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Purpose:  
This report seeks approval on the proposal to commission an enhanced model of 
respiratory care provision across Rotherham, to deliver a more integrated pathway 
approach to the identification and management of patients with respiratory disease. 
Background: 
A significant proportion of patients who would benefit and be optimally managed 
through Breathing Space, are not being referred there at the right time. A recent audit 
revealed that 64% of the admissions to Breathing Space could have been avoided with 
support in the patient’s own home from a Community Respiratory Team, or an 
alternative community setting. 
 
In January 2019, a respiratory workshop with stakeholders from across Rotherham, 
including patient representatives, was held to relook at the existing respiratory model 
across Rotherham based on feedback from the right care programme which identified 
that that we have: 
 

• High cost respiratory services 
• High admission levels and  
• Poorer outcomes for our patients than our counterparts across the integrated 

care system. 
• Non elective admission levels are high particularly for chronic lower respiratory, 

especially COPD.  
• Asthma, influenza and pneumonia were also highlighted as areas where 

Rotherham admitted more non-electively than the right care peer group. 
 
The workshop concluded at an enhanced model of care across Rotherham was 
required, with particular focus on better management of patients in the community with 
greater integration with primary care. 



 
Page 2 of 5 

 

Analysis of key issues and of risks 
Key Issues 
The case for enhancing the respiratory model across Rotherham is clear. There is a 
need to  

• Reduce fragmentation across the respiratory pathway 
• Reduce fragmentation of the home oxygen service 
• Improve diagnosis across Rotherham 
• Improvement the management of respiratory patients 
• Reduce the risk of admission to hospital 
• Expedite discharge home for those who do require admission 
 

Key elements of the proposed model  
The development of the enhanced respiratory pathway has been a clinically led 
process, developed in line with best practice and the clinical benefit for patients has 
been at the forefront of discussions. 
 
Public engagement has been undertaken on the proposed model and feedback 
received suggests that  the model is supported by patients.  
 
Primary Care 
• It is proposed that the on-going management of respiratory conditions will, in the 

main be undertaken at practice level as they do now; however it is recognised that 
the workforce is at capacity and not all practice nurses are trained to the same level 
to perform certain aspects of care, such as spirometry and there are issues with 
sustainability when uplanned absence occurs.  

 
• To support a more consistent approach to primary care management, it is 

suggested that practices work together at scale, either across Rotherham or via 
primary care networks to provide particular aspects of respiratory care in ‘hubs’. As 
spirometry and primary respiratory care is core general practice work the resources 
to support the hubs will have to be released from existing practices. 

 
• Hub delivery provides an opportunity to deliver necessary care in a different way, 

supporting both practices and patients. For example hub working provides scope to: 
 

‐ Provide care outside of core hours, such as evenings and weekends, 
which was raised within the engagement sessions by respiratory patients 
who are in full time work 

‐ Support consistency of spirometry assessment and interpretation 
‐ Provide timely access to primary care  
‐ Ensuring equity for patients, so all patients access the same standards of 

care 
‐ Support delivery of PCN service specifications such as, structured 

medicine review and optimisation  
‐ House other service providers such as smoking cessation hubs and 

pulmonary rehabilitation 
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Community Respiratory Team 
The service will be provided 8am – 8pm, 7 days a week (when the structure has been 
fully recruited to and it is acknowledged that it could take more than a year to achieve 
this due to anticipated recruitment difficulties) and has a number of core functions 
including but not limited to: 
 
• Acute respiratory exacerbation pathway supporting patients in their homes to 

prevent emergency hospital admissions. 
• Post-discharge support for patients following an admission to hospital or an acute 

exacerbation in the community 
• Pulmonary rehabilitation group programme: patient education and exercise classes 

run by physiotherapists, linked to primary care hubs 
• Rapid access phone line for primary care and community teams 
• Pneumonia pathway to support patients in their home to prevent admission and 

also for  those who are admitted to be discharged earlier  early supported discharge 
• Home oxygen service, to payments receive regular follow up at home 

Specialist Outpatient Respiratory Clinic 
• The service will continue to provide outpatient clinics for respiratory conditions of 

both an obstructive and restrictive nature. 
 

Bed Base Redesign 
• It is recommended that the focus of Breathing Space will be outpatients, home 

visiting and early supportive discharge, not inpatient care.  
• Inpatient care will be provided in more appropriate settings i.e. acute hospital, 

hospice, intermediate care or extended care facilities. 

The proposed service model is in line with national and local strategy and has been 
ratified Dr Sarah Sibley, the Community Respiratory Clinical Lead, from Knowsley 
Community Respiratory Service, whom NHS England and the right care team have 
highlighted as an exemplar of best practice. 

Patient, Public and Stakeholder Involvement: 
Between August and October, public engagement sessions were undertaken as part of 
the pathway redesign process. These consisted of: 
 

• Face to face engagement session at breathing space  
• Surveys via Mjog targeted to those patients with a respiratory conditions 
• Dedicated webpage on the CCG website  
• Animation, shown at all events and formed part of the CCG website 

In total 773 patients accessed the survey, with 443 completed responses. 69 patients 
attended the face to face session. Respondents covered a diverse age range, (16 to 
75+), with each age range well represented. 
 
Responses indicated that the enhanced pathway proposed was supported, with key 
themes linked to: 
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• Timely access to primary, with a third of respondents in full time work 
• Care closer to home – via GP practice or in a local hub  
• Faster discharge from hospital with specialist support at home 
• Pulmonary rehabilitation closer to home and the opportunity for patients to be 

involved in any redesign  
• Self-Management of condition was very important to respondents  
• Access to care via video consultation/texting/email  

For further information please refer to Appendix B in the full report, which will be shared 
with the communication and engagement committee on the 15th November. 
Equality Impact: 
An equality impact assessment has been undertaken (appendix B in the overarching 
report) and demonstrates that the benefits of enhancing the respiratory service across 
Rotherham, with the development of primary care hubs and a community respiratory 
team service are substantial.  
 
