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About the Health Innovation 

Network South London 
 
This review was delivered by the Health Innovation Network South London (HIN) on behalf of NHS 
England and the London Respiratory Clinical Network. The HIN is the health innovation network for 
south London, one of 15 across England. We are the bodies uniquely established to connect NHS and 
academic organisations, local authorities, the third sector and industry, in order to increase the spread 
and adoption of innovation across large populations, at pace and scale. 
 
The HIN is embedded within and understands London’s health and care system. We bring a wealth of 
experience delivering real-world evaluations that provide insights and actionable recommendations. 
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Glossary 
 
ARTP  Association for Respiratory Technology & Physiology 
CDC  Community Diagnostic Centre 
CO  Carbon Monoxide 
COPD  Chronic Obstructive Pulmonary Disease 
DNA  Did Not Attend 
FeNO  Fractional Exhaled Nitric Oxide 
FTE  Full Time Equivalent 
HEPA  High Efficiency Particulate Air 
HIN  Health Innovation Network South London 
ICB  Integrated Care Board 
IQIPS  Improving Quality in Physiological Services Accreditation 
KCH  King’s College Hospital NHS Foundation Trust 
KPI  Key performance indicator 
MDT  Multidisciplinary Team 
MRC  Medical Research Council 
NICE  National Institute of Health and Care Excellence 
NWL  North West London 
PCN  Primary Care Network 
SEL   South East London 
SOP  Standard Operating Procedure 
UKAS  United Kingdom Accreditation Service 
VPN  Virtual Private Network 
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Executive summary 
 

Introduction 
 
Respiratory disease is a major NHS priority (1, 2). Conditions such as asthma and chronic obstructive 
pulmonary disease (COPD) affect millions of people, place significant pressure on health services, and 
disproportionately impact disadvantaged communities (3). National initiatives have therefore focused 
on improving access to high quality, consistent and accessible respiratory investigations to support 
earlier and accurate diagnosis. 
 
Respiratory diagnostic service models aim to deliver equitable access to quality assured diagnostic 
testing, including spirometry, in line with national spirometry commissioning standards (4). In the 
London region, systems can refer to the NHS England London service specification for respiratory 
diagnostic service models, published by the Regional Respiratory Clinical Network (5). The specification 
sets out co-produced recommendations for delivering accurate respiratory diagnosis for patients with 
breathlessness and other respiratory symptoms at a population level.  
 
NHS England and the London Respiratory Clinical Network commissioned the Health Innovation 
Network South London to undertake a mixed methods review of two different respiratory diagnostic 
service models, which were developed in London, informed by the regional service specification. A case 
study approach was adopted to understand the delivery, utility and effectiveness of these different 
models, to support the further development and scaling of best practice across London.  
 

Findings 
 
Across London, the respiratory diagnostic landscape is diverse, with two predominant service models in 
operation: specialist‑led and primary care‑led services. While both models can deliver quality assured 
spirometry and support accurate diagnosis in the community, they differ in delivery setting, scale, 
workforce configuration, and operational performance. Table 1 summarises the implementation and 
impact of two individual mature service models. Each model presents distinct trade‑offs in terms of 
access, cost, workforce requirements and expertise, and sustainability. 
 
Table 1: Summary of case study respiratory diagnostic service models 

Domain Specialist-led service Primary care-led service 

Model 
overview 

• Launched in 2018, covers two 
London boroughs 

• Transitioned from five sites to 
acute trust based with two 
community clinics 

• Shift driven by GP room 
shortages, high patient did not 
attend (DNA) rates and 
ventilation requirements 
reducing patients seen 

• All essential diagnostics 
provided and extends beyond 
the basic model outlined in the 
London Respiratory Clinical 
Network specification 

• Launched in 2022, covers one 
London borough 

• Delivered by a GP federation 
across two community sites 

• Largely consistent model since 
inception, although staffing has 
evolved overtime 

• Most essential diagnostics 
provided and extends beyond 
the basic model outlined in the 
London Respiratory Clinical 
Network specification 
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Workforce • Five staff, all Association for 
Respiratory Technology & 
Physiology (ARTP) trained 

• Assistant physiologists deliver 
testing and admin, and 
specialist and principal 
physiologists provide quality 
assurance and clinical oversight 

• Access to a consultant 
respiratory physician for 
support and oversight 

• 11 staff, mix of permanent and 
agency staff performing or 
interpreting spirometry, and 
substantial operational 
management and administration 
capacity 

• Multidisciplinary team (MDT) for 
clinical oversight 

Utilisation and 
efficiency 

• 399 referrals per month on 
average 

• 249-day appointment wait on 
average 

• 1.13 referrals per available 
appointments – demand 
exceeds capacity 

• 72% attendance rate 

• 112 referrals per month on 
average 

• 100% of accepted referrals 
offered an appointment within 20 
working days  

• 85% attendance rate 

Implementation Enablers: 

• Acute trust infrastructure and 
standards, and flexible 
specialist oversight support 
quality and implementation 

Barriers: 
• Long waits, primary care system 

integration and limited funding 
for clinical oversight and 
administration constrain 
delivery 

Enablers: 

• Flexible MDT working, strong 
clinical input, and skilled 
administrative staff support 
delivery 

Barriers: 
• Workforce recruitment and 

primary care integration 
challenges delivery 
 

System 
integration 

• Community diagnostic centre 
(CDC) not yet locally 
established 

• No direct referrals into the local 
CDC 

Equity • Equitable access across 
population groups 

• Higher did not attend rates 
among young adults and males 

• Equitable access across 
population groups 

Impact • 24% of results indicative of 
asthma and 8% COPD 

• 25% of results indicative of 
asthma and 32% COPD 

Costs • The approximate annual cost of 
the service is £181,493 

• Oncosts and overheads are not 
included 

• The approximate annual cost of 
the service is £117,375 

• No specific staff costings 
provided and oncosts included 

Sustainability • Sustainability challenged by 
high demand, long waiting lists, 
and limited administrative 
support 

• Walk‑in fractional exhaled nitric 
oxide testing is being explored 
to reduce wait times for asthma 
diagnostics  

• A need to upskill GPs to use test 
results confidently for accurate 
diagnosis 

• Staff progressing towards ARTP 
qualifications 
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At a system level, there was a strong sense of achievement in the scale and breadth of respiratory 
diagnostic services models established. There was also a shared recognition of the need to improve 
standardisation and alignment with the London Respiratory Clinical Network specification, while 
continuing to respond to the policy direction, system reform and emerging technologies.  
Strengthening governance, accountability, and collaboration was identified as critical to sustaining 
effective and high-quality respiratory diagnostic service models and pathways. 
 

Recommendations 
 
The review sets out eight recommendations to support the continued development, scale and spread of 
respiratory diagnostic service models.  
 

Service level recommendations 
Aimed at commissioners and providers, focusing on the practical and operational considerations 
required to design, implement, and oversee respiratory diagnostic service models. 
 

1. Design and implement a respiratory diagnostic service model that is aligned with the 
London Respiratory Clinical Network specification and is embedded within the local 
respiratory pathway. The model should deliver the full suite of quality assured diagnostic tests, 
align with local workforce capacity and build on existing processes and systems. 

a. Use the London Respiratory Clinical Network specification as a core blueprint, ensuring 
delivery of the full suite of quality assured tests and progressing towards essential and full 
model requirements. 

b. Design the service as a pathway considering community respiratory services, CDCs and 
referral processes, rather than as a standalone model. 

c. Understand current and projected demand for respiratory diagnostic services and design 
the model and capacity to meet that demand. 

d. Consider a specialist-led or primary-care led approach based on existing local workforce 
dynamics and recruitment patterns to ensure sustainability. 

e. Avoid unnecessary system duplication by operationally drawing on existing services 
processes, risk assessments, governance arrangements, and clinical protocols (such as 
infection control processes of an existing model). 

f. Adopt a phased implementation approach to test operational assumptions, refine 
processes, embed learning, and strengthen accountability prior to full roll out. 
 

2. Resource and develop the respiratory diagnostic model workforce to deliver quality assured 
spirometry, alongside appropriate clinical oversight, MDT input, and administrative support. 

a. Fund and protect time for clinical oversight, alongside providing adequate administration 
capacity to support delivery. 

b. Understand the trade-offs between specialist-led full clinical reporting and the otherwise 
wraparound clinical and MDT support required for GPs to interpret results, particularly in 
primary care-led models. 

c. Develop robust workforce contingency plans, including flexible arrangements to manage 
staff sickness, room availability, and the appropriate use of temporary or agency staffing 
where required. 

d. Offer additional staff training in managing violence, aggression, and patient conflict, 
especially for staff working alone or in community 

e. Ensure appropriate investment, supervision and flexibility for staff undertaking ARTP 
qualifications. 

 
3. Establish the estates, infrastructure, data and operational enablers required to deliver a 

reliable and high performing respiratory diagnostic service, minimising disruption to patients 
and supporting system oversight. 
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a. Consider service location and coverage based on patient accessibility, the potential 
impact on DNA rates, and operational feasibility across the integrated care board (ICB). 

b. Secure clinical spaces that are reliable and compliant with infection quality control 
requirements to reduce the risk of last-minute cancellations and service inefficiencies. 

c. Invest in high quality diagnostic equipment that aligns with existing clinical and 
information systems, recognising the upfront costs albeit the benefits in reduced manual 
data entry and improved data quality. 

d. Set up effective processes for key performance indicator reporting (such as waiting times, 
DNA rates, accepted and rejected referrals) to support accurate and timely data capture, 
minimise manual reporting and strengthen governance and system level oversight. 

e. Conduct annual audits in accordance with the London Respiratory Clinical Network 
specification to understand adherence and identify what is working well and areas for 
improvement. 

f. Proactively address delays and long waiting lists by expanding clinic capacity, updating 
procedures to reflect new guidelines, supporting patients to manage appointment slots, 
as well as making effective use of administrative roles for multichannel appointment 
reminders to support patient attendance. 
 

4. Ensure patient access, experience, and equity are embedded within service design and 
delivery, supported by proactive use of data and meaningful patient involvement.  

a. Prioritise patient voice throughout the design and implementation to ensure the model, 
communications and service processes are person-centred, accessible and aligned with 
patient insight and experiences. 

b. Embed equity and accessibility into the service environment, such as providing clear clinic 
signage, access to interpreter services, and adjustments for patients with additional 
needs. 

c. Review service data on access and uptake across localities and population groups to 
identify inequities and target improvements to enhance reach and consistency across 
population groups. This should include the collection and review of data on reasons for 
patients not attending their appointment 

d. Partner with referrers to increase patient involvement and choice, including offering 
flexibility in site selection where possible and ensuring patients are supported to 
understand how to manage appointments, change or rebook slots, and access 
information about the service and test results. 

 
5. Strengthen primary care integration and GP engagement to ensure a shared understanding 

of service scope, referral expectations and responsibilities for interpretation and onward 
management. 

a. Clarify the role of the service with GPs and primary care, including clear messaging that 
the diagnostic service provides test results rather than a definitive clinical diagnosis. 

b. Reinforce referral processes and requirements, including promotion of standardised 
referral forms, clarity on eligibility and alternative pathways (such as community 
diagnostic centres), and improving understanding of test complexity and operational 
requirements, to reduce inappropriate referrals and improve patient flow. 

c. Encourage consistent patient messaging throughout primary care, including why tests are 
being undertaken, what results will and will not provide, and the likely next steps 
following diagnostic testing. 

d. Identify and address GP and primary care education needs, particularly in primary 
care‑led models, to support appropriate interpretation and use of diagnostic results. This 
should consider where training, guidance, and access to specialist advice is required to 
enable confident and accurate clinical decision making. 
 

