
	Total (€)
	€42,826,178.59 

	TOTAL INVESTMENT PROPOSAL 3
	€68,093,645.96 



[bookmark: _Toc94854453]Table 4. Breakdown of the investment of Proposal 4. To agree with patients and caregivers on the treatment and management of COPD.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources for online training of health personnel related to COPD management.
	Cost of online training course on joint decision-making [3].
	€12,952.00 

	
	
	Total (€)
	€12,952.00 

	National Health Service
	Economic resources for the development of an interactive decision-making tool.
	Cost of developing a decision-making tool [3].
	€93,000.00 

	
	
	Cost of the design of a decision-making tool [3].
	€6,250.00 

	
	
	Cost of creating an interactive decision-making web tool [3].
	€12,000.00 

	
	
	Total (€)
	€111,250.00 

	National Health Service
	Economic resources for sending SMS to disseminate the interactive tool among patients.
	Total number of patients with COPD [12,13].
	3,192,001

	
	
	Percentage of patients with mild COPD [14].
	56.40%

	
	
	Cost of sending an SMS through mass mailing systems [3].
	€0.03 

	
	
	Total (€)
	€52,208.37 

	PC Nurses
	Working time.
 
	Total number of patients with COPD [12,13].
	3,192,001

	
	
	Percentage of patients with mild COPD [14].
	56.40%

	
	
	Cost of telephone consultation [17].
	€14.50 

	
	
	Percentage of COPD patients under 65 years of age [18].
	22.75%

	
	
	Cost of visit to PC nurse [17].
	€25.97 

	
	
	Total (€)
	€62,221,258.45 

	PROPOSAL 4 TOTAL INVESTMENT
	€62,397,668.82





[bookmark: _Toc94854454]Table 5. Breakdown of the investment of Proposal 5. To establish coordinated programs between primary and specialized care, and of these with other centers and nursing homes, to enable comprehensive COPD management.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources for the access tool to the Electronic Medical Record (EMR) of patients living in nursing homes.
	Annual cost per user of the EMR management tool [3].
	€120.00 

	
	
	Number of public nursing homes in Spain [19].
	                                1,573 

	
	
	Total (€)
	€188,760.00 

	National Health Service
	Economic resources for training in the use of the EMR access tool.
	Cost of online training course for the use of an access tool to the EMR [3].
	€12,952.00 

	
	
	Total (€)
	€12,952.00 

	National Health Service
	Economic resources for the training of hospital nurses in case management and COPD.
	Cost of a master's degree in pulmonology service nursing [20].
	€3,900.00 

	
	
	Number of NHS hospitals with pulmonology services [15].
	276

	
	
	Level of implementation of Case Management Nurses in the NHS [4].
	50.00%

	
	
	Total (€)
	€538,200.00 

	Hospital case management nurses (HCMN)
	Working time.

	Total number of COPD patients [12,13].
	3,192,001

	
	
	Percentage of patients with moderate COPD [14].
	38.30%

	
	
	Percentage of patients with severe COPD [14].
	4.60%

	
	
	Percentage of patients with very severe COPD[14].
	0.50%

	
	
	Percentage of COPD patients who have lived in a nursing home in the past 12 months [21].
	3.80%

	
	
	Cost of specialized nurse home visit [17].
	€79.22 

	
	
	Total (€)
	€4,170,452.05 

	PROPOSAL 5 TOTAL INVESTMENT
	€4,910,364.05 





[bookmark: _Toc94854455]Table 6. breakdown of the investment of Proposal 6. To promote the use of a compatible primary/specialized care medical record to identify patients included in chronicity strategies.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources for the maintenance and support of the EMR.

	Total number of COPD patients [12,13].
	3,192,001

	
	
	Percentage of patients with moderate COPD [14].
	38.30%

	
	
	Percentage of patients with severe COPD [14].
	4.60%

	
	
	Percentage of patients with very severe COPD [14].
	0.50%

	
	
	Expenditure per person in vertical information systems of the EMR [22].
	€4.57 

	
	
	Total (€)
	€6,330,812.43 

	National Health Service
	Economic resources for EMR utilization training.
	Cost of online EMR utilization training course[3].
	€12,952.00 

	
	
	Total (€)
	€12,952.00 

	National Health Service
	Economic resources for the identification of patients at risk.
	Cost of statistical analysis for the identification of patients in the EMR [3].
	€5,000.00 

	
	
	Number of autonomies in Spain.
	19

	
	
	Total (€)
	€95,000.00 

	PC Nurses
	Working time.
	Total number of COPD patients [12,13].
	3,192,001

	
	
	Percentage of patients with moderate COPD [14].
	38.30%

	
	
	Percentage of patients with severe COPD [14].
	4.60%

	
	
	Percentage of patients with very severe COPD [14].
	0.50%

	
	
	Percentage of COPD patients exacerbated in a 2-year period [23].
	51.20%

	
	
	Duration of the study (years)[23].
	2

	
	
	Percentage of exacerbated COPD patients requiring hospitalization [23].
	24.40%

	
	
	Percentage of hospitalized COPD patients with at least one comorbidity [24].
	38.00%

	
	
	Cost of visiting a PC nurse [17].
	€25.97 

	
	
	Total (€)
	€853,961.10 

	PROPOSAL 6 TOTAL INVESTMENT
	€7,292,725.52 





[bookmark: _Toc94854456]Table 7. Breakdown of the investment of Proposal 7. To provide training on therapeutic adherence.
	Stakeholders
	Investment description
	Investment breakdown

	Pulmonologists, pharmacy, or PC professionals with experience in COPD
	Working time spent on training outside of working hours.
	Number of PC nurses [9].
	 37,537 

	
	
	Number of PC nurses for each training course taught by pulmonologists, pharmacy or PC professionals with experience in COPD [4].
	20

	
	
	Number of hours of each training course for PC nurses [4].
	20

	
	
	Rate per hour of face-to-face training [7].
	€125.00 

	
	
	Total (€)
	€4,692,125.00 

	PC Nurses
	Working time spent on training outside of working hours.
	Number of COPD patients for each group training session by PC nurses [4].
	8

	
	
	Number of hours of each group training session by PC nurses [4].
	4

	
	
	Rate per hour of face-to-face training [7].
	€125.00 

	
	
	Number of COPD patients followed by PC [16].
	863,583

	
	
	Number of individual PC nurses visits per patient for adherence training [4].
	2

	
	
	Cost of visit to PC nurse [17].
	€25.97 

	
	
	Total (€)
	€87,614,813.27 

	PROPOSAL 7 TOTAL INVESTMENT
	€92,306,938.27 





[bookmark: _Toc94854457]Table 8. breakdown of the investment of Proposal 8. To ensure continuity of care after an exacerbation, in coordination with primary care.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Human and material resources for the continuity of care carried out entirely from PC.
	Total number of COPD patients [12,13].
	3,192,001

	
	
	Percentage of COPD patients exacerbated in a 2-year period [23].
	51.20%

	
	
	Percentage of exacerbated COPD patients that DO NOT require hospitalization [23].
	75.60%

	
	
	Duration of the study (years) [23].
	2

	
	
	Percentage of non-hospitalized exacerbated COPD patients referred to PC for post-exacerbation follow-up [4].
	80.00%

	
	
	Cost of follow-up visit to GP [17].
	€50.06 

	
	
	Cost of visiting a PC nurse [17].
	€25.97 

	
	
	Cost of telephone consultation [17].
	€14.50 

	
	
	Total (€)
	€89,482,329.93

	National Health Service
	Human and material resources for the continuity of care started in PC and ended in specialized care (SC).
	Percentage of COPD patients exacerbated in a 2-year period [23].
	51.20%

	
	
	Percentage of exacerbated COPD patients that DO NOT require hospitalization [23].
	75.60%

	
	
	Duration of the study (years) [23].
	2

	
	
	Percentage of non-hospitalized exacerbated COPD patients referred to PC for post-exacerbation follow-up [4].
	20.00%

	
	
	Cost of a follow-up visit to GP [17].
	€50.06 

	
	
	Cost of the first visit to SC [17].
	€151.75 

	
	
	Cost of a follow-up visit to SC [17].
	€88.30 

	
	
	Cost of visit to specialized nurse [17].
	€45.72 

	
	
	Total (€)
	€47,142,149.98 

	National Health Service
	Human and material resources for the continuity of care carried out entirely from SC.
	Number of COPD patients hospitalized annually [9].
	80,436

	
	
	Percentage of hospitalized patients with exacerbated COPD referred to SC for post-exacerbation follow-up [4].
	80.00%

	
	
	Cost of the first visit to SC [17].
	€151.75 

	
	
	Cost of a follow-up visit to SC [17].
	€88.30 

	
	
	Cost of visit to hospital nurse [17].
	€45.72 

	
	
	Total (€)
	€21,331,161.85 

	National Health Service
	Human and material resources for the continuity of care started in SC and ended in PC.
	Number of COPD patients hospitalized annually [9].
	80,436

	
	
	Percentage of hospitalized patients with exacerbated COPD referred to PC for post-exacerbation follow-up [4].
	20.00%

	
	
	Cost of the first visit to SC [17].
	€151.75 

	
	
	Cost of a follow-up visit to GP [17].
	€50.06 

	
	
	Cost of visiting a PC nurse [17].
	€25.97 

	
	
	Cost of telephone consultation [17].
	€14.50 

	
	
	Total (€)
	€5,353,986.69 

	PROPOSAL 8 TOTAL INVESTMENT
	€163,309,628.45 



[bookmark: _Toc94854458]Table 9. Breakdown of the investment of Proposal 9. To ensure availability of adequate resources for exacerbations that require hospitalization.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service

	Economic and material resources.
	Number of NHS hospitals with intensive care services [15].
	205

	
	
	Percentage of intensive care services that have Intermediate Respiratory Care Units (IRCU) [25].
	18.14%

	
	
	Estimated cost of creating an IRCU (human resources, consumables, pharmacy and laboratory) [26].
	€637,452.26 

	
	
	Total (€)
	€106,968,255.43 

	PROPOSAL 9 TOTAL INVESTMENT
	€106,968,255.43 





[bookmark: _Toc94854459]Table 10. Breakdown of the investment of Proposal 10. To reconcile and explain medication at hospital discharge.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources for the elaboration of leaflets for the patient.
	Fees / expert for the creation and validation of the leaflets’ content for patients on medication reconciliation [3].
	€1,200.00 

	
	
	Number of experts to create leaflets on medication reconciliation for patients [4].
	8

	
	
	Cost of designing leaflets for patients on medication reconciliation [3].
	€2,000.00 

	
	
	Cost of SEPAR's scientific endorsement [10].
	€9,000.00 

	
	
	Number of COPD patients hospitalized annually [27].
	80,436

	
	
	Printing cost for each patient’s leaflet on medication reconciliation [3].
	€1.50 

	
	
	Total (€)
	€141,254.00 

	National Health Service
	Economic resources for the elaboration of a pharmaco-therapeutic report model.
	Fees / expert for the creation and validation of the leaflets’ content for patients on medication reconciliation [3].
	€1,200.00 

