
Chronic breathlessness in adults is defined as breathlessness lasting longer than 8 weeks.  It

is among the most common reasons people consult in primary care, and it frequently

becomes a long-term condition driven by multiple treatable traits rather than a single disease.

Many patients attend healthcare settings repeatedly before an explanatory diagnosis and

effective management plan are reached.
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Primary care plays a central role in early identification, investigation and management. A

structured approach improves outcomes, reduces variation, avoids unnecessary referrals and

supports timely detection and treatment of serious disease.

The 2023 NHS England Adult Breathlessness Pathway (pre-diagnosis) diagnostic pathway

support tool sets out recommendations for primary care (Figure 2, page 3).1

Complementing this, the National CLEAR Programme, working with the Respiratory

Transformation Partnership (RTP)’s Elective Care Respiratory Pathways programme, has

developed a pathway describing best practice for the delivery of breathlessness services

within integrated neighbourhood respiratory care systems (Figure 3, pages 4-5).  The

CLEAR pathway promotes initial assessment within primary care, with onward referral to a

neighbourhood respiratory hub. This is where the patients symptoms have not been resolved,

they remain undifferentiated and before a formal referral to secondary/specialist care is

made (where it's deemed necessary). They additionally support improved coding, fewer

repeat appointments in primary care, funding for diagnostic tests and neighbourhood

respiratory hubs, standardised referral criteria, access to multidisciplinary team specialists

and close integration with neighbourhood services.
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This resource provides a practical guide to assessing and managing adults with chronic

breathlessness in primary care. 

Simple guide to the assessment and
management of chronic breathlessness
in primary care (in adults)

Introduction
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Mental health

Anxiety, panic disorder, depression

Respiratory

COPD, asthma, interstitial lung disease,

bronchiectasis, pleural effusion, lung

cancer, pulmonary vascular disease,

obstructive sleep apnoea

Breathing pattern

Breathing pattern disorder, inducible

laryngeal obstruction, expiratory

central airway collapse (ECAC)

Cardiac

Heart failure with reduced or preserved

ejection fraction, ischaemic heart

disease, valvular disease, arrhythmia

Functional

Deconditioning, obesity, post-viral

illness, long COVID

Haematological

Anaemia, iron deficiency,

without anaemia

Rarely a single cause. Finding one

is not a reason to stop looking.

1.1 Causes of chronic breathlessness

Figure 1: Causes of chronic breathlessness, grouped by system.

Chronic breathlessness:

is reported by 9–11% of the general population, rising to 25% of people over 70;1

occurs unequally: one in four of the poorest fifth of the population is affected daily;5

significantly impairs quality of life, causing loss of independence, social isolation;  6

drives high healthcare use, accounting for about 4% of GP consultations, 5% of

emergency department presentations and reported by 12% of patients at medical

admission;1

is frequently diagnosed late. Over half of people later diagnosed with COPD had

presented with respiratory symptoms for more than five years beforehand.  Heart failure

is also diagnosed late: only a quarter of people with heart failure followed the correct

diagnostic pathway and 79% were diagnosed during an emergency admission.

7

8,9

More than two-thirds of chronic breathlessness is cardiac or respiratory in origin, and half of

cases in adults over 40 years are explained by heart failure, chronic obstructive pulmonary

disease (COPD), obesity, anaemia, anxiety or depression. However, the aetiology is

multifactorial in about a third of people, and symptom severity correlates poorly with objective

measurements such as forced expiratory volume (FEV ).1
1,4

A treatable traits approach is therefore more useful than a search for one diagnosis:

identifying and addressing each contributing mechanism and address each, rather than

treating only the dominant condition. Figure 1 (below) groups the causes by system. Figure 5

(page 10) summarises the treatable traits associated with chronic breathlessness.

1.2 Why is it so important to get this right in primary care?

2

Other systemic causes

Thyroid disease, neuromuscular disease, poorly

controlled diabetes, chronic liver disease

Multifactorial in around 1 in 3 people: Over two-thirds is cardiorespiratory in origin, and symptom

severity correlates poorly with measures such as FEV1.



For acute severe

breathlessness or red

flags consider urgent

specialist assessment.

Clinical judgement to be

used at all times.

Symptoms and signs

including chest pain,

haemoptysis, cyanosis,

unable to speak in

sentences, confusion,

agitation, unilateral leg

swelling, inspiratory and

expiratory stridor

Increased risk of VTE

Rapidly progressing

symptoms

New low resting SpO2 or

reduction during minimal

exercise

Unexplained reduction in

SpO2 and elevated

respiratory rate.

