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Enhanced Emergency Assessment Pathways in Asthma and COPD 3 
A New multidisciplinary pathway to support rapid assessment and treatment of patients 4 

presenting to hospital with an exacerbation of asthma or COPD 5 
  6 
 7 
Introduction  8 

Acute exacerbations of asthma and chronic obstructive pulmonary disease (COPD) remain among the 9 
commonest reasons for unscheduled hospital attendance and emergency admission, and the first hours 10 
of care are critical to patient outcomes. The clinical trajectory of an exacerbation can change rapidly, and 11 
early, guideline-based assessment and treatment—delivered reliably and without delay—can prevent 12 
deterioration, reduce avoidable admissions, and improve patient experience.  13 

The National Respiratory Audit Programme (NRAP) State of the Nation report, Catching our breath: 14 
Time for change in respiratory care (1), provided a timely and compelling rationale for national action. 15 
The report summarises care delivered to people admitted with asthma and COPD exacerbations across 16 
England and Wales, using data collected between 1 April 2023 and 31 March 2024 and drawing on over 17 
126,000 submitted case records across the programme. Importantly, NRAP highlights that deficiencies in 18 
key, evidence-based interventions during the early phase of emergency care are persistent, show 19 
regional variation, and in several areas have not returned to pre-pandemic levels.  20 

The NRAP report found that, for adults presenting with acute asthma, only 10% had a documented peak 21 
expiratory flow (PEF) measurement within one hour of arrival to hospital—a key physiological 22 
assessment used to support severity stratification and guide treatment. For people with COPD who 23 
received non-invasive ventilation (NIV), NRAP reports that only 18% received NIV within two hours of 24 
arrival—despite NIV being a time-critical intervention for appropriately selected patients with acute 25 
hypercapnic respiratory failure. These findings, together with the observed variation between services 26 
and regions, point to a system challenge: while national guidance is clear, frontline delivery in the 27 
pressured emergency setting remains inconsistent.  28 

In light of these conclusions, the NRAP State of the Nation report made the following 29 
recommendation: 30 
 31 
The British Thoracic Society, as the expert body, should lead the development of a standardised acute 32 
care bundle for patients with asthma and COPD on arrival to hospital, working towards May 2026. 33 
This should involve consultation with other bodies such as the Royal College of Emergency Medicine, 34 
Society for Acute Medicine, and NRAP. NRAP will measure the implementation of the acute care 35 
bundle by tracking the percentage of patients receiving timely and optimal care. 36 
 37 
In response to this, the British Thoracic Society (BTS) have led the development of a standardised acute 38 
assessment pathway for patients with asthma or COPD on arrival to hospital. This has been developed in 39 
partnership with the Royal College of Emergency Medicine (RCEM), the Society for Acute Medicine 40 
(SAM), NRAP clinical leads and a multi-disciplinary group of respiratory specialists. This recommendation 41 
recognises that improving early emergency care requires alignment across the extended acute team 42 
(emergency medicine, acute medicine, respiratory services, and critical care), supported by practical tools 43 
that work in real-world clinical flow.  44 
 45 
 46 
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Purpose and aims of the assessment pathways 47 

This report and accompanying resources—Enhanced Emergency Assessment Pathways in Asthma and 48 
COPD are intended to support multidisciplinary teams to deliver rapid, standardised assessment and 49 
time-critical treatments for people presenting acutely with exacerbations of asthma or COPD, regardless 50 
of hospital setting or geography. Rather than creating lengthy admission bundles that risk poor usability 51 
at the front door, the project has focused on producing concise, one-page “enhanced emergency 52 
assessment pathways” for asthma and COPD, with a shared design philosophy and a common purpose: 53 
improving the measurable first-hours care processes that NRAP audits and reports on nationally.  54 

The assessment pathways aim to: 55 

- Improve timeliness and reliability of key first-hours actions in asthma and COPD emergency care 56 
that are repeatedly highlighted by NRAP as requiring improvement,  57 

