An example patient journey through the Neighbourhood Health blueprint

This approach requires adequate funding and support from healthcare commissioners, managers, as well as local authories.

This example illustrates how an individual may move through the Neighbourhood Health for COPD model.

Scenario: Working person of 50+. Smoker, isolated, with mould in their home (privately rented) and struggling financially. They visit
the community wellness and diagnostic hub (located at their GP surgery) for information and support.
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2. Post-diagnosis of COPD
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*This should include information on how COPD impacts other areas of the body. For more information, see www.pcrs-uk.org/resource/current/beyond-lungs.
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