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‘Without yourselves I would still be in a fog. I've learned so much. By having the information given it helps me manage my condition.’ 
I Want Great Care patient feedback on IRT 

 
1: Introduction 
This report brings together the commissioned independent quantitative and qualitative evaluations (see appendix 1) of the Oxfordshire Integrated 
Respiratory Team (IRT, the Team) alongside additional information submitted by IRT members, Oxfordshire Clinical Commissioning Group (OCCG) and 
Boehringer Ingelheim (BI) colleagues. Appendix 2 outlines the various information sources drawn on to compile this report. The report aims to describe the 
IRT Project (the Project)  from the point of view of practitioners, patients and other key stakeholders and, where possible and appropriate, analysis of 
quantitative data to assess the impact of the Project. The report also highlights successes, challenges and lessons learnt. 
 
 
2: Background  
Oxfordshire Clinical Commissioning Group set-up a project together with partners to identify and optimise the care of patients at risk of respiratory 
admission through the development of an enhanced integrated multi-disciplinary team. There was already a community respiratory team (nurses and 
physiotherapists) employed by Oxford Health, although not formally linked into primary care. This team provided some in-reach to hospital for acute COPD 
admissions, delivered pulmonary rehabilitation (PR), and home oxygen, services.  

 
Partners involved in establishing the new integrated team included:  

• Oxford Health NHS Foundation Trust (OH) 
• Oxford University Hospitals Foundation Trust (OUH) 
• Boehringer Ingelheim (BI)  
• Oxfordshire County Council Public Health Team 
• Oxford City Council 
• South, Central and West Commissioning Support Unit (CSU) and  
• Oxfordshire general practices  
 

The Project was jointly funded by OCCG and BI. The organisations involved also committed to collaborating to evaluate clinical, patient and health 
economic outcomes. The project initiation document (PID) was agreed by the OCCG Board in October 2018. This defined the Project as below.1 
                                                             
1 Further information on the background to the IRT Project can be found on OCCG website 
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2.1 IRT aims 
The stated aims of the IRT were to: 

• increase and improve accurate, timely diagnosis of respiratory disease 
• identify a cohort of patients at risk of respiratory admissions 
• optimise clinical management 
• introduce early holistic and end of life care 
• integrate the care of patients within primary, secondary care and community settings 

 
2.2 Patient cohort  
The stated patient cohort included patients with: 

• asthma 
• Chronic Obstructive Pulmonary Disease (COPD) 
• bronchiectasis (not requiring intensive secondary care management) 
• end-stage Interstitial lung disease, including sarcoidosis 
• neuromuscular disease, or those with home non-invasive ventilation, needing physiotherapy input to manage at home 

 
General practices in two areas of Oxfordshire were included in the pilot: all practices in the City of Oxford and those in the north of the County. All other 
general practices were to continue to receive input from the existing community respiratory team.  
 
2.3 Expected outcomes 
For the defined patient cohort, the IRT was expected to:  

• reduce emergency respiratory admissions and 30-day readmissions  
• reduce the deficit between registered and estimated COPD prevalence 
• reduce respiratory outpatient appointments within specified clinics 
• reduce ambulance call outs and emergency department attendances 
• increase smoking cessation  
• better identify end of life patients and/or patients needing supportive holistic 

care with increased advance care planning 
• improve identification and treatment of respiratory patients  

with mental health problems, especially anxiety and depression  
                                                             
https://www.oxfordshireccg.nhs.uk/about-us/enhanced-integrated-respiratory-mdt.htm 
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• improve quality of life, mental health, and self-care for patients and their carers 

The PID defined a series of primary and secondary outcomes measures. 

2.4 Timescales 

The first PID was produced in October 2017 and the final version (version 32) agreed one year later. The project planned start date was November 2018 
with a planned duration of 15 months to February 2020. At the 12th of December 2019 IRT Joint Project Board, it was agreed to extend the pilot until the 
end of June 2020, given recruitment delays. 

 

3: Approach taken to evaluation 

3.1 Qualitative evaluation 

1: Stakeholder views and experience: telephone interviews using a semi-structured approach (appendix 3 for detail). The original plan was to conduct 
baseline interviews in June/July 2019 and then follow-up with people six months later. However, given that the Team was not fully operational until the 
autumn we conducted interviews between November 2019 and June 2020 with email follow-up. Interviews undertaken: 

• Participating practices: 8 practices  
• Non-participating practices: 4 practices  
• Project Board: 3 members 
• IRT members: 10 
• Other respiratory services staff: 2 

Challenges encountered 

Twenty practices (half IRT and half not) were approached initially with an email from OCCG to introduce evaluation team members. Despite more than one 
subsequent email, relatively few practices wished to be interviewed. Subsequently, an email was sent to all practices, resulting in practice interviews as 
above. 

 



 

 
 

6 

 

 

2: Patient experience: planned survey of patients from IRT and non-IRT practices. Seven interviews/survey responses were collated. 

Challenges encountered 

The initial plan was to ask practices interviewed to hand out a short survey to patients seen by the IRT. However, it became apparent during practice 
interviews that, at that time, relatively few patients had actually been seen by the Team, although they had been involved in other ways. Consequently, we 
decided to delay the patient experience survey to the end of the evaluation. This approach was interrupted by the COVID-19 pandemic.  We then wrote to 
all the people interviewed to help identify patients who would be willing to take part. This resulted in individual feedback from seven patients. 

3: Multidisciplinary (MDT) working: observation of three IRT MDT meetings: a Virtual Ward MDT and a North, and a City, Palliative Care MDT.  

3.2 Quantitative evaluation 

The independent quantitative evaluation aimed to look at the impact of the team on key service indicators to identify potential trends or changes in the 
outcomes of interest. The indicators analysed were:  

• secondary care - non-elective inpatient admissions, inpatient re-admissions, referrals and outpatient follow-up attendances  
• primary care - COPD prevalence, asthma prevalence, patients with high dose of inhaled corticosteroids, patients with <=6 ICS inhalers, patients with 

>=1200 doses of salbutamol, patients on non-formulary inhalers, patients screened not showing anxiety or depression, patients referred for 
psychological therapies. 