- Reduce unwarranted variation between services and regions by promoting a shared, 58 
standardised approach that can be adopted locally and embedded into routine pathways.  59 

- Support clinical decision-making under pressure through clear severity stratification and 60 
prioritised “high-impact actions”, enabling rapid escalation where needed and avoiding delays to 61 
definitive therapy, 62 

- Enable measurement and improvement by incorporating prompts that can be recorded (paper 63 
or electronically), facilitating audit readiness and supporting NRAP’s intention to track 64 
implementation over time.  65 

 66 
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British Thoracic Society, Royal College of Emergency Medicine and Society of Acute Medicine   93 
                                                                                Month 2026 94 
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 97 
 98 
Methodology  99 
 100 
A working group was constituted in the Spring of 2025 made up of specialists from the fields of 101 
asthma and COPD care and experts in quality improvement. Members of the working group were 102 
drawn from a range of stakeholder organisations, including the British Thoracic Society (BTS), NRAP, 103 
the Royal College of Emergency Medicine (RCEM) and the Society of Acute Medicine (SAM).  The 104 
members of the group are listed at the end of this document.  105 
 106 
Review process 107 
  108 
The enclosed resources were reviewed by the BTS Quality Improvement Committee and by the 109 
relevant committees of the stakeholder organisations mentioned above. The documents also 110 
underwent scrutiny during a public consultation period, which took place between 29 July and 2 111 
September. Comments received during that consultation have been reflected in these resources. 112 
The documents were also piloted within some of the hospitals associated with members of the 113 
working group. This took place for a period of a few weeks prior to public consultation. 114 
 115 
Scoping process 116 
 117 
The working group used the existing admission care bundles for asthma and COPD as the starting 118 
point for this project. On review, however, there was consensus that a different approach was 119 
needed to support patients with acute exacerbations. First, the focus was shifted to management 120 
from the point of arrival at hospital, rather than only from the point of admission, reflecting NRAP's 121 
finding that early, pre-admission care is where the greatest variation occurs. Second, the group 122 
agreed that a pathway approach was more appropriate than a care bundle: care bundles typically 123 
describe a fixed set of actions to be completed at a single point in time, whereas the first hours of an 124 
asthma or COPD exacerbation require severity-stratified decision-making across several time points, 125 
from triage through reassessment to discharge or admission. Finally, the group agreed to produce 126 
two separate assessment pathway documents — one for asthma, one for COPD — sharing a 127 
common visual format and clinical structure, so that users would recognise and navigate both easily, 128 
while allowing each to reflect the distinct severity criteria and treatment steps of the respective 129 
condition. 130 

The agreed remit of the working group was not to develop new quality standards or clinical 131 
guidelines. Its purpose was to bring together multi-professional expert clinical stakeholders — drawn 132 
from respiratory medicine, emergency medicine and acute medicine — to support front-line teams 133 
in reliably delivering existing BTS, SIGN and NICE guidance on the acute assessment and 134 
management of asthma and COPD, within the practical constraints of the emergency care setting. 135 

Where guideline detail was lacking or silent on operational specifics (for example, exact 136 
reassessment intervals or discharge time-frames), decisions were reached by expert consensus, 137 
informed by the perspectives and feedback of the Royal College of Emergency Medicine (RCEM), the 138 
Society for Acute Medicine (SAM) and BTS specialist advisory groups. The pathways underwent 139 
multiple iterations, including testing in four acute hospital settings, with revisions made in response 140 
to front-line feedback at each stage. Impact of implementation will be tracked through existing 141 
NRAP clinical audit key performance indicators, so that delivery of the high-impact actions can be 142 
monitored over time without creating a parallel audit burden. 143 