Red flags include:

Breathlessness is frequently multi-factorial without a single specific diagnosis.

Anxiety, depression, low physical activity and deconditioning are commonly associated with breathlessness.
 

Figure 2: NHS England Diagnostic pathway for patient presenting with chronic
persistent breathlessness 2023    (>8 weeks duration)
Figure 2: NHS England Diagnostic pathway for patient presenting with chronic
persistent breathlessness 2023

Clinical assessment

History and physical examination

including:

Smoking history and body mass

index.

Initial investigations according to

clinical judgement:

FBC/TFTs/biochemistry

Electrocardiogram (ECG)

NT-proBNP

Chest X-ray

Spirometry + reversibility with

bronchodilators

Fractional exhaled nitric oxide

(FeNO)

Patient health questionnaire

(PHQ4)

MRC breathlessness scale

GP physical activity

questionnaire (GPPAQ)

If diagnosis clear, undertake

confirmatory investigations as

appropriate and management of the

condition:

Reassess after appropriate

timescale.

Adapted from NHSE https://www.england.nhs.uk/wp-content/uploads/2023/04/diagnostic-pathway-diagram-scaled.jpg

Diagnosis unclear

Discuss and implement

further investigative plan at

unexplained breathlessness

MDM utilitising community

diagnositic centres.

Pulmonary function tests

CT thorax

Echocardiogram

Ambulatory ECG

monitoring.

Identify and confirm

suspected diagnoses.

Undertake appropriate

management.

Management

Breathlessness self-management, smoking cessation, healthy lifestyle support including maintaining

activity and weight management.

Management

Breathlessness self-management, structured exercise

rehabilitation, physiotherapy for breathing control

exercises, occupational therapy, pyschological support.

Diagnosis remains
unclear

Refer to respiratory

physician or cadiologist

for further

investigations:

Including

cardiopulmonary

exercise test.

FBC: Full blood count   TFTs: Thyroid function tests   VTE: Venous thromboembolism

Unexplained breathlessness Medical Decision Making (MDM): The assessment, diagnosis and management of breathlessness is

hampered by its inherent complexity and a multidisciplinary approach should be taken, with the patient utilising a one-stop-shop

approach at a local community diagnostic centre where this is available.

2. National pathways on the management of chronic
breathlessness
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Tests and initial results

Primary care pathway

Figure 3: National CLEAR Programme Breathlessness Pathway

Diagnosis and interpretation

Case finding

Searches run on patients:

• Coded as breathless over a period of time

without other diagnosis, using urgent

care/A&E

• Coded as smoker/ex-smoker with

antibiotics/ steroid prescription

• EMIS search using best-practice criteria

Admin team run searches

Patients presenting with breathlessness at

the GP

Admin/reception team receive e-form

and book an initial appointment

Community outreach

Hard-to-reach or poorly engaged groups

VCSE partner runs community outreach

and completes referral to GP practice

Initial appointment

• History taking

    • Coding

    • Red-flag screen

• Examination

• GAD-7 screening

• Referral for Group A tests

• Referral for Group B tests

• Education on the stages of the pathway

and self-management given

HCA completes these

tests in one appointment

Staff member (Nurse/HCA)

with training completes and

reports on these tests

Results interpretation and risk

stratification completed for

patient

ANP/ Specialist Nurse/GP

that completed the initial

appointment

Patient has normal

results and symptoms

resolved

Patient is contacted

via text/telephone

to talk through

results and explain

next steps

Results indicate

diagnosis

Patient is contacted

via text/telephone

to talk through

results and explain

next steps

Patient is contacted

via text/telephone

to talk through

results and explain

next steps

Patient is referred

into a diagnosis

specific pathway,

with a face-to-face

appointment where

needed to

determine

suitability for

neighbourhood

clinic

Admin books

a face to face

appointment

with GP and

pathway

referral

Patient has

ongoing

breathlessness

symptoms and

needs further

intervention

ANP/Specialist Nurse/GP completes

initial face to face assessment and

completes referrals for groups of

tests. Provides education and leaflet

Group A tests in 1 appointment: 

Bloods, CXR, ECG

Group B tests in 1 appointment:

FeNO and Spirometry

Red flags coded and escalated

to urgent suspected cancer

referral pathway

Results may be normal

or inconclusive

Discharged but

has a quick route

back into the

pathway

Primary care/General practice

P
a
ti

e
n
t 
re

fe
rr

e
d

 i
n
to

 t
h

e
 N

e
ig

h
b

o
u
rh

o
o

d
 R

e
s
p

ir
a
to
ry

 C
lin

ic

4



Neighbourhood clinic → Secondary care pathway

Neighbourhood clinic Secondary care

Figure 3: National CLEAR Programme Breathlessness Pathway (cont.)

