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Title DR 

Name * Murugesan Raja 

Are you a: * Clinician? If so, what's your job title and the name of your 

employer? 

Please provide any extra details GP 

Are you responding as an individual 

or on behalf of an organisation? * 

Individual 

Is your organisation part of the 

tobacco industry? * 

No 

Does your organisation have any 

past or current, direct or indirect 

links with - or funding from - the 

tobacco industry? * 

No 

Are you happy for the taskforce to 

publish your response? * 

Yes, and I'm happy to share my name and/or organisation 

Please identify which theme, if any, 

your evidence falls under. This is so 

that we can easily identify which 

part of our final strategy your 

submission may relate to. * 

Models of care 

Do you have evidence to support 

changes in respiratory policy or 

service interventions in prevention 

and diagnosis? We are looking for 

up to three real world examples of 

policy or practice which would 

improve outcomes for lung patients 

if introduced or replicated across 

the country. If you have any costing 

evidence related to this, please 

include this too. 

1)Making ARTP Accreditation for clinicians doing

spirometry mandatory.

2)Smoking cessation services should be easily available

and for all.

3)NHS health checks should have Quality assured

spirometry as standard for anyone who smokes.
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What, in your experience, is the 

biggest barrier to improving lung 

health outcomes with reference to 

prevention and diagnosis? 

Smoking prevalence 

Barriers currently in implementing the New NICE guideline 

for diagnosing and treating asthma. 
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Title Professor  

Name * Edwin Chilvers   

Are you a: * Researcher? If so, what's your job title and the name of 
your employer?  

Please provide any extra details Professor of Respiratory Medicine, University of 
Cambridge  

Are you responding as an individual or 
on behalf of an organisation? * 

Individual 

Is your organisation part of the tobacco 
industry? * 

No 

Does your organisation have any past 
or current, direct or indirect links with - 
or funding from - the tobacco industry? 
* 

No 

Are you happy for the taskforce to 
publish your response? *  

Yes, and I'm happy to share my name and/or organisation 

Please identify which theme, if any, 
your evidence falls under. This is so that 
we can easily identify which part of our 
final strategy your submission may 
relate to. *  

Research 

Do you have evidence to support 
changes in respiratory policy or service 
interventions in prevention and 
diagnosis? We are looking for up to 
three real world examples of policy or 
practice which would improve 
outcomes for lung patients if 
introduced or replicated across the 
country. If you have any costing 
evidence related to this, please include 
this too. 

See below 

What, in your experience, is the biggest barrier to improving lung health outcomes with reference 
to prevention and diagnosis?  
From a research perspective the current biggest barrier to progress is the lack of a single large 
charity dedicated to supporting lung research. Examples of this in other areas such as Cancer (CR-
UK), Heart Disease (BHF) and Rheumatology (Arthritis-UK) have been transformative and provided a 
sustainable research base, which has led to dramatic improvements in patients care and outcomes. 
Lung research is blighted by having multiple small funding bodies, which overall make little-no 
impact on identifying the cause of disease or identifying new treatments. Its as simple as that. We 
have a hugely talented biomedical science base in the UK but people will not work on lung disease if 
there is no funding-they will simply look elsewhere and work on questions where funding exists. If I 
was starting again I would be far more inclined to work on neuro-degeneration, cancer, 
cardiovascular or infectious diseases. To all the lung charities out there, please wake up, and get 
serious about research funding. 
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Title 

Name * Anonymous 

Are you a: * Person living with a lung condition? If so, can you tell us 

which condition you have below?  

Please provide any extra details Alpha 1 anti trypsin deficiency  

Are you responding as an individual or 

on behalf of an organisation? *  

Individual 

Is your organisation part of the tobacco 

industry? *  

Neither, I'm an individual 

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? * 

Neither, I'm an individual 

Are you happy for the taskforce to 

publish your response? *  

Yes, but only anonymously 

Please identify which theme, if any, your 

evidence falls under. This is so that we 

can easily identify which part of our final 

strategy your submission may relate 

to. *  

Models of care 

Do you have evidence to support 

changes in respiratory policy or service 

interventions in prevention and 

diagnosis? We are looking for up to 

three real world examples of policy or 

practice which would improve outcomes 

for lung patients if introduced or 

replicated across the country. If you 

have any costing evidence related to 

this, please include this too.  

The diagnosis of my condition was only made when it was so 

severe that the only treatment was a bilateral lung transplant. 

I had previously been told I had adult asthma. Despite 

numerous chest infections it took many years for the doctors 

to even look at anything else. 

I think any person presenting with my symptoms in their 

early 40s should be routinely blood tested for my condition 

as early intervention would have made a different scenario 

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to prevention 

and diagnosis? 

Even today there is a society stigma about respiratory 

conditions and a feeling that people suffering them have a 

poor lifestyle. Even some doctors seem to consider that 

respiratory conditions come well down the pecking order for 

treatments. 
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Title Ms 

Name * Fran Husson  

Are you a: * Person living with a lung condition? If so, can you tell us 

which condition you have below? 

Please provide any extra details Asperegilloma, Bronchiectasis 

Are you responding as an individual or 

on behalf of an organisation? * 

Individual 

Is your organisation part of the 

tobacco industry? * 

Neither, I'm an individual 

Does your organisation have any past 

or current, direct or indirect links with - 

or funding from - the tobacco 

industry? * 

Neither, I'm an individual 

Are you happy for the taskforce to 

publish your response? * 

Yes, and I'm happy to share my name and/or organisation 

Please identify which theme, if any, 

your evidence falls under. This is so 

that we can easily identify which part 

of our final strategy your submission 

may relate to. * 

Data 

Do you have evidence to support 

changes in respiratory policy or service 

interventions in prevention and 

diagnosis? We are looking for up to 

three real world examples of policy or 

practice which would improve 

outcomes for lung patients if 

introduced or replicated across the 

country. If you have any 

costing evidence related to this, please 

include this too. 

"Connecting care for Adults" [see attachment] is yet another 

example of community initiative discriminating against 

certain categories of Lung Diseases by only selecting COPD 

and Asthma patients, in this initiative. 

Alternatively, upload your answer to 

this question here 

What, in your experience, is the 

biggest barrier to improving lung 

health outcomes with reference to 

prevention and diagnosis? 

As hinted above, the fact that patients suffering from ILD, 

bronchiectasis and other lung disorders are never included 

in research projects, in community improvement initiatives 

hinders both prevention and diagnosis . 

https://britishlfuk.sharepoint.com/:w:/g/Comms/EWxF_OE4qt5FkRMK4_FiYLYBgtkD1S-5v8s9YyPsicq9fg?e=IgXwvy
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Title Mr 

Name * Peter Bryce  

Are you a: * Person living with a lung condition? If so, can you tell us 

which condition you have below? 

Please provide any extra details Idiopathic Pulmonary Fibrosis 

Are you responding as an individual or 

on behalf of an organisation? * 

Individual 

Is your organisation part of the tobacco 

industry? * 

Neither, I'm an individual 

Does your organisation have any past 

or current, direct or indirect links with - 

or funding from - the tobacco 

industry? * 

Neither, I'm an individual 

Are you happy for the taskforce to 

publish your response? * 

Yes, and I'm happy to share my name and/or organisation 

Please identify which theme, if any, 

your evidence falls under. This is so that 

we can easily identify which part of our 

final strategy your submission may 

relate to. * 

Models of care 

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too. 

When I was diagnosed in November 2013, I was in the consultants room at the local hospital for no 

more than 2 minutes. He looked at the results of a CT scan and concluded it was idiopathic 

pulmonary fibrosis, a progressive disease with no cure and treatment. I looked at him puzzled and 

said pardon? He then wrote down what it was on a piece of scrap paper and said look it up on 

the internet, and we will make an appointment for you in 6 months for a lung function test. That is 

how i was diagnosed. 

Having then searched the internet I could not believe, in modern Britain, so little resource has been 

spent on an illness that kills more than 6,000 each year. Clearly, more must be done. 

That said, i believe, in the meantime, more should and can be done to support those newly 

diagnosed. Having being given devastating news is like being in a tunnel with no light at the end. 

There are organisations who are excellent at supporting people who are having to come to terms of 

knowing they have a life limiting illness. And not just the patients, but carers as well. For most 

cancer diagnosis, the patient is referred to something like Macmillan Nurses. Although they describe 

themselves as cancer support, i understand they also offer support to other life limiting illnesses.  

I think every person diagnosed with IPF/PF should be referred immediately to Macmillan for 
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support. This is parity with cancer diagnosis. When my wife was diagnosed with bowel cancel, there 

was a Macmillan Nurse present. Emotional support is available.  

I can think of no reason why this service is not extended to PF patients, which should be 

automatically and immediately offered.  

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to prevention 

and diagnosis? 

Awareness. As so little attention has been given to this 

illness, it has resulted in poor support. PF is classified as a 

rare disease. Current estimate is 32,000, although it is felt 

there are significantly more as data capture is 

questionable. More pressure must be placed on the 

Government to take immediate and significant action. 
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Title 

Name * Anonymous 

Are you a: * Policy professional? If so, what's your job title and the 

name of your employer? 

Please provide any extra details 

Are you responding as an individual or 

on behalf of an organisation? * 

Organisation 

Is your organisation part of the tobacco 

industry? * 

No 

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? * 

No 

Are you happy for the taskforce to 

publish your response? * 

Yes, but only anonymously 

Please identify which theme, if any, 

your evidence falls under. This is so that 

we can easily identify which part of our 

final strategy your submission may 

relate to. * 

Models of care 

Do you have evidence to support 

changes in respiratory policy or service 

interventions in prevention and 

diagnosis? We are looking for up to 

three real world examples of policy or 

practice which would improve outcomes 

for lung patients if introduced or 

replicated across the country. If you 

have any costing evidence related to 

this, please include this too. 

Hospital initiated stop smoking support - see attachment. 

this is a slightly redacted version of a business case 

submitted to our local STP, for a hospital initiated stop 

smoking service with post-discharge follow up. 

Locally the business case was approved clinically, but due 

to short-term financial requirements on the NHS to 

achieve in-year cashable savings, Directors of Finance were 

unable to fund.  

Alternatively, upload your answer to 

this question here 

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to prevention 

and diagnosis? 

A fundamental barrier to this programme is short-

termist thinking, despite this project being heavily based 

on replicating the highly successful and cost-effective 

Ottawa programme from Canada. There is a bias within 

the NHS to fund high tech treatments such as end of life 

cancer meds, diagnostic machinery etc, yet failing to fund 

low tech, low cost proven treatments with high cost-

effectiveness such as smoking cessation. Smoking 

https://britishlfuk.sharepoint.com/:w:/g/Comms/EUNbH2QkMV9Mt1h9LJsXf18BlgQ_hcLxG_h5BABbDHRfag?e=b2OTA3
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cessation is still seen by many clinicians as health 

promotion rather than treatment of tobacco dependence 

to prevent COPD, cancer etc. 
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Title Mrs 

Name * Ruth Buchan  

Are you a: * Clinician? If so, what's your job title and the name of your 

employer? 

Please provide any extra details CEO, Community Pharmacy West Yorkshire 

Are you responding as an individual or 

on behalf of an organisation? * 

Organisation 

Is your organisation part of the tobacco 

industry? * 

No 

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? * 

No 

Are you happy for the taskforce to 

publish your response? * 

Yes, and I'm happy to share my name and/or organisation 

Please identify which theme, if any, 

your evidence falls under. This is so that 

we can easily identify which part of our 

final strategy your submission may 

relate to. * 

Models of care 

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too. 