6. Establish robust contract management and oversight, with active monitoring of clinical and 
operational performance and key performance indicators to drive consistent delivery in line with 
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the London Respiratory Clinical Network specification and financial viability. 
 

System level recommendations 
Aimed at system leaders, outlining the strategic opportunities to support consistency, integration, and 
collaboration across the wider system. 
 

7. Support respiratory diagnostic service models to evolve, integrate and respond to the 
current operating context, through strategic alignment, revision of the London Respiratory 
Clinical Network specification, integration with CDCs and the adoption of new technologies. 

a. Position and develop respiratory diagnostic service models in line with national policy, 
clinical priorities, and wider system changes, including ICB mergers and system 
reconfiguration. 

b. Review and revise the London Respiratory Clinical Network specification to ensure it 
accurately reflects current guidelines, best practice and evolving service models. 

c. Strengthen integration with CDCs by reviewing overlapping pathways, clarifying roles and 
responsibilities and ensuring full system integration through aligned commissioning, 
workforce planning, and training. 

d. Investigate new and emerging technologies that could enhance and complement existing 
respiratory diagnostic service models, ensuring implementation is supported by change 
management approaches to engage and support staff accustomed to established 
processes. 
 

8. Promote collaboration and shared learning across providers and the system by drawing on 
existing clinical networks or establishing new ones where gaps exist. These networks should be 
used to share best practice, address cultural resistance to change, support workforce 
development, and drive continuous improvement in respiratory diagnostic pathways. 
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1. Introduction 
 
Respiratory disease affects the airways and lungs and encompasses a range of conditions such as 
asthma and chronic obstructive pulmonary disease (COPD), lung cancer, and infections such as 
pneumonia and flu. It is an NHS priority, identified as a clinical priority in the 2019 NHS Long Term Plan 
(1) and part of the 2023 Major Conditions Strategy (2).  
 
One in five people are affected by respiratory diseases in England and it is the third leading cause of 
premature death (3). Incidence and mortality rates are significantly higher in disadvantaged 
communities, where risk factors such as smoking, poor housing, occupational hazards, and exposure to 
air pollution are more prevalent (3). It is an important driver of widening health inequalities (3). 
 
Asthma and COPD are two of the most prevalent respiratory conditions. Asthma is a chronic respiratory 
condition often associated with airway inflammation and hyperresponsiveness. Symptoms range from 
cough, wheeze, chest tightness, and shortness of breath (6). COPD is a progressive, largely preventable 
lung condition characterised by persistent respiratory symptoms (such as breathlessness, cough, and 
sputum) and airflow obstruction (7). It is often linked to smoking and environmental exposures (7). In the 
UK: 

• There are around 5.4 million people receiving treatment for asthma (6), with evidence of both 
under- and over-diagnosis of asthma within the UK and globally (8) 

• COPD affects around 3 million people, with 2 million undiagnosed. It is the second most 
common cause of emergency admissions to hospital (around 130,000 per year) (7). 

 
These conditions place a significant strain on healthcare resources, with an estimated annual economic 
cost to the NHS of £3 billion for asthma and £1.9 billion for COPD (3). Early and accurate diagnosis can 
provide timely access to effective interventions, reduce exacerbations and admissions, and improve 
long‑term outcomes for patients (9). 
 

1.1 Quality assured diagnostic testing 
 
The National Institute of Health and Care Excellence (NICE) advise using a range of objective tests, 
including quality assured spirometry, to ensure accurate diagnosis of asthma and COPD. Spirometry is 
an objective, non-invasive lung function test that measures forced expiration (and sometimes 
inspiration) to identify lung volume and air flow abnormalities (10). It should be conducted by 
individuals with appropriate training and competency, such as Association for Respiratory Technology & 
Physiology (ARTP) qualifications, or equivalent recognised standards, to ensure a reliable and accurate 
test which then supports a quality assured diagnosis (10). 
 
Diagnostic spirometry testing has encountered numerous challenges. Testing has been variable in terms 
of access as well as quality and accurate recording, due  to insufficiently trained healthcare professionals 
in primary and secondary care (11). Additionally, the onset of the COVID-19 pandemic led to the 
suspension of diagnostic spirometry services for infection control reasons. Restarting these services has 
been difficult as services were required to be redesigned to safeguard patients and staff (11)  and 
because of gaps in commissioning, funding and adequately trained workforce. In addition, financial 
incentives changed as a result of spirometry being removed from the Quality and Outcomes Framework 
(COPD), with no alternative plans regarding how diagnostic testing would be funded or commissioned. 
 
Nationally, initiatives have focussed on improving the quality and reducing variation in spirometry 
testing (4, 11, 12). This has been supported by a shift toward community based diagnostic capacity (4), 
which aligns with the 10 Year Health Plan for England and its vision to bring care closer to home, shifting 
care from the hospital to community (13). Similarly, The Respiratory Transformation Partnership is a 
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national initiative that brings together a suite of partners to drive system-wide transformation in asthma 
and COPD care. The pathways transformation fund also specifically focusses on addressing early and 
accurate diagnosis through expanding access to quality assured spirometry and restoring diagnostic 
pathways (14). 
 

1.2 Respiratory diagnostic service models 
 
National commissioning standards set out five key principles to ensure equitable access to quality 
assured spirometry (4). 

1. Understanding local population needs 
2. Planning service capacity 
3. Ensuring access to quality assured testing 
4. Provision for children and young people 
5. Delivering community-based testing 

 
Access to community based diagnostic spirometry pathways is essential to meet population needs, 
deliver cost-effective care and bring care closer to patients’ homes (4). Service models vary from 
provision in a single GP practice, to networks of GPs, to services in community or secondary care 
settings. More recently, community diagnostic centres (CDCs) have also become part of the pathway in 
some areas (4). Community diagnostic centres provide additional diagnostic capacity across England, 
offering patients a coordinated set of tests. This can range from imaging, pathology, physiological or 
endoscopy tests. They are part of a national programme, with 170 CDC sites approved (15). 
 
All patients should receive respiratory investigations that meet the quality standards, delivered by 
appropriately trained staff, who are supported to achieve appropriate accreditation (4). Test results must 
be interpreted and reported by competent healthcare professionals, considering the patient’s clinical 
history and examination (4). Systems should have mechanisms in place to enable accurate interpretation 
and reporting (4). The London Respiratory Clinical Network specification provides further guidance on 
commissioning and implementing accurate respiratory diagnostic pathways, including key operational 
level requirements (5). 
 
Ultimately, respiratory diagnostic service models aim to deliver quality assured diagnostic testing, 
including spirometry, to support accurate diagnosis for patients with breathlessness or other respiratory 
symptoms and reduce respiratory health inequalities 
 

1.3 This report 
 
NHS England and the London Respiratory Clinical Network appointed the Health Innovation Network 
South London (HIN) to conduct a mixed methods review of two different respiratory diagnostic service 
models in London.  
 
This report is intended for respiratory diagnostic service model commissioners, providers and system 
leaders. It describes the two service models and offers system level insights to support the spread and 
scale of quality assured respiratory diagnostic service models to improve early and accurate diagnosis of 
asthma and COPD.
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2. Review approach 
 
The review aimed to support the development and scaling of respiratory diagnostic service models in 
London. A summative, in-depth case study approach was conducted to explore two models: 

• Specialist-led model 
• Primary care-led model 

 
The approach aimed to explore the two different models, and not to draw direct comparisons and/or to 
determine a ‘preferred’ model. The review is designed for commissioners, providers and system leaders 
involved in the design and development of respiratory diagnostic service models. 
 

2.1 Objectives 
 
The objectives were co-designed with NHS England and the London Respiratory Clinical Network. The 
focus was on adults, with symptoms of either asthma or chronic obstructive pulmonary disease (COPD) 
and centred around examining the implementation and impact of the two models, alongside system 
level insights. The objectives are shown in Figure 1. 
 
Figure 1: Implementation and impact objectives 

 
 

2.2 Sampling strategy 
 
A purposive sampling approach was adopted to select case studies. Selection was guided by the 
following criteria: 

• Maturity of implementation – sites with well-established models 
• High quality and effectiveness – adherence to the London Respiratory Clinical Network 

specification and positive system feedback 
• Evidence of learning and adaptation – models that have evolved over time 

• Staff engagement – pre-existing relationships and willingness of teams to take part in the review 
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This approach was designed to capture best practice examples and learning that could inform wider 
adoption across the system. 
 
Two case studies were selected to reflect the contrasting models implemented in London: 

• Specialist-led model: South East London (Lambeth and Southwark) 
• Primary care-led model: North West London (Westminster) 

 

2.3 Methods 
 
The review employed a mixed methods approach to comprehensively describe the models. Both 
qualitative and quantitative data were collected and analysed in line the review objectives across 
November 2025 – January 2026. 
 

2.3.1 Service model template 
 
A service model template was designed based on the London Respiratory Clinical Network specification 
(5) and the review objectives. It aimed to capture information about the current operating model, and 
covered areas such as: 

• Site details (e.g. start date, operating hours, and target population) 

• Service delivery processes (e.g. referral pathways, process to arrange assessments, diagnostic 
procedures, the interpretation of results, and reporting mechanisms) 

• Workforce, system working, and evaluation (e.g. staff qualifications, clinical oversight processes, 
system partnerships, and service monitoring activities) 

• Costs (e.g. staff and equipment unit costs) 
 
Service leads completed the template for their respective site. 
 

2.3.2 Focus groups 
 
Focus groups were conducted to capture in-depth reflections. Participants were provided with an 
information sheet, and informed consent was obtained. The focus groups were guided by topic guides 
(Appendices 9.1 and 9.2), with recording and transcription via Microsoft Teams. Table 2 provides an 
overview of the focus groups conducted.  
 
Table 2: Overview of focus groups  

Focus group Topics explored Sample 

Site 

Explored implementation and impact at the 
site level. The topic guide covered: 

• Model design and implementation 

• System integration 
• Workforce and efficiency 

• Patient impact and equity 
• Value and sustainability 

One focus group per service: 

• Specialist-led: Two staff in 
service leadership roles  

• Primary care-led: Three staff 
representing service leadership 
and clinical multidisciplinary 
team roles 

Strategic 

Examined implementation and impact from 
a strategic, system wide perspective. The 
topic guide covered: 

• Model landscape and 
implementation 

• System vision and opportunities 

One focus group per Integrated Care 
Board (ICB): 

• Specialist-led: Two staff from 
ICB leadership roles 

• Primary care-led: Three staff 
from NHS England and ICB 
leadership roles 

 
Data were analysed using a framework and thematic analysis approach. This involved mapping focus 
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group transcripts onto a pre-defined framework based on the topic guide and review objectives. This 
deductive approach was followed by an inductive approach, allowing relevant themes to be identified 
from the data. This ensured rigour in the analysis and reporting. 
 