	
	
	Number of experts required to create leaflets on medication reconciliation for patients [4].
	8

	
	
	Cost of SEPAR's scientific endorsement [10].
	€9,000.00 

	
	
	Total (€)
	€18,600.00 

	Hospital pharmacy professionals
	Working time.
	Number of COPD patients hospitalized annually [27].
	80,436

	
	
	Percentage of COPD patients with medication reconciliation at hospital discharge without following the reconciliation circuit [28].
	50.80%

	
	
	Cost of the first visit to SC [17].
	€151.75 

	
	
	Number of explanatory visits by the pharmacy upon discharge from hospital [4].
	                                        1 

	
	
	Total (€)
	€6,005,446.12 

	PROPOSAL 10 TOTAL INVESTMENT
	€6,165,300.12 


[bookmark: _Toc94854460]Table 11. Breakdown of the investment of Proposal 11. To implement a smoking cessation plan for smokers with COPD.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources.
	Total number of patients with COPD [12,13].
	3,192,001

	
	
	Percentage of COPD patients who smoke [12].
	30.90%

	
	
	Percentage of COPD patients who have tried to quit smoking in the past 12 months [29].
	30.18%

	
	
	Cost / smoker per pharmacological intervention to quit smoking [4].
	€254.04 

	
	
	Total (€)
	€75,626,921.91 

	PC Nurses
	Working time.
	Total number of patients with COPD [12,13].
	3,192,001

	
	
	Percentage of COPD patients who smoke [12].
	30.90%

	
	
	Percentage of COPD patients who have tried to quit smoking in the past 12 months [29].
	30.18%

	
	
	Cost / smoker per intervention to quit smoking with telephone support [30].
	€160.75 

	
	
	Total (€)
	€47,854,777.58 

	PROPOSAL 11 TOTAL INVESTMENT
	€123,481,699.49 



[bookmark: _Toc94854461]Table 12. Breakdown of the investment of Proposal 12. To implement a social evaluation of the patient from a multidimensional point of view.
	Stakeholders
	Investment description
	Investment breakdown

	Social Work Professionals
	Time spent working with patients on hospital palliative care (PalC) services.
	Number of patients with COPD and indication for PalC [31,32].
	23,156

	
	
	Percentage of patients with indication for PalC who are being cared for by hospital PalC teams [33].
	17.90%

	
	
	Percentage of PalC resources (teams / units) that have a social work professional [34].
	16.73%

	
	
	Average stay (days) per hospitalization of a patient with COPD in the PalC Unit [35].
	19

	
	
	Number of daily follow-up visits for patients with an indication for hospital PalC [36,37].
	1

	
	
	Cost of visit to social work in PC[17].
	€36.27 

	
	
	Total (€)
	€2,428,670.77 

	Social Work Professionals
	Time spent working with non-complex patients in home PalC.
	Number of patients with COPD and indication for PalC [31,32].
	23,156

	
	
	Percentage of patients with PalC indication who are being cared for by PalC home teams [33].
	30.70%

	
	
	Percentage of PalC resources (teams / units) that have a social work professional [34].
	16.73%

	
	
	Percentage of patients with indication for PalC who are being cared for by hospital PalC teams [33].
	17.90%

	
	
	Percentage of patients with indication for PalC classified as "not complex" [4].
	50.00%

	
	
	Mean survival (months) of patients with COPD after access to home PalC [38].
	8.30

	
	
	Number of monthly follow-up visits for non-complex patients with indication for home PalC [36].
	1

	
	
	Cost of telephone consultation [17].
	€14.50 

	
	
	Cost of social work home visit [17].
	€72.64 

	
	
	Total (€)
	€1,590,475.57 

	Social Work Professionals
	Working time with complex or very complex patients in home PalC.
	Number of patients with COPD and indication for PalC [31,32].
	23,156

	
	
	Percentage of patients with an indication for PalC who are being cared for by home PalC teams [33].
	30.70%

	
	
	Percentage of PalC resources (teams / units) that have a social work professional [34].
	16.73%

	
	
	Percentage of patients with indication for PalC who are being cared for by hospital PalC teams [33].
	17.90%

	
	
	Percentage of patients with PalC indication who are being cared for by PalC home teams [33].
	30.70%

	
	
	Percentage of patients with indication for PalC classified as "complex" or "very complex"[4].
	50.00%

	
	
	Mean survival (months) of patients with COPD after access to home PalC [38].
	8.30

	
	
	Number of weeks in a month.
	4.35

	
	
	Number of weekly follow-up visits for patients with indication for "complex" or "very complex" home PalC"[4].
	2

	
	
	Cost of telephone consultation [17].
	€14.50 

	
	
	Cost of social work home visit [17].
	€72.64 

	
	
	Total (€)
	€9,838,023.00 

	PROPOSAL 12 TOTAL INVESTMENT
	€13,857,169.34 



[bookmark: _Toc94854462]Table 13. Breakdown of the investment of Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.
	Stakeholders
	Investment description
	Investment breakdown

	Nurses from PalC teams
	Working time with non-complex patients.
	Number of patients with COPD and indication for PalC [31,32].
	23,156

	
	
	Percentage of deceased patients in Spain with whom a conversation about preferences regarding end-of-life care was recorded in the last 3 months of life [39].
	7.00%

	
	
	Percentage of patients with indication for PalC classified as "not complex" [4].
	50.00%

	
	
	Mean survival (months) after access of COPD patients to home PalC [38].
	8.30

	
	
	Number of monthly follow-up visits for "non-complex" patients with indication for home PalC" [36].
	1

	
	
	Cost of telephone consultation [17].
	€14.50 

	
	
	Cost of PalC nurse home visit [17].
	€45.00 

	
	
	Total (€)
	€1,624,283.41

	Nurses from PalC teams
	Working time with complex or very complex patients.
	Number of patients with COPD and indication for PalC [31,32].
	23,156

	
	
	Percentage of deceased patients in Spain with whom a conversation about preferences regarding end-of-life care was recorded in the last 3 months of life [39].
	7.00%

	
	
	Percentage of patients with indication for PalC classified as "complex" or "very complex" [4].
	50.00%

	
	
	Mean survival (months) after access of COPD patients to home PalC [38]
	8.30

	
	
	Number of weeks in a month.
	4.35

	
	
	Number of weekly follow-up visits for patients with indication for "complex" or "very complex" home PalC [4].
	2

	
	
	Cost of telephone consultation [17].
	€14.50 

	
	
	Cost of PC nurse home visit [17].
	€45.00 

	
	
	Total (€)
	€11,590,172.17 

	PROPOSAL 13 TOTAL INVESTMENT
	€13,214,455.58 



[bookmark: _Toc94854463]Table 14. Breakdown of the investment of Proposal 14. To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources.
	Cost of SEPAR's scientific endorsement [10].
	€9,000.00 

	
	
	Cost of SEPCAL’s scientific endorsement [40].
	€3,751.00 

	
	
	Cost of the scientific endorsement of four scientific societies linked to PC [4,11].
	€12,000.00 

	
	
	Total (€)
	€24,751.00 

	Working Group for the Clinical Practice Guideline
 
	Working time for the preparation of the CPG. 
 
	Number of experts that would comprise the CPG Working Group [41].
	12

	
	
	Fees / expert for the preparation of a CPG [3].
	€2,400.00 

	
	
	Total (€)
	€28,800.00 

	Working Group of the Clinical Practice Guideline 
 
 
 
 
 
	Working time for the dissemination of the CPG. 
 
 
 
 
	Average cost of preparing and publishing an article in a scientific journal [3].
	€8,000.00 

	
	
	Average cost of poster realization and  face-to-face presentation in a scientific congress [3].
	€3,500.00 

	
	
	Late registration non-member fee for SEPAR National Congress (face-to-face format 2019) [42].
	€1,028.00 

	
	
	Days of duration of the National Congress of SEPAR (face-to-face format 2019) [43].
	4

	
	
	Average daily spending per person for overnight stays [44].
	€112.29 

	
	
	Total (€)
	€12,977.16 

	PROPOSAL 14 TOTAL INVESTMENT
	€66,528.16 



[bookmark: _Toc94854464]Table 15. Breakdown of the investment of Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
	Stakeholders
	Investment description
	Investment breakdown

	National Health Service
	Economic resources for the continuous training of health professionals.
	Number of professionals in PalC resources [34].
	2,711

	
	
	Percentage of PalC resource professionals in need of PalC training [34].
	42.01%

	
	
	Number of PC professionals expected to care for patients with COPD and in need of PalC [45].
	61,092

	
	
	Percentage of PC professionals in need of PalC training [46]
	29.50%

	
	
	Number of SC professionals expected to care for patients with COPD and in need of PalC [47].
	5,031

	
	
	Percentage of SC professionals in need of PalC training [48].
	89.90%

	
	
	Average cost per person and continuous training course [49].
	€99.15 

	
	
	Total (€)
	€2,348,282.50 

	National Health Service
 
  
	Economic resources to hold the scientific conference.  
	Cost of direction and coordination of the scientific conference on PalC in COPD [3].
	€4,840.00 

	
	
	Fees for the opening and closing conferences of the scientific conference on PalC in COPD [3].
	€3,630.00 

	
	
	Cost of technical secretariat for the academic aspects of the scientific conference on PalC in COPD [3].
	€10,829.50 

	
	
	Logistics cost of the scientific conference on PalC in COPD [3].
	€32,319.10 

	
	
	Cost of the online platform of the scientific conference on PalC in COPD [3].
	€3,025.00 

	
	
	Cost of final report of the scientific conference on PalC in COPD [3].
	€10,285.00 

	
	
	Cost of 250 'save the date' flyers for the scientific conference on PalC in COPD [3].
	€1,421.75 

	
	
	Number of members of the COPD PalC expert group that would provide training in the scientific conferences on PalC in COPD [4].
	8

	
	
	Fee for participating in a 1-day paid shift [7].
	€500.00 

	
	
	Cost of SEPAR’S scientific endorsement for the development of scientific conferences [10].
	€12,000.00 

	
	
	Cost of the SECPAL’S scientific endorsement [40].
	€3,751.00 

	
	
	Cost of a first application for the accreditation of a face-to-face course [8].
	€102.01 

	
	
	Total (€)
	€86,203.36 

	PROPOSAL 15 TOTAL INVESTMENT
	€2,434,485.86 


Return
The following tables show the returns and their monetization for each proposal in detail.  The total impact of each return is calculated as follows:

= (return indicator) * (proxy [return or change value]) * (1 - % deadweight [what would have happened anyway]) * (1 - % return displacement) * (1 - % attribution [part of the return due to other causes]).
[bookmark: _Toc478557402][bookmark: _Toc513721986][bookmark: _Toc56972096][bookmark: _Toc94854465]Table 16. Return breakdown of Proposal 1. To ensure spirometry availability in primary care, and to provide training on its use and interpretation.
	Return
	Return breakdown