These relate to the original outcomes list in the PID and were the ones where data collection and analysis were possible. The full report and findings of the 
quantitative evaluation are at appendix 4. 
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4: Findings 
 
4.1 Establishing the Team  
The IRT service started operating in July 2019, although some training and case finding commenced earlier in April/May 2019. The Team, when fully staffed, 
was planned to include: 

• medical consultant   
• respiratory nurses 
• physiotherapist 
• occupational therapist 
• smoking cessation adviser 
• pharmacist 
• specialist palliative care consultants and nurses – separate teams for the North and the City 
• psychologists – separate individuals for the North and the City  
• liaison GPs 
• administrative and management support 

 

Table 1 shows key dates in the establishment of the Team. New members of the Team joined over the summer of 2019 and most were in place by end of 
August/beginning of September 2019, five months before the original planned end date in February 2020. Immediately following full recruitment, in 
September and October respectively, maternity leave and absence due to injury meant key members of staff were not actively involved. Some aspects of 
the planned establishment were never achieved consistently: smoking cessation; band 6 nursing; admin and operational management support. The Team 
moved to virtual operations in March 2020 owing to COVID-19.  
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Year  Month Key Information 

18/19 7 Oct 01/10/2018 - Respiratory Consultant recruited 

11 Feb 01/02/2019 - Specialist Respiratory Nurse Manager (Lead) & Physiotherapist Team Leader recruited 
12/02/2019 - Respiratory GP (City) (x2) recruited 

12 Mar 18/03/2019 - Respiratory GP (City) recruited 

2 May 01/05/2019 - Palliative Consultant (City) & Palliative Nurse/Therapist (City) recruited 
20/05/2019 – Clinical Pharmacist recruited – 0.5 WTE 

3 Jun 03/06/2019 - IRT Administrator recruited 
10/06/2019 - Operational Manager recruited 

4 Jul 01/07/2019 - Palliative Nurse/Therapist (North) & Palliative Consultant (North) & IAPT Clinical Psychologist/Supervisor recruited 
08/07/2019 - Palliative Occupational Therapist recruited 
15/07/2019 - Specialist Respiratory Practitioner (Nurse/Physio) recruited 

5 Aug 01/08/2019 - Respiratory GP (North), Health Care Assistant (HCA/SCW) & IAPT Clinical Psychologist/Supervisor recruited 
27/08/2019 - Smoking Cessation/Home Assessment Advisor recruited 
28/08/2019 - Specialist Respiratory Practitioner (Nurse/Physio) recruited 

6 Sep 01/09/2019 - Respiratory GP (City) left for Maternity leave 

7 Oct Specialist Respiratory Nurse Manager (Lead) injured and off work for a number of weeks in Oct/Nov 2019. 

8 Nov CCG and SCW informed in IRT Project Implementation Group Meeting that 2 Respiratory nurses employed in the control group area  

10 Jan First Coronavirus case reported in England 
    

Table 1 Timeline for establishing the IRT and other key dates 
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Other challenges occurred for example: 

• in the North, there were three different GPs involved at different stages with the Palliative Care Team;  
• difficulties in recruiting a smoking advisor, the first advisor left their role after a few months and the second left before the end of the project. 

4.2 Informatics  
The planned evaluation of the success of the Project was highly dependent on defined outcomes and other data collection. Access to cases notes was an 
important part of this, as it was for collaboration and shared care between the IRT, general practice and other clinicians. Patient notes are held across a 
number of organisations that use different systems that cannot interact:  

• EMIS – primary care records  
• Care Notes – community care records  
• Electronic Patient Record – for hospital and palliative care records - OH and OUH have different  systems and Katherine House Hospice in the North 

has its own separate system. 
 
The permissions necessary for IRT staff to access the different systems took time. 
 
Twenty-six out of 33 GP practices agreed to give EMIS access to IRT staff. Eight of these practices gave full access for all members of the team, the 
remaining 18 gave partial access for a limited number of the clinicians. However, it took the length of the Project to establish EMIS access: data protection 
requirements and processing requirements from the CSU were slow initially and then variable access was given by practices - some setting it up 
immediately and others taking months to action. Once approved, some practices did not then respond to requests. This was made more complex as staff in 
the IRT changed, requiring new confidentiality agreements to be signed.  
 
4.3 Services provided by the Team 
The Team was established to cover the patients of general practices in the North of the county and in the City. In total 33 practices were eligible to take 
part in the pilot:  

• of 12 practices in the North, one practice opted-out (objecting to pharma involvement), practice mergers then took place, these changes in 
practice population were taken into consideration during analysis;  

• of 21 practices in the City, two practices merged so 20 practices took part. 
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The services provided by the IRT included: 

• Case finding and management 
o ‘Unidentified patient’ searches: practice level EMIS search strategy, followed by GP clinical record review and lung function based diagnosis of 

new COPD and asthma patients  
o Pharmacist practice notes reviews with medicines optimisation 
o Population Review Meetings (PRMs): practice-based meetings to discuss relevant practice-based clinical data (generated from a wide ranging 

EMIS search), known difficult cases and to provide education updates  
• Referral and case management of complex respiratory patients  

o Rapid response to referrals - urgent email/phone queries within one working day 
o Virtual ward meetings providing multi-disciplinary input for patients discharged from hospital within 30 days to target potential re-admissions 
o Physiotherapy, occupational therapy and psychological support 
o Consultant-led community respiratory clinics 
o Assessment of home environment and air quality 
o Smoking cessation input  
o IRT palliative care multi-disciplinary meetings  

• Training 
o City and North education days for both COPD and Asthma  
o Joint respiratory nurse and practice nurse asthma/COPD clinics 
o Practice training days  
o Spirometry training  

4.4 Service activity and impact: description  

It is clear that many, if not most, of the patients seen by the IRT were complex in multiple ways: more than one medical condition, social and housing 
challenges, immobility, frailty, carer issues, approaching end of life….the case studies included highlight some of these challenges and emphasise the need 
for multi-disciplinary specialist input to optimise care. 

Detailed activity data is available for some aspects of the IRT, these are drawn from reports produced by members of the Team and supplemented by 
information from the independent evaluators’ interviews.  
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4.4.1 Case finding and management 

Case finding: EMIS searches and spirometry 

A practice level EMIS search strategy was devised to identify patients who might have undiagnosed COPD or asthma. During the project 1231 patients had a 
GP review of their medical records. From this 680 (55%) were identified as needing further investigation of their lung function. Only 143 invitations for 
spirometry had been sent before the COVID pandemic started, leaving 537 invitations outstanding and 50 patients needing a second invitation. This case 
finding identified 134 cases of undiagnosed COPD or asthma (data from CSU report 9/7/20 by Miriam Iqbal). 