It is felt that the approach taken to engage with service users above was appropriate 
and proportionate to the service change proposed. 
Financial Implications: 
The table below provides a breakdown of the finances for the service. 
 
 
 
 
 
 
 
 
 
Please note the service specification is currently with the provider for comment. 

Service Cost 
Current inpatient and 
outpatient clinics 

£2.4m 

Proposed Community 
respiratory service and 
outpatient clinics 

£1.6m 
 

Saving £0.8m 
Home Oxygen Savings £0.07m 
Total QIPP £0.87m 

Human Resource Implications: 
The proposed model of care is reliant upon the recruitment of a community respiratory 
team. Following approval and based on lessons learnt from previous projects, it is 
planned to hold a recruitment event at breathing space to attract staff into the team. It 
is however recognised that full recruitment initially is unlikely and there will need to be 
some development of staff to achieve the full model. 
 
To deliver the enhanced model of care, education across Primary Care nursing teams 
will be required. It is expected that once recruited, the community respiratory team will 
support development of primary care competencies in line with revised guidelines 
which will be developed by the respiratory transformation team. 
Procurement Advice: 
Discussion is ongoing with TRFT in relation to whether a direct award for this service is 
made however at the time of preparing this paper, there was ongoing dialogue in 
relation to the specification. 
Data Protection Impact Assessment: 
N/A 
Approval history: 
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The paper has been via the following approval process: 
 
• OE 9th August 
• SCE 14th August 
• GP Members (confidential) 24th September 
• Governing Body (confidential) 2nd October 
• GP Members 30th October  

Recommendations: 
It is recommended that the proposal for enhancing the respiratory model is approved. 
Paper is for approval 
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1.0 Introduction 

1.1 Purpose of document 
Following initial discussions involving respiratory patients, this proposal outlines an 
enhanced model of respiratory care provision across Rotherham, which will deliver a 
more integrated pathway approach to the identification and management of 
patients with respiratory disease.  

The proposed model of care has 5 aims 

• To provide a single, integrated pathway for respiratory patients 
• Improve diagnosis across Rotherham 
• Improve the management of respiratory patients including self-management 
• Reduce the risk of admission to hospital 
• Expedite discharge home for those who do require admission 
• Improved experience for this cohort of patients and their families 

The pathway redesign builds upon the existing commissioned COPD integrated 
pathway and has been clinically led by a range of clinicians across the Rotherham 
system. 

1.2 Background  
A respiratory review was undertaken by Attain in 2017, commissioned by RCCG.  The 
review highlighted that a significant proportion of patients who would benefit and 
be optimally managed through Breathing Space, are not being referred there at the 
right time. The clinical pathways available are unclear, not enabled or mandated 
and not fully understood. This has resulted in inconsistency of referral, with patients 
being directed to a variety of places for similar conditions which is inefficient and 
confusing. There is duplication in the system, particularly with regard to pathways 
from primary care which add unnecessary steps and confusion to the patient’s 
journey and additional unnecessary costs to the commissioner. 

It has been identified that a significant number of  patients are being admitted to 
TRFT when they could have been seen by the team at breathing space or have their 
care provided in an alternative setting such as, primary care or at home. Currently 
the default position appears to be to admit most patients via the Medical 
Assessment Unit (MAU). 

In January 2019, a respiratory workshop with stakeholders from across Rotherham, 
including patient representatives, was held to relook at the existing respiratory model 
across Rotherham. The workshop concluded that an enhanced model of care 
across Rotherham was required, with particular focus on better management of 
patients in the community with greater integration with primary care. 

To facilitate the development of an improved integrated care pathway a monthly 
steering group was established, together with a task and finish group, which met 
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fortnightly. Both groups have been clinically led, with representation from acute, 
community and primary care after initial scene setting at a full day event.  
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2.0 Strategic Context 

2.1 National Context 
Within the NHS Long term plan there is an ambition to improve respiratory outcomes 
to equal or better than our international counterparts. As such there is great 
emphasis on: 

• Earlier and accurate diagnosis 
• Structured education and self-management for people with newly diagnosed 

respiratory conditions 
• Expansion of pulmonary rehabilitation services 
• Patients on the right medication 
• Optimising care to patients with pneumonia 

The NHS 10 year plan also stresses the need to develop better integrated care 
pathways with emphasis upon Primary Care Networks, with practices working 
together at scale, with a combined workforce to better care for patients. 

2.2 Local Context  

2.2.1 Right Care Feedback 
The Right Care programme has highlighted that for Rotherham, we have high cost 
respiratory services, high admission levels and poorer outcomes for our patients than 
our counterparts across the integrated care system. 

Non elective admission levels are high particularly for chronic lower respiratory, 
especially COPD. Asthma, influenza and pneumonia were also highlighted as areas 
where Rotherham admitted more non-electively than the right care peer group. 

The graph below shows respiratory admissions in comparison to all other admissions. 
It can be seen that during winter there is spike in admissions. This proposal aims to 
reduce this spike, though better management within the community.  

 

2.2.2 Audit 
An audit was undertaken in June 2019 and was carried out to identify: 

• The current route of referral into Breathing Space 
• The reason for referral into Breathing Space 
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• The impact of the proposed new model on admissions to Breathing Space 
The results of the audit revealed that: 
 

• 56% of the admissions could have been avoided with support in the patient’s 
own home from a Community Respiratory Team saving 156 bed days.  