Enabling Patient health Improvements though COPD medicines optimisation (EPIC) 

The EPIC project aimed to improve patient’s ability to manage their own Chronic Obstructive 

Pulmonary Disease (COPD) through greater understanding of COPD and its treatment, increase the 

use of self-care management plans, and ensure that they are able to use their COPD treatment 

effectively and correctly. The EPIC project targeted high risk COPD patients at 14 practices in Pudsey, 

Armley and Bramley within the Leeds West CCG over a period of 4 months in 2016. 

Intervention 

This community pharmacy element of the EPIC project was commissioned by NHS Leeds West CCG 

to promote adherence to respiratory medication and self-care for patients with COPD. Eligible 

patients received 2 consultations 8 weeks apart with a suitably trained pharmacist / pharmacy 

technician. The consultations will include smoking status and cessation advice, assessment and 

teaching of inhaler technique, explanation of medicines, monitoring of COPD, lifestyle advice and 

self-care advice and education (including exacerbations).  

Outcomes measures 

Main outcome measures CAT score, MRC and inhaler technique were measured at the initial and 

follow up consultation. 
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Results 

The reduction in mean CAT score at 8-12 weeks post community pharmacy intervention was 

statistically significant (Change in mean score -1.0, p=0.0003). The number of patients who 

reported a clinically important decrease of ≥2 points in their CAT score was also significant (P= 

0.0001). Twenty-six per cent (108/413) of inhaler devices were being used unsatisfactorily when 

initially assessed. This decreased to 3.4% (14/413) after the patients were taught how to use their 

inhaler devices within the same consultation. Overall, the inhaler technique used by patients 

improved for 93.7% (208/222) inhaler devices which were originally assessed as being 

used suboptimally. This improvement was maintained for 76.9% (163/222) inhaler devices at follow-

up. 

Conclusions 

A COPD consultation within a community pharmacy setting can improve COPD health status and 

optimise their inhaler technique as well as identify other interventions, including vaccination and 

pulmonary rehabilitation. The input of community pharmacy professionals should be considered in 

COPD pathway redesign. 

Service evaluation can be found: http://www.cpwy.org/doc/1433.pdf 

Service details can be found: http://www.cpwy.org/pharmacy-contracts-services/local-services-

enhanced-/respiratory-epic-.shtml 

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to prevention 

and diagnosis? 

Integration of community pharmacy into the standard 

patient pathway and funding to enable enhanced 

community pharmacy support. 

http://www.cpwy.org/doc/1433.pdf
http://www.cpwy.org/doc/1433.pdf
http://www.cpwy.org/pharmacy-contracts-services/local-services-enhanced-/respiratory-epic-.shtml
http://www.cpwy.org/pharmacy-contracts-services/local-services-enhanced-/respiratory-epic-.shtml
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Title Mrs 

Name * Sue Renwick  

Are you a: * Other? Please specify below 

Please provide any extra 

details 

commissioner 

Are you responding as an 

individual or on behalf of an 

organisation? * 

Individual 

Is your organisation part of the 

tobacco industry? * 

No 

Does your organisation have 

any past or current, direct or 

indirect links with - or funding 

from - the tobacco industry? * 

No 

Are you happy for the taskforce 

to publish your response? * 

Yes, and I'm happy to share my name and/or organisation 

Please identify which theme, if 

any, your evidence falls under. 

This is so that we can easily 

identify which part of our final 

strategy your submission may 

relate to. * 

Research 

Do you have evidence to 

support changes in respiratory 

policy or service interventions 

in prevention and diagnosis? 

We are looking for up to three 

real world examples of policy 

or practice which would 

improve outcomes for lung 

patients if introduced or 

replicated across the country. If 

you have any costing evidence 

related to this, please include 

this too. 

Please see the attached document which outlines the anchor model 

approach used to increase spirometry uptake in drug worker clinics 

for crack and heroin smokers. This is an effective method to identify 

respiratory health need in this population. 

Alternatively, upload your 

answer to this question here spirometry_in_liverp

ool_shared_care_2016_final_report (2).pdf

https://britishlfuk.sharepoint.com/:b:/g/Comms/EevIKSFFsNNKhk6DlW63cs4B3LFQI975u6sLcmolFohekw?e=XyuqzQ
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What, in your experience, is the 

biggest barrier to improving 

lung health outcomes with 

reference to prevention and 

diagnosis?   

Fear and fatalism has been found locally as a barrier to lung health. 

People have seen family or friends die of lung cancer so they avoid 

getting checked. Smokers will not engage if they think the main aim 

is around quitting smoking.  

(Social Marketing information, Liverpool City Council)  
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Title   Mr  

Name *   Brian Sowter   

Are you a: *   Person living with a lung condition? If so, can you tell us 

which condition you have below?  

Please provide any extra details   Early stage IPF  

Are you responding as an individual or on 

behalf of an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final 

strategy your submission may relate to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too.   

The first evidence of my lung disease was from a chest x-ray taken as a result of shortness of breath 

on exercise in July 2013. This was not followed up till I insisted on further investigation two years 

later. I was finally diagnosed with IPF after a CT scan in Feb 2016. I started on Nintedanib in Oct 2016 

as part of the Boehringer trial 1199.227  

  

There is coincidental evidence that my IPF was caused by severe gastric reflux which was 

only diagnosed in July 2017 where manometry/impedance testing revealed Absent Contractility of 

the lower esophageal sphincter. Treatment for this condition (high dose antacids, diet, sleeping 

position) have largely eliminated all symptoms (coughing,throat clearing, heartburn) which I have 

experienced for about 10 years and hopefully will now minimize further lung damage. This condition 

was diagnosed very late because of a series of misdiagnoses.  

  

Today I experience shortness of breath even with light exercise and of course I am very lucky to be 

treated with Nintedanib. My FVC is still above 100%. I think this is because I have large lungs and I do 

vocal training. My gas transfer is just below the bottom of the normal range for my age (78).  

  

The lesson to be learned (form this sample of one) is that any lung abnormality found by 

chest xray should be fully investigated as should any symptoms of acid reflux.  
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What, in your experience, is the biggest 

barrier to improving lung health outcomes 

with reference to prevention and 

diagnosis?   

I feel I was let down of course by overworked GP's but 

more importantly by poor record keeping and 

availability. I think that all consultant referral letters and 

reports should be shared with the patients and these 

should be available on line.   

  

Any extra cost of doing this would be more than paid for 

by reduction in phone calls to admin staff chasing these 

letters.   

  

Doing this would greatly assist patients in understanding 

their condition as well as helping to avoid errors and 

delays in diagnosis.  
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Title   Professor  

Name *   Graham Bothamley   

Are you a: *   Clinician? If so, what's your job title and the name 

of your employer?  

Please provide any extra details   Clinician-researcher: Homerton University Hospital, 

QMUL, LSHTM  

Are you responding as an individual or on 

behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or funding 

from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Workforce  

Do you have evidence to support changes in 

respiratory policy or service interventions in 

prevention and diagnosis? We are looking for 

up to three real world examples of policy or 

practice which would improve outcomes for 

lung patients if introduced or replicated across 

the country. If you have any costing evidence 

related to this, please include this too.   

Evidence that adequate staffing of TB teams results 

in earlier diagnosis and prevention of TB 

transmission:  

  

Bothamley GH, Kruijshaar ME, Kunst 

H, Woltmann G, Cotton M, Saralaya D, Woodhead 

MA, Watson JP, Chapman ALN. Tuberculosis in UK 

cities: workload and effectiveness of tuberculosis 

control programmes. BMC Public Health 2011 Nov 

28; 11: 896.  

What, in your experience, is the biggest barrier 

to improving lung health outcomes with 

reference to prevention and diagnosis?   

An understanding that investment of money can 

lead to cost-savings at a later date. This is 

especially important in respiratory infections, 

which untreated will lead to an exponential rise in 

cases.  
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Title   Professor  

Name *   Graham Bothamley   

Are you a: *   Clinician? If so, what's your job title and the name of 

your employer?  

Please provide any extra details   Clinician-researcher: Homerton University Hospital, 

QMUL and LSHTM  

Are you responding as an individual or on 

behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final 

strategy your submission may relate to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too.   

Radiographer reporting of chest X-rays - a way of dealing with the workload and ensuring timely 

diagnosis of respiratory diseases.  

  

Woznitza N, Burke S, Ellis S, Piper K, Bothamley G. Agreement between expert thoracic radiologists 

and the chest radiograph reports provided by consultant radiologists and reporting radiographers in 

clinical practice: review of a single clinical site. Radiography 2018; in press  

  

Immediate reporting of chest X-rays referred from general practice by reporting radiographers: a 

single centre feasibility study.  

Woznitza N, Piper K, Rowe S, Bhowmik A.  

Clin Radiol. 2017 Dec 12. pii: S0009-9260(17)30536-6. doi: 10.1016/j.crad.2017.11.016.   

  

Impact of radiographer immediate reporting of chest X-rays from general practice on the lung cancer 

pathway (radioX): study protocol for a randomised control trial.  

Woznitza N, Devaraj A, Janes SM, Duffy SW, Bhowmik A, Rowe S, Piper K, Maughn S, Baldwin DR.  

Trials. 2017 Nov 6;18(1):521.   

  

Expanding the role of radiographers in reporting suspected lung cancer: A cost-effectiveness analysis 

using a decision tree model.  
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Bajre MK, Pennington M, Woznitza N, Beardmore C, Radhakrishnan M, Harris R, McCrone P.  

Radiography (Lond). 2017 Nov;23(4):273-278  

What, in your experience, is the biggest 

barrier to improving lung health outcomes 

with reference to prevention and 

diagnosis?   

New approaches to managing workload in the NHS and 

the importance of training  
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Title   Professor  

Name *   Graham Bothamley   

Are you a: *   Researcher? If so, what's your job title and the name 

of your employer?  

Please provide any extra details   Clinician-researcher: TBNET, BTS, Homerton 

University Hospital, QMUL, London School of 

Hygiene and Tropical Medicine  

Are you responding as an individual or on 

behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Data  

Do you have evidence to support changes in 

respiratory policy or service interventions in 

prevention and diagnosis? We are looking for 

up to three real world examples of policy or 

practice which would improve outcomes for 

lung patients if introduced or replicated 

across the country. If you have any costing 

evidence related to this, please include this 

too.   

The need to reduce the time from research to 

implementation. Earlier genetic testing of clinical 

samples and TB cultures will ensure an adequate 

treatment for drug-resistant TB is started as soon as 

possible.   

  

Bothamley G, Lange C on behalf of TBNET. Infection 

control, genetic assessment of drug resistance and 

drug susceptibility testing in the current 

management of multidrug/extensively-resistant 

tuberculosis (M/XDR-TB) in Europe: A Tuberculosis 

Network European Trialsgroup (TBNET) 

study. Resp Med 2017; 132: 68-75.  

What, in your experience, is the biggest 

barrier to improving lung health outcomes 

with reference to prevention and diagnosis?   

Investment in new technologies leading to cost 

savings later, e.g. ensuring adequate treatment to 

reduce patient suffering and improve outcome in 

drug-resistant TB  
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Title   
 

Name *   Anonymous 

Are you a: *   Member of the public?  

