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[bookmark: _Toc112250252]Introduction, Background and Purpose
Breathlessness is a common presenting symptom in primary care with numerous causes which can delay diagnosis and subsequent treatment for patients.  
 
Breathlessness is a subjective and distressing sensation of difficulty in breathing. It is associated with high healthcare use and accounts for 5% of presentations to the Emergency department (which is estimated by Asthma UK as 1.7 million attendances per year) and 4% of GP consultations.  
 
Breathlessness is reported by 9-11% of the general population, this increases to 25% in the over 75 age group. This also varies in severity with socioeconomic status and Thanet has one of the highest levels of depravation in the UK.  
 
58% of patients with COPD present with respiratory symptoms for 5 years before getting a diagnosis, 42% present with severe disease.  
 
79% of patients with heart failure are diagnosed during a hospital admission, when 41% present with heart failure symptoms in the 5 years prior to diagnosis.  
 
Patients with interstitial lung disease (ILD) have a median delay in diagnosis of 1.5 years from initial presentation with 55% of those patients being misdiagnosed prior to the correct diagnosis being made.  
 
The aims of the breathlessness pathway are: 

· To provide dedicated, symptom-based pathway for patients with breathlessness 
· To assess and evaluate patient clinical condition with a full clinical history and cardiorespiratory examination. 
· To determine the causes of breathlessness (single or multifactorial) after clinical history, providing diagnostic tests as appropriate (one stop as far as practical)  
· Have a multidisciplinary approach to diagnosis from the initial face to face consultation, providing guideline-based management advice to primary care.
 
The organisational aims are:  
 
· short waiting times appropriate to clinical need
· one-stop approach for patient
· excellent communication with referrers 
· minimise the use of consultant clinic appointments  
· Reduce multiple onward referrals to different specialisms, delaying patient diagnosis and management 
· Improved patient satisfaction 

[bookmark: _Toc112250253]Definitions
COPD – Chronic Obstructive Pulmonary Disease
ILD – Interstitial Lung Disease
GP – General Practitioner
RTT – Referral to Treatment
ECG – Electrocardiogram
BP – Blood Pressure
CXR – Chest X-ray
BNP – B-type Natriuretic Peptide
NT-proBNP – N-terminal pro B-type Natriuretic Peptide
FBC – Full Blood Count
U&Es – Urea and Electrolytes
PEF – Peak Expiratory Flow
RR – Respiratory Rate
Hb – Haemoglobin
FeNO – Fractional Exhaled Nitric Oxide
EF – Ejection Fraction
HF – Heart Failure
EP – Electrophysiology
CTCA – CT Coronary Angiography
IHD – Ischaemic Heart Disease
JVP – Jugular Venous Pressure
BMI – Body Mass Index
GAD-7 – Generalised Anxiety Disorder 7-item scale
PHQ-9 – Patient Health Questionnaire-9
MRC scale – Medical Research Council Dyspnoea Scale
MUST – Malnutrition Universal Screening Tool
NIV – Non-Invasive Ventilation
B12 – Vitamin B12

[bookmark: _Toc112250254]Scope
This document is intended for use by general practitioners and hospital doctors who wish to refer to the breathlessness clinic, as well as clinical scientists in cardiology and respiratory who provide services to the clinic. This clinic falls under the 42-day diagnostic pathway and is not an RTT (treatment pathway) so the management of the patients after diagnosis will remain the responsibility of the referrer. 
[bookmark: _Toc112250255]Guidance
4.1 Referral process: 
· Referral into the Breathlessness clinic should be made using the current electronic referral system (sunrise) or ERS available to the GP’s. The referral must meet the inclusion criteria below and have all the baseline diagnostic tests completed prior to referral (see below pre-requisite for referral). 
· Referrals to the clinic will be triaged by consultant clinic scientists to either accept the patients who meet the inclusion criteria, re-direct the referrals to another more appropriate pathway, or return the referral to the requester with advice. 