• 36% would have required admission to an acute bed for a short period and 
then could be supported in their own home 

• 8% of patients requiring admission could have been admitted to a step up 
bed with Community Respiratory Team Support, rather than admission to an 
acute bed 

• 88% of patients were already known to Breathing Space, highlighting there is 
a cohort of patients not accessing breathing space services at all.  

• A total of 191 bed days could have been saved 
 

2.2.3 Home Oxygen Service 
Home oxygen is currently initiated either within TRFT or by the Home Oxygen Service 
Assessment and Review (HOSAR) service. Feedback from the service suggests that 
the current service model is fragmented, with limited routine follow-up and no 
follow-up for housebound patients.  

Rotherham has the 2nd highest cost per patient for oxygen in the Yorkshire and 
Humber region with the annual cost per patient is £1,452 in 18/19.  

The revised respiratory model aims to address these gaps in service and ensure that 
patients are regularly reviewed and on the correct prescription for oxygen.  

2.2.4 Staffing Shortages 
Whilst the respiratory review was taking place, staffing based at breathing space 
have been relocated to the acute respiratory ward based at TRFT.  

2.3 Alignment with commissioner objectives/priorities 
The CCG commissioning strategy states that patient outcomes, including safety, 
safeguarding and experience remain the focus of all that we do. Providing the right 
care in the right place will mean that more people will receive their care closer to 
their home. Wherever possible all services should be provided as close to the 
patients home as possible. 

Whilst a hospital admission can often seem to be the safest option, it remains a risky 
process and is sometimes not the most appropriate option. There is a 1 in 10 risk of a 
harmful event occurring during a hospital admission. It is therefore incumbent on us 
to develop high quality community alternatives for as many patients as possible. 

This proposal aligns with the CCG’s strategy to reduce reliance on hospital admission 
through admission avoidance and reducing length of stay in hospital.   
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3.0 The Proposal  

3.1 Service Model 

3.1 Overview 
The development of the enhanced respiratory pathway has been a clinically led 
process and the clinical benefit for patients has been at the forefront of discussions. 

The revised service model has been developed in line with best practice and clinical 
evidence. One of the objectives of the 10 year plan is that primary care networks will 
support the development of a more seamless connection to other community 
services. During the development of the revised model a realistic approach to how 
practices can work at scale has been considered. 

 3.2 The model 
The diagram  below provides a pictorial overview of the proposed service model.  

 

Diagram 1 Model Overview 

3.3 Enhancements to the model 

3.3.1 Revised Criteria for referral 
It has been noted earlier in this report, that the quality and type of referral into the 
service at breathing space is disjointed. As part of the enhanced service model, 
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revised criteria will be developed detailing a tiered approach to respiratory disease 
management, as shown in the model below. This will ensure that all parts of the 
system are clear on how respiratory patients are managed across Rotherham, with 
appropriate step up and step down care, to make sure that patients who need 
specialist input into their care receive it at the right time. 

                                  

 

3.3.2 Primary Care  
The development of primary care networks provides a new opportunity to relook at 
the primary care model for respiratory care. 

The proposal is that the on-going management of respiratory conditions will, in the 
main be undertaken at practice level as they do now; however it is recognised that 
the workforce is at capacity and not all practice nurses are trained to the same 
level. For example, there are varying levels of competency in undertaking spirometry 
and/or interpretation. This is resulting in inconsistency in primary care management 
with some practices referring directly into breathing space, (when spirometry is a 
core expectation of general practice), with others who are trained, diagnosing and 
managing their patient’s needs in the practice.   

Patient feedback has suggested that access to primary care can be difficult, 
especially for those with work commitments who have asked for their care, (such as 
asthma reviews), to be available at evenings and weekends, which with a stretched 
workforce, would be very difficult to implement.  

It is recommended that Rotherham practices work together at scale through 
primary care hubs to support a more consistent approach to primary care 
management. Spirometry is a core primary care function therefore the resources for 
the primary care hubs will not be additionally funded. This approach would also 
support one of the PCN service specifications, to improve medication review and 
optimisation, linked to asthma and COPD, with support for training delivered by the 
community respiratory team. Hubs could also support smoking cessation delivery 

End of Life Care 

 
Acute Care 
Admission 

 Community Respiratory Team short term 
intervention management 

Primary Care Management 

Self Care Support/Management 
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and provide scope for expanding pulmonary rehabilitation. Further work with 
practices would be needed to firm up a hub approach to care. 

3.2.3 Community Care 
Community teams, such as the community matron service will also have access to 
the same service as primary care. The difference with the enhanced model is that 
patients will be discharged back to the community matron, not kept on a case load 
by the respiratory team. 

3.2.4 GP OOH 
Within the enhanced model there is an expectation that there will be close links with 
the GP out of hour’s service. For example, if the GP sees a patient the evening 
before/early morning, they can request an urgent visit the next day by the 
community team. In the same way, the community team could request that the GP 
contacts the patient/carer (either by phone or if they feel that the patient is likely to 
require further review a home visit,) with an aim to prevent an admission. 

3.3 The Community Respiratory Team 
The service will be provided 8am – 8pm, 7 days a week and has a number of core 
functions 

• Development of care plans for all newly diagnosed COPD patients 
• Ongoing case management for very complex and vulnerable patients 
• Post-discharge support for patients following an admission to hospital or an 

acute exacerbation in the community.  
• Rapid access phone line for primary care and community teams 
• Pulmonary rehabilitation group programme: patient education and exercise 

classes run by physiotherapists   
• Training and education for clinicians 
• Acute respiratory exacerbation pathway supporting patients in their homes to 

prevent emergency hospital admissions.  
• Pneumonia pathway to support patients in their home to prevent admission 

and also for  those who are admitted to be discharged earlier  Home oxygen 
service  

• Long-term exercise classes supporting breathless patients in the community 
following pulmonary rehabilitation classes.  

