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01 The problem

Patients presenting with chronic cough or

breathlessness in primary care face

fragmented, inequitable services. The

model of care for these undifferentiated

symptoms remains predominantly

medically led, with no standardised

pathway: the default response is referral

into secondary care rather than

assessment and management closer to

home. This drives avoidable demand on

elective services.

THE BURDEN ACROSS THE FOUR SITES

up to 3× more likely to be referred to secondary care than baseline

1.5–2.2× more ED attendances

2.4–3.5× more unplanned admissions

11.5–19 GP appointments per patient per year, against a 5.8–7.9 practice baseline

Ranges span the low and high values reported across three of the site case studies, each derived from that site’s own patient-record

analysis. Appointment figures compare patients coded for chronic cough or chronic breathlessness against the whole-practice average

at the same site. Site-level findings are provisional and not yet signed off, so sites are not named here.

Where neighbourhood services do exist,

they are often underutilised or unevenly

developed, and maturity varies markedly

by area: some local systems have well-

established services that are simply

underused, while others have no

neighbourhood offer at all. This variation

perpetuates inequity in access

and outcomes.

THE CODING GAP HIDES THE NEED

CHRONIC COUGH

Coded rate, CLEAR sample 1%

Estimated prevalence 5%

BREATHLESSNESS (ANY DURATION)

Coded rate, CLEAR sample 6.8%

of which chronic: 1.9%

Estimated prevalence 9–11%

Coded rates from the CLEAR sample dataset (17 practices, four PCNs, 233k records); estimated prevalence from

national literature — chronic cough ~5% self-reported, breathlessness 9–11% (any duration, NHSE). Only ~28% of

coded breathlessness meets the chronic definition — the cohort the site models are built on. Chronic

breathlessness: ≥2 coded episodes ≥8 weeks apart; chronic cough: symptoms >8 weeks. Where the true scale of

need is invisible in the data, services cannot be planned or evaluated against it.

02 How we co-designed it

The CLEAR Programme, commissioned by

NHS England, convened a national Design

Board of 20 stakeholders from NHSE, ICBs,

secondary and primary care, and PCRS to

co-design a blueprint model of care across

three virtual workshops. Each of the four

sites then ran three further workshops of

its own at the CLEAR Focus stage to adapt

the blueprint locally.

3 + 3
virtual workshops: 3 for the

Design Board, then 3 per site

at CLEAR Focus

10 hrs
clinical engagement

720
rows of qualitative data

233k+
patient records analysed

ADAPTED LOCALLY ACROSS FOUR SITES OF DIFFERING SERVICE MATURITY

Site A — established hub model but low utilisation
An existing specialised respiratory hub model serving a large urban population. Established but underused:

under 2% of the coded cohort reach the clinic against around a quarter estimated suitable.

Site B — no neighbourhood clinic to refer into and limited diagnostic capacity
No neighbourhood clinic to refer into and limited diagnostic capacity in house. Around one in seven of the coded

cohort referred to secondary care and a similar share again via advice & guidance — possible duplication rather

than deflecting.

Site C — no neighbourhood clinic pathway but some diagnostic infrastructure
Diagnostic infrastructure in place but no standardised pathway or neighbourhood clinic; diagnostic uncertainty

prompts variable onward referral.

Site D — no neighbourhood clinic to refer into and inconsistent diagnostic testing
Starting from scratch: inconsistent diagnostics and no neighbourhood clinic, with a coding gap estimated in the

low thousands of patients.

Five challenges across the current pathway shaped the new model

1 Triage inconsistency — the first decision determines the route

2 Multifactorial complexity — symptoms are rarely condition-specific

3 Service fragmentation — specialty ‘ping-pong’, duplicate testing, long waits

4 Geographic inequity — pathways vary by place, so do outcomes

5 Workforce and education gaps — skill mix, workflow and communication

THE BLUEPRINT MODEL OF CARE

Access

Standardised triage and routing ·

skill-based access to the most

appropriate professional first · one

integrated pathway · frequent users

identified proactively

Coordinate

Neighbourhood respiratory clinic

and MDT across primary,

community and secondary care ·

diagnostics closer to home · tests

bundled into a single visit

Sustain

Standardised coding and use of

data · holistic and preventative care

· recurrent funding · targeted

education and workforce redesign

03 The new model The pathway, as designed by the Design Board

04 What we found

Projected Year 1 cost avoidance by site, post full implementation against each site’s coded chronic cough

and chronic breathlessness patients, with a coding uplift to account for improved chronic coding and

identification of the broader 'breathlessness' group.