Clinician

refers

patient into

neighbour-

hood clinic

Referral to secondary care for

specialist care or advice and

guidance

Patient is contacted to

discuss next steps and

referral into secondary

care

Patient discharged from the clinic with a management

plan but has a quick route back into the pathway

Patient referred

into the

Neighbourhood

Respiratory

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 1+ clinic

roles

Makes a referral

to other role in

clinic / further

testing, or

discharges the

patient

Appointment with clinic

member

• AHP

• Psychology

• Smoking cessation

• Wellbeing & lifestyle coach

• Specialist nurse

MDT member sees

patient and assesses if

further review or

discharge is needed;

refers back to initial

clinician

2nd review post-intervention:

by a member of the

neighbourhood clinic who is

able to prescribe

Refers patient back into

neighbourhood clinic/

takes patient to MDT/

makes a diagnosis

Referred back to another role
within the clinic

Discussed at MDT

Core - Respiratory

consultant;

Respiratory

Physician +/-

cardiac input; ANP.

Nice to have - AHPs

Discussion at

MDT, referral to

neighbourhood

clinic or to

secondary care

Diagnosis of problem
that is not respiratory

Referral to specialist in

secondary care or a specialist

other service, plus advice and

guidance

Patient is contacted to

discuss next steps and

referral into secondary care

abx:antibiotics CXR:Chest x-rayANP:Advanced Nurse Practitioner

MDT: Multi-disciplinary team

AHP:Allied Healthcare Professional ECG: Electrocardiogram

HCA: Healthcare AssistantFeNo: Fractional exhaled nitric oxide

Colour key Primary care/general practice Secondary care Pathway step/workforceTest bundle (Neighbourhood/primary care/CDC) Neighbourhood Clinic

VCSE: Voluntary, Community and Social Enterprise
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3. How should you assess and support someone
presenting with chronic breathlessness?
Presentation of someone with chronic breathlessness

Breathlessness is often attributed by the patient to age, weight or unfitness and may not be

reported spontaneously, so a careful history is needed to establish duration. Patients may not

raise it repeatedly, and a proactive approach to reassessment is encouraged.1

Table 1: Red flags (urgent suspected cancer care referral pathway)10

Acute or rapidly worsening

breathlessness

Stridor, or unable to speak in full

sentences

New hypoxia, confusion, agitation or

cyanosis

Haemoptysis in anyone aged 40 or

over

Unexplained weight loss, night sweats

or persistent fever

Persistent hoarseness, dysphagia or

unexplained neck lump

Exertional syncope or pre-syncope

N-terminal pro-B-type natriuretic

peptide (NT-proBNP) above 2000 ng/L

RED FLAG

Step 1: Initial assessment

This should first exclude red flags requiring same-day or urgent referral (Table 1, below).

People without a diagnosis need a face-to-face consultation so that physical examination can

be performed.

Finger clubbing

Unilateral leg swelling, recent surgery,

immobility or active cancer

Same-day assessment. Consider pulmonary embolism (PE),

pneumothorax, acute coronary syndrome, acute heart failure, sepsis

Same-day emergency assessment. Do not attempt

spirometry

Same-day assessment. Includes a fall in saturations on

minimal exertion

Urgent suspected cancer pathway referral, before chest

X-ray, or following local guidelines

Investigate for malignancy or tuberculosis

Urgent suspected cancer pathway referral

Urgent cardiology referral. Consider aortic stenosis, pulmonary

hypertension, arrhythmia. Advise on DVLA reporting

Specialist assessment and echocardiography within 2 weeks

Consider urgent chest X-ray (to be performed within 2 weeks) to

assess for lung cancer in people aged 40 years and over

Consider PE. Same day assessment

The initial consultation of a patient with chronic breathlessness should be SNOMED

coded: SNOMED 870535009 is chronic breathlessness lasting at least 8 weeks.