	Return 1.1. The number of referrals from PC to pulmonology would be reduced.
	Indicator
	Number of consultations with COPD patients from PC to pulmonology that would be avoided [4,50,51].
	6,517

	
	Proxy
	Cost of first visit to SC [17].
	€151.75 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€988,941.87 

	Return 1.2. The number of misdiagnoses of COPD in PC would be reduced.
	Indicator
	Number of misdiagnosed COPD patients who would receive a correct diagnosis [4,13,52,53].
	13,691

	
	Proxy
	Average annual cost of treating a patient with COPD [21].
	€3,125.76 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 1.2 y 2.1.
	50.00%

	
	
	Total (€)
	€0.00 

	Return 1.3. The number of initial diagnostic X-rays would be reduced.
	Indicator
	Number of patients for whom an initial diagnostic X-ray would not be required [13,52,54].
	1,796

	
	Proxy
	Chest X-ray cost [17].
	€19.74 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€35,445.08 

	Return 1.4. The number of blood gas tests for the initial diagnostic examination would be reduced.
	Indicator
	Number of patients for whom a scanning arterial blood gas would not be required for initial diagnosis [13,52,54].
	7,375

	
	Proxy
	Cost of arterial blood gas [17].
	€27.39 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€201,958.12 

	Return 1.5. Losses in labor productivity in COPD patients associated with time spent in unnecessary diagnostic tests would be reduced.
	Indicator
	Number of lost hours of labor productivity that would be avoided [4,13,21,52,54].
	1,449

	
	Proxy
	Average wage per regular working hour [55].
	€15.48 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€22,429.25 

	Return 1.6. The burden on informal caregivers of COPD patients associated with time spent in unnecessary diagnostic tests would be reduced.
	Indicator
	Number of hours of informal care that would be avoided [4,13,21,52,54].
	3,210

	
	Proxy
	Cost per hour of informal care [56].
	€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€22,595.79 

	PROPOSAL 1 TOTAL RETURN
	€1,271,370.10



[bookmark: _Toc94854466]Table 17. Return breakdown of Proposal 2. To provide training on COPD for primary care professionals.
	Return
	Return breakdown

	Return 2.1. The number of misdiagnoses of COPD in PC would be reduced.
	Indicator
	Number of misdiagnosed COPD patients who would receive a correct diagnosis [4,13,52,53].
	13,691

	
	Proxy
	Average annual cost of treating a patient with COPD [21].
	€3,125.76 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 1.2 y 2.1.
	50.00%

	
	
	Total (€)
	€0.00 

	Return 2.2. The healthcare costs associated with the inappropriate use of inhaled corticosteroids in COPD patients would be reduced.
	Indicator
	Number of patients who would have an appropriate inhaled corticosteroid treatment [4,50,57,58].
	57,065

	
	Proxy
	Average annual savings per patient with COPD with appropriate use of inhaled corticosteroids (vs. inappropriate use) [59].
	€433.00 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€24,708,995.88 

	PROPOSAL 2 TOTAL RETURN
	€24,708,995.88 



[bookmark: _Toc94854467]Table 18. Return breakdown of Proposal 3. To inform patients and families about the disease and its treatments.
	Return
	Return breakdown

	Return 3.1. The understanding of low-risk COPD patients about their disease and possible treatments would improve. 
	Indicator
	Number of low-risk COPD patients who would be better informed about the disease and its treatments [12–14,60].
	1,449,232

	
	Proxy
	Minimum annual contribution for COPD patients association [61].
	€5.00 

	
	Deadweight
	Percentage of COPD patients with inadequate health literacy [62].
	41.00%

	
	Attribution
	Shared by 3.1 y 4.2
	50.00%

	
	
	Total (€)
	€2,137,617.64 

	Return 3.2. The satisfaction of low-risk COPD patients with the National Health Service would be improved.
	Indicator
	Number of low-risk COPD patients who would improve their satisfaction with the NHS thanks to being better informed [12–14].
	1,800,289

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Percentage of people aged 45 years and over who believe that the health system works quite well [64].
	24.81%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€1,079,966,938.13 

	Return 3.3. Loss of labor productivity would occur in low-risk COPD patients due to visits to the nursing staff to obtain information.
	Indicator
	Number of hours of labor productivity that would be lost in low-risk COPD patients due to visits to the nursing staff [4,13,14,21,31,50].
	216,223

	
	Proxy
	Average wage per regular working hour [55].
	-€15.48 

	
	Deadweight
	Not applicable
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€3,347,124.87 

	Return 3.4. Informal caregivers of low-risk COPD patients' satisfaction with the National Health Service would be improved.
	Indicator
	Number of informal caregivers of low-risk COPD patients who would improve their satisfaction with the NHS thanks to the information received [12–14,21].
	315,050

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Percentage of people aged 55 years and over who believe that the health system works quite well [64].
	28.65%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€179.358.416,90 

	Return 3.5. The burden of informal caregivers of low-risk COPD patients would increase because they would accompany them to their visits to the nurse for information.
	Indicator
	Number of hours of informal care that would increase due to visits to the nurse [4,12–14,21,50].
	478,974

	
	Proxy
	Cost per hour of informal care [56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€3,371,976.78 

	PROPOSAL 3 TOTAL RETURN
	€1,254,743,871.02 



[bookmark: _Toc94854468]Table 19. Return breakdown of Proposal 4. To agree with patients and caregivers on the treatment and management of COPD.
	Return
	Return breakdown

	Return 4.1. Adherence to treatment of low-risk COPD patients would improve.
	Indicator
	Number of low-risk COPD patients who would improve their adherence [4,12–14].
	180,029

	
	Proxy
	Annual mean savings in direct healthcare costs per patient with COPD adherent to treatment (vs. non-adherent) [65].
	€444.58 

	
	Deadweight
	Percentage of COPD adherent patients [66].
	59.00%

	
	Attribution
	Shared by 4.1, 7.1 y 10.1
	60.00%

	
	
	Total (€)
	€13,126,105.59 

	Return 4.2. Knowledge of the disease in low-risk COPD patients would improve.
	Indicator
	Number of low-risk COPD patients who would improve their knowledge about the disease [4,12–14].
	180,029

	
	Proxy
	Minimum annual contribution for COPD patients association[61].
	€5.00 

	
	Deadweight
	Percentage of COPD patients with inadequate health literacy [62].
	41.00%

	
	Attribution
	Shared by 3.1 y 4.2
	50.00%

	
	
	Total (€)
	€265,542.56 

	Return 4.3. The perceived health status of low-risk COPD patients would improve.
	Indicator
	Number of low-risk COPD patients who would improve their perceived health status [4,12–14].
	180,029

	
	Proxy
	Average expenditure per person per year on games and hobbies [67].
	€18.88 

	
	Deadweight
	Percentage of COPD patients who perceive that they are in a good or very good state of health [68].
	25.20%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€2,542,440.63 

	Return 4.4. It would reduce the burden on informal caregivers of low-risk COPD patients, thanks to improved joint decision-making.
	Indicator
	Number of hours of informal care per year that would be avoided thanks to joint decision-making [4,12–14].
	3,780,606

	
	Proxy
	Cost per hour of informal care [56].
	€7.04 

	
	Deadweight
	Percentage of COPD patients who perceive that they are in a good or very good state of health [68].
	25.20%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€19,908,368.72 

	Return 4.5. The burden of informal caregivers of patients with low-risk COPD would increase, since they would accompany patients 65 years of age or older to a visit to the nurse.
	Indicator
	Number of hours of informal care per year that would increase as a result of accompanying COPD patients to see the nurse [4,12–14,18,21].
	243,377

	
	Proxy
	Cost per hour of informal care [56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€1,713,370.64

	PROPOSAL 4 TOTAL RETURN
	€34,129,086.85 



[bookmark: _Toc94854469]Table 20. Return breakdown of Proposal 5. To establish coordinated programs between primary and specialized care, and of these with other centers and nursing homes, to enable comprehensive COPD management.
	Return
	Return breakdown

	Return 5.1. The number of hospital admissions of resident COPD patients with a moderate-high risk level would decrease, thanks to integrated care programs.
	Indicator
	Number of hospitalizations of COPD patients with a moderate-high risk level that would be avoided thanks to the coordination between PC-SC and the centers and nursing homes [12–14,21,69].
	13,756

	
	Proxy
	Average cost per hospitalization of a patient with COPD [27].
	€3,397.73 

	
	Deadweight
	Level of implementation of HCMN in the NHS [4].
	50.00%

	
	Attribution
	Shared by 5.1 y 6.1
	10.76%

	
	
	Total (€)
	€20,855,756.78 

	Return 5.2. The number of visits to the emergency room of resident COPD patients with a moderate-high risk level would decrease, thanks to integrated care programs.
	Indicator
	Number of visits to the emergency room in COPD patients with a moderate-high risk level that would be avoided thanks to the coordination between PC-SC and the centers and nursing homes [12–14,21,69].
	7,484

	
	Proxy
	Cost of visit to the emergency room [17].
	€182.25 

	
	Deadweight
	Level of implementation of HCMN in the NHS [4].
	50.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€681,943.68 

	Return 5.3. The satisfaction of resident COPD patients with a moderate-high risk level would improve thanks to coordinated programs between PC-SC and the centers-nursing homes.
	Indicator
	Number of COPD patients with moderate-high risk level living in nursing homes [4,12–14,21].
	5,264

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Level of implementation of HCMN in the NHS [4].
	50.00%

	
	Attribution
	Shared by 5.3, 6.3 y 7.2
	83.33%

	
	
	Total (€)
	€350,012.87 

	The burden of informal caregivers of resident COPD patients with a moderate-high risk level would be reduced by avoiding trips to SC thanks to HCMN in nursing homes.
	Indicator
	Number of hours of informal care that would be avoided thanks to HCMN in nursing homes [4,12–14,21].
	105,285

	
	Proxy
	Cost per hour of informal care[56].
	€7.04 

	
	Deadweight
	Level of implementation of HCMN in the NHS [4].
	50.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€370,603.06 

	Return 5.5. The satisfaction of informal caregivers of resident COPD patients with a moderate-high risk level would be improved, by having coordinated care between PC-SC and the centers-nursing homes.
	Indicator
	Number of informal caregivers of COPD patients with moderate-high risk level living in nursing homes [4,12–14,21].
	5,264

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Level of implementation of HCMN in the NHS [4].
	50.00%

	
	Attribution
	Shared by 5.5, 6.4 y 7.4
	66.67%

	
	
	Total (€)
	€700,025.74 

	PROPOSAL 5 TOTAL RETURN
	€22,958,342.13 



[bookmark: _Toc94854470]Table 21. Return breakdown of Proposal 6. To promote the use of a compatible primary/specialized care medical record to identify patients included in chronicity strategies.
	Return
	Return breakdown

	Return 6.1. The number of hospital admissions of COPD patients with a moderate-high risk level would decrease thanks to a correct identification in chronicity strategies.
	Indicator
	Number of hospitalizations of COPD patients with a moderate-high risk level that would be avoided [12–14,23,24,70].
	2,959