4.2 Inclusion Criteria: 

· Patients presenting with chronic persistent breathlessness (> 8 weeks duration)  
· Patients who’s cause of breathlessness has NOT been identified during the triage process and redirected to the most appropriate pathway

4.3 Exclusion Criteria: 
· Acute severe breathlessness  
· Patients with red flag symptoms: 02<92%, Cardiac sounding chest pain, bradycardia (<60bpm) tachycardia >100bpm, PEF <33% or RR >30 breath/mm. Confusion, agitation, unilateral leg swelling, inspiratory and expiratory stridor, haemoptysis, cyanosis. 
· Rapidly progressing symptoms  
· Known diagnosis of respiratory condition or cardiac condition. 
· Anaemia of unknown cause with an un-investigated hb of <100  

Patients with symptoms suggestive of Cancer (unexplained weight loss, persistent cough for example) should follow the appropriate 2ww cancer pathway  
 
Patients with signs and symptoms of an acute pathology/process should be referred via the emergency department for example: (02<92%, Cardiac sounding chest pain, bradycardia (<60bpm) tachycardia >100bpm, PEF <33% or RR >30 breath/mm. Confusion, agitation, unilateral leg swelling, inspiratory and expiratory stridor, haemoptysis, cyanosis. 
 
 
Patients with new onset of heart failure symptoms and a NT pro BNP of >2000 will be referred to the rapid access heart failure pathway. 

4.4 Staffing: 

The clinic will be staffed by a consultant clinical scientist in respiratory and a consultant clinical scientist in cardiology. Staff will be appropriately trained in clinical examination (within their field of expertise) and clinical history taking.  
 
· Minimum level of qualification – Clinical scientists with a doctorate in clinical science (DclinSci), Agenda for change band 8c/d
· Experience and competence in running scientist led clinics 
· Remote support from cardiologists and respiratory consultants  
· Multidisciplinary team meetings for complex case reviews (cardiologists, Respiratory consultants, clinical scientists) within the scope of the current available MDM’s (for example, Heart failure MDM, Device MDM, Echo review MDM, Valve MDM) 
· Clinical scientists for diagnostic testing, as per normal direct access pathways 

4.5 Patient appointment:
 
Pre-requisite for referral: 
 
Cardiac pre-requisite: Pulse check, ECG, BP, CXR, BNP, FBC, U&E’s, thyroid and liver function.  

Respiratory pre-requisite: PEF, spirometry, eosinophil measurement. 
 
	Tier 1 investigations 
	 Results 

	NT-ProBNP  
	  

	Albumin/Creatinine ratio 
	  

	Thyroid function  
	  

	Full blood count 
	  

	Urea & electrolytes 
	 

	Liver function test  
	 

	Mental health screen questionnaire score (GAD 7 and PHQ9) 
	 

	Peak flow diary started 
	 

	Chest X ray (within the last 6 months)  
	 

	Breathlessness score (MRC scale) MRC Dyspnoea Scale | Primary Care Respiratory Society 
	 


 
Patients will be triaged in order to direct them to either possible cardiac cause, possible respiratory cause wherever possible, following a strict triage flow chart (appendix 1) 

Patients will be seen in a face-to-face clinic at a CDC location with access to respiratory and cardiac diagnostic testing in a one-stop clinic, when required.  
 
A detailed clinical history will be taken in clinic, as well as a cardiac and respiratory clinical examination 








In clinic assessment:  
 
	History:  
	 Notes 

	Onset of symptoms  
	  

	Associated symptoms 
	  

	Smoking history 
	  

	Alcohol consumption  
	  

	Impact of breathlessness on daily life 
	  

	Levels of regular exercise  
	  

	Environmental and occupational risk factors  
	  

	Co-morbid conditions and past medical history 
	  

	Sleep quality  
	 


 
	Examination 
	 Notes 

	Blood Pressure 
	  

	Heart rate and rhythm 
	  

	Resp rate 
	  

	Oxygen saturations 
	  

	Breathing pattern (use of accessory muscles) 
	  

	Chest and heart auscultation 
	  

	Peripheral oedema and JVP   
	  

	Deconditioning / loss of quad muscle bulk 
	  

	Calf swelling 
	  

	BMI 
Waist circumference 
Neck circumference  
	  

	PEF% 
	  

	Expired carbon monoxide 
	 


 

Based on the results of the above clinical examination and tier one investigations, the possible cause of breathlessness should be identified and further diagnostic testing requested (or performed on the day) as required.  
 