Practice feedback 
One practice interviewed reported that following the identification of undiagnosed respiratory patients, they called them into the surgery for follow-up 
such as spirometry, psychological support for anxiety and referral to smoking cessation services.  

In interviews, some challenges were reported by practices in being able to provide timely follow-up for patients who were identified as needing spirometry. 
Some also expressed concerns that case finding might generate extra work that the practice might not be able to manage.  

Case finding: pharmacist practice notes review and medicine optimisation 

EMIS searches and notes reviews were carried out for 14 practices. The main focus of these searches were patients using excess Short Acting Beta Agonist 
inhalers (SABA), patients on non-formulary inhalers, patients on high dose Inhaled Corticosteroids (ICS) and non-eosinophilic COPD patients receiving ICS. 
Recommendations were made to optimise treatment and to switch to less expensive drugs where possible. Face-to face consultations were carried out in 
five practices with follow up calls were made to check any changes were tolerated.  Other practices used their own staff to carry forward 
recommendations.  

Patient outcomes: the ACT/CAT questionnaires2 were used to assess patients at initial consultation and were repeated where patients were followed-up.  
Mean ACT score increased from 18.25 to 21.25 (n=10) and CAT score dropped from 21 to 13 (n=3).   

The case study below indicates how case finding and record review can result in improved case management.  

                                                             
2 CAT – COPD Assessment Test: this is a measure of patient symptomatology and the likelihood of their having a serious exacerbation in the future 
ACT – Asthma Control Test: self-report test to identify patients with poorly controlled asthma 
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IRT Case Study: case finding and management 

 

Population review meetings (PRMs) 

PRMs for COPD and asthma were offered as separate meetings to all participating practices. They were delivered by the respiratory consultant and lead 
nurse with occasional input for the IRT physiotherapist and pharmacist. Slide sets were developed for each practice with practice specific data shown 
against benchmarking data. This was also an opportunity to discuss management of specific patients. Practices were asked to make action plans, with 
priorities, based on the discussion held. They were also asked to feedback on lessons learnt. 

 

 

 

 

IRT case study: Improved case management after pharmacist input 

An 85 year old woman was  identified through EMIS search and case record review of high 
SABA users. 

Her inhalers, Salbutamol and Fostair, were both on repeat prescription. Previously she had 
had one ITU admission 12 months previously with asthma. 

She was asked to see  the IRT pharmacist and nurse. Her prescription was switched to 
Relvar, a combination inhaler. This new simple regimen meant she did not need to use a 
spacer. Her need to use salbutamol daily was also expected to reduce. She was advised to 
return to her GP for dose titration if she was still using salbutamol regularly. 
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Practices COPD:  
PRMs carried out 

Asthma:  
PRMs carried out 

Returned feedback 
forms 

City:  
21 participating 
practices 

20 11 14 + 2 

North: 
10 participating 
practices 

8 – 2 practices refused 4 – same 2 practices 
refused 

7+ 2 

Source: Analysis of PRMs by  IRT Lead Nurse 

 

Practice views on the PRMs 

Practices fedback their views on the PRMs via a form given to them at the time. Comments included:  

• helpful to have opportunity to discuss complex patients  
• promoted closer working relationships between primary, community and secondary care 
• useful to compare with other practices 
• good inside to current issues in COPD management, helpful to see practice data  
• learnt about Better Housing, Better Health 
• planned to review patients who hadn’t had a chest X-ray 
• will review patients on high numbers of SABA inhalers  

  
At interview, two practices commented that their capacity (room availability as well as staff) had stretched their ability to do the work expected of them by 
the Project. There were also comments from other practices that it was not always clear exactly what was required of the practice in preparation for the 
population review and case finding meetings.  
 
Actions taken by practices after the PRM - qualitative interview data 

One practice discovered that their data recording was incomplete; there was no template for recording of chest X-rays. This was then added to their 
system. Other practice staff reported beginning to undertake case finding, one practice reported that the practice manager was now carrying out this task. 
Two practices added questions about anxiety and depression to their COPD annual check template screening.  
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Actions taken by practices after the PRM – quantitative data  

Given COVID, practices have not been revisited to assess their action plan progress. However, the PRM searches for 28 practices were rerun to asses if any 
changes could be detected across the year March 2019 to March 2020. The search included: 

• Number of patients with diagnosis of COPD 
• Patients with COPD who had had:  

o Full blood count 
o Chest X-ray 
o Spirometry or peak flow 
o Screening for depression and anxiety 
o Diagnosis of depression or anxiety 
o Check of inhaler technique 
o High inhaled steroid load  

 
A simple count of these variables at the two points in time was undertaken by the IRT respiratory consultant. This showed no change in the observed 
prevalence of COPD or in numbers of COPD patients with no spirometry or peak flow recorded. There was some indication that there was an increase in 
COPD patients with a chest X-ray recorded, or a diagnosis of depression or anxiety. There was also an indication that there were less patients with high 
inhaled steroid load. At each practice the numbers involved were often small and no statistical analysis has been carried out to see if the changes observed 
were significant.  
 
IRT staff views on the PRMs 
The Team described significant challenges booking the meetings so that all the relevant staff could attend. They were ‘frustrating to arrange’ and ‘very time 
consuming to set-up’. Cancellation was also an issue, particularly for some of the asthma PRMs which were delivered second and cancelled due to COVID-
19. There was also a sense that the given how resource heavy they were, senior team members with the practice for two hours, that they may not be the 
most efficient means to engage practices. 
 

4.4.2 Referral and case management of complex respiratory patients  

A number of participating practices interviewed stated that they were keen for the service to continue, specifically mentioning further training and easy 
access to community-based services.  

The non-participating practices interviewed were varied in their awareness of the IRT; those that knew of the project had had contact with the IRT Lead 
Nurse, either directly when she visited to discuss the project or indirectly via a study evening when she was present. One practice reported that they 
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considered that they could not take on the Project owing to the extra clinical time it might take-up. Another practice said that they had heard of the 
community respiratory clinics, but were not sure if they were part of the IRT. One practice interviewed stated that they had requested to be part of the 
Project but was not successful (they were not in the City or North and so were not eligible). Views from practices that did not have access to the IRT 
included:  

Practice 1  

‘As we are a small surgery I do not have a lot of contact with the Community Respiratory Service. I suppose the oxygen assessment service and the shared 
care of COPD patients towards the end of life being the two examples of contacts I have had. I think they are trying to be more accessible. I think they are 

busy but efficient, well thought of by patients. 
 