Consistent coding makes the cohort searchable, supports case-finding among

repeat attenders, and allows audit against the standard that most patients should

have a diagnosis and management plan within six months of presentation.1

C
o

d
in

g
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Ask the patient what they have stopped doing

Patients often describe the limitation before they describe the breathlessness.

Ask what they have stopped doing. It gives you the MRC grade, an insight into

functional impact and a starting point for goal setting, all in one question.To
p

 t
ip

If no red flags are identified, take a more detailed history including:

Duration, onset, pattern and variability of breathlessness.

Associated cough, sputum, wheeze, chest pain, palpitations, ankle swelling and fatigue.

Triggers such as exercise, cold air, allergens, emotional stress or posture.

Orthopnoea and paroxysmal nocturnal dyspnoea.

Smoking and vaping history, including cannabis and other inhaled substances.

Occupational and environmental exposures.

Current medication and recent changes in therapy.

Comorbidities, previous venous thromboembolism, sleep quality and alcohol

consumption.

Mental health, especially anxiety and psychological distress.

Carer support and informal networks, including social isolation.

Assess the impact on sleep, daily activities, work, social functioning and mental wellbeing by

asking: “How does your breathlessness affect your life?” Severity should be recorded using

the Modified Medical Research Council (MRC) dyspnoea scale (Table 2, below). Specifically

enquire about exertional syncope or pre-syncope, as syncope must be reported to the DVLA.

Table 2: Modified Medical Research Council (MRC) dyspnoea scale

Examination

General: body mass index (BMI), signs of anaemia, weight loss, finger clubbing.

Vital signs: blood pressure, pulse rate and rhythm, respiratory rate, temperature, oxygen

saturation at rest and on exertion.

Chest: breathing pattern and accessory muscle use, auscultation.

Cardiovascular: heart sounds, peripheral oedema, jugular venous pressure.

Musculoskeletal: quadriceps bulk as a marker of deconditioning; calf swelling or

tenderness suggesting deep vein thrombosis.

7

Grade Degree of breathlessness related to activity

1

2

3

4

5

Not troubled by breathlessness except on strenuous exercise

Short of breath when hurrying on the level or walking up a slight hill

Walks slower than most people on the level, stops after a mile or so, or stops after 15

minutes walking at own pace

Stops for breath after walking about 100 yards or after a few minutes on level ground

Too breathless to leave the house, or breathless when dressing or undressing



A note on sequencing

NHS England advises fractional exhaled nitric oxide (FeNO) before spirometry.

Where FeNO is unavailable locally, do not hold up the rest of the bundle.

GROUP A (One appointment)

GROUP B (One appointment) Nurse or HCA trained in the tests

Consider (if the picture suggests it) Requested by the assessing clinician

Important to note

A normal test does not mean a normal patient. Spirometry may be normal in

asthma, NT-proBNP may be normal in heart failure with preserved ejection

fraction (HFpEF), and a raised BMI can produce a restrictive pattern with no lung

disease. Interpret the results together, explaining to the patient that normal

initial tests do not always provide an answer and may mean that further

investigation is needed.

Bundle the investigations

Bloods, chest X-ray and ECG as one appointment; spirometry, FeNO and physical

measurements as another. Fragmenting tests is the main cause of delay.To
p

 t
ip

Figure 4: Initial investigation bundles, grouped for efficient delivery
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Investigations in primary care

Investigations (tests) for breathlessness can be disjointed, causing delays. To avoid this, they

should be bundled as outlined in Figure 4 (below). Offering a single-appointment approach, if

operationally feasible, is ideal to reduce fragmentation and delay. 

HCA or trained nurse

Full blood count

Thyroid function tests (TFTs)

12-lead ECG

Renal, liver and bone profile

NT-proBNP

Chest X-ray

Spirometry +-reversibility

Oxygen saturation at rest

and on exertion

MRC dyspnoea grade

FeNO where airways

disease is suspected

Height, weight, BMI,

waist and neck

PHQ-4 or GAD-7

Iron studies*

Sleep-disordered

breathing screen

CT thorax, ambulatory ECG,

full PFTs

D-dimer with Wells score

Echocardiography

Cardiopulmonary

exercise testing

*Caution recommended regarding ferritin as this is an acute phase reactant and will be raised in infection/inflammation

NT-proBNP drives the referral timeframe for suspected heart failure, though local waiting

times should be considered. 