Please provide any extra details   
 

Are you responding as an individual or 

on behalf of an organisation? *   

Individual  

Is your organisation part of the 

tobacco industry? *   

Neither, I'm an individual  

Does your organisation have any past 

or current, direct or indirect links with 

- or funding from - the tobacco 

industry? *   

Neither, I'm an individual  

Are you happy for the taskforce to 

publish your response? *   

Yes, but only anonymously  

Please identify which theme, if any, 

your evidence falls under. This is so 

that we can easily identify which part 

of our final strategy your submission 

may relate to. *   

Data  

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or 

practice which would improve outcomes for lung patients if introduced or replicated across the 

country. If you have any costing evidence related to this, please include this too.   

I would be grateful if the Lung Foundation would consider preventative measures based on 

restricting use of wood burning stoves.  

  

Most recently government and therefore council focus has been on emissions from vehicles (in 

particular diesel cars), with interventions aimed at decreasing or at least restricting this traffic in 

clean air zones (CAZ) with several CAZ in development for cities across the UK.   

  

These proposals do not however take account of the large amount of particulate matter produced 

by solid fuel/wood burning stoves. According to DEFRA domestic burning of house coal, smokeless 

solid fuels and wood is the single largest source of harmful PM emissions in the UK*. Wood burning 

stoves emit more particles per hour than a modern diesel lorry**. In some areas the improvement 

seen from CAZ is being outweighed by production of particulate matter from these other sources. A 

study from 2014 found that wood smoke was adding more particle pollution to London’s air than the 

first two phases of the city’s low-emission zone were expected to remove***.   

  

The UK is behind other countries in the developed world in their approach. Montreal and 

Christchurch have banned their use and improvements have been seen in the respiratory health of 
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their populations. Across Europe Wood burning stoves have been identified as causing problems and 

national policy is being developed to address this concern (see attached document).   

  

Any health intervention to improve air pollution and therefore the respiratory health of the Nation 

must now take into account the effect of the growing number of wood burning stoves and the lack 

of regulation.  

  

  

*https://consult.defra.gov.uk/airquality/domestic-burning-of-wood-and-coal/  

**Source : Air Quality - A Briefing for Directors of Public Health , Defra/Public Health England, March 

2017 available at: https://www.local.gov.uk/air-quality-briefing-directors-public-health  

***https://doi.org/10.1016/j.atmosenv.2013.12.037  

Alternatively, upload your answer to 

this question here   woodcombustion_f

inalreport__flanders_environment_agency__2017 (3).pdf
 

What, in your experience, is the 

biggest barrier to improving lung 

health outcomes with reference to 

prevention and diagnosis?   

Education regarding wood burning stoves and their pollutant 

effect and regulation of their use.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://consult.defra.gov.uk/airquality/domestic-burning-of-wood-and-coal/
https://consult.defra.gov.uk/airquality/domestic-burning-of-wood-and-coal/
https://www.local.gov.uk/air-quality-briefing-directors-public-health
https://www.local.gov.uk/air-quality-briefing-directors-public-health
https://doi.org/10.1016/j.atmosenv.2013.12.037
https://britishlfuk.sharepoint.com/:b:/g/Comms/EbSpHHq9SyVEvF_vX0L-TAkBkXqlyP1emBjNqLpHI9sF0g?e=y9HCKF
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Title   Dr  

Name *   Sam Hare   

Are you a: *   Clinician? If so, what's your job title and the name of 

your employer?  

Please provide any extra details   Consultant Chest Radiologist, Royal Free London NHS 

Trust  

Are you responding as an individual or on 

behalf of an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

Neither, I'm an individual  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

Neither, I'm an individual  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final 

strategy your submission may relate to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too.   

1. Ambulatory percutaneous lung biopsy with early discharge and Heimlich valave management of 

iatrogenic pneumothorax: more for less  

Thorax 2016; 71:190-192  

Tavare AN, Creer DD, Khan S, Vancheeswaran R and Hare SS  

  

2. Lung cancer tissue diagnosis in poor lung function: addressing the ongoing percutaneous lung 

biopsy FEV1 paradox using Heimlich valve  

Thorax 2016; 71: 757-758  

Abdullah R, Tavare AN, Creamer A, Creer DD, Vancheeswaran R and Hare SS  

  

3. https://www.england.nhs.uk/blog/sam-hare/  

  

The above model is an excellent example of a change in approach with an established evidence base 

that allows faster diagnosis in a wider range of patients, empowers patients and also saves hospital 

beds and money. This work was awarded several NHS prizes: NHS Innovation Challenge Prize 2016; 

BMJ Cancer Team of the Year 2016 and 2016 HSJ Acute Sector Innovation award.  

  

https://www.rcr.ac.uk/posts/frcr-leads-cancer-challenge-winning-team-0  

https://www.england.nhs.uk/blog/sam-hare/
https://www.england.nhs.uk/blog/sam-hare/
https://www.rcr.ac.uk/posts/frcr-leads-cancer-challenge-winning-team-0
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Alternatively, upload your answer to this 

question here   thoraxjnlpfts201620

8381.full (1).pdf
 

What, in your experience, is the biggest barrier to improving lung health outcomes with reference 

to prevention and diagnosis?   

One of the biggest barriers is diffusion of innovation through the NHS. This has been highlighted in 

the recent parliamentary Transforming the Cycle in Cancer Care 2017 report. The NHS should offer 

financial incentives to NHS providers who introduce best practice care and remove incentives for 

outdated and more expensive models - this is one of the points highlighted in the report.  

  

http://www.respiratoryfutures.org.uk/features/a-common-sense-practical-innovation-that-

improves-patient-care/  

  

http://www.respiratoryfutures.org.uk/features/innovation-in-the-nhs-guest-blog-by-sam-hare/  

  

https://www.hsj.co.uk/sponsored-information/transforming-the-cycle-of-cancer-

care/7017072.article  

Alternatively, upload your answer to this 

question below   transforming_the_c

ycle_in_cancer_care_final.pdf
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.respiratoryfutures.org.uk/features/a-common-sense-practical-innovation-that-improves-patient-care/
http://www.respiratoryfutures.org.uk/features/a-common-sense-practical-innovation-that-improves-patient-care/
http://www.respiratoryfutures.org.uk/features/a-common-sense-practical-innovation-that-improves-patient-care/
http://www.respiratoryfutures.org.uk/features/a-common-sense-practical-innovation-that-improves-patient-care/
http://www.respiratoryfutures.org.uk/features/innovation-in-the-nhs-guest-blog-by-sam-hare/
http://www.respiratoryfutures.org.uk/features/innovation-in-the-nhs-guest-blog-by-sam-hare/
https://www.hsj.co.uk/sponsored-information/transforming-the-cycle-of-cancer-care/7017072.article
https://www.hsj.co.uk/sponsored-information/transforming-the-cycle-of-cancer-care/7017072.article
https://britishlfuk.sharepoint.com/:b:/g/Comms/ETIkJsPDoQZJtLLH1KncNEIBFEnMJ2MvM2yODkIa9w3Axw?e=YzZAma
https://britishlfuk.sharepoint.com/:b:/g/Comms/ETLKaRTxartClMMSunhGacUBacEuDdd94Hw2Nev79JlmgA?e=m0WKDi
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Title   Dr  

Name *   Chris Barber   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name 

of your employer?  

Please provide any extra details   Clinician and researcher. Comments on behalf of 

the BTS Occupational SAG, and wider Group of 

Occupational Respiratory Disease Specialists 

(GORDS)  

Are you responding as an individual or on behalf 

of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or current, 

direct or indirect links with - or funding from - 

the tobacco industry? *   

No  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can easily 

identify which part of our final strategy your 

submission may relate to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too.   

A significant proportion of common lung diseases are caused by workplace exposures, including 

asthma, COPD, lung cancer, and ILD. The key to prevention is controlling exposure; HSE has a huge 

range of research and guidance here.   

Health surveillance is a legal requirement for many workers at risk of preventable diseases such as 

occupational asthma and silicosis. Effective surveillance can prevent severe disease and protect 

other workers. Unfortunately many exposed workers do not have access to occupational health 

providers, and are not under effective surveillance.   

Current and previous BTS OELD SAG members have worked hard to produce evidence reviews, 

Standards of Care and e-learning modules aimed at preventing occupational lung diseases and 

promoting evidence-based diagnosis.   

For asthma, this has been based on the BOHRF evidence review 2010, with an update due to be 

published this year.  

A Standard of Care for occupational COPD has also been developed - published in occupational 

medicine by Fishwick et al.  
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Three changes would focus on patients whose disease and prognosis might be being harmed by 

ongoing exposures at work:  

1. Increased recognition of occupational asthma in primary care e.g. QOF points for documenting 

work-related symptoms and occupation in all adults with asthma  

2. National funding to develop the network of specialist occupational centres and standardised 

patient referral pathways to allow early and accurate diagnosis   

3. Government funding to compensate and retrain workers post-diagnosis to increase their 

retention in the UK workforce   

What, in your experience, is the biggest barrier to improving lung health outcomes with reference 

to prevention and diagnosis?   

There are multiple barriers to the early diagnosis of occupational asthma, at every stage of the 

patient journey. We have worked hard to get this highlighted in primary care through NICE Asthma 

Guidance and Quality Standards. In addition we have produced e-learning modules for clinicians 

through BMJ Learning and the BTS that along with the Standard of Care provide models for 

evidence-based diagnosis.  

  

The biggest barrier for diagnosis remains a lack of standardised referral pathways for patients whose 

disease (e.g. asthma, HP, silicosis, COPD) may be being driven by their current work. For asthma, 

there are only 5 or 6 centres nationally that offer the full range of diagnostic test, meaning big 

geographical variation in diagnosis and management. There is good evidence that delays occur in the 

UK, and that ongoing exposure worsens asthma prognosis. Misdiagnosis is equally a problem if 

disease is not accurately excluded, leading to unnecessary adverse workplace interventions or loss 

of employment.  

  

Previous applications for National Commissioning of Occupational Asthma services have failed - 

meaning that complex patients are often seen by non-specialist clinicians (unlike CF, PVD, lung 

cancer, difficult asthma etc).  

A network of regional hub and spoke centres working to common protocols would improve 

outcomes for patients, and likely be cost effective. Early diagnosis and relocation away from the 

cause saves money for the NHS in terms of treatment costs and hospital/GP visits. It also should be 

cost effective to the UK in terms of reducing costs for unemployment and IIDB benefits etc. This 

money could be spent in developing specialist centres and ensuring that all such patients receive 

earlier and standardised care.   

 

 

 

 

 

 

 

 

 



28 
 

Title   Ms  

Name *   Louise Unsworth   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Policy professional? If so, what's your job title and the 

name of your employer?  

Please provide any extra details     
Are you responding as an individual or on 

behalf of an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or funding 

from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Research  

Do you have evidence to support changes in 

respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up 

to three real world examples of policy or 

practice which would improve outcomes for 

lung patients if introduced or replicated across 

the country. If you have any costing evidence 

related to this, please include this too.   

There are some relevant examples in the attached 

report from the North East  

Alternatively, upload your answer to this 

question here   state_of_ne_2017_r

espiratory_health_final (1).pdf
 

 

 

 

 

 

 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:b:/g/Comms/EbfBRRk2gWZOt2rnZNQHjKsB8maMxzTAmu2dxYO4DvQJWg?e=jTZE0V
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Title   Dr  

Name *   Nick Woznitza   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of 

your employer?  