	
	Proxy
	Average cost per hospitalization of a COPD patient [27].
	€3,397.73 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 5.1 y 6.1
	50.00%

	
	
	Total (€)
	€5,027,678.70 

	Return 6.2. The leisure life of COPD patients with a moderate-high risk level would improve thanks to a correct identification in chronicity strategies and to having direct recommendations adapted to their health status.
	Indicator
	Number of COPD patients with moderate-high risk level who would improve their leisure life [4,12–14,23,24,70].
	3,288

	
	Proxy
	Average expenditure per person per year on games and hobbies [67].
	€18.88 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€62,083.08 

	Return 6.3. The satisfaction of COPD patients with a moderate-high risk level with the NHS would improve, thanks to a correct identification in chronicity strategies.
	Indicator
	Number of patients with COPD with a moderate-high risk level who would improve their satisfaction with the NHS thanks to the care received [4,12–14,23,24,70].
	3,288

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Percentage of people aged 45 and over who believe that the health system works quite well [64].
	24.81%

	
	Attribution
	Shared by 5.3, 6.3 y 7.2
	83.33%

	
	
	Total (€)
	€328,763.22 

	Return 6.4. The satisfaction of informal caregivers of COPD patients with a moderate-high risk level with the NHS would improve, thanks to a correct identification in the chronicity strategies.
	Indicator
	Number of informal caregivers of COPD patients with a moderate-high risk level who would improve their satisfaction with the NHS thanks to the care received [4,12–14,23,24,70].
	575

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Percentage of people aged 55 and over who believe that the health system works quite well [64].
	28.65%

	
	Attribution
	Shared by 5.5, 6.4 y 7.4
	66.67%

	
	
	Total (€)
	€109,200.47 

	Return 6.5. The burden of informal caregivers of COPD patients with a moderate-high risk level would increase due to having to accompany them to visit the nurse. 
	Indicator
	Number of hours of informal care that would be increased by accompanying COPD patients with a moderate-high risk level to visit the nurse [4,12–14,23,24,70].
	5,754

	
	Proxy
	Cost per hour of informal care[56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€40,511.36 

	PROPOSAL 6 TOTAL RETURN
	€5,487,214.11 



[bookmark: _Toc94854471]Table 22. Return breakdown of Proposal 7. To provide training on therapeutic adherence.
	Return
	Return breakdown

	Return 7.1. Direct healthcare costs for COPD patients would be reduced, thanks to improved adherence.
	Indicator
	Number of patients with COPD who would not lose their adherence to treatment [50,71].
	125,220

	
	Proxy
	Average annual savings in direct healthcare costs per patient with COPD adherent to treatment (vs. non-adherent) [65].
	€444.58 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 4.1, 7.1 y 10.1
	80.00%

	
	
	Total (€)
	€11,134,020.17 

	Return 7.2. Patient satisfaction with the NHS would improve.
	Indicator
	Number of COPD patients who would improve their satisfaction with the NHS [50,72].
	129,537

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Percentage of people aged 45 and over who believe that the NHS works quite well [64].
	24.81%

	
	Attribution
	Shared by 5.3, 6.3 y 7.2
	2.20%

	
	
	Total (€)
	€75,997,457.87 

	Return 7.3. Loss of labor productivity would occur as a consequence of attending educational sessions / visits.
	Indicator
	Number of work hours that would be lost due to attending educational sessions / visits [4,21,50].
	375,227

	
	Proxy
	Average wage per regular working hour [55].
	-€15.48 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€5,808,511.07 

	Return 7.4. The satisfaction of informal caregivers of COPD patients with the NHS would improve.
	Indicator
	Number of informal caregivers of COPD patients who would improve their satisfaction with the NHS [4,21,50].
	75,564

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Percentage of people aged 55 and over who believe that the health system works quite well [64].
	28.65%

	
	Attribution
	Shared by 5.5, 6.4 y 7.4
	2.58%

	
	
	Total (€)
	€41,910,167.64 

	Return 7.5. The burden of informal caregivers of COPD patients would increase as a result of accompanying them to educational sessions / visits.
	Indicator
	Number of hours of informal care to accompany patients to educational sessions [4,21,50].
	831,199

	
	Proxy
	Cost per hour of informal care [56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€5,851,638.41 

	PROPOSAL 7 TOTAL RETURN
	€117,381,496.20 



[bookmark: _Toc94854472]Table 23. Return breakdown Proposal 8. To ensure continuity of care after an exacerbation, in coordination with primary care.
	Return
	Return breakdown

	Return 8.1. The number of moderate exacerbations would be reduced thanks to the continuity of care carried out entirely from PC.
	Indicator
	Number of moderate exacerbations that could be prevented thanks to continuity of care [4,12,13,23,73]. 
	741,321

	
	Proxy
	Average healthcare cost per episode of moderate exacerbation in COPD patients [23].
	€397.38 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€294,585,740.26 

	Return 8.2. The number of moderate exacerbations would be reduced thanks to the continuity of care started in PC and ended in CS.
	Indicator
	Number of moderate exacerbations that could be prevented thanks to continuity of care [4,12,13,23,73].
	185,330

	
	Proxy
	Average healthcare cost per episode of moderate exacerbation in COPD patients [23].
	€397.38 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€73,646,435.07 

	Return 8.3. The number of serious exacerbations would be reduced thanks to the continuity of care carried out entirely from SC.
	Indicator
	Number of severe exacerbations that could be prevented thanks to continuity of care [23,47,73]. 
	16,087

	
	Proxy
	Average healthcare cost per episode of severe exacerbation in COPD patients [23].
	€960.61 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€15,453,566.83 

	Return 8.4. The number of serious exacerbations would be reduced thanks to the continuity of care started in CS and ended in PC.
	Indicator
	Number of severe exacerbations that could be prevented thanks to continuity of care [23,47,73].
	4,022

	
	Proxy
	Average healthcare cost per episode of severe exacerbation in COPD patients [23].
	€960.61 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€3,863,391.71 

	Return 8.5. Loss of labor productivity would occur as a consequence of attending post-exacerbation follow-up visits carried out entirely from PC.
	Indicator
	Number of working hours that would be lost due to attending post-exacerbation follow-up visits on PC [4,12,13,21,23].
	195,214

	
	Proxy
	Average wager per regular working hour [55].
	-€15.48 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€3,021,919.00 

	Return 8.6. Loss of labor productivity would occur as a consequence of attending post-exacerbation follow-up visits started at PC and ended at SC.
	Indicator
	Number of working hours that would be lost due to attending post-exacerbation follow-up visits in PC and SC [4,12,13,21,23].
	87,846

	
	Proxy
	Average wage per regular working hour [55].
	-€15.48 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€1,359,863.55 

	Return 8.7. Loss of labor productivity would occur as a consequence of attending post-exacerbation follow-up visits carried out entirely from SC.
	Indicator
	Number of working hours that would be lost due to attending post-exacerbation follow-up visits in SC [4,21,50].
	40,668

	
	Proxy
	Average wage per regular working hour [55].
	-€15.48 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€629,547.48 

	Return 8.8. Loss of labor productivity would occur as a consequence of attending post-exacerbation follow-up visits started in SC and ended in PC.
	Indicator
	Number of working hours that would be lost due to attending post-exacerbation follow-up visits in SC and PC [4,21,50].
	7,625

	
	Proxy
	Average wage per regular working hour [55].
	-€15.48 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€118,040.15 

	Return 8.9. The burden of informal caregivers of COPD patients would increase as a consequence of having to accompany them to post-exacerbation follow-up visits, carried out entirely from PC.
	Indicator
	Number of hours of informal care to accompany patients to post-exacerbation follow-up visits [4,12,13,21,23].
	432,437

	
	Proxy
	Cost per hour of informal care[56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€3,044,356.30 

	Return 8.10. The burden of informal caregivers of COPD patients would increase as a consequence of having to accompany them to post-exacerbation follow-up visits started in PC and ended in SC.
	Indicator
	Number of hours of informal care to accompany patients to post-exacerbation follow-up visits [4,12,13,21,23].
	194,597

	
	Proxy
	Cost per hour of informal care [56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€1,369,960.34 

	Return 8.11. The burden of informal caregivers of COPD patients would increase as a consequence of having to accompany them to post-exacerbation follow-up visits carried out entirely from SC.
	Indicator
	Number of hours of informal care to accompany patients to post-exacerbation follow-up visits [4,21,50].
	90,088

	
	Proxy
	Cost per hour of informal care [56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€634,221.77 

	Return 8.12. The burden of informal caregivers of COPD patients would increase as a consequence of having to accompany them to post-exacerbation follow-up visits started in SC and ended in PC.
	Indicator
	Number of hours of informal care to accompany patients to post-exacerbation follow-up visits [4,21,50].
	16,892

	
	Proxy
	Cost per hour of informal care [56].
	-€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€118,916.58 

	PROPOSAL 8 TOTAL RETURN
	€377,252,308.69 



[bookmark: _Toc94854473]Table 24. Return breakdown of Proposal 9. To ensure availability of adequate resources for exacerbations that require hospitalization.
	Return
	Return breakdown

	Return 9.1. The healthcare costs associated with the use of IRCU instead of ICU, in patients with exacerbation of COPD who require NIMV, would be reduced.
	Indicator
	Number of intensive care services where IRCUs would be used instead of ICU [15,25].
	168

	
	Proxy
	Cost saved per hospital by using IRCU instead of ICU [26]
	€986,743.12 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€165,581,323.83 

	PROPOSAL 9 TOTAL RETURN
	€165,581,323.83 



[bookmark: _Toc94854474]Table 25. Return breakdown of Proposal 10. To reconcile and explain medication at hospital discharge.
	Return
	Return breakdown

	Return 10.1. The direct healthcare costs of COPD patients would be reduced, thanks to the reconciliation of medication.
	Indicator
	Number of COPD patients with medication reconciliation at hospital discharge [28,50].
	50,594

	
	Proxy
	Average annual savings in direct healthcare costs per patient with COPD with medication reconciliation at discharge (vs. without reconciliation) [65].
	€203.17 

	
	Deadweight
	Percentage of patients who would be reconciled even without following a conciliation circuit [28].
	80.76%

	
	Attribution
	Shared by 4.1, 7.1 y 10.1
	60.00%

	
	
	Total (€)
	€790,958.18 

	Return 10.2. The information and level of understanding of COPD patients regarding their drug treatment would improve, avoiding malpractice in this regard, which would have a positive impact in their quality of life.
	Indicator
	Number of patients with COPD who would improve their information and level of understanding regarding their pharmacological treatment [28,50].
	50,594

	
	Proxy
	Minimum annual contribution for the association of patients with COPD [61].
	€5.00 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€252,971.22 

	Return 10.3. The information and level of understanding of informal caregivers of patients with COPD regarding drug treatment would be improved, avoiding malpractice in this regard, which would have a positive impact in the patient’s quality of life.
	Indicator
	Number of informal caregivers of people with COPD who would improve their information and level of understanding regarding the drug treatment of the patient [28,50].
	50,594