• CBT delivered to complex patients by respiratory clinicians to reduce anxiety 
(clinicians will require training)  

• Singing groups (to be developed at a later date) 
• Smoking cessation and specialist advice and support for housebound COPD 

patients. 

Acute element 
Each day a member of the community team will be based in ambulatory/AMU with 
the aim to reduce the number of admissions onto the respiratory unit. Patients who 
arrive into the UECC, when stable will be transported to the ambulatory unit/AMU 
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team for further treatment/review. The community respiratory nurse (CRN), will work 
with the acute team to determine if the patient can be discharged with home 
support (by the community nursing team) within 12, 24, 48 or 72 hours and also 
follow-up for patents who have had prolonged stay in the acute setting due to 
respiratory failure to ensure they feel confident to manage at home. 

Example 
Patient Smith arrives via ambulance to the UECC with an acute exacerbation. The 
patient is seen in RAT and once stable is transferred to the ambulatory unit based on 
AMU. The community nurse works with the acute team to establish the correct 
course of care for the patient. In this example the patient requires 24 hour care and 
it is agreed that the patient will require discharge the next day, with home support. 
The Community Respiratory Nurse will liaise with their team to ensure that the next 
day the relevant community support will be in place.  

This integrated approach will mean that it is likely that patient Smith is already known 
to the community respiratory team and as such, the decision to discharge is more 
informed. At the same time, the patient is more comfortable with early discharge, as 
they know the nursing team providing their care. 

Through this service offer, patients will also be provided between 5 and 14 days of 
support – depending on the level of complexity, they are discharged back to the 
GP.  

Specialist Outpatient Respiratory Clinic  
The service will continue to provide outpatient clinics for respiratory conditions of 
both an obstructive and restrictive nature. 

The outpatient clinics cover the following: 

• COPD 
• Asthma 
• Interstitial lung disease 
• Bronchiectasis 
• Oxygen Clinic 
• PR assessment clinic 

Required bed base 
As detailed earlier, an in-depth audit of inpatient care at Breathing Space has been 
undertaken and identified that 56% of admissions could have been avoided had the 
enhanced community respiratory team been in place.  36% of patients do require 
an acute level of support which clinicians have determined would be better placed 
within an acute setting with immediate access to medical cover than in the current 
nurse led arrangements.  On the basis of these clinical views it is therefore 
recommended that the focus of Breathing Space will be outpatients and not 
inpatient care and inpatient care will be provided in more appropriate settings i.e. 
acute hospital, hospice, intermediate care or extended care facilities. 
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Education and Training 
The team will have a strong focus on providing training and education, to ensure 
that across the Rotherham system there is competency surrounding respiratory care. 

This will focus on (but not be limited to) 

• Patient education 
• Primary care education/training 
• Community nursing education/training 
• Quality Assurance of spirometry performed in primary care 

Support for high intensity users 
The community team, in conjunction with the primary care hubs will case find high 
users and provide targeted support and care plan management.  

Home oxygen service 
As previously described the present home oxygen service is disjointed. Within the 
revised model, the respiratory team will ensure that all patients prescribed home 
oxygen receive a follow-up review either in clinic or at home to determine the levels 
required for the patient.  

Digital Offer 
To support patients to self-manage digital offers, such as “my COPD” and “my 
Asthma” App’s and video consultation will be explored with service users as the 
project progresses. 
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4.0 Financial Case 

4.1 Quality, innovation, productivity and prevention (QIPP) potential  
The quality, innovation, productivity and prevention (QIPP) challenge is an 
opportunity to prepare the NHS to deliver high quality care in a tighter economic 
climate. 

The implementation of a home visiting service and the relocation of the inpatient 
beds to the respiratory ward suggest that there could be QIPP savings to be made 
through the enhanced model of up to £0.87 million.   

Service Cost 
Current inpatient and 
outpatient clinics 

£2.4m 

Proposed Community 
respiratory service and 
outpatient clinics 

£1.6m 
 

Saving £0.8m 
Home Oxygen Savings £0.07m 
Total QIPP £0.87m 

 

The above assumes that the 64% of patients that currently go directly to breathing 
space would not go into the acute hospital once the model is in place and the 
average costs for home oxygen reduce, due to correct follow-up and action.  

Further work to understand the actual savings through delivery of this model is 
required, including further work up of the primary care network hubs to determine 
the final financial outcome. 

4.2 Indicative costs 
Total costs for the enhanced community respiratory model, including the additional 
respiratory nurse posts above are detailed in the table below. 

 
Service Components Costs 
All staffing £1025,064.00 
Non-Pay (drugs and 
consumables) 

£592,789 

Total Service Costs £1617,853 
 
Note this excludes the cost of the AMU based respiratory nurse as this is funded 
within tariff. 

4.3 Non-Financial Benefits 
There are a great number of non-financial benefits to the proposed respiratory 
model of care. The table below provides a comparison of the present service 
against the non-financial benefits to be realised: 
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Staffing More skilled staff on the respiratory ward and a 
dedicated respiratory team in the community.  
 