Please provide any extra details   Consultant Radiographer; Homerton University Hospital 

& Canterbury Christ Church University  

Are you responding as an individual or on 

behalf of an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

Neither, I'm an individual  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

Neither, I'm an individual  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Workforce  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

Chest X-rays are a crucial diagnostic tool for many respiratory diseases and one of the most 

frequently performed imaging examinations. Radiographer reporting of chest X-rays could 

improve diagnosis and outcomes. Novel ways to streamline patient pathways, improve patient 

experience and outcomes and create additional diagnostic capacity is being trialed in North East 

London. This work is being performed by a multidisciplinary team comprised of radiographers, 

radiologists, chest physicians and commissioners, led by Dr Nick Woznitza.   

  

The National Optimal Lung Cancer Pathway(1) calls for immediate (<24 hours) reporting of chest X-

rays referred by general practice, and while the patient is still within Radiology as the preferred 

method. However, diagnostic capacity is frequently identified as a barrier with a chronic shortage of 

consultant radiologists (2) and 170,000 X-rays waiting more than 30 days for a report. (3,4)   

  

Appropriately trained radiographers, practicing within a multidisciplinary team can interpret chest X-

rays. High accuracy was reported (sensitivity 95.4%, specificity 95.9%, agreement 89%) when a cohort 

of 40 radiographers completed a structured image bank.(5) Non-inferiority of reporting radiographer 

chest X-ray reporting accuracy compared to consultant radiologists was confirmed in a diagnostic 

accuracy with 21 observers and 106 chest X-rays (radiographer Figure of Merit FoM=0.83, 

radiologist FoM=0.79; p<0.0001).(6) When a random sample of chest X-ray cases were reviewed by 

expert thoracic radiologists comparable performance was found between reporting radiographers 

(expert-radiographer Kappa Ƙ=0.59, Ƙ=0.62) and consultant radiologists (expert radiologist Ƙ=0.60, 

Ƙ=0.62).(7) Clinical audit from a single clinical site also found similar agreement between a reporting 

radiographer and three consultant radiologists (Ƙ=0.91, Ƙ=0.91, Ƙ=0.83) in a review of 100 cases.(8)  

  

Feasibility of radiographer-led immediate reporting of chest X-rays has been confirmed, with 

promising initial results. A three month pilot found a reduction in time to diagnosis of lung cancer, 
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fewer urgent referrals to respiratory medicine and prompt diagnosis of other respiratory 

conditions.(9)   

  

Modelling suggests that radiographer chest X-ray reporting is cost effective and well within the 

National Institute for Health and Care Excellence threshold, with probabilistic analysis indicating a 98% 

confidence that radiographer chest X-ray reporting is cost effective when compared with radiologists 

within the lung cancer pathway.(10)  

  

References  

1. Lung Clinical Excellence Group. National Optimal Lung Cancer Pathway. 2017: NHS England  

2. Royal College of Radiologists. Clinical radiology UK workforce census 2015 report. 2016 London: 

Royal College of Radiologists  

3. Royal College of Radiologists. Unreported X-rays, computed tomography (CT) and magnetic 

resonance imaging (MRI) examinations: results of the September 2015 snapshot survey of English NHS 

acute trusts. 2015 London: Royal College of Radiologists  

4. Royal College of Radiologists. Our patients are still waiting …. 2016 London: Royal College of 

Radiologists  

5. Piper K., Cox S., Paterson A. et al. Chest reporting by radiographers: Findings of an accredited 

postgraduate programme. Radiography 2014;20(2):94-99.  

6. Woznitza N. The Diagnostic Accuracy of Reporting Radiographer Chest X-ray Interpretations and 

their Influence on Clinicians’ Diagnostic Decision-Making: A Comparison with Consultant Radiologists. 

Canterbury Christ Church University, 2016.  

7. Woznitza N., Piper K., Burke S. et al. Agreement between expert thoracic radiologists and the chest 

radiograph reports provided by consultant radiologists and reporting radiographers in clinical practice: 

review of a single clinical site. Radiography 2018;[IN PRESS].  

8. Woznitza N., Piper K., Burke S. et al. Adult chest radiograph reporting by radiographers: Preliminary 

data from an in-house audit programme. Radiography 2014;20(3):223-229.  

9. Woznitza N., Piper K., Rowe S. et al. Immediate reporting of chest X-rays referred from general 

practice by reporting radiographers: a single centre feasibility study. Clin Radiol 2017;IN PRESS.  

10. Bajre M. K., Pennington M., Woznitza N. et al. Expanding the role of radiographers in reporting 

suspected lung cancer: A cost-effectiveness analysis using a decision tree model. 

Radiography 2017;23:273-278.  

What, in your experience, is the biggest barrier to improving lung health outcomes with reference to 

prevention and diagnosis?   

Imaging plays a key role on diagnosis and management of respiratory disease. Diagnostic capacity is a 

barrier to early and accurate diagnosis of lung disease. Immediate reporting of chest X-rays referred 

by general practice is resource intensive, and maximising the contribution of the imaging team 

through the use of reporting radiographers is one way to create additional capacity.   

  

Ensuring that the imaging workforce is adequately staffed, with the skills required to perform 

investigations when required, with an accurate report provided within a timeframe that maximises the 

benefit to patients is essential if improvements are to be made. The NHS England Diagnostic Capacity 

Fund grant 2016-17 supported the development and implementation of a centralised model to 

support trainee chest X-ray reporting radiographers and has funded the first cohort of 14.  

  

http://www.cancerresearchuk.org/sites/default/files/homerton_ucl_hub_and_spoke_model_v2.pdf  

  

The successful model developed could be readily expanded to other health economies and regions, 

creating sustainable diagnostic capacity.   

 

http://www.cancerresearchuk.org/sites/default/files/homerton_ucl_hub_and_spoke_model_v2.pdf
http://www.cancerresearchuk.org/sites/default/files/homerton_ucl_hub_and_spoke_model_v2.pdf
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Title   Dr  

Name *   Sam Hare   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of 

your employer?  

Are you responding as an individual or on behalf 

of an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

Neither, I'm an individual  

Does your organisation have any past or current, 

direct or indirect links with - or funding from - 

the tobacco industry? *   

Neither, I'm an individual  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your evidence 

falls under. This is so that we can easily identify 

which part of our final strategy your submission 

may relate to. *   

Models of care  

Do you have evidence to support changes in 

respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up 

to three real world examples of policy or practice 

which would improve outcomes for lung patients 

if introduced or replicated across the country. If 

you have any costing evidence related to this, 

please include this too.   

Ambulatory lung biopsy  

What, in your experience, is the biggest barrier to 

improving lung health outcomes with reference 

to prevention and diagnosis?   

Diffusion of cost-saving, efficient innovation more 

widely throughout the NHS.  

  

Attached Transforming the Cycle in Cancer Care 

Parliamentary report which highlights some of the 

issues and how they may potentially be overcome - 

this use ambulatory lung biopsy as a scalable case 

study worthy of replication throughout the NHS - to 

achieve better patient experience coupled with 

earlier diagnosis, whilst saving NHS money and 

beds.  

Alternatively, upload your answer to this question 

below   transforming_the_c

ycle_in_cancer_care_final1 (1).pdf
 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:b:/g/Comms/ETLKaRTxartClMMSunhGacUBacEuDdd94Hw2Nev79JlmgA?e=bxuGgF
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Title   Miss  

Name *   Julie Hayes   

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of your 

employer?  

Please provide any extra details   Practice nurse  

Are you responding as an individual or 

on behalf of an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we 

can easily identify which part of our final 

strategy your submission may relate 

to. *   

Not sure/don't know  

Do you have evidence to support 

changes in respiratory policy or service 

interventions in prevention and 

diagnosis? We are looking for up to 

three real world examples of policy or 

practice which would improve outcomes 

for lung patients if introduced or 

replicated across the country. If you 

have any costing evidence related to 

this, please include this too.   

Better diagnostic procedures. Appreciation of impact of 

disease on life  

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to prevention 

and diagnosis?   

Lack of specialist support. Lots of pockets working to 

different standards  
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Title   Ms  

Name *   Maggie Conway   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Person living with a lung condition? If so, can you tell us 

which condition you have below?  

Please provide any extra details   Familial IPF  

Are you responding as an individual or on 

behalf of an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

Neither, I'm an individual  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

Neither, I'm an individual  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Technology  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

All page nos. referenced are from the BLF report - A map for better care.  

Anti-fibrotic medication must be prescribed at the point of diagnosis.  

There is no cure currently but two new drugs (Pirfenidone and Nintedanib) both approved 

by healthcare regulators (pg. 12), the EMA in Europe and FDA in the USA have demonstrated 

significant improvements in slowing disease progression by more than 60% in some cases and thus 

improving survival rates from the mean of 3 - 5 years post diagnosis and improved quality of life (pg. 

10).   

NICE does not approve eligibility for the new drugs until the condition deteriorates to between 80% - 

50% of Forced Vital Capacity (FVC) of the lungs. Studies have shown that patients with lung function 

FVC over 90% have received the same benefit from these drugs as patients with more impaired lung 

function and the added benefit of improved quality of life and longevity, yet they are unable to receive 

treatment until their FVC declines. (pg. 20)  

The clinical experts and one of the involved pharmaceutical companies Roche Products Limited, 

challenged the NICE decision not to approve drugs for early IPF in Dec. 2017, the appeal findings were 

published in Feb. 2018. The appeal challenge was unsuccessful. The British Lung Foundation, clinical 

experts and patients groups are seeking to apply pressure on NICE to review its decision and to 

approve the drug for early IPF.  

  

Most people diagnosed with IPF are between 70 - 81 years however my siblings and I have all been 

diagnosed in our early 50s and it is probable that with better awareness within the medical profession 

that many more people may be diagnosed with the condition earlier with potentially better outcomes 

rather than succumbing from co-morbidities and their death being attributed to these causes rather 

than to the underling cause which may have been IPF.  

Of our sibling group of four, two of us with the diagnosis live in the UK, I am not eligible for meds 

through the NHS as my FVC is above 80%, my younger brother having declined in his FVC and now 

with moderate disease is now eligible for and is receiving medication. One sibling with the diagnosis 
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and residing in Ireland where there is no restriction to meds, was started on the meds at the point of 

diagnosis, her FVC is 90%+, a fourth sibling residing in California is being investigated for the 

condition and does not yet have a diagnosis but would be able to access meds immediately if the 

disease is indicated.  

My consultant, Dr Melissa Wickremasinghe, Trust Lead for Interstitial Lung Diseases and Sarcoidosis, 

Imperial College Health Care NHS Trust (Pg. 4) believes that the NICE criterion of FVC is not the only 

criterion that should be taken into account in determining the benefit of medication and eligibility for 

access to medication. She believes, as in my case, that other measures such as gas diffusion known as 

TLCO should also be taken into account. In my case my FVC is good due to large lungs but my TLCO - 

gas diffusion is not good and clearly indicates the presence of fibrosis which as we know is 

progressive. By restricting access to meds by using FVC levels as the only criterion for measurement is 

unfair and does not provide equitable care to all patients. Patients with large lung volumes but low gas 

diffusion such as myself are thus clearly disadvantaged by not being approved for treatment because 

the TLCO levels are not taken into account. As my brother and sister have stabilised on Nentedanib it 

is also very probable that I would have the same response and therefore would benefit from the 

medication with improved survival and quality of life outcomes.  