(IRT Lead Nurse) ‘does a good job of trying to keep us updated at what is happening. I would pick her out as a star for education and updating’. 
 
Practice 2  

‘We can only get respiratory support if we pay or contact pharmaceutical companies which we haven’t done to date.  Otherwise in South Oxfordshire we 
can’t access any support for our respiratory patients or to help develop our in house team.  We can obviously refer to the pulmonary rehabilitation service, 

but otherwise unless the patient is referred to the team via hospital doctors we cannot seem to get help’. 

Comments from non-participating practices included a willingness to be part of the Project in future.  

Rapid referral process 

The IRT aimed to have a rapid response to referrals with urgent email or phone queries responded to within one working day. Referral to the IRT used a 
bespoke EMIS form and dedicated email address. Feedback from all practices interviewed commented on the ease of using the form and importance of 
having a centralised process for access to the range of team members. IRT team members felt that the quality of referral improved and allowed for better 
triage. Approximately half of all referrals to the Team came from primary care via EMIS.  

Of these specific requests were for: 

• respiratory nursing - 37%  
• physio - 27%  
• 36% - psychology, smoking cessation, OT, palliative care 
• 46 requests were for email advice only, mainly from City practices 



 

 
 

16 

Overall there were 318 referrals from North practices and 388 from the City. 

Source: Analysis of number of referrals by IRT Lead Nurse - March 19- Feb 2020 

Practices interviewed commented specifically on the responsiveness of the service and liking the ability to refer to a multidisciplinary team rather than 
specific practitioners. Practices reported that the advice from the IRT either at the end of a telephone, or via email, was ‘very supportive’ and that waiting 
times ‘was not an issue’, although one practice reported waiting two weeks in one case.  

Information on outcome of referral was also reported as quick - ‘response on receipt of referral from the IRT is within 24/48 hours’. Two practices 
commenting specifically that the IRT was pro-active in phoning the surgery with the results of investigations, providing advice on treatment and generally 
following-up patients.  

Virtual Ward  

Virtual ward meetings were established in order to provide multi-disciplinary input for patients discharged from hospital. The aim was to review them 
within 30 days of discharge in order to target care and prevent re-admission.  

Number of individual patients reviewed in the virtual ward v number admitted to OUH  

 

 Patients seen by 
IRT Virtual Ward 

COPD/Asthma 
Primary diagnosis 
Admissions 
 

COPD/Asthma 
Cohort  
Admissions 3 

Updated Focus 
Cohort 
Admissions4 

Including 
deaths 

364 485 1054 1346 

Excluding 
deaths 

? 469 976 1240 

Source: Analysis by IRT Lead Nurse, January-December 2019 

 

                                                             
3 COPD/asthma cohort definition 
4 Updated focus cohort definition 



 

 
 

17 

The group with a primary diagnostic code of COPD or asthma are likely to be an underestimate of the total numbers that might have been appropriate for 
the IRT Virtual Ward and the pre-defined COPD/asthma cohort may be an overestimate of actual admissions for COPD or asthma. However, it is clear from 
the table that there were more admissions with COPD or asthma than were reviewed in the IRT Virtual Ward. This suggested that the  community team 
were unaware of many patients who had had a relevant admission. A review of a sample of 50 admissions by the IRT Lead Nurse and the CCG Clinical 
Advisor showed that: 

• 26% were seen by the Virtual Ward appropriately 
• 32% should not have been seen (coding issues largely) and  
• 42% should have been seen, but weren’t – of these two thirds did receive some IRT follow-up and one third were not known to the Team.  

Psychological Therapy 
One hundred and seventeen patients were identified to be seen for psychological assessment/treatment, of whom 25 were seen once for assessment, 
advice/signposting and 79 (67%) were seen for cognitive-behavioural treatment (CBT).  A small number of patients - 12% - were not seen as they either did 
not want to have an appointment or were too unwell. The IRT patients seen tended to be older, frailer and more unwell than other patients seen by the 
IAPT (Improving Access to Psychological Therapies) service. They also tended to have a greater number of treatment sessions. They gained similar 
improvements in mental health and quality of life measures post treatment.  
See appendix 5 for full report.  
 
Occupational Therapy 

Sixty-nine patients were treated over an eight-month period to end of February 2020, of whom 32 were palliative care patients. 

Practices Palliative 
patients 

Non-palliative 
patients 

Patients 
deceased 

Number of home 
visits 

North 10 7 <6 36 
City 22 30   6 130 
Total 32 37   9 166 

 
See appendix 6 for full report. 
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Physiotherapy  
In total, 229 individual patients were seen, with 508 sessions completed (either face-to-face or by telephone consultations). 35 patients who had previously 
declined pulmonary rehabilitation were referred for PR as a result of physiotherapy input. Specific programme input is shown below. 

Interventions Home exercise 
programme  

Better Breathing 
course 

Non-COPD airways 
clearance  

 39 referrals 
12 completed the 
programme 
 

<6  completed 
the 2-month 
course 

14 referrals 

 
Home Exercise Programme (HEP) - of 39 referrals, < 6 patients declined input, did not respond or were unsuitable. Nearly half of those that started the 
programme had it terminated early owing to COVID-19. Three patients stopped their HEP due to other health reasons. Of the 12 patients who completed 
the programme, 10 improved their exercise tolerance significantly and all patients improved their CAT score. Less that six patients subsequently enrolled 
onto the pulmonary rehabilitation course, who probably would not have done otherwise.  

Better Breathing – Less than six patients completed the course over 2 months, reporting that the course helped them to feel better about managing their 
COPD. Two patients improved their CAT score. 

Challenges reported for both courses were staffing availability and finding venues. 

Physiotherapy input for non-COPD patients - 14 patients were referred specifically for airway clearance support as a result of neurological conditions such 
as stroke, Parkinson’s disease, multiple sclerosis and motor neurone disease.  

Pulmonary rehabilitation (PR): although not part of the IRT, the PR service is an integral part of service provision for the target patient group. There is a long 
waiting list for the service with waiting times of up to eight weeks.  Practices’ interviewed commented on patients being more willing to attend local IRT 
courses as they were more easily accessible. 
 