Verbatim quotes have been used within the report to: a) strengthen credibility and provide evidence to 
support the insights; b) provide explanation and deepen understanding of the context; and c) enable 
direct voice from participants. To ensure comprehensive representation of participant perspectives, 
quotes were selected from a diverse range of individuals. Quotes were edited via standard protocols to 
facilitate readability. This included: the use of ellipses (…) where text has been removed; and the use of 
square brackets ([…]) to illustrate where words have been substituted. 
 

2.3.3 Quantitative data 
 
A range of quantitative data was obtained to understand the operational activity, service efficiency, and 
equity of access. This data included: 
 

• Data from primary care records on diagnosis rates of asthma and COPD in the boroughs where 
the services operate 

• Data on service key performance indicators including the number of appointments made, 
number of patients seen, did not attend rates and waiting times 

• Data on the demographic profile of patients that were referred and those that attended their 
appointments from the service’s electronic patient record 

• Local audit data of spirometry reports to understand the proportion of patients that the service 
would expect to be followed up by a GP following their spirometry results 
 

Appendix 9.3 gives an overview of the different data points and sources used within this review.
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3. Specialist-led model 
 
This section presents a detailed case study of a specialist-led respiratory diagnostic service model in 
Lambeth and Southwark, south east London. The service currently operates across three sites:  

• King's College Hospital NHS Foundation Trust (KCH) – hosting community spirometry clinics 
within the Chest Unit and Lung Function Department 

• Tessa Jowell Medical Centre – a GP practice offering dedicated space for selected KCH services, 
including the respiratory diagnostic service 

• Lorraine Hewitt House – a Lambeth based drug and alcohol service where the respiratory 
diagnostics service runs walk in clinics 

 
This review focusses on KCH and Tessa Jowell Medical Centre, as they share similar target populations 
and operational processes. Lorraine Hewitt House has been excluded, as it operates differently, 
accounts for a relatively small proportion of overall activity and primarily provides respiratory 
diagnostics for patients with alcohol and drug use, in line with the centre’s specialist remit. 
 

3.1 Model overview 
 
The Lambeth and Southwark model launched in 2018 to improve early and accurate diagnosis through 
quality assured spirometry. Initially, the service operated across five sites, aiming to bring diagnostics 
closer to patients.  
 
Over time, the model transitioned from using additional community locations to operating in a 
predominately acute setting, with the two community clinics. This shift was driven by several factors: 

• Space constraints in GP practices: Practices increasingly requested rooms back for their own 
services, and frequent training and GP closure led to last minute appointment cancelations. This 
created ongoing uncertainty and inefficiencies for the respiratory diagnostic service. 

• Patient attendance challenges: High did not attend (DNA) rates at community sites, coupled 
with patient feedback (favouring KCH appointments), influenced the transition. 

• Operational inefficiencies: Staff deployed to community clinics often saw fewer patients due to 
DNA rates and ventilation (airflow change) requirements. This led to longer waiting lists and 
additional strain on resources. 
 

The current model is considered to provide dedicated, reliable space for patients and staff. The 
respiratory diagnostic clinics run Monday to Friday at KCH and three days per week at the Tessa Jowell 
Medical Centre. 
 

3.1.1 Service delivery 
 
In line with London Respiratory Clinical Network specification (5), the service delivers all essential 
diagnostics and extends beyond the basic model. 

• The service provides the full suite of tests, including quality assured diagnostic pre- and post-
bronchodilator spirometry, exhaled nitric oxide (FeNO) measurement, exhaled carbon 
monoxide (CO) measurement, pulse oximetry (resting SpO₂, not exercise testing), Medical 
Research Council (MRC) dyspnoea score, and advice and onward referrals for smoking cessation 
referral and pulmonary rehabilitation (as appropriate). 

• The model meets all basic requirements, but some elements of the full model specification are 
missing: 

o Discussions of new diagnoses and patient education via specialist or group consultation 
sessions 

o Follow up of patients for peak flow diary and FeNO reviews 
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o Assessment of inhaler technique and adherence 
o Prescribing treatment for diagnosed condition 

 
The model’s operational processes across the delivery pathway are described in Figure 2. 
 
Figure 2: Overview of specialist-led respiratory diagnostic model operational processes 

Referral 
and 

appointment 
process 

Criteria: 

• Adults (18+) from Lambeth & 
Southwark GPs  

• Respiratory symptoms prompting 
the need for diagnostic spirometry, 
including but not limited to: 
suspected asthma or chronic 
obstructive pulmonary disease; 
persistent cough (>3 weeks) or 
shortness of breath 

• Recent chest X-ray (arranged if not 
performed recently) 

 
Exclusions: 

• Haemoptysis 

• Heart attack or unstable angina 
(<1 week) 

• Pneumothorax (current) 

• Recent eye or sinus surgery or 
middle ear infection (<1 week) 

• Chest or abdominal surgery 
(<4 weeks) 

• Late term pregnancy (>40 
weeks) 

• Cerebral aneurysm or brain 
surgery (<4 weeks) or recent 
concussion 

• Active or suspected 
transmissible respiratory or 
systemic infection (including 
tuberculosis) 

Referrals: 

• Submitted by GPs via electronic 
referral service with direct 
appointment booking 

• Referral form must include: 
o Confirmation of legal 

referrer status and 
bronchodilator 
administration 

o Reason for referral, smoking 
history, relevant clinical 
information and medication 

Triage: 
• Senior physiologist triages referrals 

on electronic referral platform 

• Appointment letter and pre-test 
instructions and contraindications 
sent for accepted referrals 

• Appointment cancelled and 
referrer notified via electronic 
referral service platform for 
rejected referrals 
 

Appointments: 
• Patients can reschedule their 

appointment with the trust chest 
unit, online, via the NHS App, or by 
phone - provided their GP has 
given them the booking reference 
and access code to the NHS 
booking system 

 
Infection and 

quality 
control 
process 

Room ventilation:  
• Minimum of 10 air changes per 

hour or high efficiency 
particulate air filtration 

 
Single use items: 

• Bacterial filters for spirometry 
and FeNO 

• Spacer for bronchodilator 

Cleaning: 
• External surfaces after each patient 

(Clinell wipes) 

• Pneumotachographs monthly 

• Equipment as per standard 
operating procedures (SoPs) 

 
Calibration (as per SOPs): 

• Spirometers calibrated twice daily 
• Biological quality control (FeNO 

daily; spirometers weekly) 

• exCO accuracy checked monthly 
• Recorded on equipment or quality 

assurance spreadsheet 
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In clinic 
process 

Patient check-in: 

• Reception verifies ID (date of 
birth and address) 

• Physiologist calls patient to 
testing room 

• Physiologist introduces self and 
re-checks ID 

 
Pre-test checks: 

• Height and weight (without 
shoes) 

• Contraindications, ethnicity, 
and smoking status 

• If smoker: very brief advice 
provided and referral offered 

• Inhaler use documented 

• Hand hygiene performed by 
physiologist 

• Verbal consent obtained and 
documented 

• MRC dyspnoea score recorded 

Tests (as per standard operating 
procedure): 

• SpO₂ 

• FeNO (check for high nitrate foods 
or upper respiratory tract infection, 
and documented accordingly) 

• exCO (record last cigarette if 
smoker) 

• Spirometry 
• Bronchodilator response 

o Administer salbutamol or 
ipratropium via spacer 

o Wait 15 minutes (or 30 
minutes pending 
medication) 

o Repeat spirometry 
Post-test: 

• Patient informed about results 
process 

• Patients with high exhaled CO 
receive very brief advice around 
smoking cessation and are offered 
a referral  

• Equipment cleaned and labelled 

• Wall cleaning chart completed 
• Technical report written by 

physiologist 

 
 

Results 
interpretation 
and reporting 

process 

Data verification: 

• Demographics inputted are 
checked by two physiologists 

 
Technical report: 

• Spirometry data and graphs 
autogenerated 

• FeNO, exCO, MRC dyspnoea 
score, SpO₂ added as 
comments 

• Written by Band 4 physiologist, 
including technique issues and 
basic interpretation based on 
pre-populated template 

Clinical report: 

• Written by Band 6+ physiologist 
based on editable templates to 
interpret the spirometry results and 
support primary care with a quality 
assured diagnosis 

• Complex cases discussed with 
respiratory consultant 

 
Result distribution: 

• Integrated into respiratory service 
electronic patient record 

• PDF of results (on standardised 
template) emailed to GP (available 
in the London Care Record if 
uploaded by GP) 

 
Monitoring 

and 
evaluation 

Internal activities: 
• Patient feedback survey 

collected for the department 
(not service specific) 

• Monthly monitoring of activity 
data (referrals, attendances, 
DNAs) 

• Report quality audit conducted 
every three months 

External activities: 
• Overseen by accredited service 
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3.2 Workforce 
 
The specialist-led model in Lambeth and Southwark is primarily delivered by a range of respiratory 
physiologists (Figure 3). Notably, the integrated care board (ICB) fund the Band 4 and Band 6 (0.25 full 
time equivalent) positions. However, the senior oversight provided by the principal respiratory 
physiologist is not funded as part of the service funding envelope. The team also has access to a 
respiratory consultant for support, advice and overall service oversight. This role is also not included as 
part of the funding envelope. 
 
Figure 3: Overview of specialist-led respiratory diagnostic service workforce 

Senior Assistant Respiratory 
Physiologist (Band 4) 

 
Specialist Respiratory 
Physiologist (Band 6) 

 
Principal or Lead 

Respiratory Physiologist 
(Band 8a or 8b) 

 
Number of staff: 3 
Total full time equivalent:  

• 3 
 
Responsibilities: 
• Perform quality assured 

spirometry, SpO₂, FeNO, 
and exCO tests 

• Generate technical reports 
for clinical review and 
reporting 

• Calibrate and ensure 
equipment accuracy 

• Email results to GPs 
• Send appointment and 

reminder letters 
• Make smoking cessation 

referrals 
 

  
Number of staff: 1  
Total full time equivalent: 

• 0.25 
 
Responsibilities: 
• Second checks test quality 

and accuracy 
• Writes clinical reports 

  
Number of staff: 1 
Total full time equivalent:  

• 0.5 
 
Responsibilities: 
• Triage referrals 
• Sends appointment letters 
• Second checks test quality 

and accuracy 
• Oversight of equipment 

maintenance and quality 
control 

• Writes clinical reports 
• Ensures staff are 

appropriately trained 
• Liaises with integrated 

respiratory consultant 

 

3.2.1 Staff training and development 
 
All physiologists hold an Association for Respiratory Technology & Physiology (ARTP) certificate in 
spirometry or have demonstrated equivalent experience in performing spirometry. The certification is 
renewed annually. 
 
New staff receive on site supervision until signed off as competent, with competency reviews conducted 
every two years or sooner if there are updates to SOPs. Additional training includes giving brief advice 
for smoking cessation. 
 
Senior staff provide ongoing support and supervision. Further training and support in managing 
violence, aggression, and patient conflict was identified as an area for development.  
 