This view fits with the wider specialist clinical community both at home and in Europe and in the US 

which unreservedly recommend early initiation of medication for best clinical outcomes.  

In my case I have been granted exceptional circumstances and the pharmaceutical company 

Boehringer Ingelheim have agreed to fund and provide my medication which will be prescribed by my 

consultant.   

What, in your experience, is the biggest barrier to improving lung health outcomes with reference to 

prevention and diagnosis?   

Failure to provide antifibrotic medication at the point of diagnosis despite clinical opinion and 

evidence that early initiation is imperative.  

Despite the availability of antifibrotic therapies, many European patients with confirmed IPF do not 

receive approved antifibrotic treatment. Importantly, there appears to be a reluctance to treat patients 

with ‘mild’ or ‘stable’ disease, and instead adopt a ‘watch and wait’ approach. More education is 

required to address diagnostic uncertainty, poor understanding of IPF and its treatments, and issues 

of treatment access. There is a need to increase physician awareness of the benefits associated with 

antifibrotic treatment across the spectrum of IPF severity. Of the countries that participated in the 

study the UK had the fewest patients being treated with anti-fibrotic medication. The research link is 

pasted below for your reference.  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5602932/#CR1  

 

 

 

 

 

 

 

 

 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5602932/
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Title   Dr  

Name *   Stephen Bourke   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of 

your employer?  

Please provide any extra details   Chair of the COPD Specialist Advisory Group, British 

Thoracic Society.  

Are you responding as an individual or on behalf 

of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or current, 

direct or indirect links with - or funding from - 

the tobacco industry? *   

No  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your evidence 

falls under. This is so that we can easily identify 

which part of our final strategy your submission 

may relate to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

Smoking prevention and cessation  

Smoking prevention and cessation are key to the prevention of COPD and other smoking-related 

conditions. In established COPD smoking cessation prevents further lung damage and 

improves response to other treatments and clinical outcomes, including survival. Unfortunately there 

has been a marked reduction in funding for smoking cessation services following the transfer of 

responsibility from public health to local government, hitting community and secondary care 

services.   

Hospital admission provides a strong stimulus for smokers to quit. Provision of smoking cessation 

services to all smokers admitted to hospital, including pharmacotherapy and behavioural support 

followed by post-discharge support, is championed by the British Thoracic Society [1]. This is further 

supported by a recent large clinical trial showing that a similar model reduced readmission (30-day: 

13.3% to 7.1%) and mortality (1 year: 11.4% to 5.4%) rates [2]. In the UK at least some payment 

systems deter in-hospital smoking cessation; pharmacies typically receive payment based on setting a 

quit date, thus may refuse to accept referrals from this model of care. Northumbria Healthcare NHS 

Foundation Trust has introduced a similar in-hospital cessation service for all current smokers, with 

recognition that the COPD population are at particularly high risk of readmission. The barrier to 

funding post-discharge support was overcome by creating a “patient passport” to allow pharmacies to 

obtain payment for patients who have stopped smoking as in inpatient.  

  

Influenza vaccination  

Influenza vaccination is among the most cost-effective interventions in COPD. Overall GP performance 

in achieving the Quality and Outcomes Framework (QOF) target for ‘flu vaccination is high, however 

some people are excluded and removed from the denominator (termed exception reporting). Reasons 

for exception reporting include allergy, failure to contact the patient despite three attempts and if the 

patient declines vaccination. The latter two reasons are open to influence. Nationally a large number 
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of patients with COPD are exception reported for vaccination with substantial variation between 

practices. The BTS COPD SAG propose that exception reporting is either limited to allergy or removed 

entirely, with a modest change in the QOF target. This will help reduce variation between practices and 

improve outcomes for people with COPD. Wider availability of vaccination within pharmacies and 

secondary care clinics should also improve uptake.  

  

Case ascertainment   

Missing millions – COPD has an insidious onset and symptoms may be ascribed to other causes. Social 

deprivation and poor engagement with healthcare are common. Many people with COPD remain 

undiagnosed (the “missing millions”). Early identification of COPD allows earlier intervention including 

education, smoking cessation, vaccination, pulmonary rehabilitation and other treatments. In a large 

cluster-randomised controlled trial [3], targeting ever-smokers aged 40-79 years was over 7 times 

more effective than usual care at identifying new cases of COPD, confirmed by spirometry. Within the 

targeted screening arm, mailing a short symptom questionnaire to those identified and sending 

reminders to non-respondents (active case finding) was more than twice as effective, and also more 

cost-effective, as opportunistic screening in the GP practice.   

Correct diagnosis – around 20% of patients on COPD registries do not have airflow obstruction, whilst 

in others airflow obstruction may be due to another condition such as asthma. Inappropriate therapy 

may cause harm. All patients on COPD registers should be reviewed to confirm that the primary 

diagnosis is correct and current treatment is appropriate.   

  

1. Stern M et al. The Case for Change: why dedicated, comprehensive and sustainable stop smoking 

services are necessary for hospitals. British Thoracic Society Reports 2013.  

2. Mullen KA, et al. Effectiveness of a hospital-initiated smoking cessation programme: 2-year health 

and healthcare outcomes Tob Control 2017;26:293–299.  

3. Jordan R.E. et al Targeted case finding for chronic obstructive pulmonary disease versus routine 

practice in primary care (TargetCOPD): a cluster-randomised controlled trial Lancet Respir 

Med 2016;4:720–30.  

What, in your experience, is the biggest barrier to 

improving lung health outcomes with reference to 

prevention and diagnosis?   

Within the COPD population: social deprivation and 

poor engagement with life-style modification and 

healthcare represent a major barrier to improving 

outcomes.   

  

Among clinicians: undue nihilism regarding COPD 

outcomes, including the response to smoking 

cessation interventions and other treatments.  

  

Among politicians and policymakers: lung health is 

not afforded sufficient investment to support clinical 

services and research relative to the impact on 

society.  
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Title   Dr  

Name *   Edward Gaynor   

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of your 

employer?  

Please provide any extra details   Cancer Lead for Liverpool CCG  

Are you responding as an individual or on 

behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, 

your evidence falls under. This is so that 

we can easily identify which part of our 

final strategy your submission may relate 

to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

Along with 3 other sites around the UK we have introduced a lung health model of care in Liverpool 

which has docussed on the most deprived parts of the city and has achieved a 40% uptake. The 

respiratory clinics are based in primary care and focus on current lung health status of the patient, 

discussion of lifestyle including smoking cessation, non diagnostic spirometry for those without a 

history of COPD and a lung risk score for lung cancer. Those with a score of over 5% are offered a low 

dose CT  

  

ACE have recently produced a report which evaluates the service we have been providing and I have 

attached this below.  

  

We would be very happy to discuss any aspect of the service which we believe to have been a very 

valuable lung health intervention in our communities  

Alternatively, upload your answer to this 

question here   ace_proactive_lung

_report_with_economic_evaluation_final_version_1.1a (1).pdf
 

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to prevention 

and diagnosis?   

In Liverpool communities there is a common strongly held 

belief that there is nothing which can be done about lung 

health and it is better not to know which we refer to to as 

fear and fatalism.  

We are planning to do a piece of research in the next 12 

months into the 60% who choose not to take up the offer of 

the health lung check   

 

https://britishlfuk.sharepoint.com/:b:/g/Comms/Ea_gYhBbralLmDNe0aHdssoBAPoluILiq9qmmCl012fQ_A?e=Lx6BZ0
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Title   Mr  

Name *   Frank Angear   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Other? Please specify below  

Please provide any extra details   General Manager, British Safety Industry Federation  

Are you responding as an individual or on 

behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Workforce  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

The 2012 Health and Social Care Act gave local councils responsibility for public health spending (an 

area that includes occupational respiratory diseases) and ring-fenced funds to help with prevention. 

However very few Local Authorities include occupational health within public health, as if people stop 

being members of the public when they go to work!  

  

The BSIF believes that Occupational Health should be considered as a component part of Public Health 

and the Tackling Work Related Respiratory Illness Report is a document which calls on local authorities 

in Great Britain to use the services of industry experts within BSIF membership to help them prevent 

these avoidable diseases.  

  

The full report can be downloaded here:  

http://www.bsif.co.uk/wp-content/uploads/2016/11/BSIF-Tackling-Work-Related-Respiratory-

Illnesses-2016-web.pdf  

What, in your experience, is the biggest 

barrier to improving lung health outcomes 

with reference to prevention and diagnosis?   

Public/Occupational awareness of the correct measures 

necessary to prevent lung health problems.  

 

 

 

 

 

 

 

http://www.bsif.co.uk/wp-content/uploads/2016/11/BSIF-Tackling-Work-Related-Respiratory-Illnesses-2016-web.pdf
http://www.bsif.co.uk/wp-content/uploads/2016/11/BSIF-Tackling-Work-Related-Respiratory-Illnesses-2016-web.pdf
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Title   Mrs  

Name *   Roxane Caplan   

Are you happy for us to 

contact you by email 

about your submission 

to the Taskforce?   

Yes  

Are you a: *   Other? Please specify below  

Please provide any 

extra details   

Action for Pulmonary Fibrosis  

Are you responding as 

an individual or on 

behalf of an 

organisation? *   

Organisation  

Is your organisation 

part of the tobacco 

industry? *   

No  

Does your organisation 

have any past or 

current, direct or 

indirect links with - or 

funding from - the 

tobacco industry? *   

No  

Are you happy for the 

taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which 

theme, if any, your 

evidence falls under. 

This is so that we can 

easily identify which 

part of our final 

strategy your 

submission may relate 

to. *   

Not sure/don't know  

Do you have evidence 

to support changes in 

respiratory policy or 

service interventions in 

prevention and 

diagnosis? We are 

looking for up to three 

real world examples of 

policy or practice which 

would improve 

outcomes for lung 

patients if introduced 

or replicated across the 

country. If you have 

any costing evidence 

Please see attachment - one attachment for both sections.   
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related to this, please 

include this too.   

Alternatively, upload 

your answer to this 

question here   
 

What, in your 

experience, is the 

biggest barrier to 

improving lung health 

outcomes with 

reference to prevention 

and diagnosis?   

See attachement above  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:w:/g/Comms/EW2VzcMoiTFEgdY8WGnI2HoBR5P-arFPYrzgjmT1hWlpbQ?e=cbKIva
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Title   Mrs  

Name *   Sue Johnson   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Policy professional? If so, what's your job title and the 

name of your employer?  

Are you responding as an individual or on 

behalf of an organisation? *   

The Society & College of Radiographers 

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish 

your response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Workforce  

Do you have evidence to support changes in 

respiratory policy or service interventions in 

prevention and diagnosis? We are looking for 

up to three real world examples of policy or 

practice which would improve outcomes for 

lung patients if introduced or replicated 

across the country. If you have any costing 

evidence related to this, please include this 

too.   

see attached  

Alternatively, upload your answer to this 

question here   

 

What, in your experience, is the biggest 

barrier to improving lung health outcomes 

with reference to prevention and diagnosis?   

see attached  

Alternatively, upload your answer to this 

question below   

 
 

 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:w:/g/Comms/EXg8_YYCJQlMkJqSdmu_u4EBXSfeUkvh5eP4CmncUSPhCQ?e=SjQ8nt
https://britishlfuk.sharepoint.com/:w:/g/Comms/EXg8_YYCJQlMkJqSdmu_u4EBXSfeUkvh5eP4CmncUSPhCQ?e=SjQ8nt
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Title   Mr  

Name *   Jay Dowle   

Are you happy for us to contact you by email about 

your submission to the Taskforce?   