See appendix 7 for full report. 
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Palliative Care 
MDT meetings were held in the North (bimonthly) and in the City (weekly). In the year from July 19, 34 patients were regularly discussed in the North and 
69 patients in the City. As an example of the care provided, 25 patients received direct input from the North Palliative Care Community Team service 
between July 19 and February 20.  The sort of care they received included ten patients receiving clinical nurse specialist support;38 episodes of telephone 
support; ten home visits; four episodes of weekend telephone support; four discussions at GP meetings; applying for benefits for two patients; 39 
telephone calls to support other health care professionals and four episodes of telephone bereavement support. One of the GPs interviewed specifically 
mentioned the positive input of the IRT for a palliative care patient. The patient, or their carer, kept calling an ambulance when the patient became 
breathless. The IRT detected their underlying anxiety and put in place better support for both the patient and carer. 
 
Place of death 
A significant patient experience outcome is being able to die in the place decided on by the patient. To achieve this requires appropriate discussion, 
planning and recording of the patient’s wishes. The majority of patients under the IRT Palliative Care MDT had a completed advance care plan (ACP) which 
outlined their wishes for care and preferred place of death.  
 
Nearly two thirds of IRT palliative care patients, where place of death was known, died in their preferred place, including those who wanted hospital 
admission/full escalation. Of those IRT patients (35) with a completed ACP this rose to 80%. See appendix 8 for full report. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

IRT Case Study: Palliative Care 

IRT case study: coordination of care and symptom control at end of life 

A female patient was diagnosed with advanced lung cancer after being seen in the 
community clinic for management of her COPD. After admission to hospital for 
confusion and right-sided weakness she was seen by the palliative care community 
nurse specialist as part of IRT case management. This resulted in: 

• coordination of care between GP, her carers, respiratory & district nurses 
• symptom management for pain, ‘bubbly breathing’ and breathlessness 
• complex conversation of oral to injectable pain relief 

The outcome was that the patient died peacefully at home as her, documented, 
preferred place of care.  
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Community Clinics: consultant-led community respiratory clinics 

Three community out-patient clinics were established: one in Chipping Norton Community Hospital and two in general practices - St Bartholomew’s 
Surgery, Oxford and Horsefair Surgery, Banbury. Between February 2019 and February 2020 414 patients’ appointments took place across these clinics: 171 
new patient appointments and 213 follow-ups. Across the same period, 30 patients did not attend (7%, this compares with 9% in the COPD outpatient 
clinic). On average patients waited 56 days from referral to attending their appointment, this compares with a monthly average of 80 and 47 days waiting 
for general outpatient appointments between January and October 2019. 

IRT staff felt that these clinics allowed more time for review and education in a ‘less frantic environment’ and that patients ‘loved’ them. They were also 
enjoyable to deliver.  

Patient feedback from a number of sources reinforced  that it was a positive experience for them also – being closer to home and reducing travel time for 
example. 

“Easier parking. 
Better than hospital clinic.” 

Source: IWGC patient feedback 

A member of primary care staff interviewed commented specifically about one of their patients being very happy to see a respiratory consultant in the 
community, leading to an increase in their quality of care. 
 
 
Community Clinics: nurse-led practice-based clinics  

The IRT Lead Nurse attended clinics run by practice nurses to support the management of respiratory patients called by the surgery for review. Nineteen 
practices had a least one joint clinic (14/21 practices in the City and 5/11 clinics in the North), and many had 3-4 joint sessions.  

In two practices, nurses were trained from having no knowledge to being able to run their own COPD clinics. One practice nurse interviewed reported that 
she was struggling to apply the knowledge she had acquired through the Diploma in Asthma Management course she was attending. The one-to-one 
support provided by the lead IRT nurse gave her greater confidence to manage such patients.   

Formal feedback from these clinics was not obtained as staff said there was insufficient time for all administrative tasks without administrative support. 
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Smoking cessation: from smoking cessation team 
 
Between Jan 2019 to February 2020, 38 patients who were referred went onto to set a quit date, 12 quit at 4 weeks, the others were either lost to follow-
up or did not quit. There were significant challenges with the smoking cessation clinics as the initial smoking cessation adviser left and it took time to 
replace them, co-working with the rest of the Team did not become embedded. The Stop Smoking Team thought that seeing patients in their own homes 
made it more likely for the patients to engage initially with the opportunity for an in-depth consultation to explore and identify the patient’s struggles 
and obstacles to quitting. However, the Team suggested that after four weeks of home visits patients were not as engaged.  

 
Environment and housing: from public health team 
 
The provision of information, advice and referral to local sources of support from clinicians on air quality and housing conditions (related to cold and damp) 
as standard care was limited.  The development of working relationships with local providers and professionals as well, as information about the impact of 
cold/damp housing and poor indoor and outdoor air quality was intended to provide health care professionals the knowledge and confidence address the 
wider determinants of health of a patient. The study days included presentations from a range of professionals related to housing and air quality. 

Assessment of environmental impact on respiratory health, and in particular housing needs, was integrated into the Virtual Ward approach. Anecdotally, 
this seemed to increase the likelihood that both the IRT and other services would routinely consider housing needs. It also led to better relationships with 
Better Housing, Better Health (BHBH) services and a more streamlined approach to the county-wide referral for access to housing grants for all patients. 
 
A bench mark exercise was carried out at the start of the project to assess clinicians support, knowledge and confidence in the role the wider determinants 
of health played in managing COPD.  There was insufficient time allowed to allow a follow-up survey to demonstrate the impact of the work around 
building knowledge and relationships. Some individual clinicians were already well versed in the impact of the wider determinants of health, housing, air 
quality. However, there was limited capacity (due to the problems of staffing and project management) to spread and embed this in the wider clinical IRT. 
The work related to air quality was not evaluated. 
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Source: Public Health Team 
 

 

 

 

  

 
 
 
 
 
 
 
 

IRT Case Study: impact of involving housing on wider determinants of health 

BHBH Case Work (Oxon IRT Team) Totals  

Referrals Received  29 

No Contact (attempted)  8 

Cancelled  <6 

Warm and Well Assessments Complete 20 

Home Energy Visit  15 

Warm Home Discount  8 

Energy Efficiency Measures Installed 6  

Other Measures  <6 

PSR Sign Ups  11  

Switched Energy Supplier / Tariff <6 

IRT case study: Housing 

1: A patient was referred to Better Housing, Better Health (BHBH) as he had a broken 
heating system and had little to no savings to replace it. A warm and well assessment was 
conducted and he qualified for a fuel poverty grant provided by the Local Authority to 
help him with the cost of replacement. 
2: Patient was referred to BHBH as he had severe lung disease and his home was damp 
and mouldy,  which may have been making his condition worse. An initial follow up 
assessment was arranged. This resulted in installation of some smaller warmth measures, 
a home energy assessment and the production of a hazard report. The patient had 
previously made complaints to his private landlord, but they had gone unanswered. BHBH 
took the hazard report to Oxford City Private Sector Housing Team who visited the 
property and sent an enforcement letter to the landlord.  
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4.6 Service activity and impact  