	
	Proxy
	Minimum annual contribution for the association of patients with COPD [61].
	€5.00 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€252,971.22 

	PROPOSAL 10 TOTAL RETURN
	€1,296,900.62 


[bookmark: _Toc94854475]Table 26. Return breakdown of Proposal 11. To implement a smoking cessation plan for smokers with COPD.
	Return
	Return breakdown

	Return 11.1. The consumption of health resources associated with smoking would be reduced in COPD patients who quit smoking.
	Indicator
	Number of COPD patients who quit smoking [4,12,13,29,74].
	581

	
	Proxy
	Annual savings in healthcare costs of a former smoker compared to a smoker [75].
	€1,454.90 

	
	Deadweight
	Success rate of quitting without any help [4].
	5.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€802,354.67 

	Return 11.2. The loss of labor productivity associated with smoking would be reduced in working COPD patients who quit smoking.
	Indicator
	Number of hours of labor productivity lost that would be avoided in COPD patients who quit smoking [4,12,13,21,29,74].
	2,088

	
	Proxy
	Average wage per regular working hour [55].
	€15.48 

	
	Deadweight
	Success rate of quitting without any help [4].
	5.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€30,712.06 

	Return 11.3. The QALYs associated with smoking cessation would increase in COPD patients who quit smoking.
	Indicator
	Number of QALYs gained in COPD patients who quit smoking [4,12,13,29,74].
	10

	
	Proxy
	Cost per QALY gained [76].
	€21,000.00 

	
	Deadweight
	Success rate of quitting without any help [4].
	5.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€208,757.72 

	PROPOSAL 11 TOTAL RETURN
	€1,041,824.46 



[bookmark: _Toc94854476]Table 27. Return breakdown of Proposal 12. To implement a social evaluation of the patient from a multidimensional point of view.
	Return
	Return breakdown

	Return 12.1. The number of consultations to SC would be reduced in patients seen by PalC at home.
	Indicator
	Number of consultations to SC that would be avoided when receiving social care at home compared to traditional care (PC, SC and hospitalization at home)[31,32,34,77].
	11,603

	
	Proxy
	Cost of a follow-up visit to a specialist [17].
	 €88.30 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€1,024,550.49 

	Return 12.2. The number of consultations to SC would be reduced in patients who were not yet being treated by PalC.
	Indicator
	Number of consultations to SC that would be avoided when receiving social care at home compared to traditional care (PC and SC) [31,32,77].
	27,851

	
	Proxy
	Cost of a follow-up visit to a specialist [17].
	€88.30 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€2,459,320.36 

	Return 12.3. The number of visits to the emergency room would be reduced in patients treated by PalC at home.
	Indicator
	Number of visits to the emergency room that would be avoided when receiving social care at home compared to traditional care (PC, SC and hospitalization at home) [31,32,34,77].
	2,190

	
	Proxy
	Cost of visit to the emergency room [17].
	 €182.25 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.3, 12.4, 13.2, 14.2 y 15.2
	82.50%

	
	
	Total (€)
	€69,855.42 

	Return 12.4. The number of visits to the emergency room would be reduced in patients who were not yet being cared for by PalC.
	Indicator
	Number of visits to the emergency room that would be avoided when receiving social care at home compared to traditional care (PC and SC) [31,32,77].
	9,879

	
	Proxy
	Cost of visit to the emergency room [17].
	 €182.25  

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.3, 12.4, 13.2, 14.2 y 15.2
	82.50%

	
	
	Total (€)
	€315,063.74 

	Return 12.5. The length of hospital stay would be reduced for patients cared for by PalC at home.
	Indicator
	Number of days of hospitalization that would be avoided when receiving social care at home compared to traditional care (PC, SC and hospitalization at home) [31,32,34,77].
	88,856

	
	Proxy
	Cost per day of hospitalization of a patient with COPD [78].
	 €435.61 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.5, 12.6, 13.1, 14.1 y 15.1
	82.50%

	
	
	Total (€)
	€6,773,571.32 

	Return 12.6. The number of days of hospitalization would be reduced in patients who were not yet being cared for by PalC.
	Indicator
	Number of days of hospitalization that would be avoided when receiving social care at home compared to traditional care (PC and SC) [31,32,77].
	122,592

	
	Proxy
	Cost per day of hospitalization of a patient with COPD [78].
	 €435.61 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.5, 12.6, 13.1, 14.1 y 15.1
	82.50%

	
	
	Total (€)
	€9,345,363.43 

	Return 12.7. The number of days of hospitalization at home would increase in patients with hospitalization at home.
	Indicator
	Number of days of hospitalization at home that would increase when receiving social care at home compared to traditional care (PC, SC and hospitalization at home) [31,32,34,77,79].
	56

	
	Proxy
	Cost per day of hospitalization at home [17]
	-€159.72 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	-€8,901.75 

	Return 12.8. Compliance with patients' preferences regarding the place of death would increase.
	Indicator
	Number of patients who would die in the place of preference [31–34,80].
	12,475

	
	Proxy
	Minimum annual contribution for  association of patients with COPD [61].
	€5.00 

	
	Deadweight
	Percentage of PalC patients cared for mainly at home who expressed their preferences for the place of death and saw them fulfilled, regardless of whether or not they received social care [81].
	25.67%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€46,364.70 

	Return 12.9. The satisfaction of informal caregivers and family members of patients with COPD and indication for PalC with the NHS would improve.
	Indicator
	Number of informal or family caregivers who would improve their satisfaction with the NHS [31–34,80].
	16,450

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Percentage of COPD patients who are already satisfied with the care received at PalC [4].
	50.00%

	
	Attribution
	Shared by 12.9, 13.5 y 15.7
	50.00%

	
	
	Total (€)
	€3,281,148.58 

	Return 12.10. The burden of informal caregivers of patients with COPD and indication for PalC would be reduced, thanks to the reduction of medical and emergency visits.
	Indicator
	Number of hours of informal care that would be reduced thanks to the care received by PalC [4,31–34,77,80,82].
	123,463

	
	Proxy
	Cost per hour of informal care [56].
	€7.04 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Not applicable.
	0.00%

	
	
	Total (€)
	€869,178.86 

	PROPOSAL 12 TOTAL RETURN
	€24,175,515.16 



[bookmark: _Toc94854477]Table 28. Return breakdown of Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.
	Return
	Return breakdown

	Return 13.1. The number of hospitalizations in patients with COPD and indication for PalC would be reduced.
	Indicator
	Number of hospitalizations that would be avoided by receiving care from a home PalC team [31,32,38,39].
	21,535

	
	Proxy
	Average cost per hospitalization of a patient with COPD [78].
	€3,397.73 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.5, 12.6, 13.1, 14.1 y 15.1
	65.00%

	
	
	Total (€)
	€25,609,635.58 

	Return 13.2. The number of visits to the emergency room in patients with COPD and indication for PalC would be reduced.
	Indicator
	Number of visits to the emergency room that would be avoided by receiving care from a home PalC team [31,32,38,39].
	58,145

	
	Proxy
	Cost of visit to the emergency room [17].
	€182.25 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.3, 12.4, 13.2, 14.2 y 15.2
	65.00%

	
	
	Total (€)
	€3,708,804.32 

	Return 13.3. The satisfaction of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to their preferences.
	Indicator
	Number of patients with COPD and indication for PalC for whom communication would be improved [31,32,83].
	5,187

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 13.3 y 15.5
	10.00%

	
	
	Total (€)
	€3,724,628.66 

	Return 13.4. Anxiety symptoms would be reduced in patients with COPD and an indication for PalC.
	Indicator
	Number of patients with COPD and indication for PalC that would reduce their anxiety symptoms [4,31,32,39].
	10,768

	
	Proxy
	Cost of a psychoeducational intervention by respiratory nursing [17].
	€59.50 

	
	Deadweight
	Percentage of patients with COPD and indication for PalC who do not present anxiety [4].
	67.50%

	
	Attribution
	Shared by 13.4, 14.5 y 15.6
	50.00%

	
	
	Total (€)
	€104,108.65 

	Return 13.5. The satisfaction of informal caregivers and relatives of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to the preferences of the patient.
	Indicator
	Number of patients with COPD and indication for PalC for whom communication would improve [31,32,83].
	5,187

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.9, 13.5 y 15.7
	60.00%

	
	
	Total (€)
	€1,655,390.52 

	Return 13.6. Anxiety symptoms would be reduced in informal caregivers and relatives of patients with COPD and indication for PalC.
	Indicator
	Number of informal caregivers and relatives of patients with COPD and indication for PalC that would reduce their anxiety symptoms [4,31,32,39]
	10,768

	
	Proxy
	Cost of five sessions of psychological therapy [17].
	€441.51 

	
	Deadweight
	Percentage of informal caregivers and relatives of PalC patients who do not present anxiety.
	51.90%

	
	Attribution
	Shared by 13.6, 14.6 y 15.8
	50.00%

	
	
	Total (€)
	€1,143,336.76 

	PROPOSAL 13 TOTAL RETURN
	€35,945,904.49 



[bookmark: _Toc94854478]Table 29. Return breakdown of Proposal 14. To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
	Return
	Return breakdown 

	Return 14.1. The number of hospitalizations would be reduced in patients with COPD and indication for PalC.
	Indicator
	Number of hospitalizations that would be avoided by receiving care from a home PalC team [31,32,38].
	21,226

	
	Proxy
	Average cost per hospitalization of a patient with COPD [78].
	€3,397.73 

	
	Deadweight
	Percentage of pulmonologists who prescribe opioids for the management of dyspnea in patients with COPD at the end of life according to their usual clinical practice [48].
	52.90%

	
	Attribution
	Shared by 12.5, 12.6, 13.1, 14.1 y 15.1
	85.00%

	
	
	Total (€)
	€5,095,373.35 

	Return 14.2. The number of visits to the emergency room would be reduced in patients with COPD and indication for PalC.
	Indicator
	Number of visits to the emergency room that would be avoided by receiving care from a home PalC team [31,32,38].
	57,311

	
	Proxy
	Cost of visit to the emergency room [17].
	€182.25 

	
	Deadweight
	Percentage of pulmonologists who prescribe opioids for the management of dyspnea in patients with COPD at the end of life according to their usual clinical practice [48].
	52.90%

	
	Attribution
	Shared by 12.3, 12.4, 13.2, 14.2 y 15.2
	85.00%

	
	
	Total (€)
	€737,915.33 

	Return 14.3. The number of patients with COPD and indication for PalC on opioid treatment would increase.
	Indicator
	Number of patients with COPD and indication for PalC who would go on to receive opioids for the management of dyspnea [31,32,38].
	21,226

	
	Proxy
	Average annual cost of treating dyspnea with opioids per patient in PalC [38,84,85].
	-€72.59 

	
	Deadweight
	Percentage of pulmonologists who prescribe opioids for the management of dyspnea in patients with COPD at the end of life according to their usual clinical practice [48].
	52.90%