Yes  

Are you a: *   Other? Please specify below  

Please provide any extra details   Patient representative on BLF Taskforce  

Are you responding as an individual or on behalf of 

an organisation? *   

Individual  

Is your organisation part of the tobacco 

industry? *   

Neither, I'm an individual  

Does your organisation have any past or current, 

direct or indirect links with - or funding from - the 

tobacco industry? *   

Neither, I'm an individual  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your evidence 

falls under. This is so that we can easily identify 

which part of our final strategy your submission 

may relate to. *   

Not sure/don't know  

What, in your experience, is the biggest barrier to improving lung health outcomes with reference to 

prevention and diagnosis?   

I would like to make a contribution to this theme although smoking prevention/cessation is the only 

area I feel qualified to speak.  

Given that many COPD sufferers are unaware of their illness until they have lost up to 50% of their 

lung function (I was well below this figure when first diagnosed) would it not be a good idea to start 

lung screening, in the same way that bowel cancer screening has proved so successful.  

Had I been told at the age of 30 that I had the lung capacity of a 50-year-old man or, at the age of 40, 

that I had the lung capacity of a 60-year-old man, it would have horrified me and been a powerful 

incentive to quit.  

Although full spirometry requires elaborate equipment and professional training there are simpler 

electronic devices (as well as peak flow meters) which could make testing easily available at 

pharmacies, mobile health fairs and others. If every smoker was encouraged to seek early spirometry 

and diagnosis it could greatly reduce the health system burden of severe illness and ultimately prove 

cost-effective.  

I’d also like to suggest that more emphasis is given to COPD in anti-smoking campaigns. Most 

advocacy mentions lung cancer which is, i) a relatively quick death and ii) since many believe (from 

misleading media reports) that a ‘cure’ for cancer lies just around the corner, not so threatening. The 

long drawn-out disability of severe COPD might be more effective if people were really aware of it.  

I have often thought that these two interventions i) early spirometry and being told ‘lung age’ and ii) 

knowledge of COPD might – along with availability of electronic cigarettes – might have led me to stop 

smoking at a much earlier age than I did.  
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Title   Miss  

Name *   Zainab Al-Kharsan   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Policy professional? If so, what's your job title and 

the name of your employer?  

Please provide any extra details   Pharmaceutical Services Negotiating Committee  

Are you responding as an individual or on behalf 

of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or current, 

direct or indirect links with - or funding from - 

the tobacco industry? *   

No  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we can easily 

identify which part of our final strategy your 

submission may relate to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too.   

Given their unique accessibility, community pharmacies are well placed to offer diagnostic services 

that could reach some of the most deprived members of the population. Evidence from two pilot 

projects has confirmed the value that these services could have both in diagnosing people 

with COPD and improving cancer diagnosis. We would like to see changes in policy to enable 

community pharmacies to offer valuable services like these across the country.   

  

Community Pharmacy’s Unique Accessibility  

  

Adults visit a pharmacy 16 times a year, of which 13 visits are for health-related reasons (excluding 

those who report never visiting a pharmacy). In addition, there are an estimated 1.6 million visits to 

community pharmacies daily, of which 1.2 million are for health-related 

reasons. Therefore community pharmacy teams have a high level of patient contact which enables 

them to easily talk to patients about their symptoms and conduct screening tests in private 

consultation rooms.  

No appointments are needed to see a pharmacist and community pharmacies generally have longer 

opening hours than GP practices including many being open at weekends. Since pharmacies are 

located near where people work and live (89% of the population in England has access to a 
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community pharmacy within a 20 minute walk and over 99% of those in areas of highest deprivation 

are within a 20 minute walk of a community pharmacy) they are perfectly placed to catch the 

working population who may struggle to get an appointment during the traditional opening hours of 

a GP surgery.  

  

Improving Chronic Obstructive Pulmonary Disease (COPD) diagnosis  

  

In 2012/13, the Community Pharmacy Future project 

(http://www.communitypharmacyfuture.org.uk/pages/copd_case_finding_248972.cfm) was 

undertaken through a collaboration of Boots UK, Lloydspharmacy, Rowlands Pharmacy and Well, 

which studied and evaluated the effect of a community pharmacy based COPD Case Finding Service. 

This service involved screening people at risk of COPD using a symptom questionnaire and 

spirometry test to evaluate lung function.  

  

Key findings were:   

• 21 pharmacies in the Wirral screened 238 patients  

• Of these, 135 were identified at risk of COPD (56.7%), of whom 88 were active smokers (37% of 

total cohort).  

• Based on the findings from the COPD Case Finding Service, it was estimated that if the service was 

delivered from 11,100 pharmacies in England to 555,000 patients then the NHS could see benefits 

of:  

o Lifetime savings from stopping smoking of £214.7m, 96,000 life years, and 46,000 QALYs  

o Annual benefits of £264.5m (from diagnosing patients earlier and reduction in productivity costs)  

  

A full evaluation can be found at: https://onlinelibrary.wiley.com/doi/epdf/10.1111/ijpp.12161   

  

Improving cancer diagnosis  

  

In Doncaster 

(https://www.cancerresearchuk.org/sites/default/files/ace_pharmacy_training_report_june_2017_

update.pdf) and Cheshire East (http://www.eastcheshire.nhs.uk/news/Pharmacists-helping-to-

catch-lung-cancer-early-in-new-Eastern-Cheshire-project.htm), community pharmacy teams have 

been providing services to improve the diagnosis of lung cancer and other lung abnormalities. The 

services aim to:  

• Detect symptomatic lung cancer earlier  

• Reduce the number of people who present to A&E with advanced lung cancer   

• Diagnose previous undetected lung abnormalities (e.g. COPD)  

  

Patients eligible for these services were generally patients over 40 years of age who were current or 

ex-smokers presenting with specific symptoms such as shortness of breath, cough, fatigue or weight 

loss (in line with National Institute for Care Excellence (NICE) guidelines for suspected lung and 

pleural cancers).   

  

After a consultation with the pharmacist, the pharmacist was able to directly refer the patient to a 

local hospital, where a member of the respiratory team carries out a chest x-ray. All patients with a 

suspicious chest x-ray are reviewed in the Rapid Access Lung Clinic and treated/referred as 

appropriate. If there is no abnormality seen patients will be advised by letter to make appointment 

with their GP for clinical review of symptoms.   

http://www.communitypharmacyfuture.org.uk/pages/copd_case_finding_248972.cfm
https://onlinelibrary.wiley.com/doi/epdf/10.1111/ijpp.12161
https://www.cancerresearchuk.org/sites/default/files/ace_pharmacy_training_report_june_2017_update.pdf
https://www.cancerresearchuk.org/sites/default/files/ace_pharmacy_training_report_june_2017_update.pdf
http://www.eastcheshire.nhs.uk/news/Pharmacists-helping-to-catch-lung-cancer-early-in-new-Eastern-Cheshire-project.htm
http://www.eastcheshire.nhs.uk/news/Pharmacists-helping-to-catch-lung-cancer-early-in-new-Eastern-Cheshire-project.htm
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An evaluation (http://psnc.org.uk/our-news/service-case-study-doncasters-lung-health-service-pilot-

showcases-pharmacys-cancer-pathway-potential/) of the service in Doncaster by Cancer Research 

UK showed that the process of identifying patients eligible for the service and directly referring them 

for a chest x-ray, when implemented, worked well. It also concluded that it is possible that 

normalising health interactions with pharmacists beyond their current role is an important step for 

supporting healthcare in primary care.   

  

In 2011/12, a pharmacist direct referral to chest x-ray pilot undertaken in South West London for 12 

weeks. A total of 43 pharmacies in South West London to identify patients at risk of COPD and/or 

lung cancer were recruited.   

  

Once the patient was referred, they received a clinical assessment, chest x-ray and spirometry by the 

hospital. The evaluation (http://www.lungcancerjournal.info/article/S0169-5002(14)70084-

4/abstract) (published in Lung Cancer) shows that a new diagnosis of COPD was made in 30% of 

patients referred. It concludes that community pharmacists are an acceptable and underutilised 

resource which can be used to identify and refer patients with symptoms suggestive of (previously 

undiagnosed) COPD who may be at risk of lung cancer.   

Alternatively, upload your answer to this 

question here   

 

What, in your experience, is the biggest barrier 

to improving lung health outcomes with 

reference to prevention and diagnosis?   

N/A  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://psnc.org.uk/our-news/service-case-study-doncasters-lung-health-service-pilot-showcases-pharmacys-cancer-pathway-potential/
http://psnc.org.uk/our-news/service-case-study-doncasters-lung-health-service-pilot-showcases-pharmacys-cancer-pathway-potential/
http://www.lungcancerjournal.info/article/S0169-5002
https://britishlfuk.sharepoint.com/:w:/g/Comms/ESCqRG_s8SdGlcIz5zXLVmUBz-ecbBccUAqdpz2XTsp3WA?e=3FHlMf
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Title   Mr   

Name *   Krisnah Poinasamy   

Are you happy for us to contact you by email 

about your submission to the Taskforce?   

Yes  

Are you a: *   Policy professional? If so, what's your job title and 

the name of your employer?  

Please provide any extra details   Asthma UK  

Are you responding as an individual or on 

behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to publish 

your response? *   

No  

Please identify which theme, if any, your 

evidence falls under. This is so that we can 

easily identify which part of our final strategy 

your submission may relate to. *   

Research  

Do you have evidence to support changes in respiratory policy or service interventions in 

prevention and diagnosis? We are looking for up to three real world examples of policy or practice 

which would improve outcomes for lung patients if introduced or replicated across the country. If 

you have any costing evidence related to this, please include this too.   

Asthma is not preventable through primary prevention. Secondary prevention measures such as 

self-management will be covered in the subsequent submissions to the Taskforce.   

  

With regard to diagnosis, our recent report, Diagnosing Asthma, highlights many of the 

challenges faced. A copy of the report can be found 

here: https://www.asthma.org.uk/globalassets/get-involved/external-affairs-

campaigns/diagnostics/diagnosing-asthma-21st-century-challenge.pdf  

  

The five-year plan should seek to improve the accuracy of asthma diagnosis through both short-term 

measures and be ambitious about more fundamental shifts.   

  

Three relevant recommendations included in the report are:   

  

1. Leadership in the respiratory community to promote the understanding that ‘asthma’ is an 

umbrella term for airway diseases that have many different phenotypes.   

  

2. By 2023, asthma guidelines should recommend testing for eosinophilic or non-eosinophilic 

https://www.asthma.org.uk/globalassets/get-involved/external-affairs-campaigns/diagnostics/diagnosing-asthma-21st-century-challenge.pdf
https://www.asthma.org.uk/globalassets/get-involved/external-affairs-campaigns/diagnostics/diagnosing-asthma-21st-century-challenge.pdf
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asthma and   

treat accordingly. Objective testing should precede treatment.   