 144 
 145 
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Audience 146 
 147 
In drafting the pathways, the working group wanted to ensure that the resources were accessible to 148 
meet the needs of a range of generalist healthcare professionals providing acute care for patients 149 
with exacerbations of COPD and asthma. Each pathway therefore provides enough high level 150 
information for the treating clinician to determine clinical severity and risk, and to action 151 
appropriately.  152 
 153 
How to use the assessment pathways 154 
 155 
The pathways described below set out the immediate actions to be taken for patients presenting to 156 
hospital with either an acute exacerbation of asthma or COPD. The pathway for asthma patients is 157 
outlined in Section A and for COPD patients in Section B. These sections describe the actions that 158 
attending clinicians should take, with a rationale as to why these constitute the optimal approach for 159 
managing these patients. 160 
 161 
Appendices 1 and 2 provide one-page template versions of the two pathways, which can be adapted 162 
for local use, or integrated into electronic patient record systems. These are quick reference visual 163 
guides, which are designed to allow services to implement the required steps and track the progress 164 
of their patients.  165 
 166 

 167 
A. Asthma Emergency Assessment Pathway  168 

 169 
Introduction 170 
 171 
This assessment pathway describes 4 high impact actions to ensure the best clinical outcome for 172 
patients presenting to hospital with an exacerbation of asthma.  The pathway is designed to be used 173 
for patients on arrival to hospital (not just ED), and through their care to Respiratory Review. The 174 
aim for this pathway is to improve the quality and timeliness of care. 175 
 176 
These four impact actions are:  177 

- Severity assessment through triage review,  178 
- initial management 179 
- reassessment to review severity, and  180 
- decision to admit or discharge.  181 

 182 
Each impact action has been stratified depending on the severity of the exacerbation and has been 183 
colour coded accordingly: Moderate (green), Severe Acute (orange), Life Threatening (bright red), 184 
and Near Fatal (dark red).  185 
 186 
Inclusion criteria 187 
 188 
Adults (16+) presenting to emergency care with an acute exacerbation of asthma. 189 
 190 
Time frame 191 
 192 
From start to finish, actions 1-4 should take around 120 minutes.  193 
  194 
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Action 1: Severity Assessment (Triage Review) 195 

Severity is stratified into Moderate, Severe Acute, Life-Threatening and Near-Fatal using the criteria 196 
long established in SIGN 158 (2) and carried forward into the current BTS/NICE/SIGN acute asthma 197 
pathway (3). These thresholds were retained unchanged because they are already familiar to UK 198 
emergency and acute teams and map directly onto NRAP's own severity fields, so the same tick-box 199 
doubles as the audit data-capture point rather than creating a second, parallel classification. 200 

PEF and basic observations were kept as the first mandatory step because NRAP's State of the 201 
Nation report identified PEF recording within one hour as the single most under-delivered early 202 
action nationally (10% of cases), despite requiring no equipment beyond a peak flow meter. Arterial 203 
blood gas is triggered only by SpO2 <92%, consistent with guideline thresholds, to avoid over-testing 204 
in moderate presentations. 205 

 206 
 207 
 208 
 209 
 210 
 211 
 212 
 213 
 214 

TRANSFER TO RESUS OR EQUIVALENT 

 215 
 216 
 217 
 218 
 219 
 220 
 221 
 222 
 223 
 224 

Action 2: Initial Management 225 

Treatment steps (oral prednisolone 40mg or IV hydrocortisone 100mg if oral route unavailable; 226 
nebulised salbutamol; nebulised ipratropium for life-threatening/near-fatal disease) follow the 227 
standard first-line bronchodilator and steroid bundle in the SIGN 158 acute asthma algorithm. No 228 
deviation from guideline dosing was intended. 229 

Expert consensus: The salbutamol nebuliser dose in the pathway boxes was amended to 2.5mg. SIGN 158's 230 
acute adult algorithm specifies 5mg (repeated as clinically indicated). It was felt that clinical side 231 
effects/efficacy threshold and widespread clinical practice favoured this change. 232 

 233 
 234 
  235 
 236 
 237 
 238 
 239 
 240 

Moderate 

PEF >50-75% 
best/predicted 

ACTION 1: SEVERITY ASSESSMENT (Triage Review) 

Start Clock 

All patients: RR, HR, SpO2. Arterial Blood Gas (ABG) if SpO2 is <92%. 