 
 Potential cardiac cause identified:  
 
	Heart failure  
	1. Patients with NT pro BNP >2000pg/mL should have already been excluded from the clinic and seen in rapid access heart failure clinic. If new onset heart failure is detected, refer to the heart failure team or the HF MDM for further management.
2. Patient with BNP between 400-2000pg/mL will receive an echocardiogram if not already completed prior to the appointment   
3. Patients with presumed HF with preserved EF – follow NICE guidelines: Scenario: Confirmed heart failure with preserved ejection fraction | Management | Heart failure - chronic | CKS | NICE 

	Arrhythmia 
	Zio heart monitor to be fitted in clinic if palpitations, dizziness, syncope or falls 
Consider referral to EP / arrhythmia clinic 

	Valve disease  
	If murmur detected - Echocardiogram will be performed on the day 
Consider referral into physiologist led valve clinic if moderate valve disease detected 
If significant valve disease detected – Referral to local Valve MDM. 

	Angina  
	Consider CTCA request if not exertional symptoms or exercise stress echocardiogram is exertional breathlessness (+/- Chest tightness) when risk factors for IHD are present – Onward referral into cardiology or specialist rapid access angina clinic.  


 
Potential Respiratory causes 
 
	Asthma 
	Refer to GP with appropriate medication recommended in letter. If high FeNo, high eosinophils advised to start appropriate treatment and then review with view to return to the GP or refer on to the community respiratory team 

	COPD 
	Refer to GP with management advice. If moderate / severe with gas significant gas trapping, consider referral to tertiary centre or the community respiratory team.

	Interstitial lung disease 
	Refer to medical team / community team for long term support. Have presented at ILD MDM with GST ILD specialist 

	Pleural disease 
	Refer to medical team for review in clinic 

	Pulmonary hypertension  
	Discuss with medical team with view to refer to tertiary centre 

	Neuromuscular weakness 
	Refer to Dr Prathibha for review. Discuss case with NIV team.  

	bronchiectasis 
	Refer to the bronchiectasis pathway via the community team. 


 


Potential Mental health causes 
 
	Anxiety / depression / Breathing pattern disorders  
	-Consider addiction assessment  
-Alcohol consumption 
-Smoking cessation referral  
-Consider referral to psychiatric team  
Lifestyle advice: Better Health - NHS 
-Consider referral to specialist physio or rehab classes


 
Fitness and lifestyle potential causes 
 
	Low fitness levels, Obesity, frailty  
	 -Malnutrition universal screening tool (MUST) If MUST >2 consider referral to dietician   
‘MUST’ Calculator | BAPEN 
-consider referral to pulmonary rehabilitation (if MRC 3 or more and respiratory diagnosis) 
Lifestyle advice: Better Health - NHS 
 


 
	Anaemia / Kidney disease /Malignancy (diagnosis fails outside of the scope of this clinic – awareness only)  
	-check B12, folate ad alcohol history for macrocytic anaemia  
-Check ferritin, iron indices, Hb electrophoresis for microcytic anaemia  
- Discharge from clinic back to the referrer for further investigation.



4.7 Reporting and documentation 
 
A clinic letter with be completed immediately after the breathlessness clinic appointment – either by dictation or typed on Winscribe by the consultant scientist.  
 
Any additional diagnostics that are completed on the day of clinic will be reported within the clinic letter.  
 
Any diagnostics that are completed after the day of clinic will be reviewed and reported by the consultant scientist and disseminated to the patient and GP via letter 
 
If a patient is referred to an MDM, this documentation will follow post discussion.

Referrers will receive a joint conclusion of all diagnostics tests performed and a suggested management plan inline with approved guidelines and evidenced based practice.   
 
 
4.8 Follow Up intervals  
  
The breathlessness clinic will not provide a regular follow up appointment; the clinic is designed to provide initial diagnosis of breathlessness and advise further management or suggested referrals to relevant clinics / pathways. Re-referral into the clinic would be accepted if there had been a further change in symptoms / new type of symptoms.  
The clinic will utilise Patient initiated follow up as and when deemed appropriate. 
 