3.2.2 Staff experience 
 
Staff feedback on the service was generally positive. However, they emphasised the significant 
operational pressures driven by the large appointment backlog and the absence of formal funding and 
capacity and for oversight positions. Key themes from staff were: 
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• Workload and oversight capacity: While the service receives funding for band 4 physiologists 
and some band 6 capacity, senior staff dedicated substantial time triaging referrals, sending 
appointment letters, quality assuring results and producing full clinical reports. Clinical reporting 
can take several hours per day. 

• Challenges meeting service demand: The service receives a huge number of referrals, which 
exceeds current staffing, room and equipment capacity and has led to a persistent backlog and 
difficulty achieving targets. Although appointment availability would be sufficient to meet 
ongoing demand, staff shared that the backlog must first be cleared. While DNA rates had 
improved, they were a source of frustration further impacting service efficiency. 

• High staff retention: The service benefited from workforce stability. One band 4 post has had 
some turnover. This position was fixed term, introduced initially due to the high demand and 
needed to be renewed and approved each year. This post has now been given recurrent 
funding, which aimed to reduce staff turnover in this role. 

• Value of centralisation: Locating the service primarily at KCH has enabled close alignment with 
hospital diagnostics and adherence to current standards and guidelines, notably via KCH’s IQIPS 
accreditation (one of only a few accredited lung function labs in the UK). Centralisation has also 
supported professional development for physiologists and flexible deployment of staff. This has 
enabled staff to share their expertise and troubleshoot complex cases. This was less feasible 
when the service was delivered across more community sites, which also sometimes left staff 
feeling isolated. Siting the service at a central hub has improved DNA rates, as the venue is 
familiar to most and is very easily accessible by public transport. 

 

3.3 Utilisation and efficiency 
 
Service data was obtained for the period July to October 2025, representing a more recent timeframe 
since the model transitioned to its current three site set-up. During this period, data from the two main 
sites showed a total of 1,595 referrals, an average (mean) of 399 referrals per month. A total of 1,406 
appointment slots available within the same period (taking into account staffing fluctuations), giving a 
monthly average (mean) of 352 appointment slots. This means that there were 1.13 patients being 
referred to every appointment slot available. 
 
For patient appointments between July and October 2025, the average waiting time from referral to 
appointment was 249 days (or 35 weeks and 4 days). 
 
Of the 1,406 appointment slots available, 1,013 patients attended their appointment (an average of 253 
per month) - a 72% attendance rate. The remaining patients either did not attend (248, 18%) or 
cancelled at short notice (145,10%), leaving insufficient time for the service to rebook other patients 
from the waiting list. On average 1.57 patients were referred to every patient that attended their 
appointment.  
 
The service is staffed by three full-time senior assistant respiratory physiologists. Each physiologist had 
an average of 117 patients booked per month and saw on average 84 patients each month. Across the 
88 working days from July to October 2025, each physiologist saw an equivalent of four patients per day 
on average, with an average of five booked per day.  
 
Staff suggested reasons for DNAs, which included patients forgetting their appointment, deciding they 
no longer wanted the test, symptoms resolving, feeling the test was unnecessary, or finding the location 
too far from home. 
 

3.4 Implementation enablers and barriers 
 
Staff reflected on the factors that both supported and challenged implementation and operational 
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efficiency. Successful delivery was supported by: 

• Patient communication and appointment system functionality: This included using multiple 
channels (letter and text messages) to remind patients and reduce DNA rates, alongside system 
features that allowed patients to log in, reschedule appointments, and check for earlier 
appointment availability. 

• Space designed to meet infection control standards: Current environments support the 
required airflow changes, without periods of non-use. 

• Resource and space contingency planning: Patients and staff can be redirected to an 
alternative activity or site in the event of appointment cancellations, sickness or space shortages. 

• Safety measures: These ranged from risk assessments, staff awareness of safety protocols and 
panic buttons in rooms to safeguard staff. 

• Flexible oversight: Notably, this was senior staff providing administrative support to allow more 
junior physiologists to focus on appointments. This helped to meet the high patient demand. 

 

"Patients can log on to that system themselves and they can change their appointment if 
they want to and they can also (…) log on daily and see if (…) sooner (…) appointments 

come up." 

Staff member 

 
The key barriers centred around similar themes. These included previous sites having ventilation 
challenges (limiting continuous delivery), patients missing or forgetting appointments, limited 
administrative support for more frequent patient communication and phone calls, and patients not 
knowing who to contract or how to change appointments. A major challenge was GP understanding of 
the processes, specifically the referral forms and tests. This manifested in several ways: 

• Patients may not have been involved in choosing the site or appointment date, which was 
hypothesised to impact attendance. 

• Patients appeared to lack clear guidance on how to access and use the patient portal to 
access appointment letters and results. 

• GPs often used outdated referral forms, which frequently resulted in rejected referrals and 
cancelled appointments. This created an additional burden for physiologists to triage 
inappropriate referrals, which had been suggested to lead to patient dissatisfaction when they 
were notified about cancellations. Staff highlighted the need for stronger ICB corporate 
communications to support uptake of the new form and ensure standardisation. 

• GPs did not fully understand what the tests entails or its complexity, which sometimes 
meant patients attended appointments for tests they could not complete or found very 
challenging, due to the demanding nature of the tests. This was particularly frustrating for 
patients who had waited a long time without achieving a diagnosis. 

• Poor system automation and interoperability. Unlike the previous electronic patient record 
system which automatically emailed the results, the current process relies on physiologists 
manually emailing the results to a generic GP email inbox and GP staff uploading the results into 
the patient record. It was thought that this often led to delays and patient queries about result 
availability. It was suggested that the London Care Record was an opportunity to address this 
gap; however, currently only appointment data is available as opposed to result information. 
 

"I'd say less than 50% of the GPs are using the new form so far." 

Staff member 
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3.5 System integration 
 
A community diagnostic centre (CDC) has not yet been established locally in Lambeth and Southwark. 
Consequently, staff were unable to provide further insight into CDC interactions. 
 
In addition to the primary care and system level challenges outlined in Section 3.43.3, staff actively 
participate in the SEL Respiratory Accurate Diagnostics Working Group, a workstream that reports into 
SEL ICB Respiratory Clinical Network. 
 

3.6 Equity of access 
 
Data on the ethnicity, age band and gender of patients that were referred to and attended the 
respiratory diagnostic service model between July and November 2025 was obtained to understand if 
there were any differences in patient profile. It should be noted that these are not the same cohort of 
patients i.e. patients that attended during this period will have been referred at an earlier point in time. 
Figure 4 sets out the profile of both groups, with no notable variation.
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Figure 4: Demographic profile of patients referred compared to those that attended the 
respiratory diagnostic service 
 

 
 

Note: Other genders include people who stated their gender was non-binary, not listed in the gender categories, 
questioning, genderfluid and transgender. None of these categories had enough patients to allow subgroup 
analysis, so these categories have therefore been combined.   

 
Attendance and DNA rates were analysed by patient demographics including a patient’s ethnicity, age 
band, gender and indices of multiple deprivation (IMD) – which determines how deprived a patient’s 
household is with quintile 1 being patients living in the most deprived 20% of areas. Rates of DNAs were 
highest amongst young adults aged 18-24 (28%) and much lower in those aged 55 and over (17%). 
There was also some variation by gender with females having low DNA rates (16%) compared to males 
(23%). There was little variation in rates of DNAs by ethnicity and deprivation. Whilst those in the most 
affluent areas had low rates of DNAs (6%) this was based on a small number of patients (16 patients) so 
is not possible to draw conclusions about the link between deprivation and attendance (Figure 5). 
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Figure 5: Demographic profile of patients who attended their spirometry appointment compared 
to those that did not attend (DNA) 

 

 

 
Overall, the service had taken steps to promote equitable access for patients. Key supporting factors 
included: 

• Centralising the service had resolved previous challenges with patient transport bookings, 
notably for community sites. 

• Accessing interpreting services via portable contact systems to help ensure effective 
communication and tests for patients with language needs. 

• Improving signposting at community sites to guide patients to the correct floor and location. 
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“It's very language orientated. So if they can't speak English, it is quite difficult to explain 
the tests (…). But again, if they're coming here, we have language line." 

Staff member 

Nonetheless, the team highlighted that some barriers remain. This included the absence of a service for 
patients unable to attend the spirometry clinic (e.g. to be assessed at home service). Additionally, travel 
distance was raised, particularly for Lambeth based patients. 
 

3.7 Impact 
 
The impact of the respiratory diagnostic service model on diagnosis and diagnostic rates has been 
investigated via two key data sources: 

• Service manager review of spirometry reports throughout September to November 2025. This 
outlined which results were indicative of asthma or COPD and would therefore require further 
follow up from the GP. 

• South east London ICB respiratory dashboard, with data on respiratory diagnostic rates. This data 
is obtained from patients’ primary care records and is reported on a monthly basis. A snapshot 
from November 2025 was considered within this review. 

 
The review of spirometry reports included a total of 612 spirometry reports  

• 58% (353/612) were indicative of normal respiratory functions 
• 24% (149/612) were indicative of asthma 

• 8% (50/612) indicated COPD 

• 6% (35/612) suggested another respiratory condition (not asthma or COPD) 
• 4% were indicative of both asthma and COPD 

 
Based on the ICB respiratory dashboard, in November 2025, 4.8% of patients in Southwark and 
Lambeth had an asthma diagnosis reported over the past 12 months as a proportion of all asthma 
patients. This equates to 1,803 patients that had an asthma diagnosis reported during October 2024 to 
November 2025. Similarly, there were 842 patients that had a clinically effective COPD diagnosis 
reported between October 2024 and November 2025, equating to 8.1% of all COPD patients. 
 
Metrics relating to the use of spirometry in COPD diagnosis show 69% of COPD patients had a value for 
diagnostic spirometry recorded in their primary care record, 54.4% had a FEV1/FVC value (forced 
expiratory volume in one second over forced vital capacity) recorded from their diagnostic spirometry 
which was below 70 (or 0.7). In total, 4,730 patients had either not had a FEV1/FVC value recorded from 
diagnostic spirometry or the value recorded was not below 70 (or 0.7), this equates to 45.6% of COPD 
patients. 
 
This provides an overall snapshot of spirometry results and diagnosis rates for the Lambeth and 
Southwark service. It is not possible to understand the full contribution of the respiratory diagnostic 
service model towards diagnosis rates as the service’s electronic patient record is not interoperable with 
GP records. Therefore, conclusions about service impact and causation cannot be drawn. 
 
Finally, while patient feedback is collected by the service, it is not specific to the community service. Staff 
felt that most people were satisfied with how the test is carried out; however, the long wait time remains 
the primary source of negative feedback. Insights from patient feedback have also informed service 
improvements, including centralising activity at KCH and addressing transport challenges raised by 
patients. 
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3.8 Costs 
 
The approximate annual cost of the service is £181,493 (Table 3). This includes upfront equipment costs 
and excludes the principal respiratory physiologist or consultant oversight (as it is not included in the 
service budget). This equates to an average cost of £43 per patient that is booked in or an average cost 
of £60 per patient that attended. This provides an illustration of the costs required – it is not an exact 
cost estimate based on comprehensive cost analysis. 
 
