Patient with 
known COPD

Patient with 
management plan

Patient without 
management plan

Patient without
known COPD 


Symptoms of
Exacerbation

( Cough

( Sputum

( Purulent
sputum

( Wheeze

( SoB

( Fluid
retention

( Confusion




Patient/carer starts Rx and alerts GP

Patient/carer alerts GP

Alerts PCC

Dials 999

NHS Direct


Surgery appointment

Home visit by GP

Home visit by community matron (Mx plan only)

Home visit by PCC doctor/ nurse

patient to A/E




Pneumonia

Pneumothorax

Pulmonary embolus

LVF

MI

Ca Bronchus

Pleural effusion

Upper airway obstruction

Aspiration




Chest pain

Fever

H/O swallowing problems

Sudden onset (minutes/hrs)


Not able to cope at home

General condition poor

( level of ADLs

Personal circs – lives alone/lack of central heating

New cyanosis

( conscious level

severe SoB

LTOT

( /new oedema

Confusion

Rapid onset

Signs of co-morbidity 
(IDDM/ IHD)

SaO2   <90%

CXR abnormal

At risk register for COPD 



CHECK compliance/technique with current medication. Prescribe additional medicines 

· antibiotics, 

· steroids

· ( BD

Refer to community matron/ intermediate care team (if mainly social needs)

Admit to MAU


ADVISE

Keep warm, avoid leaving house in cold 

Aim for bedroom temp 18degrC

Lounge 21 degrC

Diet and fluids




INPATIENT ASSESSMENT


Immediate discharge post assessment

Admit with a view to early discharge (e.g. requires home O2, Nebs but no evidence of CO2 retention)

Admit under traditional protocol


Responsibility? Consultant/GP

Home

GP Unit +/- community matron input

Intermediate care +/- community matron input

community matron 

Presentation





Response 





Patient/�carer Action





Diagnosis considering differentials





Red flags to question diagnosis





Severity assessment





Patient requires admission to hospital


 





Patient suitable for supervised Rx at home �e.g. 2 < score < 4 �= 2 or 3 





Patient suitable for unsupervised Rx at home and routine GPFU e.g. <2 severity features 