  

3. Creation of diagnostic hubs that share tools, expertise and data to speed up access to and the 

accuracy of diagnostic tests. Hubs should adopt and test the latest technologies that can rapidly 

advance our understanding of a person’s asthma.   

  

These recommendations would usefully align with the NHS' vision of precision medicine.   

  

More specifically, pages 7 and 8 of the report summarise a discussion at a roundtable last year, 

which includes ideas for improving the accuracy and reproducibility of spirometry. Over the long-

term, we recommend development of low-cost devices that combine existing tests to speed up 

asthma diagnosis without sacrificing accuracy - diagnostic hubs could aid the trial of new 

technologies.   

  

Ultimately, a better understanding of the different types of asthma will be fundamental to progress 

and this will require more research, as outlined in the report. Diagnostic hubs could enable health 

research to more easily occur, in line with ambitions in the Bell review of the Life Sciences sector. 

The development of emerging -omics technologies could lend themselves to the identification of 

new biomarkers for specific types of asthma, which is caused by both genetic and environmental 

factors - again an opportunity for the positioning the NHS as a driver of the UK economy.  

  

Furthermore we recommend consideration of the landmark Lancet publication, Redefining Airways 

(attached), which highlights specific changes to clinical practice including: 'Move away from the 

current no-test culture in clinical practice'.  

What, in your experience, is the biggest barrier to improving lung health outcomes with reference 

to prevention and diagnosis?   

  

The biggest barrier is the current subjective approach to asthma diagnosis and a failure to 

implement the new NICE asthma guidelines.   

  

We support an objective approach to testing and the provision of appropriate tests either in general 

practice or access through diagnostic hubs. The development of diagnostic hubs is expected to 

reduce overall costs through more accurate diagnosis, as per the guidelines.   

  

Provision of appropriate spirometry training will be useful, but is only one element of the diagnostic 

pathway. Diagnostic hubs provide the opportunity to trial new tests that can more accurately 

diagnose and monitor asthma, and are an important element of infrastructure to support a precision 

medicine  
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Title   Dr  

Name *   Anand Devaraj   

Are you happy for us to contact you by email about 

your submission to the Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name 

of your employer?  

Please provide any extra details   On behalf of The British Society of Thoracic 

Imaging  

Are you responding as an individual or on behalf of 

an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or current, 

direct or indirect links with - or funding from - the 

tobacco industry? *   

No  

Are you happy for the taskforce to publish your 

response? *   

Yes, and I'm happy to share my name and/or 

organisation  

Please identify which theme, if any, your evidence 

falls under. This is so that we can easily identify 

which part of our final strategy your submission 

may relate to. *   

Workforce  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

The British Society of Thoracic Imaging have identified the following service interventions as priorities 

for diagnosis of lung disease, that would improve outcomes. A more detailed evaluation is provided in 

the attachment, under the broad headings provided by the BLF. This document outlines both the 

benefits and challenges/barriers relating to various policy and service interventions.   

  

1) Implementing lung cancer screening with low-dose CT  

2) Implementing the National Optimal Lung Cancer Pathway  

3) Enabling networking of imaging and new pathways, to deliver more widespread access to thoracic 

radiology expertise, in particular in the setting of diffuse interstitial lung disease.   

Alternatively, upload your answer to this question 

here   

 

What, in your experience, is the biggest barrier to 

improving lung health outcomes with reference to 

prevention and diagnosis?   

see above  

 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:w:/g/Comms/EdMalWErHdVLvrG3cxWFspABZ1g-NDfkElA1aGrRqqI9iQ?e=zpmbiY
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Name *   Sophie Robinson   

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Other? Please specify below  

Please provide any extra details   Submission on behalf of the National Asthma and COPD Audit 

Programme  

Are you responding as an individual or 

on behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we 

can easily identify which part of our final 

strategy your submission may relate 

to. *   

Data  

Alternatively, upload your answer to this 

question here   blf_taskforce_evide

nce_submission.pdf
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:b:/g/Comms/EU0GmZL5N2FEnTQaSBSRiY8BvkcYSzyfecwilNvv6ykvVw?e=cX14h6
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Title   Dr   

Name *   Karen Marshall   

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of your 

employer?  

Please provide any extra details   Nurse Consultant 

Are you responding as an individual or 

on behalf of an organisation? *   

Individual  

Is your organisation part of 

the tobacco industry? *   

No  

Does your organisation have any past 

or current, direct or indirect links with 

- or funding from - the tobacco 

industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, 

your evidence falls under. This is so 

that we can easily identify which part 

of our final strategy your submission 

may relate to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

Anxiety and depression are common co-morbidities experienced by people with lung disease. 

Symptoms of anxiety impact on breathlessness. Addressing these co-morbidities is conditions such as 

chronic obstructive pulmonary disease (COPD) is poo. We have conducted a randomised controlled trial 

funded by the National Institute for Health Research, where respiratory nurses used cognitive 

behavioural therapy skills to address psychological symptoms compared to self help leaflets. The 

analysis has shown that the CBT intervention significantly improved patients symptoms of anxiety, 

depression and quality of life. An independent cost-effectiveness analysis has been undertaken & has 

demonstrated that the CBT is a very cost effective intervention as it significantly improved quality of 

life, reduced attendance to accident and emergency department and impacted on hospital admissions. 

The results and being submitted for publication next week. This study shows the CBT intervention can 

save the NHS money & helps prevent psychological distress which patients with lung disease 

commonly struggle with.   

  

If this intervention was implemented widely it would provide a significant improvement in the care of 

respiratory patients across the country. Addressing psychological symptoms also improve life 

expectancy. I am happy to provide evidence is this research is something you are interested in.  

What, in your experience, is the biggest barrier to improving lung health outcomes with reference to 

prevention and diagnosis?   

The biggest barriers to improving health outcomes are:  

1. Poor management of respiratory conditions within primary care.  

2. Lack of awareness of the importance of physical activity across the board. Many patients decline 

pulmonary rehab because they avoid activity to reduce breathlessness. Whilst this helps in the short 

term - it exacerbates the vicious cycle of inactivity. Inactivity is the 8th biggest cause of death. We 
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need to help patients learn skills to cope with breathlessness.  

3. We rely on pharmacological treatments. In a recent systematic review we have published the self-

management interventions with the most effect in COPD are addressing mental health, activity & then 

physical symptoms e.g. take a rescue pack. In clinical care the focus is on the physical symptoms 

(whilst important) we need need to do all three.  

4. We underuse non-pharachological treatments.  

6. The NHS doesn't focus on improving outcomes it focuses on saving money.  

Alternatively, upload your answer to 

this question below   newham_et_al._201

7_featuresofselfmanagementinterventionsthat_improve_qol_in_peoplewith_copd.pdf
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:b:/g/Comms/Ec-8P2vOzqdJvAEVR_iY-YwBJ9x0Rla9nsAA17WwL-XICQ?e=WgBPqa


53 
 

Title   Prof  

Name *   David Fishwick   

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of your 

employer?  

Please provide any extra details   Consultant Respiratory Physician and Chief Medical Adviser, 

GB Health and Safety Executive  

Are you responding as an individual or on 

behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we 

can easily identify which part of our final 

strategy your submission may relate 

to. *   

Models of care  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

These brief comments relate to the task force for lung health. They represent a summary view from 

the Health and Safety Executive and its associated Healthy Lung Partnership, which was convened in 

support of its Work and Health Strategy. (http://www.hse.gov.uk/aboutus/strategiesandplans/health-

and-work-strategy/index.htm).   

  

HSE has a major role in preventing lung diseases due to workplace exposures as it legally regulates 

workplaces under the Health and Safety at Work Act.   

  

Work as a cause of lung disease  

  

Lung diseases resulting from work exposures remain relatively commonplace both in GB, and around 

the world. Workers may still be exposed to polluted work environments that are able to cause lung 

diseases. As a consequence, occupational exposures are an important current cause of preventable 

lung diseases.   

  

Historic situation  

  

Workers and professionals from affected trades will be aware of the legacy left by historic exposures 

to asbestos. Approximately 2500 workers die each year currently from mesothelioma, and perhaps 

less visible are the high numbers of workers with traditional dust diseases such as silicosis, asbestosis 

and coal workers’ pneumoconiosis. Current levels of COPD will also have been influenced upwards by 

historic exposures to vapours, gases, dusts and fumes.   

  

Current situation  

http://www.hse.gov.uk/aboutus/strategiesandplans/health-and-work-strategy/index.htm
http://www.hse.gov.uk/aboutus/strategiesandplans/health-and-work-strategy/index.htm
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Work is generally good for you, but HSE realises that workplace exposures still cause respiratory 

diseases that otherwise would not have occurred, and patients with respiratory disease may also have 

problems remaining in good work. HSE currently estimates that there are 12,000 deaths, 18,000 

workers suffering from breathing difficulties or lung problems caused or exacerbated by work and 

400,000 working days lost each year which can be attributed to workplace inhaled exposures. These 

numbers drive the regulator to develop policies and procedures, research and interventions that aim 

to prevent a wide variety of lung diseases.   

  

Airways diseases; both asthma and COPD have strong causative links to inhaled exposures at work. 

There are a large number of current workplace exposures that have the potential to cause asthma. 

Common exposures include flour, spray paints, and wood dusts. There are over 400 identified causes 

of asthma at work that can affect workers (in this context called occupational asthma). Occupational 

asthma is an almost entirely preventable example of lung disease. COPD is also linked to specific and 

generic exposures (vapours, gases, dusts and fumes) to inhaled pollutants in the workplace. 

Population attributable fractions (PAFs) generated from epidemiological studies, suggest that a median 

of 15% of the burden of both conditions can be attributed to workplace exposures to inhaled 

pollutants.   

  

Interstitial Diseases; whilst severe cases of asbestosis are less common, workers are still presenting 

with interstitial lung disease due to asbestos exposure, and the role of asbestos in the cause of 

patients currently labelled as idiopathic pulmonary fibrosis is also very likely to be underestimated. 

Many workers now in their 60s and 70s would have worked in jobs that were at least medium risk for 

exposure to asbestos.   

  

HSE has also recently updated its guidance in relation to the widespread exposure to respirable 

crystalline silica exposure which may cause silicosis. Globally, this is a significant concern, and new 

cases of silicosis are still being identified in GB. Industry continues to work to adopt preventative 

strategies including health surveillance using periodic workplace based chest radiographs.   

  

Occupational Hypersensitivity Pneumonitis (HP) historically was associated with organic dust 

exposures in farming occupations (farmer’s lung), but outbreaks of HP related to contaminated, 

commonly used metal working fluids have occurred frequently globally, and also in the UK. HP due to 

work is also on the differential diagnosis for workers presenting to general ILD services. More work is 

needed here to ensure that preventable causes of ILD are identified quickly in such services.   

  

Cancer; mesothelioma cases due to asbestos exposure are still occurring at approximately 2500 per 

year. Various models of the profile of mesothelioma have been used in order to determine the likely 

future profile of this condition. Regulating asbestos exposure and asbestos workers in workplaces is a 

significant activity for HSE.   

  

Lung cancer has a set of occupational causes, including asbestos, radon, arsenicals, nickel and silica 

exposure. HSE is active in the area of defining strategies to reduce exposures to occupational 

carcinogen is relation to lung cancer and other occupationally derived cancers. Estimates from 

epidemiological studies suggest that the population attributable fractions for lung cancer and 

workplace exposures are between 5% and 15%. In other words, occupational exposures continue to 

contribute to the nation’s lung cancer burden.   