	
	Attribution
	Shared by 14.3 y 15.3
	50.00%

	
	
	Total (€)
	-€362,859.90 

	Return 14.4. The perception of dyspnea control in patients with COPD and indication for PalC would improve. 
	Indicator
	Number of patients with COPD and indication for PalC that would improve their perception of control over dyspnea [4,31,32].
	6,947

	
	Proxy
	Cost of five sessions of psychological therapy [17].
	€441.51 

	
	Deadweight
	Percentage of pulmonologists who prescribe opioids for the management of dyspnea in patients with COPD at the end of life according to their usual clinical practice [48].
	52.90%

	
	Attribution
	Shared by 14.4 y 15.4
	50.00%

	
	
	Total (€)
	€722,301.14 

	Return 14.5. Symptoms of anxiety and depression in patients with COPD and indication for PalC would be reduced. 
	Indicator
	Number of patients with COPD and indication for PalC that would reduce their symptoms of anxiety and / or depression [4,31,32].
	6,947

	
	Proxy
	Cost of five sessions of psychological therapy [17].
	€441.51 

	
	Deadweight
	Percentage of patients with COPD and indication for PalC who do not present anxiety and / or depression [4].
	50.00%

	
	Attribution
	Shared by 13.4, 14.5 y 15.6
	75.00%

	
	
	Total (€)
	€383,387.02 

	Return 14.6. Symptoms of anxiety and / or depression in informal caregivers and relatives of patients with COPD and indication for PalC would be reduced. 
	Indicator
	Number of hospitalizations that would be avoided by receiving care from a home PalC team [4,31,32].
	8,654

	
	Proxy
	Average cost per hospitalization of a patient with COPD [17]
	€3,397.73 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.5, 12.6, 13.1, 14.1 y 15.1
	85.00%

	
	
	Total (€)
	€423,642.65 

	PROPOSAL 14 TOTAL RETURN 
	€6,999,759.59 



[bookmark: _Toc94854479]Table 30. Return breakdown of Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
	Return
	Return breakdown

	Return 15.1. The number of hospitalizations in patients with COPD and indication for PalC would be reduced.
	Indicator
	Number of hospitalizations that would be avoided by receiving care from a home PalC team [4,31,32,38,49].
	8,654

	
	Proxy
	Average cost per hospitalization of a patient with COPD [78].
	€3,397.73 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.5, 12.6, 13.1, 14.1 y 15.1
	85.00%

	
	
	Total (€)
	€4,410,607.73 

	Return 15.2. The number of visits to the emergency room in patients with COPD and indication for PalC would be reduced.
	Indicator
	Number of visits to the emergency room that would be avoided by receiving care from a home PalC team [4,31,32,38,49].
	23,366

	
	Proxy
	Cost of visit to the emergency room [17].
	€182.25 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.3, 12.4, 13.2, 14.2 y 15.2
	85.00%

	
	
	Total (€)
	€638,747.12 

	Return 15.3. The number of patients with COPD and indication for PalC on opioid treatment would increase.
	Indicator
	Number of patients with COPD and indication for PalC who would start receiving opioids for the management of dyspnea [4,31,32,38,49].
	7,933

	
	Proxy
	Average annual cost of treating dyspnea with opioids per patient in PalC [38,84,85].
	-€72.59 

	
	Deadweight
	Percentage of pulmonologists who prescribe opioids for the management of dyspnea in patients with COPD at the end of life according to their usual clinical practice [48].
	52.90%

	
	Attribution
	Shared by 14.3 y 15.3
	50.00%

	
	
	Total (€)
	-€135,610.63 

	Return 15.4. The perception of dyspnea control would improve in patients with COPD and indication for PalC.
	Indicator
	Number of patients with COPD and indication for PalC that would improve their perception of control over dyspnea [4,31,32,38,49].
	2,596

	
	Proxy
	Cost of five sessions of psychological therapy [17].
	€441.51 

	
	Deadweight
	Percentage of pulmonologists who prescribe opioids for the management of dyspnea in patients with COPD at the end of life according to their usual clinical practice [48].
	52.90%

	
	Attribution
	Shared by 14.4 y 15.4
	50.00%

	
	
	Total (€)
	€269,943.62 

	Return 15.5. The satisfaction of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to their preferences.
	Indicator
	Number of patients with COPD and indication for PalC for whom communication would improve [4,31,32,38,49].
	1,939

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 13.3 y 15.5
	90.00%

	
	
	Total (€)
	€154,666.14 

	Return 15.6. Symptoms of anxiety and / or depression in patients with COPD and indication for PalC would be reduced. 
	Indicator
	Number of patients with COPD and indication for PalC that would reduce their symptoms of anxiety and / or depression [4,31,32,38,49].
	2,596

	
	Proxy
	Cost of five sessions of psychological therapy [17].
	€441.51 

	
	Deadweight
	Percentage of patients with COPD and indication for PalC who do not present anxiety and / or depression [4].
	50.00%

	
	Attribution
	Shared by 13.4, 14.5 y 15.6
	75.00%

	
	
	Total (€)
	€143,282.18 

	Return 15.7. The satisfaction of informal caregivers and relatives of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to the preferences of the patient.
	Indicator
	Number of informal caregivers and relatives of patients with COPD and indication for PalC for whom communication would be improved [4,31,32,38,49].
	1,939

	
	Proxy
	Average annual premium per private insurance policyholder [63].
	€797.86 

	
	Deadweight
	Not applicable.
	0.00%

	
	Attribution
	Shared by 12.9, 13.5 y 15.7
	90.00%

	
	
	Total (€)
	€154,666.14 

	Return 15.8. Symptoms of anxiety and / or depression in informal caregivers and relatives of patients with COPD and indication for PalC would be reduced. 
	Indicator
	Number of informal caregivers and relatives of patients with COPD and indication for PalC in whom their symptoms of anxiety and / or depression would be reduced [4,31,32,38,49].
	4,327

	
	Proxy
	Cost of five sessions of psychological therapy [17].
	€441.51 

	
	Deadweight
	Percentage of informal caregivers or relatives of PalC patients who do not have anxiety and / or depression [4].
	66.85%

	
	Attribution
	Shared by 13.6, 14.6 y 15.8
	75.00%

	
	
	Total (€)
	€158,326.81 

	PROPOSAL 15 TOTAL RETURN
	€5,794,629.10 





List of assumptions
The following is a list of the assumptions contemplated in the SROI analysis in which data have not varied in any of the three sensitivity analysis scenarios (worst case scenario, reference scenario and best scenario).
[bookmark: _Toc56972110][bookmark: _Toc94854480]Table 31. Assumptions included in proposal 1: To ensure spirometry availability in primary care, and to provide training on its use and interpretation.
	Assumption
	Datum

	Number of health professionals for each theoretical-practical training course in performing and interpreting spirometry.
	15

	Percentage of patients with a correct diagnosis out of the total of misdiagnosed patients.
	100%

	Number of hours needed to go for a medical test or for a visit to SC.
	2

	Number of PC nurses per health center or clinic who would receive training in performing and interpreting spirometry.
	2


[bookmark: _Toc94854481]Table 32. Assumptions included in Proposal 2: To provide training on COPD for primary care professionals.
	Assumption
	Datum

	Maximum number of participants per training session for PC professionals.
	20

	Number of hours of each training course for PC professionals.
	4

	Number of experts needed to prepare a training guideline for PC professionals.
	6

	Number of training sessions per year for each PC professional.
	2

	Percentage of patients misdiagnosed with COPD that could be reduced thanks to optimal use of spirometry.
	50,00%


	Percentage of patients with a correct diagnosis out of the total of misdiagnosed patients.
	100%

	Cost of the scientific endorsement of four scientific societies linked to PC.
	€12,000.00


[bookmark: _Toc94854482]Table 33. Assumptions included in Proposal 3: To inform patients and families about the disease and its treatments.
	Assumption
	Datum

	Number of experts required for the preparation of an information brochure.
	8


	Number of hours needed to attend each PC visit.
	1

	Number of hours needed for a medical test or for a visit to SC.
	2

	Cost of the scientific endorsement of four scientific societies linked to PC.
	€12,000.00


[bookmark: _Toc94854483]Table 34. Assumptions included in Proposal 4: To agree with patients and caregivers on the treatment and management of COPD.
	Assumption
	Datum

	Number of hours needed for each PC visit.
	1


[bookmark: _Toc94854484]Table 35. Assumptions included in Proposal 5: To establish coordinated programs between primary and specialized care, and of these with other centers and nursing homes, to enable comprehensive COPD management.
	Assumption
	Datum

	Level of implementation of HCMN in the NHS.
	50,00%

	Number of hours needed for a medical test or for a visit to SC.
	2


[bookmark: _Toc94854485]Table 36. Assumptions included in Proposal 6: To promote the use of a compatible primary/specialized care medical record to identify patients included in chronicity strategies.
	Assumption
	Datum

	Number of hours needed for each PC visit.
	1


[bookmark: _Toc94854486]Table 37. Assumptions included in Proposal 7: To provide training on therapeutic adherence.
	Assumption
	Datum

	Number of COPD patients for each group training session by PC nurses
	8

	Number of hours of each group training session by PC nurses
	4

	Number of PC nurses for each training course taught by pulmonologists, pharmacy or PC professionals with experience in COPD.
	20

	Number of hours of each training course for PC nurses.
	20

	Number of hours needed for each PC visit.
	1



[bookmark: _Toc94854487]Table 38. Assumptions included in Proposal 8. To ensure continuity of care after an exacerbation, in coordination with primary care.
	Assumption
	Datum

	Percentage of non-hospitalized exacerbated COPD patients referred to PC for post-exacerbation follow-up
	80,00%

	Percentage of non-hospitalized patients with exacerbated COPD referred to SC for post-exacerbation follow-up.
	20,00%

	Percentage of hospitalized patients with exacerbated COPD referred to PC for post-exacerbation follow-up.
	20,00%

	Percentage of hospitalized patients with exacerbated COPD referred to SC for post-exacerbation follow-up.
	80,00%

	Number of face-to-face visits for post-exacerbation follow-up carried out entirely from PC.
	5

	Number of face-to-face visits to PC for post-exacerbation follow-up started in PC and ended in SC.
	1

	Number of face-to-face visits in SC for post-exacerbation follow-up started in PC and ended in SC.
	4

	Number of face-to-face visits for post-exacerbation follow-up carried out entirely from SC.
	4

	Number of face-to-face visits in SC for post-exacerbation follow-up started in SC and ended in PC.
	1

	Number of face-to-face visits to PC for post-exacerbation follow-up started in SC and ended in PC.
	4

	Number of hours needed for each PC visit.
	1

	Number of hours needed for a medical test or for a visit to SC.
	2


[bookmark: _Toc94854488]Table 39. Assumptions included in Proposal 10: To reconcile and explain medication at hospital discharge.
	Assumption
	Datum

	Number of experts needed to create leaflets for patients on medication reconciliation.
	8