Site A

£12–20m

GP / ACP appointments 290–580k

Secondary care referrals 13,000–18,000

ED attendances / admissions ~7,000 / ~270

Site B

£0.7–0.8m

GP appointments 13–18k

Secondary care referrals ~570

ED attendances / admissions ~220 combined

Site C

£0.8–0.9m

GP / ACP appointments ~9k

Secondary care referrals ~550

ED attendances / admissions ~210 combined

Site D

£0.8–1.1m

GP / ACP appointments ~6k

Secondary care referrals ~1,070

ED attendances / admissions ~120 / ~55

Year 1 reflects working up each existing coded cohort once; recurring savings from Year 2 are lower — at Site A,

£8–10m a year. Figures are indicative and provisional, pending sign-off.

Conclusion

A single blueprint can be adapted across very different starting points. Where a

service already exists, the gain comes from using it — better coding, standardised

triage and diagnostics closer to home — not from building a new, directly reducing

elective demand.

Sources: CLEAR Sample Practice Dataset; NHSE RTT data; OHID 2026; CLEAR Final Reports for four participating sites (2026); CLEAR Focus workshops. All savings are gross cost avoidance, not

cash-releasing. Site-level findings are provisional and pending local sign-off, so participating organisations are not named; figures indicative.
clearprogramme.org.uk @clear4care

Clinician refers the patient back
into the clinic, takes them to MDT, or
makes a diagnosis so they go onto
disease pathway Referral to a different specialist in

secondary care
in secondary care for another specialist
service, plus advice and guidance

Ongoing symptoms,
no clear diagnosis
to the neighbourhood
clinic

Nurse/ACP/GP
Initiates treatment and
reviews the patient

HCA or trained nurse
completes and reports
each test bundle in one
visit

ANP / specialist
nurse / GP
completes the initial
assessment and orders
the tests

Red flags
coded and escalated to
the 2WW pathwayCase finding

Coded as breathless or
with chronic cough
without another
diagnosis · smoker or ex-
smoker with antibiotic /
steroid prescriptions ·
EMIS best-practice search

Patient presents at
the GP
with chronic cough or
breathlessness; reception
book an initial
appointment

Initial appointment
History, coding and red-
flag examination ·
smoking cessation · GAD-
7 screening · education
on the pathway and self-
management · onward
test referral

Group A tests, one
appointment
Bloods, CXR, ECG

Group B tests
FeNO and spirometry, as
clinically indicated for
either symptom

Results
interpretation
and risk stratification.
Patients are given their
results. Both symptom
groups follow the same
route to this point

Chronic cough
Trial of treatment, then
review appointment to
reassess symptoms

Breathlessness
Managed on the risk-
stratified results, with no
treatment trial

Clear diagnosis made
disease-specific pathway

Symptoms resolved
patient discharged

No diagnosis,
ongoing symptoms
to the neighbourhood
clinic

Normal results or
resolved
patient discharged

Results indicate a
diagnosis
patient enters diagnostic
pathway, with a face-to-
face appointment where
needed to determine
suitability for
neighbourhood

Admin team 
Runs searches and or
receives e-form and books
initial appointment

ANP / specialist
nurse / GP
who did the initial
appointment reviews the
results

Patient referred into the
neighbourhood respiratory clinic
from primary care, or re-entering via the
quick route back

Clinician refers the patient
into the neighbourhood clinic

Initial appointment in clinic
GP with specialist role / community
respiratory consultant / ANP — this role
must be able to prescribe. Explore results
of tests · prescribe medication if needed ·
education and advice · referral to one or
more clinic roles

Patient discharged from the clinic
with a management plan, and a quick
route back into the pathway

Clinicians makes a referral
to another clinic role or for further
testing, or discharges the patient

Appointment with clinic member
AHP · psychology · smoking cessation ·
wellbeing and lifestyle coach · specialist
nurse

2nd review post-intervention
by a member of the neighbourhood
clinic who is able to prescribe

Discussed at MDT
Core — respiratory consultant; respiratory
physician +/- cardiac input; ANP. Nice to
have — AHPs

Diagnosis of a problem that is not
respiratory
patient contacted to discuss next steps

then referral back to the clinic for a
different service or on to secondary care

MDT discusses patient 

Primary care / general practice Test bundle - location varies based on local infrastructure Neighbourhood clinic

Pathway step / workforce Secondary care

PRIMARY CARE PATHWAY

Referral to resp pathway in
secondary care
for specialist respiratory care, or advice
and guidance

NEIGHBOURHOOD CLINIC →  SECONDARY CARE