Check Peak Flow (PEF) 

ACTION 2: INITIAL MANAGEMENT 

Moderate 

• Give prednisolone 40 
mg. 

• Up to 10 puffs of 
salbutamol inhaler via 
spacer. 

Near Fatal & Life Threatening 

Aim oxygen saturations 94-98%. 

• Give prednisolone 40 mg, or IV 
hydrocortisone 100 mg (if unable to take 
orally). 

• Give salbutamol 2.5mg and ipratropium 
nebuliser. 

 

Severe Acute 

• Give prednisolone 40mg. 
• Give salbutamol Nebuliser 

2.5mg. 

 

Near Fatal  
Raised PaCO2 and/or 
requiring mechanical 
ventilation with raised 
inflation pressures  
  

 

Life Threatening 

SpO2 <92% and one of the 
following: Altered consciousness, 
Exhaustion, Arrhythmia, 
Hypotension, Cyanosis, Silent Chest, 
Poor respiratory effort, PEF < 33% 
best/predicted, PaO2 < 8 kPA, 
“Normal” PaCO2 of 4.6-6.0 kPa. 

  

 

Severe Acute 

Inability to complete 
sentences in one breath, RR≥ 
25/min, HR ≥ 110/min, PEF 
33-50% best/predicted. 
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 241 

Action 3: Reassessment (Review Severity) 242 

Reassessment at 15–20 minutes reflects the expected onset of effect of nebulised bronchodilator 243 
therapy. Patients not fully recovered are escalated using the same severity criteria as Action 1, so 244 
reassessment does not introduce a second decision framework. Repeat nebulised 245 
salbutamol/ipratropium, continuous nebulisation, IV magnesium, chest X-ray and repeat ABG for 246 
life-threatening/near-fatal disease mirror SIGN 158's escalation steps for patients failing initial 247 
therapy; IV magnesium is deliberately framed as "consider" rather than mandatory, reflecting its use 248 
in patients with poor or no response to initial nebulisers rather than as a routine step. 249 

The requirement for a further period of observation and reassessment one hour or more after the 250 
last bronchodilator, before discharge is confirmed, was included to encourage structured 251 
reassessment rather than a single-point decision, addressing variation seen in practice where early 252 
improvement is not consistently rechecked before discharge. 253 

 254 
 255 
 256 
 257 
 258 
 259 
 260 
 261 
 262 
 263 
 264 
 265 
 266 
 267 
 268 
 269 
 270 
 271 

 272 

 273 

 274 

 275 

 276 

 277 

 278 

ACTION 3: REASSESSMENT (REVIEW SEVERITY) 

If Not Fully Recovered, Consider Further 

15-20 minutes from Action 1 

Clinically stable and PEF > 75%? 

Yes: Potential Discharge 

No: Repeat salbutamol nebuliser and further assessment. 

• Consider discharge if stable and PEF >75% after observation 
• If not fully recovered on reassessment, consider further 

bronchodilators and observation one hour or more after last 
bronchodilator 

Near Fatal & Life Threatening 

• Repeat salbutamol and ipratropium 
• Give continuous salbutamol nebuliser 5-10 

mg/hr 
• Consider IV magnesium 
• Chest x-ray 
• Repeat ABG 
• Senior Review Discuss/Refer to critical care 

team 
 

Signs of severe asthma/PEF <50% 

Treat as per life threatening asthma. 
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 279 

Action 4: Decision to Discharge or Admit 280 

Admission and respiratory review timeframes (24 hours) and the BTS asthma discharge bundle (4) 281 
(minimum 5-day prednisolone course, ICS/LABA MART inhaler with technique check, GP letter, local 282 
asthma service notification) reproduce the discharge care bundle, so that pathway completion at 283 
Action 4 hands directly into existing discharge quality-improvement processes rather than creating a 284 
new one. The 120-minute overall target for Actions 1–4 aligns with the timeframe NRAP already uses 285 
to describe timely first-hours care. 286 