Table 3: Annual year one cost of the specialist-led respiratory diagnostic service model 

Category Description Unit cost Quantity Total annual cost 

Staff* 

Band 4 senior assistant respiratory 
physiologist 

£34,645 3 FTE £103,934 

Band 6 specialist respiratory 
physiologist 

£48,988 0.25 FTE £12,247 

Training ARTP certificate £250 4 £1,000 

Digital Virtual private network (VPN) £150 4 £600 

Equipment 

Spirometer £7,000 3 £21,000 

Calibration syringe £350 3 £1,050 

FeNO machine** £3,000 3 £9,000 

CO monitor £190 3 £570 

Stadiometer £1,300 1 £1,300 

Consumables
*** 

Bacterial filters for spirometry £1.50 3,036 £4,554 

FeNO consumables £7.00 3,036 £21,252 

Maintenance Spirometer service contract**** £1,662 3 £4,986 

Total cost £181,493 
 
Notes: * Midpoint (or average where absent) has been applied, based on NHS agenda for change inner London 
higher cost area supplements rates. Oncosts and overheads (e.g. estates, IT costs) are not included; ** FeNO 
equipment has a five-year lifespan before replacement; *** Consumable quantities are estimated based on 
average monthly attendances; **** Spirometer annual maintenance fee is included within the service contract. 

 

3.9 Sustainability 
 
The primary challenges faced by the service are the high workload and waiting list. Their goal is to 
reduce waiting times to six weeks. Additional administrative support would be required to reduce 
DNAs. In the interim, a walk-in FeNO clinic for asthma patients is being explored. Although the test is 
relatively costly, it is rapid (5–10 minutes) and aligns with new clinical guidelines that allow asthma 
diagnosis based on high FeNO levels and clinical symptoms, without full spirometry. This could help to 
reduce the backlog by 25%. 
 
Staff gave the following key considerations for services to build into the models to ensure sustainability:  

• Invest strategically in equipment: Prioritise equipment that integrates with existing systems to 
avoid unnecessary admin. Despite the high cost, the equipment has not required replacement. 

• Plan for growth: Build the right staffing structure from the outset, including senior oversight. 
 

“Think about what staffing you need and then add a bit more because it's always going to 
grow." 

Staff member
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4. Primary care-led model 
 
This section presents a detailed case study of a primary care-led respiratory diagnostic service model in 
Westminster, north west London. The Healthcare Central London respiratory diagnostic service is a 
primary care network (PCN) community service that operates across two sites:  

• St John’s Wood Medical Practice 
• South Westminster Centre for Health 

 

4.1 Model overview 
 
The Westminster model launched in April 2022 to deliver high quality, accessible respiratory diagnostics 
closer to home. Their service is delivered by a GP Federation and supports four PCNs. It is supported by 
operational management and administration capacity, alongside qualified staff who carry out and 
interpret quality assured spirometry. A multidisciplinary team (MDT) further supports the service, 
offering respiratory specialist nursing and consultant oversight. 
 
The core model has remained largely consistent since its inception, although staffing has evolved over 
time. Management and administrative staff established the service, onboard new team members and 
learn respiratory specific systems and processes. The service has also shifted from a single 
long‑standing Association for Respiratory Technology & Physiology (ARTP) qualified clinician who both 
performed and interpreted spirometry, to a model with greater use of agency staff and distinct division 
of responsibilities (between those performing and interpreting tests). 
 
The service operates on Wednesdays (09:00-17:30) from St John’s Wood Medical Practice and Tuesdays 
and Thursdays (10-14:30) from South Westminster Centre for Health. 
 

4.1.1 Service delivery 
 
In line with London Respiratory Clinical Network specification (5), the service delivers most of the 
essential diagnostics and extends beyond the basic model: 

• The service provides most tests, including quality assured diagnostic pre- and post-
bronchodilator spirometry, exhaled nitric oxide (FeNO) measurement, pulse oximetry (as 
required). It offers advice on spirometry interpretation (such as peak flow diary and medication) 
and signposting (such as smoking cessation and weight management). Exhaled carbon 
monoxide (CO) measurement and provision and interpretation of peak flow diary is not 
provided. 

• The model meets all basic requirements, but some elements of the full model specification are 
missing : 

o Dedicated specialist clinician time for patient facing consultations 
o Discussions of new diagnoses and patient education via specialist or group consultation 

sessions 
o Follow up of patients for peak flow diary and FeNO reviews 

 
Figure 6 describes the model’s operational processes across the delivery pathway.  
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Figure 6: Overview of primary care-led respiratory diagnostic model operational processes 

Referral 
and 

appointment 
process 

Criteria: 
• Adults (18+) registered with a 

Westminster GP 
• Suspected asthma, chronic 

obstructive pulmonary disease 
(COPD) or other causes of 
breathlessness and cough 

 
Exclusions: 

• Patients under 18 years old 
• Existing asthma or COPD 

monitoring 

• Suspected cancer, tuberculosis 
or other significant cases 

• Recent chest, eye or abdominal 
surgery (<12 weeks) 

• Recent exacerbation, chest 
infection, or COVID (<6 weeks 
or 10 days respectively)  

• Severe cognitive impairment or 
physical incapacity (e.g. bed-
bound, unable to sit upright) 

• Active haemoptysis, 
uncontrolled hypertension, or 
recent myocardial infarction or 
stroke 

• Patients requiring specialist 
respiratory assessment 

Referrals: 
• Electronic referral from GP  
• Reviewed by admin team 

o Confirm respiratory 
symptoms are stated in 
referral reason 

o Ensure patient specific 
direction for post-
bronchodilator reversibility 
test, priority, and suspected 
condition boxes are ticked 

o Check for interpreter 
request or additional 
support needs 

o Verify chest X-ray or CT 
scan within the last 6 
months - referral can 
proceed if a chest X-ray has 
been requested 

• Additional information requested 
(patient discharged if information is 
not received within one week) 

• Referrals rejected or accepted 
 
Appointments: 

• Admin staff call patients 
• Screening questions determine 

whether to proceed or delay the 
appointment 

• If appropriate, the appointment 
booked and a text, email and letter 
is sent with details – reminder text 
sent two days prior to appointment 
 

 
Infection and 

quality 
control 
process 

Equipment:  

• Single use mouthpieces 
(spirometry and FeNO), 
disposed after each patient 

• One way value spirometry 
mouthpieces 

• Clean/disinfect transducers as 
per manufacturer guidance: 

o Before use on immuno-
suppressed patients 

o After use on patients 
with open sores, 
bleeding gums, or 
infections 

• Replace components (e.g. 
filters) in line with manufacture 
guidelines 

• Wipe external equipment 

Hand hygiene: 

• Wash basin with thermostatic 
mixing valve (39–43°C) 

• Lever taps, hygiene posters, soap, 
towels, apron, glove dispenses 

• Pedal bins for clinical and non-
clinical waste 

 
Personal protective equipment and 
patient safety: 

• Recognise spirometry is not an 
aerosol generating procedure 

• Staff wear fluid repellent surgical 
mask, apron, gloves per patient 

• Offer patient’s mask when not 
testing 

• Advise patients to practice hand 
hygiene before and after 
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surfaces between patients 
using detergent or detergent 
wipes 

 
Room and estate: 

• Ideally sized 12–16 m² 
(minimum of 10 m²) 

• Mechanical ventilation, ≥6 air 
changes/hour; supplemented 
or replaced with natural 
ventilation where appropriate 

• No soft furnishings (e.g. 
curtains); hard, sealed floors; 
sloped top wall units 

• Supplies trolley, workstation, 
wipeable chairs 

• Clinical areas kept clutter free, 
with posters displayed 

procedure 
 
COVID-19 and cleaning: 

• Staff vaccinated; follow 
organisational testing policies 

• Screen patients for COVID-19; 
patients not seen if screening failed 

• Clean all non-disposable surfaces 
and equipment between patients, 
including high touch surfaces (e.g. 
door handles) 

• No food/drink in clinical areas 
 
Risk management: 

• If requirements are unmet, risk-
based decision with infection 
prevention control team support 

• Consider ventilation alternatives 
(windows, cold weather, patient 
comfort) 

 
In clinic 
process 

 
• Spirometry performed as per 

guidelines 

 
 

 
Results 

interpretation 
and reporting 

process 

Interpretation: 
• Conducted by ARTP trained 

spirometry technician 
• Additional input from MDT or 

onward referral to community 
respiratory team 

Result distribution: 
• Structured data template  

• Discharge letters and reports 
integrated directly into electronic 
patient record 

• Admin team send task or letter to 
GP to notify them of the outcome 
and document location 

 
Monitoring 

and 
evaluation 

Activities: 

• Patient feedback form sent 
after every appointment 

• Clinician feedback form sent 
after every appointment 

• Quality audits 
• Monthly dashboards capture 

activity data 
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4.2 Workforce 
 
The primary care-led model in Westminster is delivered by a team across a range of roles (Figure 7). 
Currently, the service is staffed by one permanent ARTP trained clinician who performs spirometry, and 
three agency staff who either perform or interpret the tests. All clinicians have a physiology background, 
which is a distinctive feature of this service. For example, other settings often rely on ARTP trained 
nurses or pharmacists. Clinical supervision and specialist input is also provided by a respiratory 
consultant and a respiratory specialist nurse. Their support includes spirometry calibration before each 
clinic, service audits, and fortnightly MDT discussions. The MDT meetings typically involve: 

• Reviewing the volume of obstructive, restrictive or inconclusive cases 

• Discussing complex cases (such as those that are not clearly aligned with ATRP guidelines), and 
reviewing patient history or scans to provide GP recommendations 

• Addressing questions (such as test performance and safety), while creating a culture of shared 
learning and supporting staff development 

 
Operational management and administrative staff ensure the smooth running of the service by 
managing patient communications, coordinating agency staffing and invoicing, overseeing compliance 
and human resource processes, and ordering equipment. 
 
Figure 7: Overview of primary care-led respiratory diagnostic service workforce 

 
 

4.2.1 Staff training and development 
 
All staff responsible for performing and interpreting spirometry hold an ARTP qualification or equivalent 
certificate and standard. No significant training and development gaps were identified by the team.  
 
The team reflected on the wider opportunities to develop colleagues who are interested in building 
ARTP competencies. They noted that some administrative staff are currently progressing through the 
ARTP training pathway. The process takes place over an extended period, requires exposure to testing, 
dedicated clinic time and appropriate supervision. Flexibility within the service, along with strong staff 
support, has been essential in enabling this learning and development to take place effectively. 

ARTP trained registered nursing 
associate or respiratory and sleep 

physiologist

Number of staff: 2
Total full time equivalent: 0.45
Responsibility: Performs tests

ARTP trained registered nursing 
associate or respiratory and sleep 

physiologist

Number of staff: 2
Total full time equivalent: 0.2

Responsibility: Interprets tests and 
makes onward referrals 

Respiratory consultant and 
specialist nurse

Number of staff: 2
Total full time equivalent: 0.05
Responsibility: MDT meetings, 

complex cases, spirometry calibration, 
service audits and advice and 

supervision 

Operations manager and team 
leader

Number of staff: 2
Total full time equivalent: 0.4

Responsibility: Manages admin and 
clinical teams (human resources, 

governance) and oversees operations 
(rotas, invoicing, room bookings, 

equipment orders)

Admin staff

Number of staff: 3
Total full time equivalent: 1

Responsibility: Handles patient 
communications (letters, texts, emails, 

bookings, screening questions), 
coordinates interpreters, sends 
surveys, shares results with GPs
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4.2.2 Staff experience 
 
The primary care-led service team shared positive experiences of working within the service. While there 
was an initial learning curve in understanding the specifics of respiratory diagnostics and securing 
qualified staff, they noted that the service has been straightforward to implement and oversee 
compared with others they manage. The team described the benefits of having reliable and skilled 
administrative and clinical staff supporting the service, which were seen as being a core element to the 
effective running of the service. They also highlighted the active MDT participation, requests for audits 
and engagement with wider community spirometry. 
 