	Number of explanatory visits by the pharmacy at hospital discharge.
	1


[bookmark: _Toc94854489]Table 40. Assumptions included in Proposal 12: To implement a social evaluation of the patient from a multidimensional point of view.
	Assumption
	Datum

	Percentage of COPD patients who are already satisfied with the care received at PalC.
	50,00%

	Number of hours needed for a medical test or for a visit to SC.
	2,00


[bookmark: _Toc94854490]Table 41. Assumptions included in Proposal 14: To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
	Assumption
	Datum

	Cost of the scientific endorsement of four scientific societies linked to PalC.
	€12,000.00

	Percentage of COPD patients who are already satisfied with the care received at PalC.
	50,00%

	Number of hours needed for a medical test or for a visit to SC.
	2,00


[bookmark: _Toc94854491]Table 42. Assumptions included in Proposal 15: To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
	Assumption
	Datum

	Number of members of the COPD PalC expert group that would provide training in the scientific conferences 
	8



The following is a list of the assumptions contemplated in the SROI analysis in which data have varied according to the three sensitivity analysis scenarios: worst case scenario, reference scenario, and best scenario.
[bookmark: _Ref69460101][bookmark: _Toc69459311][bookmark: _Toc94854492][bookmark: _Ref56787494]Table 43. Sensitivity analysis. Assumption 1.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of diagnosis-related referrals from PC to pulmonology in COPD patients.
	30.00%
	10.00%
	50.00%

	Proposals and returns that include this assumption

	Area of Diagnosis: Proposal 1. To ensure spirometry availability in primary care, and to provide training on its use and interpretation.
· Return 1.1. The number of referrals from PC to pulmonology would be reduced.


[bookmark: _Toc69459312]
[bookmark: _Toc94854493]Table 44. Sensitivity analysis. Assumption 2.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of patients misdiagnosed with COPD that could be reduced thanks to optimal use of spirometry.
	50.00%
	40.00%
	60.00%

	Proposals and returns that include this assumption

	Area of Diagnosis: Proposal 1. To ensure spirometry availability in primary care, and to provide training on its use and interpretation.
· Return 1.2. The number of misdiagnoses of COPD in PC would be reduced.
Area of Diagnosis: Proposal 2. To provide training on COPD for primary care professionals.
· Return 2.1. The number of misdiagnoses of COPD in PC would be reduced.


[bookmark: _Toc69459313][bookmark: _Toc94854494]Table 45. Sensitivity analysis. Assumption 3.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of PC professionals that would participate in updating courses.
	30.00%
	10.00%
	50.00%

	Proposals and returns that include this assumption

	Area of Diagnosis: Proposal 2. To provide training on COPD for primary care professionals.
· Return 2.2. The healthcare costs associated with the inappropriate use of inhaled corticosteroids in COPD patients would be reduced.



[bookmark: _Toc69459314][bookmark: _Toc94854495]Table 46. Sensitivity analysis. Assumption 4. 
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of improvement in adherence thanks to joint decision-making.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Low-risk level: Proposal 4. To agree with patients and caregivers on the treatment and management of COPD.
· Return 4.1. Adherence to treatment of low-risk COPD patients would improve.



[bookmark: _Toc69459315]

[bookmark: _Toc94854496]Table 47. Sensitivity analysis. Assumption 5.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Annual mean savings in direct healthcare costs per patient with COPD adherent to treatment (vs. non-adherent).
	€444.58
	€46.51
	€650.11

	Proposals and returns that include this assumption

	Area of Risk stratification. Low-risk level: Proposal 4. To agree with patients and caregivers on the treatment and management of COPD.
· Return 4.1. Adherence to treatment of low-risk COPD patients would improve.
Area of Management of exacerbations: Proposal 7. To provide training on therapeutic adherence.
· Return 7.1. Direct healthcare costs for COPD patients would be reduced, thanks to improved adherence.



[bookmark: _Toc69459316][bookmark: _Toc94854497]Table 48. Sensitivity analysis. Assumption 6.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of improvement in knowledge of the disease thanks to joint decision-making.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Low-risk level: Proposal 4. To agree with patients and caregivers on the treatment and management of COPD.
· Return 4.2. Knowledge of the disease in low-risk COPD patients would improve.



[bookmark: _Toc69459317][bookmark: _Toc94854498]Table 49. Sensitivity analysis. Assumption 7.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of improvement in perceived health status thanks to joint decision-making.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Low-risk level: Proposal 4. To agree with patients and caregivers on the treatment and management of COPD.
· Return 4.3. The perceived health status of low-risk COPD patients would improve.



[bookmark: _Toc69459318]

[bookmark: _Toc94854499]Table 50. Sensitivity analysis. Assumption 8.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Number of informal caregiving hours per year that would be reduced thanks to the improvement of joint decision-making.
	12
	6
	18

	Proposals and returns that include this assumption

	Area of Risk stratification. Low-risk level: Proposal 4. To agree with patients and caregivers on the treatment and management of COPD.
· Return 4.4. It would reduce the burden on informal caregivers of low-risk COPD patients, thanks to improved joint decision-making.



[bookmark: _Toc69459319][bookmark: _Toc94854500]Table 51. Sensitivity analysis. Assumption 9.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of COPD patients that would improve their satisfaction with the NHS thanks to integrated attention programs.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Moderate-high risk level: Proposal 5. To establish coordinated programs between primary and specialized care, and of these with other centers and nursing homes, to enable comprehensive COPD management.
· Return 5.3. The satisfaction of resident COPD patients with a moderate-high risk level would improve thanks to coordinated programs between PC-SC and the centers-nursing homes.



[bookmark: _Toc69459320][bookmark: _Toc94854501]Table 52. Sensitivity analysis. Assumption 10.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of informal caregivers of COPD patients that would improve their satisfaction with the NHS thanks to integrated attention programs.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Moderate-high risk level: Proposal 5. To establish coordinated programs between primary and specialized care, and of these with other centers and nursing homes, to enable comprehensive COPD management.
· Return 5.5. The satisfaction of informal caregivers of resident COPD patients with a moderate-high risk level would be improved, by having coordinated care between PC-SC and the centers-nursing homes.



[bookmark: _Toc69459321]

[bookmark: _Toc94854502]Table 53. Sensitivity analysis. Assumption 11.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of COPD patients that would improve their leisure life thanks to their correct identification in chronicity strategies.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Moderate-high risk level: Proposal 6. To promote the use of a compatible primary/specialized care medical record to identify patients included in chronicity strategies.
· Return 6.2. The leisure life of COPD patients with a moderate-high risk level would improve thanks to a correct identification in chronicity strategies and to having direct recommendations adapted to their health status.



[bookmark: _Toc69459322][bookmark: _Toc94854503]Table 54. Sensitivity analysis. Assumption 12.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of COPD patients that would improve their satisfaction with the NHS thanks to their correct identification in chronicity strategies.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Moderate-high risk level: Proposal 6. To promote the use of a compatible primary/specialized care medical record to identify patients included in chronicity strategies.
· Return 6.3. The satisfaction of COPD patients with a moderate-high risk level with the NHS would improve, thanks to a correct identification in chronicity strategies.



[bookmark: _Toc69459323][bookmark: _Toc94854504]Table 55. Sensitivity analysis. Assumption 13.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of informal caregivers of COPD patients that would improve their satisfaction with the NHS thanks to the correct identification of COPD patients in chronicity strategies.
	10.00%
	0.00%
	20.00%

	Proposals and returns that include this assumption

	Area of Risk stratification. Moderate-high risk level: Proposal 6. To promote the use of a compatible primary/specialized care medical record to identify patients included in chronicity strategies.
· Return 6.4. The satisfaction of informal caregivers of COPD patients with a moderate-high risk level with the NHS would improve, thanks to a correct identification in the chronicity strategies.



[bookmark: _Toc69459324]

[bookmark: _Toc94854505]Table 56. Sensitivity analysis. Assumption 14.
	Assumption included in the calculation (investment and return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Number of individual PC nurses visits per patient for adherence training. 
	1.5
	2
	1

	Proposals in which the investment includes this assumption

	Area of Management of exacerbations: Proposal 7. To provide training on therapeutic adherence.

	Proposals and returns that include this assumption

	Area of Management of exacerbations: Proposal 7. To provide training on therapeutic adherence.
· Return 7.3. Loss of labor productivity would occur as a consequence of attending educational sessions / visits.
· Return 7.5. The burden of informal caregivers of COPD patients would increase as a result of accompanying them to educational sessions / visits.



[bookmark: _Toc69459325][bookmark: _Toc94854506]Table 57. Sensitivity analysis. Assumption 15.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of informal caregivers of COPD patients that would improve their satisfaction with the NHS thanks to education sessions with nursing professionals.
	50.00%
	25.00%
	75.00%

	Proposals and returns that include this assumption

	Area of Management of exacerbations: Proposal 7. To provide training on therapeutic adherence.
· Return 7.4. The satisfaction of informal caregivers of COPD patients with the NHS would improve.



[bookmark: _Toc69459326][bookmark: _Toc94854507]Table 58. Sensitivity analysis. Assumption 16.
	Assumption included in the calculation (investment)
	Reference case
	Worst-case scenario
	Best-case scenario

	[bookmark: _Hlk94520276]Cost / smoker per pharmacological intervention to quit smoking.
	€254.04
	€371.00
	€106.99

	Proposals in which the investment includes this assumption

	Area of Management of stable COPD. Follow-up: Proposal 11. To implement a smoking cessation plan for smokers with COPD.



[bookmark: _Toc69459327]

[bookmark: _Toc94854508]Table 59. Sensitivity analysis. Assumption 17.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Success rate of quitting smoking without any help.
	5.00%
	10.00%
	0.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Follow-up: Proposal 11. To implement a smoking cessation plan for smokers with COPD.
· Return 11.1. The consumption of health resources associated with smoking would be reduced in COPD patients who quit smoking.
· Return 11.2. The loss of labor productivity associated with smoking would be reduced in working COPD patients who quit smoking.
· Return 11.3. The QALYs associated with smoking cessation would increase in COPD patients who quit smoking.



[bookmark: _Toc69459328][bookmark: _Toc94854509]Table 60. Sensitivity analysis. Assumption 18.
	Assumption included in the calculation (return)[footnoteRef:1] [1:  Data within scenarios are in line with those in assumption 16 (Cost / smoker per pharmacological intervention to quit smoking), with a correspondence between each cost and each success rate.] 

	Reference case
	Worst-case scenario
	Best-case scenario

	Additional success rate of a pharmacological intervention to quit smoking over routine clinical practice.
*See footnote below.
	0.185%
	0.150%
	0.017%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Follow-up: Proposal 11. To implement a smoking cessation plan for smokers with COPD.
· Return 11.1. The consumption of health resources associated with smoking would be reduced in COPD patients who quit smoking.
· Return 11.2. The loss of labor productivity associated with smoking would be reduced in working COPD patients who quit smoking.
· Return 11.3. The QALYs associated with smoking cessation would increase in COPD patients who quit smoking.