Above 2000 ng/L   Specialist assessment and echocardiography within two weeks

400–2000 ng/L      Assessment within six weeks

Below 400 ng/L    
Makes heart failure less likely, though it does not exclude heart failure

with preserved ejection fraction.  11



Discuss the fear–avoidance cycle

Address the fear–avoidance cycle directly. Many patients restrict activity out of

fear, which causes deconditioning, which worsens breathlessness on exertion.

Explaining that breathlessness is usually not harmful and encouraging graded

activity alongside referral to rehabilitation can be as valuable as pharmacological

optimisation.

To
p

 t
ip

Think multifactorial

Finding one cause is not a reason to stop looking, and a normal test does not

mean a normal patient.To
p

 t
ip

Self-management advice

From the initial presentation, provide self-management

advice, address lifestyle issues and support mental health

where appropriate.  This should include breathing control,

pacing, the handheld fan for episodes of breathlessness,

and community resources that help people learn to breathe

better such as walking groups, swimming, yoga, pilates or

tai chi. Personal care plans should include these options.

1

Step 3: Review results of investigations and address treatable traits

Refer to the respiratory or cardiology team: where initial investigations suggest further

assessment is needed, for example likely interstitial lung disease, bronchiectasis, an

abnormal chest X-ray, or a raised NT-proBNP.

Address treatable traits: management should be guided by objective findings wherever

possible. Multiple treatable traits commonly coexist and require simultaneous treatment

(Figure 5, page 10).
9

While awaiting investigation results, address any modifiable aggravants or contributors rather

than waiting for a diagnosis:

Smoking and vaping: offer tobacco dependency treatment at every contact. This is the

single most effective intervention across almost every cause on the list.

Medication review: consider rate-limiting drugs, drugs causing fluid retention and drug-

induced interstitial lung disease. Check inhaler technique and adherence where inhaled

therapy is already prescribed.

Deconditioning: encourage graded, paced activity rather than rest. Do not wait for

investigations to finish before starting.

Weight: refer to local weight management where appropriate and consider obesity-related

appropriate and restrictive physiology and obstructive sleep apnoea.

Environmental exposure: damp and mould, occupational dusts and fumes, and indoor and

outdoor air quality.

Add suspected clinical code where possible, for example: asthma suspected 394967008,

COPD suspected 204991000000107.

Step 2: Address modifiable aggravants



Treatable traits. Look for all of them.
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Figure 5: Treatable traits in chronic breathlessness

Where investigations are normal but symptoms persist, do not stop. Deconditioning,

breathing pattern disorder, obesity and anxiety are positive diagnoses with specific

treatments, not labels applied when tests are unremarkable. Anxiety and breathlessness

reinforce one another through hyperventilation, so screen explicitly rather than either

dismissing symptoms as ‘just anxiety’ or ignoring anxiety once a physical cause is found.

Airways disease

Confirm the diagnosis before

escalating therapy. Check inhaler

technique and adherence. Check the

blood eosinophil count for evidence of

steroid-responsive disease.

Heart failure

Titrate to target doses and

monitor.

Anaemia

Correct it, find the cause, and re-

check.

Deconditioning

Pulmonary rehabilitation or

structured exercise - a diagnosis in

its own right.

Breathing pattern disorder

Refer for physiotherapy-led

breathing retraining. Signpost to

www.physiotherapyforbpd.org.uk

for more information and support.

Anxiety and low mood

Treat alongside physical causes,

never instead of looking for them. 

Obesity

Local weight management;

consider obstructive sleep apnoea.

Tobacco dependency

Offer treatment at every contact -

the single most effective

intervention.

When to refer for specialist assessment:

Immediately or same day where acute severe breathlessness or same-day red flags are

present. Urgently, on the suspected cancer pathway, where relevant red flags are present.

Where initial investigations suggest a condition requiring specialist management, such as

interstitial lung disease, bronchiectasis or heart failure. Where there is no meaningful

response to treatment of identified treatable traits after 4–8 weeks. Where the diagnosis

remains unclear, symptoms are disproportionate to the findings, or there is complex

multimorbidity or diagnostic uncertainty. Where the patient, carer or family remains

concerned.