Upskilling of staff across primary and community care to 
better support patients and improve outcomes 

Patient outcomes More comprehensive assessment and screening 
 
Patients will be able to go home earlier and recover 
with care at home in line with the long term plan 
 
Self -management  with patients understanding their 
conditions and what to do to manage their 
exacerbations 
 
Respiratory component to management of anxiety and 
depression of respiratory disease 
 
Increased referrals rates to pulmonary rehab will 
improve patients outcome 
 

Improved standards of 
care 

Implementation of the CQUIN standards for both COPD 
and asthma 
 
More patients to receive smoking cessation 
 
Optimisation of inhaled therapy, in line with the 10 year 
plan. 

Service Delivery Patients will be able to receive care at home or in a 
care home.  

Improved Access/Equity All will get a respiratory nurse review in line with national 
standards of care for COPD and asthma 
 
All respiratory patients accessing care at the hospital 
will be known to the community team service, unlike at 
present 
 
All patients who are on home oxygen follow up to 
ensure they are on the correct prescription 
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5. Communications 

5.1 Communications Plan 
Communicating effectively with patients, the public, stakeholders and staff will be 
fundamental and it is essential that the communication activity is clear, concise and 
easy-to-understand.  

Our communications activity will focus on informing, sharing and listening. An action 
plan (appendix A), has been developed to help key target audiences understand 
the changes to the service, when the change will take place and what it means to 
them.  

Our plan shows how we will: 

• Proactively and effectively communicate the change to the service and 
what it means to individuals and staff. 

• Develop effective two-way opportunities where we share information, we 
listen and respond, and are visible. 

• Identify relevant and timely tactics with key audiences and stakeholders. 

5.2 Public Engagement 
NHS CCGs have a duty to involve patients and the public (By means of providing 
information, consultation or in other ways).  Section 14 Z2 of the Health Service act as 
amended by the Health & Care Act 2012 

In terms of service change, CCGs are legally required to have regard to the 
guidance produced by NHS England ‘Planning assuring and delivering service 
change for patients (NHSE 2012). 

5.2.1 Approach 
To meet the national guidance requirements it is proposed that the activity 
undertaken is appropriate for and proportionate to the size and level of change.  
Any change of location is seen as a variation of service.   

An engagement assessment was undertaken and the impact of change was 
considered to be at level 2, variation in service.  An engagement plan was 
developed in line with the proposed scale of change.  This consisted of: 

• Development of relevant engagement materials, including handouts and 
animation with proposed changes.  

• Targeted face to face drop in sessions at breathing space 
• Targeted text message to patients with a respiratory conditions, via Mjog to 

gain views of patients who may not be accessing breathing space 
• Targeted information to third sector organisations e.g Healthwatch 
• More wider messaging via the CCG website with a summary of the proposal 

animation of the changes, patient survey, FAQ’s 
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5.2.2 Events 
Between August and October, public engagement sessions were undertaken as 
part of the pathway redesign process. These consisted of: 

• Face to face engagement session at breathing space  
• Surveys via Mjog targeted to those patients with a respiratory conditions 
• Dedicated webpage on the CCG website  
• Animation, shown at all events and formed part of the CCG website 

 
In total 773 patients accessed the survey, with 443 completed responses. 69 patients 
attended the face to face session. Respondents covered a diverse age range, (16 
to 75+), with each age range well represented. 
 
Over 58% of responses were from patients with Asthma, 25 % with COPD, the rest with 
an alternative respiratory condition, such as bronchiectasis, pulmonary fibrosis or 
emphysema.  
 
The full report will be shared with the Communication and Engagement Sub 
Committee on the 15th November. 

5.2.3 Themes from feedback  
 
Responses indicated that the enhanced pathway proposed was supported, with 
key themes linked to: 
 
Timely access to primary care and care closer to home 
With a third of respondents in full time work and a further 12% in part time work, 
timely access to same day primary care was important to respondents. Patients 
reported that they felt knowledgeable about how to manage their respiratory 
conditions and that they knew when they were deteriorating and needed to 
speak/see a clinician, but that they were not able to access primary care when they 
needed it.  They requested that primary care services were provided in evenings 
and weekends and via video and/or telephone consultation as an alternative. 
Patients also felt that sometimes they needed a little bit longer with a clinician and 
sometimes felt rushed. 
 
When asked about spirometry testing, 50% of respondents reported that they would 
be happy to have testing in a local hub, closer to home. A number of respondents 
also reported that they did not always want to see a GP, but wanted to see the right 
person for their care.  
 
Breathing Space as a building 
During the face to face sessions a number of patients were concerned that 
Breathing Space may be closing. They were reassured during the sessions that this 
was not the case; however we are proposing that elements of the service delivered 
from the building should change in-line with current guidance and best practice.  
Patients were informed that the current in-patient model of care was outdated and 
not in line with national guidelines, we would ensure that in-patient care would be 
provided at the hospital, with supported discharge by the community respiratory 
team, which is in line with national guidelines.  
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For patients who do not require acute in-patient care, but may require step –up 
beds, patients were assured that we will provide these in an alternative setting 
across the borough. Patients were informed that for the majority of patients who 
have previously accessed beds at breathing space our clinical audits have revealed 
that a large number could have received care at home and that we are proposing 
that the community respiratory team will provide this care.  It is our intention that the 
breathing space building continues to act as a base for high quality outpatient care 
and pulmonary rehab.  
 
Pulmonary rehabilitation closer to home  
90% of respondents reported that they exacerbation prevention was important and 
access to pulmonary rehabilitation was vital, with some reporting sessions need to 
be at different times of the day and at weekends to support the working population 
or access to alternative gyms/classes across the borough at a discounted rate. Up-
to-date equipment was also mentioned in the feedback, with a number of 
respondents reporting the existing equipment provided at breathing space is not fit 
for purpose.  