[bookmark: _Toc69459329]

[bookmark: _Toc94854510]Table 61. Sensitivity analysis. Assumption 19.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Days of work absenteeism due to the smoking habit.
	6
	2
	10

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Follow-up: Proposal 11. To implement a smoking cessation plan for smokers with COPD.
· Return 11.2. The loss of labor productivity associated with smoking would be reduced in working COPD patients who quit smoking.



[bookmark: _Toc69459330][bookmark: _Toc94854511]Table 62. Sensitivity analysis. Assumption 20.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Cost per QALY gained.
	€21.000.00
	€11.000.00
	€30.000.00

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Follow-up: Proposal 11. To implement a smoking cessation plan for smokers with COPD.
· Return 11.3. The QALYs associated with smoking cessation would increase in COPD patients who quit smoking.



[bookmark: _Ref52807307][bookmark: _Toc69459331][bookmark: _Toc94854512]Table 63. Sensitivity analysis. Assumption 21. 
	Assumption included in the calculation (investment)
	Reference case
	Worst-case scenario
	Best-case scenario

	Number of weekly follow-up visits for patients with indication for "complex" or "very complex" home PalC".
	2
	3
	1

	Proposals in which the investment includes this assumption

	Area of Management of stable COPD. Palliative care: Proposal 12. To implement a social evaluation of the patient from a multidimensional point of view.
Area of Management of stable COPD. Palliative care: Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.



[bookmark: _Toc69459332]

[bookmark: _Toc94854513]Table 64. Sensitivity analysis. Assumption 22. 
	Assumption included in the calculation (investment)[footnoteRef:2] [2:  Data within best- and worst-case scenarios in assumption 22 (Percentage of patients with indication for PalC classified as "not complex") and assumption 23 (Percentage of patients with indication for PalC classified as "complex" or "very complex") are complementary.] 

	Reference case
	Worst-case scenario
	Best-case scenario

	[bookmark: _Hlk94520675]Percentage of patients with indication for PalC classified as "not complex".
*See footnote below.
	50.00%
	25.00%
	75.00%

	Proposals in which the investment includes this assumption

	Area of Management of stable COPD. Palliative care: Proposal 12. To implement a social evaluation of the patient from a multidimensional point of view.
Area of Management of stable COPD. Palliative care: Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.



[bookmark: _Toc69459333][bookmark: _Toc94854514]Table 65. Sensitivity analysis. Assumption 23. 
	Assumption included in the calculation (investment)[footnoteRef:3] [3:  Data within best- and worst-case scenarios in assumption 22 (Percentage of patients with indication for PalC classified as "not complex") and assumption 23 (Percentage of patients with indication for PalC classified as "complex" or "very complex") are complementary.] 

	Reference case
	Worst-case scenario
	Best-case scenario

	[bookmark: _Hlk94520695]Percentage of patients with indication for PalC classified as "complex" or "very complex".
*See footnote below.
	50.00%
	75.00%
	25.00%

	Proposals in which the investment includes this assumption

	Area of Management of stable COPD. Palliative care: Proposal 12. To implement a social evaluation of the patient from a multidimensional point of view.
Area of Management of stable COPD. Palliative care: Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.



[bookmark: _Toc69459334][bookmark: _Toc94854515]Table 66. Sensitivity analysis. Assumption 24. 
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of patients with COPD and indication for PalC that would reduce their anxiety symptoms after an Anticipatory Care Plan session with a nursing professional.
	50.00%
	25.00%
	75.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.
· Return 13.4. Anxiety symptoms would be reduced in patients with COPD and an indication for PalC.



[bookmark: _Toc69459335][bookmark: _Toc94854516]Table 67. Sensitivity analysis. Assumption 25.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of patients with COPD and indication for PalC who do not present anxiety.
	67.50%
	90.00%
	45.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.
· Return 13.4. Anxiety symptoms would be reduced in patients with COPD and an indication for PalC.



[bookmark: _Toc69459336][bookmark: _Toc94854517]Table 68. Sensitivity analysis. Assumption 26.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage informal caregivers of patients with COPD and indication for PalC that would reduce their anxiety symptoms after an Anticipatory Care Plan session with a nursing professional.
	50.00%
	25.00%
	75.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 13. To promote the application of bioethical principles: inform patients and caregivers to facilitate their participation in decision making.
· Return 13.6. Anxiety symptoms would be reduced in informal caregivers and relatives of patients with COPD and indication for PalC.



[bookmark: _Toc69459337][bookmark: _Toc94854518]Table 69. Sensitivity analysis. Assumption 27.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of patients with COPD that would improve their perception of dyspnea control.
	30.00%
	10.00%
	50.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 14. To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
· Return 14.4. The perception of dyspnea control in patients with COPD and indication for PalC would improve. 

	Area of Management of stable COPD. Palliative care: Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
· Return 15.4. The perception of dyspnea control would improve in patients with COPD and indication for PalC.



[bookmark: _Toc69459338]

[bookmark: _Toc94854519]Table 70. Sensitivity analysis. Assumption 28.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of patients with COPD and indication for PalC that would reduce their symptoms of anxiety and / or depression.
	30.00%
	10.00%
	50.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 14. To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
· Return 14.5. Symptoms of anxiety and depression in patients with COPD and indication for PalC would be reduced. 

	Area of Management of stable COPD. Palliative care: Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
· Return 15.6. Symptoms of anxiety and / or depression in patients with COPD and indication for PalC would be reduced. 



[bookmark: _Toc69459339][bookmark: _Toc94854520]Table 71. Sensitivity analysis. Assumption 29.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of patients with COPD and indication for PalC who do not present anxiety and / or depression.
	50.00%
	75.00%
	25.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 14. To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
· Return 14.5. Symptoms of anxiety and depression in patients with COPD and indication for PalC would be reduced. 

	Area of Management of stable COPD. Palliative care: Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
· Return 15.6. Symptoms of anxiety and / or depression in patients with COPD and indication for PalC would be reduced. 



[bookmark: _Toc69459340][bookmark: _Toc94854521]

Table 72. Sensitivity analysis. Assumption 30.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of informal caregivers of patients with COPD and indication for PalC that would reduce their symptoms of anxiety and / or depression.
	50.00%
	25.00%
	75.00%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 14. To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
· Return 14.6. Symptoms of anxiety and / or depression in informal caregivers and relatives of patients with COPD and indication for PalC would be reduced.

	Area of Management of stable COPD. Palliative care: Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
· Return 15.8. Symptoms of anxiety and / or depression in informal caregivers and relatives of patients with COPD and indication for PalC would be reduced.



[bookmark: _Toc69459341][bookmark: _Toc94854522]Table 73. Sensitivity analysis. Assumption 31.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of informal caregivers or relatives of PalC patients who do not have anxiety and / or depression.
	66.85%
	81.80%
	51.90%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 14. To develop a pharmacological and non-pharmacological palliative care plan for end-stage patients.
· Return 14.6. Symptoms of anxiety and / or depression in informal caregivers and relatives of patients with COPD and indication for PalC would be reduced.

	Area of Management of stable COPD. Palliative care: Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
· Return 15.8. Symptoms of anxiety and / or depression in informal caregivers and relatives of patients with COPD and indication for PalC would be reduced.



[bookmark: _Toc69459342][bookmark: _Toc94854523]

Table 74. Sensitivity analysis. Assumption 32.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of healthcare professionals caring for patients with COPD susceptible of or with an indication for PalC that would receive training in PalC.
	53.80%
	29.50%
	89.90%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
· Return 15.1. The number of hospitalizations in patients with COPD and indication for PalC would be reduced.
· Return 15.2. The number of visits to the emergency room in patients with COPD and indication for PalC would be reduced.
· Return 15.3. The number of patients with COPD and indication for PalC on opioid treatment would increase.
· Return 15.4. The perception of dyspnea control would improve in patients with COPD and indication for PalC.
· Return 15.5. The satisfaction of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to their preferences.
· Return 15.6. Symptoms of anxiety and / or depression in patients with COPD and indication for PalC would be reduced. 
· Return 15.7. The satisfaction of informal caregivers and relatives of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to the preferences of the patient.
· Return 15.8. Symptoms of anxiety and / or depression in informal caregivers and relatives of patients with COPD and indication for PalC would be reduced.



[bookmark: _Ref56787505][bookmark: _Toc69459343][bookmark: _Toc94854524]Table 75. Sensitivity analysis. Assumption 33.
	Assumption included in the calculation (return)
	Reference case
	Worst-case scenario
	Best-case scenario

	Percentage of patients with COPD and indication for PalC that would improve their communication with a healthcare professional thanks to training sessions.
	22.40%
	11.20%
	46.35%

	Proposals and returns that include this assumption

	Area of Management of stable COPD. Palliative care: Proposal 15. To promote training on the management of palliative respiratory patients, especially in advanced and terminal phases.
· Return 15.5. The satisfaction of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to their preferences.
· Return 15.7. The satisfaction of informal caregivers and relatives of patients with COPD and indication of PalC with the care received would improve thanks to better communication and a greater adaptation to the preferences of the patient.
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    Supplementary materials   1  I mpact  map  and breakdown of investment and return   1.1   Investment   The following tables show the investment for each proposal in detail.   T ABL E   1 .   I NVESTMENT BREAKDOWN OF  P ROPOSAL  1 .   T O ENSURE SPIROMETRY AVAILABILITY IN PRIMARY CARE ,   AND TO  PROVIDE TRAINING ON ITS USE AND INTERPRETATION .  

Stakeholders  Investment  description  Investment breakdown  

National Health  Service  Economic resources  Number of health   centers in the   National  Health   Service  ( NHS )   [1] .    3 , 055   

Number of  clinics   [1] .    10 , 067   

Percentage of  primary care ( PC )   centers  that do not have a spirometer   [2] .  15 . 40%  

Cost of portable spirometer compliant  with European Respiratory  Society  regulations   [3] .  € 249 . 95   

Total (€)  € 505 , 095 . 96   

Pulmonolo gists   and PC  professionals with  experience in  COPD                                Working time spent  on training outside of  working hours.                                Number of healthcare centers in the  NHS [1] .  3 , 055   

Number of  clinics   [1] .  10 , 067  

Number of PC  nurses   per  health  center  or  clinic   who would receive training in  performing and interpreting spirometry   [4] .  2  

Number of health  professionals for each  theoretical - practical training course in  performing and interpreting spirometry   [4] .  15   

Percentage of PC personnel trained in  performing and interpreting spirometry   [5] .  67 . 40%  

Number of hours of  theoretical - practical  training in performing and interpreting  spirometry   [6] .                               8  

Rate per hour of face - to - face training   [7] .  € 125 . 00   

Number of hours of   supervised   performance   and interpretation of  spirometry   during training sessions   [6] .  4  

Hourly rate for online tutoring   [7] .  € 30 . 00   

Total (€)  € 638 , 813 . 95    

PROPOSAL 1  TOTAL INVESTMENT  € 1 , 143 , 909 . 91    