Availability of specialist services

Establish what advice, diagnostic and management services are available for

people with breathlessness in your locality to inform referral for specialist

assessment. This could be via your secondary care teams.To
p

 t
ip

http://www.physiotherapyforbpd.org.uk/


4. Top tips for the management of breathlessness in
primary care

Code all patients with chronic breathlessness (over 8 weeks) at the initial

consultation, using SNOMED 870535009 “chronic breathlessness”.

Bundle the investigations. Bloods, chest X-ray and ECG as one appointment;

spirometry, FeNO and physical measurements as another. Fragmenting tests is the

main cause of delay.

Ask a breathless patient what they have stopped doing and name the fear–

avoidance cycle out loud.

Think multifactorial. Finding one cause is not a reason to stop looking, and a

normal test does not mean a normal patient.

Establish what advice, diagnostic and management services are available for

people with breathlessness in your locality to inform referral. This could be via your

secondary care teams.

11

 Primary Care Respiratory Society (PCRS)

Management of chronic breathlessness in primary care – On demand webinar: www.pcrs-

uk.org/resource/current/demand-webinar-management-chronic-breathlessness-adults-

within-primary-care

PCRS Position Statement - Chronic breathlessness www.pcrs-

uk.org/resource/current/pcrs-position-statement-chronic-breathlessness 

Spirometry: www.pcrs-uk.org/spirometry

FeNO: www.pcrs-uk.org/feno 

Breathing, Thinking, Function Model to Support the Management of Breathlessness:

www.pcrs-uk.org/resource/current/breathing-thinking-functioning-model-support-

management-breathlessness 

Podcast – The impact of respiratory disease on mental health: www.pcrs-

uk.org/resource/current/podcast-impact-respiratory-disease-mental-health

NHS England and Improvement

Adult breathlessness pathway (pre-diagnosis) and chronic breathlessness e-learning via

Respiratory Futures: www.england.nhs.uk/long-read/adult-breathlessness-pathway-pre-

diagnosis-diagnostic-pathway-support-tool

Advice and Guidance (A&G) for breathlessness. These will be made available via GIRFT:

https://gettingitrightfirsttime.co.uk

Resources

https://gettingitrightfirsttime.co.uk/


 The National CLEAR Programme

www.clearprogramme.org.uk

Health Innovation, Oxford

Elective Care Respiratory Pathways programme: www.healthinnovationoxford.org/clinical-

priorities/respiratory/elective-care-respiratory-programme/

Scaling breathlessness pathways in primary and secondary care:

www.healthinnovationoxford.org/clinical-priorities/respiratory/elective-care-respiratory-

programme/breathlessness

 

Asthma + Lung UK

Breathlessness information: www.asthmaandlung.org.uk/symptoms-tests-

treatments/symptoms/breathlessness 

International Primary Care Respiratory Group (IPCRG)

Desktop Helper No.17 - Breathlessness in adults: A practical guide for primary care

clinicians www.ipcrg.org/DTH17

Resources (cont.)
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	Simple guide to the assessment and management of chronic breathlessness in primary care (in adults)
	Introduction
	Chronic breathlessness in adults is defined as breathlessness lasting longer than 8 weeks.1 It is among the most common reasons people consult in primary care, and it frequently becomes a long-term condition driven by multiple treatable traits rather than a single disease. Many patients attend healthcare settings repeatedly before an explanatory diagnosis and effective management plan are reached.
	Primary care plays a central role in early identification, investigation and management. A structured approach improves outcomes, reduces variation, avoids unnecessary referrals and supports timely detection and treatment of serious disease.
	The 2023 NHS England Adult Breathlessness Pathway (pre-diagnosis) diagnostic pathway support tool sets out recommendations for primary care (Figure 2, page 3).1
	Complementing this, the National CLEAR Programme, working with the Respiratory Transformation Partnership (RTP)’s Elective Care Respiratory Pathways programme, has developed a pathway describing best practice for the delivery of breathlessness services within integrated neighbourhood respiratory care systems (Figure 3, pages 4-5).2,3 The CLEAR pathway promotes initial assessment within primary care, with onward referral to a neighbourhood respiratory hub. This is where the patients symptoms have not been resolved, they remain undifferentiated and before a formal referral to secondary/specialist care is made (where it's deemed necessary). They additionally support improved coding, fewer repeat appointments in primary care, funding for diagnostic tests and neighbourhood respiratory hubs, standardised referral criteria, access to multidisciplinary team specialists and close integration with neighbourhood services.
	This resource provides a practical guide to assessing and managing adults with chronic breathlessness in primary care.
	Authors: Dr Anne-Marie Cole, GP; Nicola Standring Brown, Senior Nurse Educator