4.9 Escalations and Clinical Back up 
 
The clinic is designed to see stable patients with breathlessness, However It is recognised that some patients may attend acutely unwell, any patient who is deemed too unwell by the consultant clinical scientist, will either be transferred by ambulance to either QEQM or WHH accident and emergency department, or discussed with the on call medical team for less urgent transfer into hospital 
 
Routine clinical reviews and escalations will be discussed at established multi-disciplinary meetings for onward management, or with the respiratory consultant who is allocated to oversea requested reviews. 
 
[bookmark: _Toc112250256]Consultation and Approval
This SOP has been discussed and agreed by care group governance groups (William Harvey care group QEQM care group and the diagnostic care group (see section 14) 
[bookmark: _Toc112250257]Review and Revision Arrangements 
This SOP will be reviewed every two years by the above group unless a change is identified prior to this date 
[bookmark: _Toc112250258]Training
The policy will be communicated via the department's best practice meetings and /or clinical governance meetings with the relevant staff groups. Training and competence as above staffing requirements. 
[bookmark: _Toc112250259]Document Control including Archiving Arrangements
	The authors will be responsible for ensuring this document is kept up to date, the document will be 	archived on the shared drive for respiratory and cardiology, along with any relevant 	policy centre 	archiving that’s required. 	 
[bookmark: _Toc112250260]Monitoring
	The pathway will be monitored initially after a 3 months basis to ensure compliance after the 	original set up, then on a year basis thereafter, unless any significant amendments are required. 
[bookmark: _Toc112250261]References and Associated Documents
NHS England » Adult breathlessness pathway (pre-diagnosis): diagnostic pathway support tool
Lambeth and Southwark Breathlessness Assessment Algorithm

[bookmark: _Toc112250262]Equality Analysis
	[bookmark: _Hlk112240285]Person completing the Analysis

	Name
	Mellissa Baker

	Job title
	Lead Cardiac clinical scientist 

	Care Group / Department
	William Harvey, QEQM and diagnostics 

	Date completed
	16/01/2026

	Who will be impacted by this clinical guideline?
	☒  Staff (EKHUFT)
☒  Staff (Other)
☐  Service Users
	☐  Carers 
☒  Patients
☐  Relatives


[bookmark: _Toc112250172][bookmark: _Toc112250263]An Equality Analysis not just about addressing discrimination or adverse impact; the guideline should also positively promote equal opportunities, improved access, participation in public life and good relations.

	[bookmark: _Hlk112240298]Assess the impact of the guideline on people with different protected characteristics.
When assessing impact, make it clear who will be impacted within the protected characteristic category. For example, it may have a positive impact on women but a neutral impact on men.

	Protected characteristic
	Characteristic Group
	Impact of decision
Positive/Neutral/Negative

	Example: Sex
	Women
Men
	Positive
Neutral

	Age
	
	Positive

	Disability (please see additional information below)
	
	Positive

	Gender reassignment
	
	Positive

	Marriage and civil partnership
	
	Positive

	Pregnancy and maternity
	
	Positive

	Race
	
	Positive

	Religion or belief
	
	Positive

	Sex
	
	Positive

	Sexual orientation
	
	Positive

	[bookmark: _Hlk112240309]If there is insufficient evidence to plan about the impact of the guideline it may be necessary to consult with members of protected characteristic groups to establish how best to meet their needs or to overcome barriers.

	Has there been specific consultation on this guideline?
	N/A

	Did the consultation analysis reveal any difference in views across the protected characteristics?
	

	

	Disability Protected Characteristic

	We need to ensure that we meet the Accessible Information Standard (AIS) which aims to support people with a disability, sensory loss or impairment to receive information they can understand and any communication support they need. For more information:
https://www.ekhuft.nhs.uk/staff/clinical/accessible-information-standard-ais/
https://www.england.nhs.uk/ourwork/patients/accessibleinfo/



	Mitigating negative impact:
Where any negative impact has been identified, outline the measures taken to mitigate against it.
	



	Conclusion:
Advise on the overall equality implications that should be taken into account by the guideline approving committee.
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	Version
	Date
	Author
	Status
	Comments (Including key changes from previous version if applicable)

	1

	16/01/26
	Mellissa Baker
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	13/02/26
	Mellissa Baker
	Draft
	Agreed amendments from feedback added
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