With a number of respondents keen to engage in how to develop this element of 
the pathway, it is suggested that workshops are held to support future design of this 
service.  

Alternative access 
A number of patients reported that alternative ways to access care and education 
for managing their conditions would be supported. Remote monitoring via smart 
phone so patients were only called for review if they required it saving time for them 
and the clinician. One place to go for general advice and guidance was reported 
so they knew the information they had was right, such as dietary advice.  

Video consultation and telephone consultation were also supported as well as 
expert patient sessions or on-line groups with advice on how to stay healthy and well 
when living with a respiratory condition.  

Faster discharge from hospital with specialist support at home 
Over a third of respondents had been admitted to hospital, although not all were 
recent admissions. Being able to leave hospital early with support at home was 
valued in the responses with the vast majority of responses saying follow up care at 
home would have enhanced their patient experience. 

The full breakdown of the engagement sessions can been seen in appendix B. 

5.3 Equality Impact Assessment 
An equality impact assessment has been undertaken (appendix C) and 
demonstrates that the benefits of enhancing the respiratory service across 
Rotherham with the development of primary care hubs and a community respiratory 
team service are substantial. It is felt that the approach to engagement with service 
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users in the manner set out above is an appropriate and proportionate approach to 
the service change taking place. 
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6. Project Management 

6.1 Project Governance 
To ensure a smooth delivery of the capital scheme is recommended that the 
scheme adopts a Prince 2 delivery approach. The following structure to programme 
governance is proposed. 

 

6.2 Delivery Team 
To ensure successful delivery of the scheme the following project team will be 
established. 
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6.3 High Level Programme Plan 
The table below sets out the high level programme plan. 

 July Aug Sept Oct Nov Dec Jan Feb Mar April 

Outline Proposal 
 
 

          

Patient engagement 
 
 

          

Work up pathways 
 
 

          

Financial modelling 
 
 

          

Final Business Case Approval 
 
 

          

Recruitment Event 
  
 
 

          

Support in AMU commences 
 
 

          

Fully staffed community 
model 
 

          

Home care commences 
 
 

          

PCN hubs fully worked up 
ready for implementation in 
April 2020 

          

 

6.4 High level Risks  
 

Issues/Risks Description Mitigating action 
Recruitment  The community model is dependent 

upon recruitment to posts  
Based on previous schemes a 
recruitment event will be held 
in breathing space to meet the 
team and understand the new 
care model and apply to the 
roles. 

Patient perception Service users may not be happy with 
the proposed model. 

Engagement events and 
communication as set out in 
appendix A 

Capacity to deliver   The delivery of the scheme will be in 
the lead up to winter and during the 
busy winter period.  

Governance has been put in 
place to ensure project delivery 
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6.5 Approach to risk management  
It is recommended that the delivery team will identify and quantify the key risks 
associated with the scheme resulting in a project contingency. Risks will be 
apportioned to either RCCG or the TRFT or shared and mitigating strategies 
identified in the Risk Register. This will be monitored on a regular basis by the Project 
Team for the life of the project. It is the Project Manager’s responsibility to manage 
the Risk Register. 
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Conclusions and salient issues for further consideration  

Conclusions 
The case for enhancing the respiratory model across Rotherham is clear. There is a 
need to  

• Reduce fragmentation across the respiratory pathway 
• Reduce fragmentation of the home oxygen service 
• Improve diagnosis across Rotherham 
• Improvement the management of respiratory patients 
• Reduce the risk of admission to hospital 
• Expedite discharge home for those who do require admission 

The proposed service model is in line with national and local strategy and is in line 
with patient feedback following the engagement events. 

Salient issues for consideration 
The key issues to consider for this proposal are: 

• Recruitment to posts, the enhanced model relies on the recruitment of 9 WTE 
nurses.  

• Timeframe/Delivery - if the proposal is approved work needs to take place 
quickly in-order to be effective over winter 

• Patient engagement – the CCG has a duty to engage with patients on the 
enhanced model 

• Primary Care – to support the model a hub approach to care delivery is 
recommended. Whilst the federation has experience of hub delivery, this is a 
new concept for primary care and may take time to embed 
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Appendix A Communications Action Plan  
Activity Lead Audience Timescale Progress 

(RAG) 
External (patients, public and key stakeholders) 
Health Select Committee – face-to-face briefings Jacqui 

Tuffnell/Gordon 
Laidlaw 

Council scrutiny 
members, public 

11 July 2019  

Respiratory Pathway Animation – similar to Kings Fund example 
of NHS reconfiguration 

Gordon Laidlaw Patients, 
family/carers and 
stakeholders 

Available mid-
August 

 

Information sheet/leaflet/poster detailing the new respiratory pathway 
and improved service available to patients  

Jo Martin/Gordon 
Laidlaw 

Patients, 
family/carers 

Produced and 
available week 
commencing 12th 
August 

 

Frequently Asked Questions – Available for frontline staff to use 
with patients. Also available on the website. 

Jo Martin/Gordon 
Laidlaw 

Health professionals, 
patients, family/carers 

Available from 5th 
August 

 

Online information – CCG and TRFT website information. Social 
media posts via CCG and TRFT  

GL/TRFT Comms Patients, 
families/carers 
 

Online information 
from 5th August. 
Social media posts 
weekly August to 
October 

 

Media  Relations 
• Press release to communicate the outcome of review and 

engagement activity.  

