Enhancing referral pathways between the Midlothian Community Respiratory Team (MCRT)
and Chest Heart & Stroke Scotland (CHSS) through patient and stakeholder co-design to

facilitate access to CHSS services and COPD self-management support

oduction

Approximately 1.7 million people live with Chronic Obstructive Pulmonary Disease (COPD) in the UK, with
600,000 of these undiagnosed [1]. Patients with COPD in Scotland can experience gaps in care, including
delayed diagnosis and limited access to optimal care [2].

Midlothian Community Respiratory Team (MCRT) provides support to patients in acute exacerbations of COPD
and helps them to manage their condition by optimising their self-management. Chest Heart & Stroke Scotland
(CHSS) is one of Scotlands’ largest health charities and a third sector organisation providing holistic support,
promoting self-management, and encouraging patients with chest, heart and stroke conditions to participate in
social activities by accessing the services below (Fig.1).

Despite availability, referrals to CHSS from MCRT and have historically been low, limiting the use of valuable
services and support for patients, particularly in underserved areas.
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Objectives

* Improve access to CHSS self-management support by improving the MCRT—-CHSS referral pathway.
¢ Increase referrals from 9 (2023/2024) to 100 (2024/2025) over 12 months.
« Enhance collaboration between MCRT and CHSS.

Methodology

« A Theory of Change was developed and a driver diagram (Fig 2) identifies the primary and secondary
drivers required to achieve the project aims.

e Change ideas were tested through iterative PDSA cycles.

» Outcome, process, and balancing measures were used to evaluate implementation, effectiveness, and
unintended consequences (Fig 5).

« Quantitative data was integrated with qualitative feedback from staff and patients to identify barriers,
test changes, and evaluate impact across activity, engagement, equity, and safety measures resulting
in a recommended optimised pathway (Fig.6).
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Fig 4. Data Profile of CHSS Services
Chest Heart and Stroke
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Number of patients who accepted referral to CHSS: 102
Total number of services accessed by patients: 185
Average number of services per patient: 1.81

Fig 5. PDSA findings
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Analysis

Referrals to CHSS increased (Fig 3.) with sustained staff engagement (Fig 5) despite staff vacancies and
clinical pressures. PDSA-led improvements resulted in the below optimised pathway (Fig. 6), which is now
embedded as routine practice within Midlothian Community Respiratory Team.
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Conclusion

Aligned with Realistic Medicine, collaborative referral pathways improve access to equitable, sustainable
COPD support, enhance patient engagement, and offer a scalable, cost-effective model supporting
preventative care.

Further work has identified more opportunities for joint working and shared care planning.

As CHSS provides services all across Scotland this is a scalable improvement that if implemented across
community respiratory care pathways effectively, has the potential to significantly improve COPD care.
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