4.6.1 Independent quantitative analysis  

The service outcomes that were expected were:  
• reduction in emergency respiratory admissions and 30-day readmissions  
• reduction of the deficit between registered and estimated COPD prevalence 
• reduction in respiratory outpatient appointments within specified clinics 
• reduction in ambulance call outs and emergency department attendances 
• increase in smoking cessation in the IRT cohort 
• better identification of end of life patients and/or patients needing supportive holistic 

care in IRT patient cohort with increased advance care planning 
• improved identification and treatment of respiratory patients in IRT patient cohort 

with mental health problems, anxiety and depression in particular 
 

The independent quantitative evaluation addressed some, but not all of these outcomes - full report at appendix 4. 

Secondary care outcomes  

Monthly data from up April 2015 to November 2018 were used to determine estimates of difference in outcomes between IRT and control non-IRT 
practices. These were used as baseline levels and as projections for expected difference post-IRT.  Statistical analysis was applied where appropriate to give 
an indication of whether results were significant or not. 

Analysis suggested that for COPD there was an increase in admissions in the IRT area, whilst for asthma the admission rates seemed to have remained 
steady with some indication of a lowering of rates. We cannot confidently say that the IRT made an impact on admission rates, for better or worse. This was 
also true for the focused cohort and the expanded cohort for admissions, readmissions and out-patient follow-up.  However, analysis showed that there 
was strong evidence that the IRT had a significant effect on lowering outpatient referral rates.  

The graphs below are indicative of the approach to analysis and results, here showing that rates of admission in IRT and non-IRT practices pre and post-
intervention. 
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GOLD5 analysis 

Further analysis looking at admissions and readmissions was carried out. This compared two (IRT and non-IRT), samples of patients with known GOLD 
scores on the COPD audit database. Due to the sampling strategy used, which was different for the IRT and the non-IRT groups, a pre-post comparison of 
average mean number of admissions/readmissions per month stratified by GOLD category (Moderate/Severe/Very severe) were used. Although the pre-
post means showed an increase in admissions/readmissions for both groups, these changes were the same for the IRT and non-IRT groups in the Moderate 
and Very severe categories (see graph below for admissions). The observed increase for the Severe group in the number of admissions and readmissions in 
the IRT group was larger than that observed in the non-IRT group, although this was not statistically significant.  

 

 

Full report at appendix four. 

 

 

 

 

                                                             
5 GOLD: Global Initiative for Obstructive Lung Disease – international criteria for assessing COPD and making treatment recommendations 
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4.6.2 Primary care outcomes: provided by the CSU  

The analysis of primary care outcomes was descriptive for the IRT practices, no comparator control group data was included. 

COPD and asthma prevalence  

The absolute number of patients with COPD in the IRT practices remained very close to 4,000 for the two years of follow-up without an apparent trend. As 
a percentage of practice population, this also remained similar throughout at around 1.3% of the practice population.  

The absolute number of patients with asthma in the IRT practices remained very close to 16,000 for nearly the full two years of follow-up with a sudden 
increase of more than 1,000 in March 2020 (to 17,308).  As a percentage of practice population, this remained stable throughout at around 5.3% of the 
practice population.  

Prescribing trends  

High dose inhaled corticosteroids (ICS) 

For COPD, 6-monthly percentage showed a reduced trend in prescription of high dose ICS from 5.5% at the end of March 2019, to 3.8% at the end of 
February 2020.  For the asthma group the 6-monthly percentage showed an increase from 8.2% at the end of March 2019, to 9.5% at the end of February 
2020.  

Non-formulary inhalers  

For both COPD and asthma, the 6-monthly percentage showed an increase from 23.3% and 14.5% respectively, at the end of February 2019, to 26% and 
20% at the end of February 2020.  It is difficult to assess, given the relative paucity of data, whether these two sets of observations are significant or 
whether they result from the activities of the IRT.  

Stable values were seen in the number of asthma patients with <=6 ICS inhalers and patients with >=1200 doses of Salbutamol.  

Anxiety and depression  

For COPD, the 6-monthly percentage showed an increase in the number of patients without anxiety or depression - who have been screened in the last two 
years, from 13.5% at the end of March 2019, to 15.2% at the end of March 2020.  In contrast, the percentage of patients being referred for psychological 
therapies showed minimal change, remaining just below 2% (1.8-2%) during the whole observation period.  

For asthma, 6-monthly percentages showed an almost flat trend with just below 3% (2.6-2.8%) of screened patients not reporting anxiety or depression.  
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4.7 Patient outcome measures 
The routine use of patient outcome measures was a planned part of the IRT. Measures were collected in some cases. However, many patients were not 
reassessed and therefore changes in scores to show outcomes were not recorded. The data was collected via Care Notes, but it was not possible to upload 
the outcomes data until August 2019. Some previous data was not uploaded.CAT scores were recorded for some, but not all IRT patients. The case study 
below shows the impact of OT input and improved outcomes shown by improved CAT score. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

IRT case study: occupational therapy and patient outcome measurement 
 
The psychological therapies service routinely uses outcomes measures to assess patient progress. The IAPT service was established with embedded routine 
data collection. This was helped in the IRT by the appointment of a psychology assistant. The assistant carried out first assessment calls and started data 
collection. Routine practitioner supervision also supported data collection as data completeness was checked. Measures used for post-treatment changes 
in mood (PHQ-9: Patient Health Questionnaire 9), anxiety (GAD- 7: Generalised Anxiety Questionnaire 7), quality of life activities (WSAS: Work and Social 
Adjustment Scale) and healthcare utilisation (CSRI: Client Service Receipt Inventory).  Patient outcome measures before and after treatment (as measured 
by PHQ-9, GAD-7, WSAS and CAT score) were analysed using a t-test, significant improvement in all four measures post-treatment were shown.   