	1.1 Causes of chronic breathlessness
	1.2 Why is it so important to get this right in primary care?
	2. National pathways on the management of chronic breathlessness
	Figure 2: NHS England Diagnostic pathway for patient presenting with chronic persistent breathlessness 2023    (>8 weeks duration)
	Figure 2: NHS England Diagnostic pathway for patient presenting with chronic persistent breathlessness 2023
	Breathlessness is frequently multi-factorial without a single specific diagnosis.
	Anxiety, depression, low physical activity and deconditioning are commonly associated with breathlessness.
	Diagnosis remains unclear
	Including cardiopulmonary exercise test.

	Clinical assessment
	History and physical examination including:
	Smoking history and body mass index.
	Initial investigations according to clinical judgement:
	FBC/TFTs/biochemistry
	Electrocardiogram (ECG)
	NT-proBNP
	Chest X-ray
	Spirometry + reversibility with bronchodilators
	Fractional exhaled nitric oxide (FeNO)
	Patient health questionnaire (PHQ4)
	MRC breathlessness scale
	GP physical activity questionnaire (GPPAQ)
	If diagnosis clear, undertake confirmatory investigations as appropriate and management of the condition:
	Reassess after appropriate timescale.

	Diagnosis unclear
	Pulmonary function tests
	CT thorax
	Echocardiogram
	Ambulatory ECG monitoring.
	Identify and confirm suspected diagnoses.
	Undertake appropriate management.
	Management
	Breathlessness self-management, structured exercise rehabilitation, physiotherapy for breathing control exercises, occupational therapy, pyschological support.
	Management

	Breathlessness self-management, smoking cessation, healthy lifestyle support including maintaining activity and weight management.
	For acute severe breathlessness or red flags consider urgent specialist assessment.

	Clinical judgement to be used at all times.
	Symptoms and signs including chest pain, haemoptysis, cyanosis, unable to speak in sentences, confusion, agitation, unilateral leg swelling, inspiratory and expiratory stridor
	Increased risk of VTE
	Rapidly progressing symptoms
	New low resting SpO2 or reduction during minimal exercise
	Unexplained reduction in SpO2 and elevated respiratory rate.

	Red flags include:
	FBC: Full blood count   TFTs: Thyroid function tests   VTE: Venous thromboembolism
	Unexplained breathlessness Medical Decision Making (MDM): The assessment, diagnosis and management of breathlessness is hampered by its inherent complexity and a multidisciplinary approach should be taken, with the patient utilising a one-stop-shop approach at a local community diagnostic centre where this is available.
	Adapted from NHSE https://www.england.nhs.uk/wp-content/uploads/2023/04/diagnostic-pathway-diagram-scaled.jpg



	Figure 3: National CLEAR Programme Breathlessness Pathway
	Figure 3: National CLEAR Programme Breathlessness Pathway (cont.)
	Neighbourhood clinic → Secondary care pathway

	Secondary care
	Neighbourhood clinic
	Patient discharged from the clinic with a management plan but has a quick route back into the pathway
	Patient referred into the Neighbourhood Respiratory 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 1+ clinic roles

	Appointment with clinic member
	• AHP
	• Psychology
	• Smoking cessation
	• Wellbeing & lifestyle coach
	• Specialist nurse
	Discussed at MDT
	Core - Respiratory consultant; Respiratory Physician +/-cardiac input; ANP.
	Nice to have - AHPs
	Discussion at MDT, referral to neighbourhood clinic or to secondary care
	Clinician refers patient into neighbour-hood clinic
	MDT member sees patient and assesses if further review or discharge is needed; refers back to initial clinician
	2nd review post-intervention: by a member of the neighbourhood clinic who is able to prescribe
	Makes a referral to other role in clinic / further testing, or discharges the patient
	Diagnosis of problem that is not respiratory
	Refers patient back into neighbourhood clinic/ takes patient to MDT/ makes a diagnosis
	Referred back to another role within the clinic
	Referral to secondary care for specialist care or advice and guidance
	Patient is contacted to discuss next steps and referral into secondary care
	Referral to specialist in secondary care or a specialist other service, plus advice and guidance
	Patient is contacted to discuss next steps and referral into secondary care

	abx:
	antibiotics


	AHP:
	Allied Healthcare Professional

	ANP:
	Advanced Nurse Practitioner

	CXR:
	Chest x-ray

	ECG:
	Electrocardiogram
	FeNo:
	Fractional exhaled nitric oxide


	HCA:
	Healthcare Assistant

	MDT:
	Multi-disciplinary team

	VCSE:
	Voluntary, Community and Social Enterprise
	Colour key


	Presentation of someone with chronic breathlessness
	Step 1: Initial assessment

	Table 2: Modified Medical Research Council (MRC) dyspnoea scale
	Grade
	Degree of breathlessness related to activity