 287 
 288 
 289 
 290 
 291 
 292 
 293 
 294 
 295 
 296 
 297 
 298 
 299 
 300 
 301 
 302 
 303 
 304 
 305 
 306 
 307 
 308 
 309 
 310 
 311 
 312 
 313 
 314 
 315 
 316 
 317 
 318 
 319 
 320 
 321 
 322 
 323 
 324 
 325 
 326 
 327 
 328 

ACTION 4: DECISION TO DISCHARGE OR ADMIT 

Aim for 120 minutes 

Life Threatening 
 

Admit to Hospital: 
Hospital medical team will 
need to ensure respiratory 

review within 24 hours 
 

Potential Discharge - If patient is ready for 
discharge, they will need the following: 

• Prednisolone 40mg until recovery (min 5 
days) 

• ICS/LABA (MART) inhaler, with technique 
checked 

• Send discharge letter to GP 
• Local asthma services reviewed/informed 

per local pathways Consider also: 
• Review BTS asthma discharge bundle for 

more information 

Near Fatal 

Admit to Critical Care: 

Hospital medical team will 
need to ensure respiratory 

review within 24 hours 

 

https://www.brit-thoracic.org.uk/media/70103/annex-1-care-bundle-sheet-12-dec-2016-v2.pdf
https://www.brit-thoracic.org.uk/media/70103/annex-1-care-bundle-sheet-12-dec-2016-v2.pdf
https://www.brit-thoracic.org.uk/media/70103/annex-1-care-bundle-sheet-12-dec-2016-v2.pdf
https://www.brit-thoracic.org.uk/media/70103/annex-1-care-bundle-sheet-12-dec-2016-v2.pdf
https://www.brit-thoracic.org.uk/media/70103/annex-1-care-bundle-sheet-12-dec-2016-v2.pdf
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B. COPD Emergency Assessment Pathway  329 
 330 
Introduction 331 
 332 
The COPD pathway is anchored in NICE NG115 COPD in over 16s: diagnosis and management (5), 333 
which includes recommendations for managing exacerbations of COPD in hospital, together with BTS 334 
guidance and quality standards on management of non-invasive ventilation (NIV) in acute 335 
hypercapnic respiratory failure (AHRF) (6). 336 

This assessment pathway describes 4 high impact actions to ensure the best clinical outcome for 337 
patients presenting to hospital with an exacerbation of COPD, based upon the risk associated with 338 
their exacerbation.  The pathway is designed to be used for patients on arrival to hospital (not just 339 
ED), and through their care to Respiratory Review. The aim for this pathway is to improve the quality 340 
and timeliness of care. 341 
 342 
These four impact actions are:  343 

- risk assessment through triage review,  344 
- initial management and investigations 345 
- reassessment to review risk, and  346 
- decision to admit or discharge.  347 

 348 
Each impact action has been stratified according to the clinical risk associated with the exacerbation 349 
presentation and has been colour coded accordingly: Life Threatening Risk (bright red), High Risk 350 
(orange) and Moderate Risk (green). 351 
 352 
Inclusion criteria 353 
 354 
Adults (18+) presenting to emergency care with an acute exacerbation of COPD 355 
 356 
Time frame 357 
 358 
From start to finish, actions 1-4 should take around 120 minutes.  359 
  360 
For patients presenting with features of a Life-Threatening Risk COPD exacerbation, time to 361 
commencement of treatment with NIV should be within 1 hour of diagnosis of persistent acute 362 
hypercapnic respiratory failure (which has not responded to initial treatment) OR within 2 hours of 363 
arrival at hospital. 364 
 365 
Action 1 – Risk assessment on arrival  366 
 367 
Rationale for risk-based stratification (Action 1) 368 

Early drafts stratified COPD exacerbations using discrete physiological thresholds for RR, SpO2, pH 369 
and consciousness level. Feedback from the COPD Specialist Advisory Group identified that 370 
comparable severity thresholds for COPD exacerbations are not well evidenced and vary between 371 
existing sources (GOLD, national guidelines, trial definitions), so fixed "severity" cut-offs risked 372 
implying a certainty not supported by the evidence. 373 