IRT case study: Occupational Therapy 

A 79-year-old woman diagnosed with severe COPD was referred to IRT for breathing 
exercises to overcome panic attacks when breathless and to help her not need to call 
an ambulance. Pulmonary rehabilitation had been declined. 

Intervention: Home visit by OT to assess impact of breathlessness on daily life and 
how this is managed. CAT was score 19.  The Breathing, Thinking and Functioning 
model was explained and an action plan for breathlessness suggested involving 
breathing techniques, use of a fan, distraction techniques and increased activity 
levels. 

Outcome: Follow-up visit two weeks later. Patient reported reduced need to use her 
inhaler and no panic attacks due to breathlessness. She also reported increased 
activity levels, including walking up/down the garden path 5-6 times a day. CAT score 
was 15. Discharged, but encouraged to contact IRT if required further support 
needed. 
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4.8 Patient experience  
Patient experience and feedback was gained through a number of routes: 

• I Want Great Care (IWGC) 
• IAPT Patient Experience Questionnaire 
• Independent Qualitative Evaluation – patient and staff feedback 

However, overall the recording of patient (or staff) experience was not routinely embedded into the Project. 

4.8.1 I Want Great Care  

Thirty-three responses from patients in touch with the IRT were received. Scores for the first 6 months and second 6 months: 

• City: 4.94 and 4.92 (scored out of 5) 
• North: 4.95 and 4.9 

Source: analysis of IWGC responses by IRT Lead Nurse  

 
‘I prefer being seen at home as I get embarrassed in a group. This lets me to exercises to help that I was not able to do before.’ 

 
‘I was treated with respect today. 

I would much rather come here. Than go to the Churchill.’ 
Source: quotes from IWGC feedback 
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4.8.2 IAPT Patient Experience Questionnaire 

Eleven patients who accessed treatment from the IRT psychological therapists completed the IAPT Patient Experience Questionnaire. These patients all 
indicated that they were satisfied all of the time with the service received.  

‘ I have found it helpful; I would have stayed at home and possibly got lower and been back on anti-depressants without the sessions.’ 

‘She (clinician) has really helped with my anxiety and I never thought that it would work.’ 

Source: IRT Psychology Report 

4.8.3 Qualitative Evaluation: patient interviews 

Seven patients, seen by the IRT in last week of February provided feedback. Some, but not all the patients were aware that the IRT existed and gave them 
access to additional services. Most simply described the staff that they had seen, some clearly had seen members of the IRT. For example, one patient 
commented specifically that they had nine home visits from the physiotherapist between December 2019 and March 2020. These were concluded as they 
had made good progress, but they were told that they could contact the Team if the need arose.  

Another patient said that the stop smoking advisor had given them nicotine replacement therapy and the pharmacist had changed her inhaler. The patient 
was anticipating further help from the stop smoking advisor but the service stopped during lockdown and they were not sure what to do. They did admit to 
going back to smoking. A third patient reported that there had been no changes to their care or to the healthcare staff they saw. 

Patient were asked to comment on what went well and what else might be helpful. One patient said that they were impressed by the physiotherapist who 
helped them to focus on various exercises which they now do on their own. Home visits were offered as the patient was not able to attend the community 
respiratory course. Another had home visits for six weeks and was given exercises for muscle strength and breathing which they were still doing. A third 
patient, and their carer, commented on the practice-based breathing course being better than the PR course as it was nearer home and more 
“personalised”. 

 ‘Overall, my experience of care has been very positive – both in hospital and since returning home’ 

Source: Independent qualitative evaluation interview 

Practice interviews commented on the fact that patient experience was improved as the IRT could provide quicker access to services such as smoking 
cessation and psychological support. 
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4.9 Training support for practice staff 

Training and development for practices was provided in a number of ways: 

• COPD and asthma study days: 2 of each delivered in the North and City 
• Spirometry and inhaler technique training 
• Joint respiratory nurse and practice nurse asthma/COPD clinics  
• PRMs all included a short educational section  

4.9.1 Study days 

Attendance at the study days offered was widespread across the practices with only one City practice not attending any. The majority of practices in the 
North engaged, however three of the eleven practices did not attend any. A variety of staff attended sessions: all the doctors from one practice attended 
the training.  Practices that did not attended included those where staff had already taken part in alternative relevant training.  
 
Feedback from sessions was very positive: 

‘More study days like this please’ 
‘Knowledgeable and engaging speakers’ 

‘Thoroughly enjoyed the day’ 
 
There were a few requests for more interaction and less power point and perhaps doing in a half-day session. 
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5: Lessons learnt 
This section combines feedback and discussion from the qualitative interviews (people were asked what worked well and could have been improved) and 
written feedback asking for views on lessons learnt from original interviewees and other members of the IRT. Perhaps inevitably, a range of views were 
expressed. 

 

5.1 Project set-up 

This was a complex project in terms of the number of stakeholders involved in planning and management, its ambition and the patient group targeted. This 
was reflected in the slow process for agreeing the PID (32 versions over a year), which ended up as lengthy and complex in itself. There seemed to be 
challenges in agreeing exactly what success parameters should be focused on for example clinical and experience benefit for the target group of patients v 
development of GP metrics. A lot of outcomes were stipulated, some felt that these were not easily measured and/or might not be amenable to change 
within the planned 15-month project. These challenges were also reflected in lack of certainty, for some, over who was leading the Project.  

The actual set-up of the project was challenging resulting in a more than eight month period during which various members of the team started, this got in 
the way of easily developing team cohesion and probably also effectiveness as the team was never fully staffed (see section 4.1). Scoping the contractual 
issues, for example how GPs would be employed or agreeing the banding of nurses needed to be agreed and actioned very early in the project. There was 
disagreement over how successfully this was achieved. 

The Project was further complex owing to the invovlement of a pharma company. Many of the participants reflected on the benefits of this partnership, 
however it had an impact on speed at which the project could be established - contracts and governance arrangements. There were also implications as 
one general practice objected to the partnership and there was some negative press coverage.  

 

5.2 Project and operational management 

It is clear from multiple sources that the project lacked project/operational management and administrative support.  The organisation of PRMs and 
practice clinics for example fell to a senior clinical member of the team. The project would have significantly benefited from dedicated resource from the 
start, allowing for example, development of clear implementation plans for specific aspects of the work, clinical governance processes and embedding of 
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data collection. More junior administrative support could have helped for example ensuring there was appropriate equipment such as mouth pieces in 
community clinics and making sure notes were available.  

