
Medical history, current
symptoms, wider determinants
of health, carers, occupation and
best method of communication 

Brief history:
Community

wellness and
diagnostic

hub 

CARE
PLAN

Spirometry and/or FeNO
(if indicated), Chest
x-ray, Baseline bloods

Diagnosis:

Housing, warmth, wellbeing/ lifestyle and financial stability
Advice and signposting to community support/VCSE organisations

Social prescribing and wider determinants of health:

Priorities and actions:

Council-led smoking
cessation service

Smoking cessation:CARE
PLAN

CARE
PLAN

DD/MM/
YYYY

CARE
PLAN

COPD diagnosis
confirmed

Carer

Primary contact identified

An example patient journey through the Neighbourhood Health blueprint

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.

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

Care plan
initiated

Diagnosis appointment [Date]
Vaccinations and smoking cessation
appointment [Dates]
Education on COPD provided

Follow-up appointment [Date]
Identify any carers
Contact details for any
queries/concerns [Details]

1. Pre-diagnosis of COPD

Responsible for ensuring early
and accurate diagnosis

Updated care
plan and all
necessary
coding
completed



Date
confirmed
and results

Diagnosis: Medication prescribed and
optimised, how/when it should
be taken (inhaler technique).
Guidance on repeat prescription
and rescue packs (if prescribed).

Medication:

Using the OPTIMISE approach 

Targeted reviews, identification of
co-morbidities, smoking cessation,
vaccinations and pulmonary
rehabilitation (if suitable) including
post-exacerbation follow-up:

Digital enabling (if appropriate)
Medical device apps
COPD self-management plan (physical copy if not digitally enabled) with
long-term condition education.*
Instructions for if symptoms worsen, they have a flare-up or are admitted to
hospital because of their COPD

Self-management care and advice:

Referral to
home
oxygen
service (if
necessary/
appropriate)

Oxygen: Home-based
clinical
assessment
and support:

For prevention
of hospital
admission

Housing conditions and
financial /benefits assessment
Occupational health
assessment and vocational
rehabilitation

Public health, local
authority, employers: Mental health professional (impact of isolation)

Occupational therapy assessment
Lifestyle advice
Dietitian/nutrition specialist
COPD biologics (if suitable)
Further signposting to COPD community support
/VCSE organisations

Multidisciplinary team (MDT), including social prescribing:

Follow-up appointment(s) [Date(s)]
Annual review [Date]
Pulmonary rehabilitation – Start date
[Date] (or when they can re-refer)
Contact details for any queries or
concerns.
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Following this, care going
forward should be a
triangulation between the
primary point of contact
for COPD, MDT (including
social prescribing) and the
community and wellness
and diagnostic hub

2. Post-diagnosis of COPD

Diagnosis confirmed

Personalised care plan in place

Wider determinants of health addressed

Supported with self-management

Referrals to all relevant MDT members

GP record is updated and coded appropriately

*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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