“From an admin viewpoint there's a lot of variety. Like I said, I oversee quite a few services, 
so there's an opportunity to be constantly doing different things. So that does kind of keep 

people sort of refreshed and engaged at admin level." 

Staff member 

 
“The team that we work with are quite reliable. So there's barely any sickness. (…) A big part 

of it coming through agency, [which] means that they're (…) quite eager for (…) shifts, so 
it's rare that (…) we have to cancel, rearrange things of that nature. That's probably [the] key 

reasons and (…) obviously working with a really strong admin team." 

Staff member 

 

4.3 Utilisation and efficiency 
 
This section summarises the service referral activity, key performance indicators and efficiency 
opportunities for the primary care-led model. 
 
Between April to November 2025, the service received 899 referrals, an average of 112 per month. Of 
these, 618 referrals were accepted (77 per month), an acceptance rate of 69%. During the same period, 
888 patients booked for a spirometry appointment, an average of 111 per month. Comparing accepted 
referrals (77 per month) with appointment slots (111 per month) indicates that the model is able to meet 
the current demand. Finally, across this period, 129 patients did not attend their appointment, 
representing 15% of scheduled appointments, an 85% attendance rate. In total 759 appointments went 
ahead, an average of 95 per month. 
 
Efficiency is monitored by the service via a number of key performance indicators. In November 2025: 

• 100% of referrals were accepted or rejected within 5 working days and communication sent to 
eligible patients and GP. This is based on 124 referrals made in November. 

• 100% of accepted referrals were offered an appointment within 20 working days of their referral, 
based on 73 accepted referrals in November. 

• 9% of patients did not attend their appointment in November 2025, this is based on 9 patients 
not attending out of 99 patients that were scheduled to undertake spirometry appointment in 
November 2025. 

 
Staff suggested that the service could operate more efficiently if it were able to employ salaried staff 
rather than relying on agency teams. However, they also recognised ongoing challenges in recruiting 
suitable staff and operating within existing budget constraints. Wider system opportunities were also 
identified, such as utilising trained pharmacists or nurses. Quality and Outcomes Framework payments 
were also highlighted, particularly as GP practices may prioritise other activities that generate higher 
income, such as vaccinations or medication review. 
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4.4 Implementation enablers and barriers 
 
There were a number of factors that supported the successful implementation of the service. These 
included: 

• Direct online referral pathways: GPs are able to refer patients directly to the service via an 
electronic referral system, which was hypothesised to help improve referral rates and the ease of 
referral. 

• Flexible MDT processes: The team adapted to clinician availability, for example through sharing 
information and receiving feedback outside of the scheduled MDT meetings, where required. 

• Strong clinical input: Clinicians offered guidance and oversight, particularly for operational 
decisions that required clinical input (e.g. discharge processes). 

 
The team also highlighted a major achievement – reducing the waiting list to zero within two months of 
assuming responsibility of the service. This was enabled by running additional clinics (including 
weekends) and was supported by using agency staff, who were often more able to offer greater 
flexibility than salaried staff with fixed working patterns. 
 

"It was the agility of the clinician. So we had to sort of change our model (…) but once we 
were able to get sort of agile agency staffing, it allowed us to really just plug those holes 

and (…) improve for those KPIs [key performance indicators]." 

Staff member 

 
Conversely, staff identified several factors that challenged effective implementation. These largely 
related to integration with GPs, including inappropriate referrals, GP staffs’ interpretation of spirometry 
results, and the need to manage expectations about the service offer (i.e. the service provides results 
rather than a formal diagnosis). Increased communication with GPs was suggested as a potential 
solution. PCN level teaching had also been requested within the system. 
 

"GPs may not always understand the difference between lung function and spirometry, we 
do get some referrals to the diagnostic hub that may not be so appropriate or (…) would be 
better off sent to, for example, a respiratory service or (…) for full lung function rather than 

just spirometry. Maybe the GPs understanding of the right pathway may not be there." 

Staff member 

 

4.5 System integration 
 
The primary care-led model supports system integration by working in partnership with primary care, 
providing advice and feedback and joining up with system pathways. There is a local community 
diagnostic centre (CDC), and the current pathway primarily involves interaction with GPs and community 
spirometry. The service does not directly refer into the CDC. Local anecdotal evidence suggests that the 
location of the CDC may be a potential barrier for patients. However, the CDC offers a thorough service, 
with quick turnaround times. 
 
A key opportunity to support further system integration included upskilling GPs to improve 
understanding of spirometry. The lung cancer screening programme in London (16) was also 
referenced as a potential area for better integration, notably for patients with mild or moderate 
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emphysema. Current practices leave patients coded as having emphysema, even if they are 
asymptomatic and have been confirmed not to have COPD. This can have personal consequences for 
patients, including impacts on insurance premiums, which was suggested as an area for further 
investigation. 
 

4.6 Equity of access 
 
Equity of access has been considered by investigating the demographic profile of patients that had a 
referral accepted to the service, against those that attended their spirometry appointment between 1 
January and 18 December 2025. Figure 8 compares the patient profile to examine whether certain 
demographic groups are less likely to attend. No notable differences in access were observed between 
the two groups based on the patient’s level of deprivation (indices of multiple deprivation quintile), 
ethnicity, age band and gender.
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Figure 8: Demographic profile of patients referred compared to those that attended the primary 
care-led respiratory diagnostic service model 
 

 
 
Staff shared that the service has a focus on addressing health inequalities. They work in partnership with 
two local homeless practices, utilise an interpreter service, and support access through its two-site 
model. The latter has been valuable for elderly patients that prefer to attend a more local site. 

"We work with two big homeless practises in Westminster. (…) We almost always have to 
interact with social workers, caseworkers and all of it, so we tried to give it a little bit more 

leeway when it comes to DNA rates." 

Staff member 
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4.7 Impact 
 
The impact of the service on diagnosis rates was considered by investigating data on patients that 
attended the service during April to September 2025. The data was recorded during MDT meetings and 
may not reflect the rates formally recorded by GPs in practice systems. Overall, this aimed to understand 
the proportion of patients that went on to receive a diagnosis. 
 
There were 137 patients that attended the service between April and September 2025 and were 
recorded as having asthma, which equates to 25% of patients that attended. There were 180 patients 
recorded during the same period as having COPD, which equates to 32% of those who attended their 
appointment. Based on the data, it is not possible to determine how many of these patients were 
diagnosed with both asthma and COPD.  
 
Staff felt that patients are mostly satisfied with the service, noting the quick turnaround times and 
clinician patience (particularly given the often-challenging nature of the test, its duration and the 
surrounding noise and stimulation). The small proportion of negative feedback centred around the 
referral and managing expectations about the test process itself. 
 

4.8 Costs 
 
Cost data was obtained to provide an illustration of the cost required for running the service – it is not an 
exact cost estimate based on comprehensive cost analysis. Therefore, it should be interpreted with 
caution. The approximate annual cost of the diagnostic service model is £117,375 (Table 4). This 
equates to an average cost of £88 per patient that is booked in or an average cost of £103 per patient 
that attended. 
 
Table 4: Annual year one cost of the primary care-led respiratory diagnostic service model 

Category Description Unit cost Quantity 
Total 
annual cost 

Staff* 

Test performers - 0.45 FTE 

£91,733 

Test interpreters - 0.2 FTE 

Admin staff - 1 FTE 

Team leader  0.2 FTE 

Operations manager - 0.2 FTE 

Respiratory consultant and specialist nurse - 0.05 FTE 

Rent and 
rates 

Rooms at St John’s Wood Medical Practice 
and South Westminster Centre for Health 

- 
2 days in 
total 

£11,036 

Digital 
Online platform for patient 
communications 

360 NA £360 

Equipment 
Devices, calibration, consumables, cleaning 
and patient protective equipment 

£14,246 NA £14,246 

Total £117,375 

 
Note: * No specific staff bandings provided – a total staff cost was provided. Oncosts included. 

 

4.9 Sustainability 
 
Looking ahead, the primary care-led team were looking forward to their staff developing ARTP 
qualifications and considered the need to upskill GPs in the interpretation of spirometry. In the long 
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term, at a system level, they explored the value of expanding the pathway, such that diagnostic service 
models could provide a full diagnosis in partnership with nurse specialists or within pharmacy. This is 
out of scope for now, as the model is commissioned to deliver quality assured spirometry. 
 
Staff gave the following key considerations for services to build into the models to ensure sustainability: 

• Building in flexibility, especially if supporting staff who are working toward ARTP qualifications 
• Prioritising clear communications, including how the service is presented and promoted to 

GPs 
• Avoiding duplicating effort, by drawing on existing standard operating procedures rather than 

reinventing the wheel 

• Establishing good administrative processes that minimise error (for example conducting case 
load audits to ensure no patient is missed) 

• Developing contingencies and back up plans, especially in the event of staff turnover and 
availability 
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5. System considerations 
 
This section takes a strategic, system level view to consider the wider landscape and the opportunities 
for respiratory diagnostic services in the future. 
 

5.1 Wider landscape 
 
The respiratory diagnostic service model landscape across south east London (SEL) and north west 
London (NWL) is diverse. There is a quality assured spirometry offering in each borough with different 
approaches to service delivery: 

• In SEL, services are predominantly specialist-led, delivered through an integrated respiratory 
service operating across hospital and community.  

• In NWL, models are entirely primary care-led, commissioned as a primary care enhanced service, 
for each primary care network (PCN) to run or delegate. This localised model is designed around 
neighbourhood level access, with the vision that spirometry is delivered close to where patients 
live, supported by multidisciplinary team (MDT) input and specialist oversight. Coverage varies, 
with some services spanning multiple PCNs. 

 
Across both systems, stakeholders reflected on the variation in practice and levels of standardisation. 
Ongoing work aimed to strengthen alignment with the London Respiratory Clinical Network 
specification (5) and to ensure providers remained up to date on new evidence and guidelines: 

• In SEL, the SEL ICB Respiratory Clinical Network is the main mechanism for supporting change, 
improving pathways and sharing updates from the London Respiratory Clinical Network. 

• In NWL, a similar monthly forum served this purpose but has ceased due to funding constraints. 
 

"We've got a sort of a diverse landscape of (…) providers. So that lends itself to some 
differences (…) in the setup, in each of the boroughs." 

Stakeholder 

 

5.1.1 Implementation challenges 
 
While challenges varied by geography, the need for clearer accountability was consistently highlighted 
as essential for achieving standardisation and alignment with the specification: 

• In SEL, key challenges were a mismatch between demand and capacity, long waiting lists, 
bureaucratic barriers between organisations, legacy commissioning arrangements, and cultural 
resistance to change in line with the London standards. 