In response, the group replaced "severity" with "risk" and broadened the defining criteria for each 374 
tier. This better reflects how exacerbations are recognised in clinical practice, avoids anchoring on 375 
any single unevidenced number, and aligns with emerging evidence linking early risk stratification to 376 
inpatient mortality. To ensure broader criteria did not dilute urgency, "consider admission" was 377 
added explicitly to the High Risk tier. 378 
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One threshold was deliberately kept fixed: pCO2 >6.5kPa, used consistently in Action 1 and Action 3. 379 
Feedback from RCEM and SAM highlighted that many patients with advanced COPD present with 380 
chronic, stable hypercapnic respiratory failure rather than acute decompensation, and that the real 381 
triage challenge is distinguishing these two groups. As the pathway's core purpose is timely 382 
recognition of the need for acute NIV, this threshold was retained as a key physiological measure, 383 
even as the surrounding risk categories were broadened. 384 

RR, HR, SpO2, VBG and ACVPU were chosen as the mandatory triage data set because together they 385 
identify the two features that most reliably separate a moderate exacerbation from one needing 386 
urgent escalation: hypoxaemia (SpO2 <88% on air) and acute hypercapnic respiratory failure (pH 387 
<7.35 on VBG), both drawn from NG115's exacerbation criteria. ACVPU was added, in preference to 388 
a fuller consciousness scale, to keep triage assessment fast while still flagging new confusion or 389 
drowsiness, a recognised feature of life-threatening decompensation. 390 

 391 
 392 
 393 
 394 
 395 
 396 
 397 
 398 
 399 
 400 
 401 
 402 
 403 
 404 
 405 
 406 
 407 
 408 
 409 
 410 
Action 2 – Initial Management and Investigations  411 
 412 
In line with NG115 exacerbation management bundle guidance, the pathway sets out initial 413 
management of all patients with COPD exacerbation to include 30mg oral Prednisolone, 414 
administration of nebulised salbutamol 2.5mg plus ipratropium 500mcg as needed, provision of 415 
antibiotics where bacterial infection is suspected, and controlled oxygen therapy titrated to 416 
saturations of 88–92%.  In patients presenting with Life Threatening Risk these should be performed 417 
immediately. Investigations such as bloods, CXR and ECG are recommended specifically to exclude 418 
alternative or complicating diagnoses (e.g. pneumonia, pneumothorax, cardiac cause), consistent 419 
with NG115's recommendation to confirm the working diagnosis rather than assume COPD from 420 
history alone. Documentation of escalation status and review of any existing advance care plan was 421 
recommended by the working group as a patient-safety step; these are not specified by NG115 422 
however they directly inform decisions around appropriateness of NIV and critical care escalation 423 
later in the pathway. 424 

 425 

ACTION 1: RISK ASSESSMENT (ON ARRIVAL/TRIAGE) 

Start Clock 

All Patients: RR, HR, SpO2, VBG, ACVPU 

Life Threatening Risk (25% 
inpatient mortality): initially 
managed in resus or respiratory 
support unit 

• decompensated type 2 
respiratory failure on VBG 
pH<7.35, raised pCO2 >6.5 kPa 

• may require urgent ventilatory 
support (typically NIV but also 
consider invasive ventilation) 

High Risk: initially managed in majors 
or medical admission bed 

• evidence of systemic stress e.g. acute 
confusion, NEWS2 scale 2 score ≥5 
(or ≥3 in any single parameter)  

• new or worsening respiratory failure 
sats <88% 

• VBG pH ≥7.35  
• unable to ambulate or manage at 

home 

  Moderate Risk: potentially 
managed in ambulatory care 
setting 

• No evidence of systemic 
stress NEWS2 scale 2 
score ≥5 

• No evidence of new 
respiratory failure - sats 
≥88% 

• Able to perform daily 
activities  
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 426 

 427 
 428 
 429 
 430 
 431 
 432 
 433 

• Give Prednisolone 30mg + Salbutamol 2.5mg nebulised +/- Ipratroprium 500mcg nebulised.  
• Give antibiotics if bacterial infection suspected. 
• Prescribe and administer controlled oxygen therapy to target saturation 88-92%. 
• Determine and document escalation status; ascertain if there is an existing advance care plan. 