  

Other conditions; a variety of other respiratory diseases are still reported and recognised to be 

associated with workplace exposures. These include bronchiolitis (diacetyl and other occupational 

exposures) and accidental exposures causing acute airway damage leading, among other conditions, 

to acute irritant induced asthma.   
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The costs of occupational lung diseases are considerable. Based on the PAF figures, 15% of the burden 

of all asthma and COPD could be prevented if causative occupational exposures were 

prevented. Further more specific work has identified the true costs of occupational respiratory 

diseases. These latter examples include the work of Metroeconomica Ltd and the British Institute of 

Architects. The asthma costs study can be found at;   

  

http://www.hse.gov.uk/research/rrpdf/rr474.pdf  

  
  

Future considerations  

  

Workplace exposures for people at risk of developing lung diseases will change. New nano and non-

nano based materials are being developed, along with advanced materials and composites. Complex 

metal alloys are also increasingly being developed. These exposures will require assessment in terms 

of their potential to cause lung diseases, and exposed workers may need surveillance to ensure that 

newer exposures are not harmful to lung health.   

  

Workplace demography is changing, with workers enjoying longer working lives. The interface 

between existing and newer inhaled exposures and the older lung is poorly understood, and this 

raises a further set of potential causes of preventable lung disease. Further work is required to ensure 

that we best understand how to facilitate safe and healthy work for more elderly workers.   

Workplace related lung problems will change over time. Classical exposures continue to cause 

occupational lung diseases, but these typical exposures also cause illnesses in new contexts. A good 

example of this is silicosis in artificial stone counter-top workers. This has now been described in 

Spain, Israel and Australia. New diseases are possible given the changing nature of exposures. 

Constant vigilance is required by the lung community we believe to ensure that new risks to lung 

health are not emerging.   

  

What, in your experience, is the biggest barrier to improving lung health outcomes with reference to 

prevention and diagnosis?   

The Health and Safety Executive is currently funding a suite of activities that relate to preventing 

Occupational Lung Diseases. Details are available on the HSE website. More details about the work is 

available at; http://www.hse.gov.uk/  

  

Barriers that currently need to be overcome in the future, in order to prevent lung diseases at work 

include;  

  

1. Continued work to ensure that potentially harmful exposures to inhaled workplace exposures 

continue to be controlled appropriately. This requires an ongoing proportionate risk based approach 

in workplaces, including proper consideration of the hierarchy of controls at work. Education and 

support from the lung community may be required here to assist workplaces achieve these aims.   

  

2. Access to workplaces for appropriate occupational hygiene expertise is also non uniform, and 

better cost effective access to such expertise will assist in controlling potentially harmful exposures at 

work.   

  

3. The access for workers to appropriate preventative and diagnostic occupational health expertise 

is non uniform across GB, and the occupational health systems in place may this prevent certain 

barriers to health surveillance and early identification of lung diseases due to work.  

  

4. Access to specialist diagnostic respiratory medical services for workers with possible and 

http://www.hse.gov.uk/research/rrpdf/rr474.pdf
http://www.hse.gov.uk/research/rrpdf/rr474.pdf
http://www.hse.gov.uk/research/rrpdf/rr474.pdf
http://www.hse.gov.uk/research/rrpdf/rr474.pdf
http://www.hse.gov.uk/
http://www.hse.gov.uk/
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established occupational lung diseases is also a barrier to timely specialist assessment and either 

confirmation or exclusion of occupational lung disorders. Occupational lung disease is a recognised 

sub-specialty within respiratory medicine, and whilst a national informal group exists to develop 

standards and research (https://www.hsl.gov.uk/centreforworkplacehealth/gords), no specialized 

commissioning is available to assist with this service. Consequently, all such activity is based on a 

standard general respiratory referral.   

  

5. Freely available, open access, UK based standards of care are available to guide all clinicians in 

relation to their actions relating to both occupational asthma and COPD although their take up and 

adherence may well be lacking. Further work to embed these and evaluate their effectiveness is 

needed.   

  

Working with others is key for HSE in order to be able to achieve its aims and overcome certain of 

these barriers. Two good examples of such work include the LOcHER project developed by college 

aged students around the issues of health and safety (https://locherproject.com/training/locher-

project-for-colleges/).   

  

Recently, a wider collaborative Healthy Lung Partnership has been developed and hosted by HSE. This 

draws together a large number of diverse stakeholders, each bringing a different dimension to 

prevention and early recognition of lung diseases due to work.   

  

One of these, the European Lung Foundation, has, with the assistance of the group developed an 

online tool to assist workers start a conversation with their health care professional about possible 

links between the workplace and their asthma or other breathing problems. This has now been 

completed by over 16000 individuals with positive feedback. This is found at;  

http://elf-occupational-health.rocketscience.modxcloud.com/en/  
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Title   Professor  

Name *   David Baldwin   

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Clinician? If so, what's your job title and the name of your 

employer?  

Are you responding as an individual or 

on behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we 

can easily identify which part of our final 

strategy your submission may relate 

to. *   

Models of care  

Do you have evidence to support 

changes in respiratory policy or service 

interventions in prevention and 

diagnosis? We are looking for up to 

three real world examples of policy or 

practice which would improve outcomes 

for lung patients if introduced or 

replicated across the country. If you 

have any costing evidence related to 

this, please include this too.   

Please see the attached files. The response is from the 

Clinical Expert Group for Lung Cancer and its subcommittee 

the Screening Advisory Group  

  
  

There are two separate files and I was only able to 

upload one for this question, so uploaded evidence for LDCT 

screening in the box in the other question.  

Alternatively, upload your answer to this 

question here   

 

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to prevention 

and diagnosis?   

In lung cancer there is still stigma attached to the disease as 

being self-inflicted - both patients and healthcare services  

  

Lower socioeconomic groups and hard to reach populations  

Alternatively, upload your answer to this 

question below   

  

 

 

 

 

https://britishlfuk.sharepoint.com/:w:/g/Comms/EUVQgA7yPG9Bl5woo3x8-aMBKg7pYut4DIIl5sSK4c_jrQ?e=dbILRf
https://britishlfuk.sharepoint.com/:w:/g/Comms/EVP214AOeLNIpIdt00r05GwBOQQeNOJaKg2UWDdz8SUXnQ?e=93F7XH
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Title   Mr.  

Name *   David O'Malley   

Are you happy for us to contact 

you by email about your 

submission to the Taskforce?   

Yes  

Are you a: *   Other? Please specify below  

Please provide any extra 

details   

I am a Chartered Occupational Hygienist and represent BOHS on the 

Healthy Lung Partneship [HLP].  

Are you responding as an 

individual or on behalf of an 

organisation? *   

Organisation  

Is your organisation part of the 

tobacco industry? *   

No  

Does your organisation have 

any past or current, direct or 

indirect links with - or funding 

from - the tobacco industry? *   

No  

Are you happy for the taskforce 

to publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if 

any, your evidence falls under. 

This is so that we can easily 

identify which part of our final 

strategy your submission may 

relate to. *   

Data  

Do you have evidence to support changes in respiratory policy or service interventions in prevention 

and diagnosis? We are looking for up to three real world examples of policy or practice which would 

improve outcomes for lung patients if introduced or replicated across the country. If you have any 

costing evidence related to this, please include this too.   

BOHS undertook work for Public Heath England in 2014 to report on the opportunities for 

interventions aimed at reducing mortality resulting from exposures in workplaces. The BOHS report of 

that work is attached for your attention. This may address part of what you are looking for in terms of 

prevention, but please note that the terms of reference from PHE specifically related to mortality, as 

distinct from morbidity. Occupational hygienists like me are experts on the control of exposures in 

workplaces, and so the prevention of occupational diseases is what we do every day. BOHS is our 

professional body - it is also the Chartered body for worker health protection.  

Alternatively, upload your 

answer to this question here   preventable_mortali

ty_attributable_to_occupational_exposure_29apr2014.pdf
 

 

 

 

 

 

 

https://britishlfuk.sharepoint.com/:b:/g/Comms/ERAOLf-pqadBmWlO1ppwUF0BqogQVPfdSmUIrFjd0n9ksQ?e=whbAPR
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Name *   Vicky Salt   

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Policy professional? If so, what's your job title and the name 

of your employer?  

Action on Smoking and Health 

Are you responding as an individual or 

on behalf of an organisation? *   

Organisation  

Is your organisation part of the tobacco 

industry? *   

No  

Does your organisation have any past or 

current, direct or indirect links with - or 

funding from - the tobacco industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, your 

evidence falls under. This is so that we 

can easily identify which part of our final 

strategy your submission may relate 

to. *   

Not sure/don't know  

Do you have evidence to support 

changes in respiratory policy or service 

interventions in the following areas: 

treatment and medicines, living with a 

lung condition, or end of life?   

We are looking for up to three real world 

examples of policy or practice which 

would improve outcomes for lung 

patients if introduced or replicated 

across the country. If you have any 

costing evidence related to this, please 

include this too.   

See attached submission  

Alternatively, upload your answer to this 

question here   

 

What, in your experience, is the biggest 

barrier to improving lung health 

outcomes with reference to treatment, 

managing lung disease, and end of life?   

See attached submission  

Alternatively, upload your answer to this 

question below   

 
 

 

 

https://britishlfuk.sharepoint.com/:w:/g/Comms/ESPAa0fYO0NOsRCiHW64ZtcBFnK9u-i4HWYtoJBFsG0vRA?e=jLd5vn
https://britishlfuk.sharepoint.com/:w:/g/Comms/ESPAa0fYO0NOsRCiHW64ZtcBFnK9u-i4HWYtoJBFsG0vRA?e=jLd5vn
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Name *   Rachael Hodges   

Email   
 

Are you happy for us to contact you by 

email about your submission to the 

Taskforce?   

Yes  

Are you a: *   Policy professional? If so, what's your job title and the name of 

your employer?  

BLF 

Are you responding as an individual or 

on behalf of an organisation? *   

Organisation  

Is your organisation part of the 

tobacco industry? *   

No  

Does your organisation have any past 

or current, direct or indirect links with 

- or funding from - the tobacco 

industry? *   

No  

Are you happy for the taskforce to 

publish your response? *   

Yes, and I'm happy to share my name and/or organisation  

Please identify which theme, if any, 

your evidence falls under. This is so 

that we can easily identify which part 

of our final strategy your submission 

may relate to. *   

Not sure/don't know  

Do you have evidence to support 

changes in respiratory policy or 

service interventions in the following 

areas: treatment and medicines, living 

with a lung condition, or end of life?   

We are looking for up to three real 

world examples of policy or practice 

which would improve outcomes 

for lung patients if introduced or 

replicated across the country. If you 

have any costing evidence related to 

this, please include this too.   

2x reports: 

BLF’s report Out in the Cold (December 2017) 

Government’s feasibility assessment into implementing 

regional Clean Air Zones (May 2016) 

Alternatively, upload your answer to 

this question here   
 

What, in your experience, is the 

biggest barrier to improving lung 

health outcomes with reference to 

treatment, managing lung disease, 

and end of life?   

 

Alternatively, upload your answer to 

this question below   
 

 