	Top tip
	Ask the patient what they have stopped doing

	Examination
	Investigations in primary care
	Investigations (tests) for breathlessness can be disjointed, causing delays. To avoid this, they should be bundled as outlined in Figure 4 (below). Offering a single-appointment approach, if operationally feasible, is ideal to reduce fragmentation and delay.

	Figure 4: Initial investigation bundles, grouped for efficient delivery
	HCA or trained nurse
	GROUP A (One appointment)
	Full blood count
	Thyroid function tests (TFTs)
	12-lead ECG
	Renal, liver and bone profile
	NT-proBNP
	Chest X-ray
	Nurse or HCA trained in the tests

	GROUP B (One appointment)
	Spirometry +-reversibility
	Oxygen saturation at rest and on exertion
	MRC dyspnoea grade
	FeNO where airways disease is suspected
	Height, weight, BMI, waist and neck
	PHQ-4 or GAD-7
	Requested by the assessing clinician

	Consider (if the picture suggests it)
	Iron studies*
	Sleep-disordered breathing screen
	CT thorax, ambulatory ECG, full PFTs
	D-dimer with Wells score
	Echocardiography
	Cardiopulmonary exercise testing

	A note on sequencing
	NHS England advises fractional exhaled nitric oxide (FeNO) before spirometry. Where FeNO is unavailable locally, do not hold up the rest of the bundle.

	Important to note
	A normal test does not mean a normal patient. Spirometry may be normal in asthma, NT-proBNP may be normal in heart failure with preserved ejection fraction (HFpEF), and a raised BMI can produce a restrictive pattern with no lung disease. Interpret the results together, explaining to the patient that normal initial tests do not always provide an answer and may mean that further investigation is needed.
	NT-proBNP drives the referral timeframe for suspected heart failure, though local waiting times should be considered.
	Above 2000 ng/L   Specialist assessment and echocardiography within two weeks
	400–2000 ng/L      Assessment within six weeks
	Makes heart failure less likely, though it does not exclude heart failure with preserved ejection fraction.11

	Below 400 ng/L

	Top tip
	Bundle the investigations
	Bloods, chest X-ray and ECG as one appointment; spirometry, FeNO and physical measurements as another. Fragmenting tests is the main cause of delay.

	Step 2: Address modifiable aggravants
	Self-management advice

	Step 3: Review results of investigations and address treatable traits

	Figure 5: Treatable traits in chronic breathlessness
	Treatable traits. Look for all of them.
	Airways disease
	Confirm the diagnosis before escalating therapy. Check inhaler technique and adherence. Check the blood eosinophil count for evidence of steroid-responsive disease.

	Heart failure
	Titrate to target doses and monitor.

	Anaemia
	Correct it, find the cause, and re-check.

	Deconditioning
	Pulmonary rehabilitation or structured exercise - a diagnosis in its own right.

	Breathing pattern disorder
	Refer for physiotherapy-led breathing retraining. Signpost to www.physiotherapyforbpd.org.uk for more information and support.

	Anxiety and low mood
	Treat alongside physical causes, never instead of looking for them.

	Obesity
	Local weight management; consider obstructive sleep apnoea.

	Tobacco dependency
	Offer treatment at every contact - the single most effective intervention.
	Where investigations are normal but symptoms persist, do not stop. Deconditioning, breathing pattern disorder, obesity and anxiety are positive diagnoses with specific treatments, not labels applied when tests are unremarkable. Anxiety and breathlessness reinforce one another through hyperventilation, so screen explicitly rather than either dismissing symptoms as ‘just anxiety’ or ignoring anxiety once a physical cause is found.


	When to refer for specialist assessment:
	Top tip
	Availability of specialist services
	Establish what advice, diagnostic and management services are available for people with breathlessness in your locality to inform referral for specialist assessment. This could be via your secondary care teams.
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