It seems that the planned approach for project management was split between the CCG (project oversight and some outcomes collation) and Oxford Health 
(operational). In the final event this proved challenging and most involved seemed to be doing additional work that may have been better achieved by a 
dedicated, embedded manager.  

Some parts of the IRT (psychology and physiotherapy) appointed junior staff to support with administrative functions such as arranging meetings, data 
collection and collation. This freed-up  specialist clinicians to deliver care and education. A pharmacy technician could have provided a similar role. 
Additional resource might also have supported some of the primary care focused work, for example the unidentified COPD search strategy. 

 

5.3 Informatics 

Described as the most ‘frustrating’ and ‘almost impossible at times’ aspect of the Project. It was indeed disheartening to watch senior clinical time at MDTs 
spent looking at screens to access, not always successfully, the variety of notes systems for a patient. Attempting to ensure, that everyone involved in the 
patient’s care knew about their advanced care plan for example. At times, the constant looking at screens also interrupted the ability of the Team to 
interact as well as they might. The lack of joined-up access to information was further exemplified by the inability of the IRT, despite significant efforts, to 
get timely access to discharge data so that appropriate patients could be identified and taken into the Virtual Ward.  

Similarly, the lack of agreement for timely access to EMIS and the clearly different, and at times, unclear, views of individual practices as to whether IRT 
members could for example write notes in the record, was a challenge.  

The speed with which information governance agreements are enacted is clearly an issue beyond the needs of the IRT as a new team. It is likely to be a 
recurring issue and reinforces the case for ongoing, proactive work.  

A major enhancement would be to streamline the IT systems to ensure integrated, multidisciplinary care is supported, and not hindered by, IT. It is likely 
that many things would be improved were this to be the case – including clinician engagement with information systems, for example in the routine use of 
outcome measures.  
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5.4 Outcome measurement  

The project attempted to measure a lot of outcomes in quite a number of different ways, involving quite a number of different people: those involved in 
the commissioned independent evaluation, CSU, BI and CCG staff and IRT members. It took a considerable amount of agreement initially to set metrics and 
these metrics were further revised once the team had become operational.  Data collection proved time consuming.  On reflection, a number of people 
thought that the number of outcomes being tracked was probably too many and there might have been merit in simplifying the approach.  

Patient outcomes 

The intention for the IRT was that CAT and ACT patient outcome measures would be routinely embedded in the work of the Team. This did not routinely 
happen; many patients had no CAT/ACT scores recorded or did not have follow-up scores recorded.  

The utility of routine data collection and collation was clearly shown by the small-scale analysis of CAT and ACT scores for IRT patients linked to healthcare 
utilisation and cost data (appendix 9). This analysis of 10 COPD and 10 asthma patients showed how, in the future, routine data collection could be linked to 
robust commissioning decisions by demonstrating cost impact of a new service. 

Establishing the systems and support for routine outcome measurement would have been a significant advantage to the project. 

 

5.5 The Team 

Establishing multi-disciplinary teams takes time, agreeing how to work together and how to work with others eg in this case, who should run clinics - the 
practice or IRT. Despite the relatively short period of time that the Team was operational it is clear that most members felt very positive about their 
experience. There were comments that it might have been helpful for the Team to have dedicated development time which would have helped cohesion 
and planning, for example allowing discussions of the different models used by different practitioners. The training days that the Team provided not only 
benefitted practice staff, but also enhanced bonding for members of the IRT. The Team particularly valued learning from each other and working in a more 
holistic way. 

The development of relationships was thought to be very beneficial to the delivery of care, for example getting to know practice staff by name. Better 
integration with the existing community respiratory team also supported enhanced case management. Although this was at times challenging for example 
where community respiratory nurses did not attend palliative care meetings.  
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5.6 Remote consultation 
It is clear that the COVID pandemic had a significant impact on the ability of the IRT to deliver care as envisioned. However, some of that challenges faced 
by the team such as availability of clinical space within practices and at times patients not attending appointments may in some cases be made easier with 
the shift to remote consultation.  This was the experience of the IRT pharmacist who, during May, saw 30 patients over a two-week period. This proved to 
be effective as a way of engaging patients with only ‘a handful’ not being contactable at first attempt.  
 

6: Conclusions 
 
The IRT was established in order to provide community-based, integrated multidisciplinary care for a complex group of patients with respiratory disease. It 
aimed to do this through a range of activities from direct multidisciplinary case management, to greater liaison and training in primary care and processes 
to identify new, and at risk, patients.  

The evaluation of the service was carried out through analysis of primary and secondary care quantitative variables and by considering what IRT staff,  
commissioners, patients and practice staff thought and felt about the service.  

This was a complex project which faced a number of challenges to establishing and delivering the Project overall with delays in appointing the full team and 
gaps in project/operational management and administrative support. And then of course, the COVID-19 pandemic struck with inevitable impact on the 
capacity to deliver care as envisioned. 

Despite this, the majority of the qualitative data collected suggested benefit was achieved. The case studies show that the Team could provide innovative, 
patient-centred care, resulting in positive individual patient outcomes. Additionally, the feedback available from general practice and patients was overall 
positive eg  

‘they seem to understand primary care and are very helpful with providing advice on care’ 

Practices valued the IRT as providing a rapid service and access to a range of staff and expertise. IRT input and training led to increases in confidence in 
practice staff and changes in practice, encouraging pro-active management of their COPD and asthma patients. Patients appreciated services that were 
closer to home and more personalised.  

The IRT members valued many aspects of experience, learning new skills from each other and valuing the holistic approach that joint working allowed.  
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Quantitative analysis of admissions suggested an increase in COPD admissions in the IRT area. No statistically significant impact on readmissions or 
outpatient follow-up was observed. However, there did seem to be a clear impact on lowering outpatient referrals. Impact on primary care metrics was 
suggested on prescribing of non-formulary inhalers and patients receiving a high inhaled steroid load.  

The use of routine outcomes measurement would have supported the ability of the service to demonstrate impact. For this to be achieved data collection 
needs to be embedded in routine processes so that it is easy to carry out. Data collected also needs to be seen to be useful to clinicians, other staff and 
patients.   

It is perhaps not surprising that it was not possible to determine if the Team had a significant impact on quantitative outcomes such as readmission, given 
that the Team was only fully operational for less than six months, and even then, with staffing challenges. However the case studies and other qualitative 
data did suggest benefit in line with the stated aims of the Project.  

 

 

 

 