Gordon Laidlaw Media, patients and 
the public 

Following 
engagement 
events  
November 2019 

 

Partner/stakeholder briefing – information the change for key 
stakeholders including councillors, MPs and Healthwatch 

Jo Martin/Gordon 
Laidlaw 

Partners and 
stakeholders 

Week 
Commencing 12th 
August 

 

Voluntary sector organisations with high levels of interest/relevance 
offered information/briefings/meetings 

Gordon 
Laidlaw/Helen Wyatt 

Patients, families and 
carers 

Throughout August  

Information display stand and patient/carers conversations in 
facilities such as Breathing Space and primary care 

Jo Martin/Helen 
Wyatt  

Patients, families and 
carers 

Throughout August 
and September  - 
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starting week 
commencing 12th 
August 

Internal (staff – officers and clinical professionals)     
Online information – intranet information within the CCG and 
TRFT, electronic briefings. 

Gordon 
Laidlaw/TRFT Comms 

GP Practices and 
frontline TRFT 
clinicians 

From end of July 
2019 

 

GP bulletin – updates throughout the review process, with details of 
the new pathway on completion of the review and agreement by all 
partners 

Gordon Laidlaw GP Practices staff Monthly update 
from beginning of 
August through to 
end of November 
2019 

 

TRFT internal communications – bulletins across whole workforce 
providing updates on the service 

TRFT Comms team Acute and community 
frontline staff 

Monthly update 
from beginning of 
August through to 
end of October 
2019 

 

Face-to-face briefings – information for staff and opportunity to ask 
questions – TRFT staff within respiratory services. Regular updates 
to be scheduled with staff. 

Service managers 
with TRFT Comms 
team 

Acute and community 
frontline staff 

From 1st August – 
weekly updates 
scheduled but only 
actioned when 
relevant 

 

PLTC and CCG staff meeting  Gordon Laidlaw and 
Jo Martin/Jacqui 
Tuffnell 

Practice staff and 
commissioners 

September 2019 
update 
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Appendix B Respiratory Engagement Report 
 

Respiratory pathway 
engagement report dr   
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Appendix C Equality Impact and Engagement Assessment Form 
Equality Impact and Engagement Assessment Form 
 
Complete this section 
Please retain one copy, and pass one copy to both the Equalities and Engagement leads 
Section one – Project or plan details 
1.1 Project Title:  

Enhancement of the respiratory care pathway 
1.2 Project Lead:  

Joanne Martin July 2019 
1.3 This activity /project is:  

An enhancement of the existing COPD integrated pathway 
1.4 Describe the activity/project   

Rotherham CCG currently commissions a COPD integrated pathway. The proposal is to 
enhance the pathway to include all respiratory conditions. 
 
The overarching aims of the pathway are to: 

• Improve diagnosis across Rotherham 
• Improvement the management of respiratory patients 
• Reduce the risk of admission to hospital   
• Expedite discharge home for those who do require admission 

 
The pathway redesign builds upon the existing commissioned COPD integrated pathway 
and has been clinically led by a range of clinicians across the Rotherham system. 

1.5 Timescales 
Implementation of the pathway by December 2018 

2 Equality Impact Assessment 
2.1 Gathering of Information: This is the core of the analysis; how might the project or work impact 

on protected groups, with consideration of the General Equality Duty. 
Please add any general information here. 
 
The enhancement of the pathway is to ensure all Rotherham residents have access to a 
quality service, regardless of respiratory condition. 
 
The current pathways for respiratory are fragmented, with patients receiving differing levels 
of care within the community. 
 
A recent audit of patients accessing breathing space highlighted that there are a cohort of 
patients who are not accessing the service. 
 

2.2 Screening  
Please complete each 
area) 

What key impact have you 
identified? 

Information Source 

 Positive 
Impact - 
will actively 
promote or 
improve 
equality of 
opportunity. 

Neutral 
Impact - 
where there 
are no notable 
consequences 
for any group. 

Negative 
Impact 
negative or 
adverse impact 
causes 
disadvantage or 
exclusion. If such 
an impact is 
identified, the EIA 
should ensure, 
that as far as 
possible, it is 
either justified, 
eliminated, 
minimised or 

What action, if any, is 
needed to address these 
issues and what 
difference will this make?  
For example:   
At this point no action is 
required.  Further EIA 
screenings will be 
developed in future once 
there are 
recommendations to 
assess. 
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counter balanced 
by other 
measures. 

Human Rights  Y  . 
There is not likely to 
be any impact on any 
of the protected 
characteristics, as 
the potential 
conditions are not 
generally related to 
age; gender, or 
disability etc other 
than service provided 
at home or closer to 
home as part of a 
primary care hub.  
 
 

Age Y   
Carers  Y  
Disability  Y  
Sex  Y  
Race  Y  
Religion or belief  Y  
Sexual Orientation  Y  
Gender reassignment  Y  
Pregnancy and maternity  Y  
Marriage/civil partnership 
(only eliminating 
discrimination) 

 Y  

Other relevant groups Y    Linked to deprivation 
 NEXT ACTIONS? N/A  
3    Engagement Assessment 
3.1 What is the level of service change? – see diagram 3 above 

 
If your project is classed as a ‘significant variation’ (level 3) or ‘major change’ (level 4) 
please contact england.yhclinicalstrategy@nhs.net for a preliminary discussion to support 
planning and agree whether the service change needs to follow the NHS England Service 
Change Assurance process.   
 