• In NWL, challenges centred on services operating at a financial loss, limited funding for 
consultant time, data quality issues linked to electronic patient record systems, and significant 
workforce education needs (given the greater GP responsibility for interpretation). The value of 
top slice funding and consultant and MDT support was highlighted as essential. 

 

"For this model to work, you need centralised oversight and accountability and scrutiny that 
we've that's been missing." 

Stakeholder 
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Integration with community diagnostic centres (CDCs) remains complex across both integrated care 
boards (ICBs). In SEL, stakeholders perceived the CDC provision as limited, not optimally located, with 
patient flow largely concentrated from one acute trust rather than functioning as a hub and spoke 
model. However, a second CDC is being explored. In NWL, CDCs provide overlapping diagnostic 
capacity but are underutilised, as they are not integrated within primary care pathways. Some 
respiratory diagnostic services have relinquished contracts, with patients now referred to CDCs given 
their available capacity. Stakeholders agreed CDCs should be more fully integrated into the system, 
both in commissioning and in supporting workforce development and education. 
 

5.1.2 System achievements 
 
Overall, stakeholders expressed a strong sense of achievement. All boroughs have a functional 
respiratory diagnostic service, and most offer the full recommended set of tests. SEL highlighted the 
benefits of their dashboard and network in monitoring key metrics and driving standardisation. In NWL, 
short waiting times was seen as a significant win. The absence of robust data for NWL limited further 
consideration of objective benefits. 
 

"We've managed to keep (…) respiratory on the agenda continuously and (…) that has 
meant that there has been impetus to develop standards and guidelines and supportive 

resources for clinicians and training and education sessions. (…) without the network (…), 
without that push (…) those things probably would not have happened, particularly when 

we're responding to pressures arising from the pandemic.” 

Stakeholder 
 

"It does help to feel like you've got somewhere to refer your patient, that's not like a year's 
waiting list, (…) that's a motivating factor for patient engagement and clinician 

engagement.” 

Stakeholder 

 

5.2 System vision and opportunities 
 
Looking ahead, stakeholders reflected on how the respiratory diagnostic landscape may evolve over the 
next three to five years. Their views centred around several key themes: 

• Aligning with national policy and strategic direction, including bringing services closer to 
home in line with the NHS 10 Year Health Plan for England, understanding how integrated 
neighbourhood teams will mature, and thus ensuring respiratory services are appropriately 
positioned within evolving care models. 

• Exploring and adopting new technologies and products, alongside supporting the associated 
change management, particularly among staff who have completed significant training. 

• Responding to wider system changes, such as ICB mergers, and supporting respiratory 
diagnostic service model business cases and sharing learning. 

• Maintaining a strong focus on patients, ensuring effective condition management, wrap 
around support, and appropriate pathways. 

• Embedding clear governance and communication structures, enabling all partners to 
understand their roles, responsibilities and expectations, and investing in training and education, 
particularly for primary care. 
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" For me it would be embracing new technology (...) we need to keep an eye on those 
things because it really should help the number of people who could test in a (…) certain 

timeframe and actually just give people more supply because the demand is there." 

Stakeholder 

 
For areas considering the establishment of respiratory diagnostic service models, stakeholders 
identified several factors that should inform model design and implementation: 

• Workforce and skills mix: Understand local workforce and recruitment patterns to determine 
whether a physiology‑led or primary care‑led model is most appropriate. Build on existing local 
expertise and ensure ongoing access to professional development and support. 

• Service design and operational requirements: Consider an appropriate geographical 
coverage and population reach, and balancing this with practical needs such as appointment 
length, clinical input, specialist equipment, and suitable rooms. 

• Phased implementation: A staggered rollout was suggested to support refinement of 
processes, opportunities to learn and iterate and drive accountability. 

• Robust governance structures and systems: Ensure strong governance arrangements at a 
strategic level to drive accountability and consistency, while ensuring there are appropriate 
clinical systems, data flows, and staffing for data monitoring and oversight. 

• Regular communication and shared learning: Establish monthly meetings or utilise existing 
clinical networks to facilitate communication, review delivery, share learning, support education, 
and ensure consistent interpretation of results and pathways. 

• Strategic focus on respiratory: Keep respiratory on local agendas by raising awareness of the 
condition burden and impact on patients.
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6. Limitations 
 
Several limitations should be considered when interpreting these findings: 

• The review focuses on two adopted models, which does not capture the full breadth of 
respiratory diagnostic service models across London. Consequently, case studies of other service 
models are not represented, and learnings may not be generalisable to other settings (especially 
those operating in different contexts). 

• Perspectives were drawn from a small number of staff, which may not reflect the full diversity of 
experiences. Direct views from patients are not included due to the challenges of undertaking 
meaningful data collection within the constraints of the project. 

• Quantitative data varied across the two case studies with activity, demographic, and diagnosis 
data being drawn from different sources and relating to different patient cohorts. Additionally, 
SEL diagnosis data does not confirm whether quality assured spirometry was performed. 

• Cost data presented is illustrative rather than a comprehensive cost analysis, based solely on the 
information available. Data from each service is not directly comparable (for example, one 
includes oncosts while the other does not). 
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7. Conclusions and 

recommendations 
 

7.1 Conclusions 
 
Respiratory diagnostic service models enable quality assured diagnostic testing and spirometry to be 
delivered close to home, supporting earlier and more accurate diagnosis of asthma and chronic 
obstructive pulmonary disease (COPD). Across London, the service landscape is diverse, with two 
predominant models in operation: specialist‑led and primary care‑led service models.  
 
Although levels of standardisation and alignment with the London Respiratory Clinical Network 
specification vary across the system, this review highlights the strengths and challenges of two mature 
and established models.  
 
The specialist-led model demonstrated strong clinical expertise, experienced high demand and 
delivered robust quality assured diagnostic services. However, it was constrained by long waiting lists 
and insufficient funding for oversight and administration functions. The primary care-led model offered 
more timely and equitable access for patients, but required larger operational and administrative teams, 
agency clinical staffing, and encountered challenges with GP interpretation of spirometry results. 
 
Overall, there was a strong sense of progress across both integrated care boards (ICBs). All boroughs 
now have access to respiratory diagnostic services, and most providers deliver the full suite of 
recommended tests. Integration with community diagnostic centres (CDCs) remains complex.  
 
Looking ahead, respiratory diagnostic services will need to continue adapting to national policy 
direction and broader system reform. Future development should be supported by effective adoption 
of new technologies, a sustained focus on patient experience, clear governance and accountability, and 
strong system wide collaboration. Together, these elements will be essential to ensure respiratory 
diagnostic services remain sustainable and continue to deliver high quality respiratory care across 
London. 
 

7.2 Recommendations 
 
This review sets out a series of recommendations to support the continued development, scale and 
spread of respiratory diagnostic service models, enabling high quality, early, and accurate diagnosis 
across the system. The recommendations are structured across two areas: 

• Service level recommendations, focusing on the practical and operational actions required to 
adopt, implement, and oversee respiratory diagnostic service models. 

• System level recommendations, focusing on the strategic actions required to support 
consistency, integration, and collaboration across the wider system. 

 

7.1.1 Service level recommendations 
 
The review identified common themes across the service models. It was evident that the mature models 
align with the London Respiratory Clinical Network specification, with system reflections on a need for a 
more phased approach to implementation, considering the full local respiratory diagnostic pathway 
from the outset. Both service models emphasised the importance of establishing an appropriate staffing 
structure early, particularly with regard to clinical oversight, multidisciplinary team (MDT) processes, and 



  

 
Respiratory Diagnostic Service Model Review 

41 

administrative capacity. Service location, equipment, infection control requirements, data quality, and 
attention to health inequalities were also fundamental to effective delivery. There was an overall need 
for stronger engagement with primary care to improve respiratory diagnostic service model referrals 
and spirometry interpretation following testing. 
 
The service level recommendations aim to consolidate this learning and provide practical 
considerations to support commissioners and providers in designing, delivering, and overseeing 
respiratory diagnostic service models at a local level. 
 

1. Design and implement a respiratory diagnostic service model that is aligned with the 
London Respiratory Clinical Network specification and is embedded within the local 
respiratory pathway. The model should deliver the full suite of quality assured diagnostic tests, 
align with local workforce capacity and build on existing processes and systems. 

a. Use the London Respiratory Clinical Network specification as a core blueprint, ensuring 
delivery of the full suite of quality assured tests and progressing towards essential and full 
model requirements. 

b. Design the service as a pathway considering community respiratory services, CDCs and 
referral processes, rather than as a standalone model. 

c. Understand current and projected demand for respiratory diagnostic services and design 
the model and capacity to meet that demand. 

d. Consider a specialist-led or primary-care led approach based on existing local workforce 
dynamics and recruitment patterns to ensure sustainability. 

e. Avoid unnecessary system duplication by operationally drawing on existing services 
processes, risk assessments, governance arrangements, and clinical protocols (such as 
infection control processes of an existing model). 

f. Adopt a phased implementation approach to test operational assumptions, refine 
processes, embed learning, and strengthen accountability prior to full roll out. 
 

2. Resource and develop the respiratory diagnostic model workforce to deliver quality assured 
spirometry, alongside appropriate clinical oversight, MDT input, and administrative support. 

a. Fund and protect time for clinical oversight, alongside providing adequate administration 
capacity to support delivery. 

b. Understand the trade-offs between specialist-led full clinical reporting and the otherwise 
wraparound clinical and MDT support required for GPs to interpret results, particularly in 
primary care-led models. 

c. Develop robust workforce contingency plans, including flexible arrangements to manage 
staff sickness, room availability, and the appropriate use of temporary or agency staffing 
where required. 

d. Offer additional staff training in managing violence, aggression, and patient conflict, 
especially for staff working alone or in community 

e. Ensure appropriate investment, supervision and flexibility for staff undertaking 
Association for Respiratory Technology & Physiology qualifications. 

 
3. Establish the estates, infrastructure, data and operational enablers required to deliver a 

reliable and high performing respiratory diagnostic service, minimising disruption to patients 
and supporting system oversight. 

a. Consider service location and coverage based on patient accessibility, the potential 
impact on did not attend (DNA) rates, and operational feasibility across the ICB. 

b.  Secure clinical spaces that are reliable and compliant with infection quality control 
requirements to reduce the risk of last-minute cancellations and service inefficiencies. 

c. Invest in high quality diagnostic equipment that aligns with existing clinical and 
information systems, recognising the upfront costs albeit the benefits in reduced manual 
data entry and improved data quality. 

d. Set up effective processes for key performance indicator reporting (such as waiting times, 
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DNA rates, accepted and rejected referrals) to support accurate and timely data capture, 
minimise manual reporting and strengthen governance and system level oversight. 

e. Conduct annual audits in accordance with the London Respiratory Clinical Network 
specification to understand adherence and identify what is working well and areas for 
improvement. 

f. Proactively address delays and long waiting lists by expanding clinic capacity, updating 
procedures to reflect new guidelines, supporting patients to manage appointment slots, 
as well as making effective use of administrative roles for multichannel appointment 
reminders to support patient attendance. 
 