The assurance process generally looks at the ‘case for change’ The key players in the 
process include overview and scrutiny teams, and the clinical senates.  You can also refer to 
the DH guidance: (please note that level 4 changes will require considerable long term 
planning and this DH guidance is mandatory for all level 4 
changes) http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvemen
t_-hempsons_stp.pdf     DH 2013 
 
Circle or highlight the appropriate level of service change 
 
Level 1                       Level 2                              Level 3                         Level 4 
 
Add additional information and rationale for this scoring below 
Level 2 minor variation has been indicated at this stage for the following reasons: 
 

• Not all the population will be impacted 
• It is an enhancement of the existing COPD integrated pathway by opening up the 

service to all applicable respiratory patients 
• The main change to the service is in relation to a step up bed facility, which will be 

re-provided either at home or in a different setting 

3.2 
 
 

Who are your stakeholders? 
Consider using a mapping tool to identify stakeholders - who is the change going to affect 
and how?  
Complete below or attach or link to a mapping document 

• Patients/service users  
• Carers of patients 

mailto:england.yhclinicalstrategy@nhs.net
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
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• Respiratory patients who may not be using the available service 
• Voluntary Groups e.g Breathe easy and older peoples groups 
• Staff 
• GPs in and OOH 
• Community services 
• Hospice 
• Coal field regeneration trust 
• Political interest e.g. MPs, Cllrs and pressure groups 
• Local Media 

3.3 
 
 

What do we already know? 
What do you already know about peoples’ access, experience, health inequalities and health 
outcomes? Use intelligence from existing local, regional or national research, data, 
deliberative events or engagements. 
 
The NHS Long term plan states its ambition to improve respiratory outcomes to equal or 
better our international counterparts. As such there is great emphasis on: 

• Earlier and accurate diagnosis 
• Structured education and self-management for people with newly diagnosed 

respiratory conditions 
• Expansion of pulmonary rehabilitation services 
• Patients on the right medication 
• Optimising care to patients with pneumonia 

A recent audit revealed that  
 

• 56% of the admissions could have been avoided with support in the patient’s own 
home from a Community Respiratory Team saving 156 bed days.  

• 36% would have required admission to an acute bed 
• 8% of patients requiring admission could have been admitted to a step up bed with 

Community Respiratory Team Support, rather than admission to an acute bed 
• A total of 191 bed days could have been saved 
• 88% of patients were already known to Breathing Space 

 
 
The service reports that there is high satisfaction with existing service, however  
Existing service is an outdated model  
Workshop demonstrated that service users were open to different models of care – outside 
of breathing space 
Other areas are all developing these models of care across the system 
 
Commissioning plan states that all services should be provided as close to the patient as 
possible, the only reason for services being provided outside Rotherham is where there is a 
compelling reason of clinical safety or improved patient experience. 
 
Describe any existing arrangements to involve patients and the public which are 
relevant to this plan/activity and/or provide relevant sources of patient and public 
insight?   
How will the insight available to you help to inform your decision? 
 
 Workshop held on the 30th January included stakeholders from across the system, 
respiratory experts 
Feedback and breathe easy group 
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Briefly describe how the existing or proposed engagement will be ‘fair and 
proportionate’, in relation to the activity? 
Programme of activity planned to demonstrate the new model to stakeholders and the 
wider Rotherham public 
 
Clarity around what service users can influence to be determined as the model develops. 
 

3.4 Reaching out to overlooked communities 
Are additional arrangements for patient and public involvement required for this activity and in 
particular how will you ensure that ‘seldom-heard’ groups, those with ‘protected characteristics  
under the Equality Act, and those experiencing health inequalities are involved 

• Seldom-heard groups                          Yes/No 
• Nine Protected Characteristics   Yes/No 
• Health inequalities                           Yes/No 

If yes, please provide a brief outline of your approach and objectives for any additional 
patient participation targeted at these groups 
 
We acknowledge that some elements of the population will have a greater interest and 
will reach out to those individuals e.g. – condition specific groups and older peoples 
organisations and others as per the stakeholder list. 
Do you need to make any of your resources accessible (i.e. for people with learning disabilities  
sight impairments, or alternative languages?) 
Not at this stage.  May be appropriate to produce accessible materials if/when information givi   
 

3.5 
 

What resources do you need for this? 
Consider the sections above 

• The timescales 
• The need to reach overlooked communities 
• Accessible materials 
• Gaps in knowledge 

The following materials have been considered for engaging with the public 
 
• Animation 
• Presentation 
• Survey 
• Web page 
• FAQs 

 
4 Feedback and Evaluation 
4.1 How will you use the feedback – who does it need to be shared with? 

Patient feedback will be a key performance indicator and will be developed as part of the  
service specification. 

4.2 Provide a brief outline of how the information collected through patient and public 
participation will be used to influence the plan/activity. 
Please refer to appendix B of the respiratory proposal  

4.3 How will the outcomes of participation be reported back to those involved?  
Feedback from the engagement session will be displayed: 

• On the CCG website 
• Display Boards within Breathing Space 
• In the local press 
• Where possible face to face sessions 

4.4 How will you assess the ongoing impact of the change on patients and the public after it 
has been completed? 
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As service specification will be developed for the enhanced community team and it is  
expected that a suite of KPIs will be reported against as part of the contracting meetings. 
 

 
 
 
5  Engagement and Equality Impact  Plan –  
 Action Approx.  

Timescale 
 

Lead Deadline Comments/ 
progress 

  Preparing materials     Joanne Martin  August 19  please refer to the 
communications  

 plan 
  Identifying relevant  

  community groups 
   Joanne Martin  August 19  Completed 

   Events undertaken     Helen Wyatt October 19  Completed 
   MJog Survey    Helen Wyatt  Sept  19  Completed 

 Report    October 19 Completed 
 Feedback to patients   Nov 19 On track 
6 Form details 
 Completed by:                                                        Joanne Martin 

 
 Job title: Service Improvement Manager 
 Date 5th July 2019 

 
 Reported to Alison Hague 
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