4. Ensure patient access, experience, and equity are embedded within service design and 
delivery, supported by proactive use of data and meaningful patient involvement.  

a. Prioritise patient voice throughout the design and implementation to ensure the model, 
communications and service processes are person-centred, accessible and aligned with 
patient insight and experiences. 

b. Embed equity and accessibility into the service environment, such as providing clear clinic 
signage, access to interpreter services, and adjustments for patients with additional 
needs. 

c. Review service data on access and uptake across localities and population groups to 
identify inequities and target improvements to enhance reach and consistency across 
population groups. This should include the collection and review of data on reasons for 
patients not attending their appointment 

d. Partner with referrers to increase patient involvement and choice, including offering 
flexibility in site selection where possible and ensuring patients are supported to 
understand how to manage appointments, change or rebook slots, and access 
information about the service and test results. 

 
5. Strengthen primary care integration and GP engagement to ensure a shared understanding 

of service scope, referral expectations and responsibilities for interpretation and onward 
management. 

a. Clarify the role of the service with GPs and primary care, including clear messaging that 
the diagnostic service provides test results rather than a definitive clinical diagnosis. 

b. Reinforce referral processes and requirements, including promotion of standardised 
referral forms, clarity on eligibility and alternative pathways (such as CDCs), and 
improving understanding of test complexity and operational requirements, to reduce 
inappropriate referrals and improve patient flow. 

c. Encourage consistent patient messaging throughout primary care, including why tests are 
being undertaken, what results will and will not provide, and the likely next steps 
following diagnostic testing. 

d. Identify and address GP and primary care education needs, particularly in primary 
care‑led models, to support appropriate interpretation and use of diagnostic results. This 
should consider where training, guidance, and access to specialist advice is required to 
enable confident and accurate clinical decision making. 
 

6. Establish robust contract management and oversight, with active monitoring of clinical and 
operational performance and key performance indicators to drive consistent delivery in line with 
the London Respiratory Clinical Network specification and financial viability. 
 

7.1.2 System wide recommendations 
 
Beyond the operational considerations, the review highlighted several strategic, system level 
requirements needed to strengthen respiratory diagnostic services. Stakeholders emphasised the 
importance of responding to evolving national policy and system changes, alongside emerging clinical 
guidelines. Keeping pace with new technologies and identifying opportunities to improve efficiency 
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were viewed as essential to addressing the ongoing mismatch between demand and capacity. There 
was also appetite to reinstate forums to promote collaboration, knowledge sharing, and greater 
alignment across providers.  
 
This set of system level recommendations are proposed to highlight for system leaders the areas 
requiring strategic focus beyond day-to-day service delivery. Strengthening these elements will support 
strategic direction and reinforce service clarity. This will lay the foundations for improved system 
integration, supported by sustained leadership, collaboration, and partnership working. 
 

7. Support respiratory diagnostic service models to evolve, integrate and respond to the 
current operating context, through strategic alignment, revision of the London Respiratory 
Clinical Network specification, integration with CDCs and the adoption of new technologies. 

a. Ensure Position and develop respiratory diagnostic service models in line with national 
policy, clinical priorities, and wider system changes, including ICB mergers and system 
reconfiguration. 

b. Review and revise the London Respiratory Clinical Network specification to ensure it 
accurately reflects current guidelines, best practice and evolving service models. 

c. Strengthen integration with CDCs by reviewing overlapping pathways, clarifying roles and 
responsibilities and ensuring full system integration through aligned commissioning, 
workforce planning, and training. 

d. Investigate new and emerging technologies that could enhance and complement existing 
respiratory diagnostic service models, ensuring implementation is supported by change 
management approaches to engage and support staff accustomed to established 
processes. 
 

8. Promote collaboration and shared learning across providers and the system by drawing on 
existing clinical networks or establishing new ones where gaps exist. These networks should be 
used to share best practice, address cultural resistance to change, support workforce 
development, and drive continuous improvement in respiratory diagnostic pathways. 
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9. Appendices 
 

9.1 Site focus group topic guide 
 

MODEL DESIGN AND IMPLEMENTATION 

 
1. Can you describe your role and involvement in the service? 
 
2. How has the model evolved since its inception? 

• What changes have been made to the original design? 

• What prompted these changes - were they based on feedback, data, or operational needs? 
• Have these adaptations improved service delivery or patient experience? 

 
3. What have been the key enablers to delivery? 

• What factors have helped the service succeed or embed? 
 
4. What have been the barriers? 

• Have there been any challenges in implementation? 
  
SYSTEM INTEGRATION 
 
5. How does your service interact with community diagnostic centres? 

• What does collaboration look like in practice? 
• What works well? What could be improved? 

 
6. Where do you see opportunities for improvement in how the system functions? 

• Are there any gaps or inefficiencies in how services work together? 

• What would help improve coordination or integration? 
• Are there any system level changes that would support your service better? 

 

WORKFORCE AND EFFICIENCY 

 
7. What has been your experience of working within the service? 

• What aspects of the role or service environment support you in your work? 
• Are there any challenges or pressures you and your team face? 

 
8. What further training or development would support you and your team? 

• Are there any gaps in skills or knowledge that you feel need addressing? 
 
9. How efficient is the current workforce model?  

• Is the current staffing model sufficient to meet service demands? 

• What would improve efficiency? 
• How long do patients wait for an appointment? Are DNAs common? What could be done to 

reduce waiting times and DNAs? 
 
10. Have you experienced any staff turnover? 

• What helps staff stay in their roles within the service? What factors contribute to staff leaving? 
• What has been the impact of turnover on service delivery? 

 

PATIENT IMPACT AND EQUITY 
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11. To what extent does your service model support equitable access to diagnostics? 

• How does the service model aim to reach underserved populations? 
• Are there any adaptations or approaches that have supported access or engagement? 
• Are there any barriers to access (e.g. geography, digital exclusion, language, referral 

processes)? 
 
12. What are patients’ experiences of the service?  

• What do patients say about their journey through the service (e.g. ease of access, 
communication, timeliness)? 

• Are there any recurring themes in patient experience, either positive or negative? 
• How does the service respond to patient feedback or concerns? 

• Are there any examples of how patient experience has informed service design or 
improvement? 

 
VALUE AND SUSTAINABILITY 

 
13. In your view, how does the service offer value for money? 

• Are there areas where you think the service could be more efficient or cost-effective? 

• Have you seen any impact from the service on other parts of the system? 
• What feedback have you received from commissioners or system partners about the value of 

the service? 

• To what extent is the service sustainable? What factors might influence this? 
 
14. What are the next steps for your service – what is planned?  

• Are there any changes or improvements already underway or planned? 

• What ambitions do you have for the service in the next 12 months? 
• What support or system level changes would help you to develop or sustain the service? 

 
15. What advice would you give to someone else setting up a similar model?  
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9.2 System focus group topic guide 
 

MODEL LANDSCAPE AND IMPLEMENTATION 

 
1. Can you describe your role and how you interact with the respiratory diagnostic service 
models? 
 
2. What does the respiratory diagnostic service model landscape look like across [SEL/NWL]? 

• How many service models currently exist? Are they mostly specialist-led? 

• How does this compare across London? 
• What is the current system capacity for asthma and COPD diagnosis and treatment? 

 
3. What role have the respiratory diagnostic service models played in the system? 

• Have they been implemented as intended? 

• Are they delivering against the national and regional priorities? 
• How have they interacted with community diagnostic centres? 

 
4. What have been the key enablers and barriers to implementation? 

• What factors have helped service models succeed or embed? 
• What challenges remain? 
• Are there any plans or ideas to reduce waiting times and DNAs? 

 
5. What has been the impact of these models? 

• Have they addressed equity in access? 
• Are they delivering value for money? 

  
SYSTEM VISION AND OPPORTUNITIES 

 
6. How do you see respiratory diagnostic service models (and the system) evolving over the 
next 3–5 years - in [SEL/NWL] and London more broadly?  

• What is needed to achieve that vision? 
 
7. What should ICBs consider when adopting either ‘specialist-led’ or ‘primary care-led models? 

• What are the trade-offs in terms of workforce, cost, equity? 
 
8. What else is essential to ensure the success and sustainability of these models? 
 

 



  

 
Respiratory Diagnostic Service Model Review 

48 

9.3 Quantitative data sources and metrics 
 

Measures Metrics Data sources Timeframe 

Specialist-led model 
Service activity • Number of referrals 

• Number of appointment slots 

• Number of appointments 
attended 

• Number of DNAs 
• Average waiting time (in 

days) 

Local service 
monitoring data 
 
 
Electronic referral 
system 

July-October 2025 
 
 
 
July-October 2025 

Diagnosis rates • Proportion of spirometry 
reports that were indicative of 
an asthma diagnosis 

• Proportion of spirometry 
reports that were indicative of 
a COPD diagnosis 

 
 

• Asthma patients whose 
asthma diagnosis was 
recorded as clinically 
effective from a date in the 12 
months up to the snapshot 
date, out of all asthma 
patients on that snapshot 
date 

• COPD patients whose COPD 
diagnosis was recorded as 
clinically effective from a date 
in the 12 months up to the 
snapshot date, out of all 
COPD patients on that 
snapshot date 

• COPD patients who have had 
a value recorded for 
diagnostic spirometry in 
primary care, at any point up 
to the snapshot date, out of 
COPD patients 

• COPD patients who have had 
a value recorded for 
diagnostic spirometry in 
primary care below 70 (or 
0.7), at any point up to the 
snapshot date, out of COPD 
patients 

• COPD patients who, up to the 
snapshot date, have never 
had a primary care recording 
of a FEV1/FVC value from 
diagnostic spirometry below 
70 (or 0.7) – either they have 

Local internal audit of 
spirometry reports 
 
 
 
 
 
 
ICB respiratory 
dashboard 

September-
November 2025 
 
 
 
 
 
 
 
November 2025 
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never had spirometry, or their 
lowest ever recorded 
spirometry value was not 
below 70 (or 0.7) 

 
Demographic 
profile of 
referrals and 
attendees 

Percentage of all referrals and 
attendees split by: 

• Gender 
• Age band 
• Ethnicity 

Proportion of each demographic 
group that attended versus DNA 
by: 

• Gender 

• Age band 
• Ethnicity 
• Indices of multiple 

deprivation quintile 

Bespoke report from 
business intelligence 
team 

July–November 
2025 

Primary care-led model 

Service key 
performance 
indicators 

• Percentage of referrals 
accepted or rejected within 5 
working days, and 
communication sent to 
eligible patients and GP 

• Percentage of patients 
offered an appointment 
within 20 working days 

• Monthly DNA rate 

Local service 
monitoring 
spreadsheet 

Snapshot from 
November 2025 

Service activity • Referrals received 

• Referrals accepted 
• Appointments booked 
• Appointments attended 

• DNA rates 

Local service 
monitoring 
spreadsheet 

April-November 
2025 

Diagnosis rates • Proportion of patients seen 
by service that are diagnosed 
with asthma 

• Proportion of patients seen 
by the service that are 
diagnosed with COPD 

ICB respiratory 
diagnostics services 
dashboard 

April-September 
2025 

Demographic 
profile of 
referrals and 
attendees 

Proportion of all referrals/ 
attendees split by: 

• Gender 

• Age band 
• Ethnicity 
• Indices of multiple 

deprivation quintile 

Bespoke report from 
business intelligence 
team 

January–November 
2025 

 
 
 