Investigations to exclude alternative diagnosis: 
Perform: Bloods, CXR, and ECG. Review available spirometry to confirm COPD. 

 434 
 435 
Action 3 – Reassessment of risk  436 
 437 
For life-threatening AECOPD, the NIV decision tree (arterial blood gas if VBG pH <7.35; start NIV 438 
within 1 hour if ABG confirms pH <7.35 and pCO2 >6.5kPa; critical care opinion if pH <7.25) follows 439 
BTS guidance on NIV in AHRF. A recommendation to reassess within 1 hour for Life Threatening Risk 440 
and within 4 hours for High and Moderate Risk exacerbations was set by expert consensus, since 441 
NG115 does not specify these intervals. The times were chosen to be achievable in a typical acute 442 
setting while still being soon enough to identify early deterioration, and were tested across the four 443 
pilot sites without requiring adjustment. 444 

 445 
 446 
 447 
 448 
 449 
 450 
 451 
 452 
 453 
 454 
 455 
 456 
 457 
 458 
 459 
 460 
 461 
 462 
 463 
 464 
 465 

ACTION 2: INITIAL MANAGEMENT AND INVESTIGATIONS 
Immediate in Life threatening Risk COPD exacerbation 

 

Life Threatening Risk AECOPD High Risk AECOPD Moderate Risk AECOPD 

ACTION 3: REASSESSMENT OF RISK 

Within 1 Hour for Confirmed Life Threatening, and aim for 4 Hours for High Risk or Moderate Risk exacerbation 
 
Life Threatening Risk: NIV Decision 

 
•    Initial VBG pH <7.35, perform 

ABG/CBG within 1 hour of 
optimal medical therapy to 
assess for AHRF 

• If ABG/CBG pH <7.35 and PaCO₂ 
>6.5 kPa, diagnose AHRF and 
initiate NIV within 1 hour if 
appropriate** 

• If pH <7.25, consider Critical 
Care review. 

• If pH ≥7.35, manage as a High 
Risk  

     High Risk: Admission  Decision 

 
• Reassess for Life Threatening 

Risk AECOPD 
• Admit if: ongoing High Risk 

features 
• Improving: See Moderate Risk 

 

Moderate Risk: Discharge 
Decision 

 
•   If improved – consider dis-

charge/follow up per local 
COPD Discharge Pathway 

•   If worsening– reclassify as 
High Risk 
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**NIV Inappropriate if contraindicated or patient declined/not suitable for Level 2 Care 466 
 467 
 468 
Action 4 – Decision to discharge or admit, confirmation of diagnosis  469 
 470 
Discharge criteria (30mg prednisolone for 5 days, antibiotics if indicated, GP letter, follow-up per 471 
local pathway) and the 24-hour respiratory review requirement for admitted and life-threatening 472 
risk/NIV patients reflect NG115 exacerbation management and discharge recommendations, with a 473 
reference to delivery of established COPD discharge bundles (7) in line with local pathways, rather 474 
than creating a new checklist. "Confirmation of diagnosis" was retained as an explicit step at Action 475 
4, rather than assumed at triage, because NG115 requires spirometry-supported diagnosis and a 476 
proportion of patients labelled COPD at triage will either not have this confirmed either at the point 477 
of an acute presentation or may not have a record of existing quality assured spirometry.  478 

 479 

 480 
 481 
 482 
 483 
 484 
 485 
 486 
 487 
 488 
 489 
 490 
 491 
 492 
 493 
 494 
 495 
 496 
 497 
 498 
 499 
 500 
 501 
 502 
 503 
 504 
 505 
 506 
 507 
 508 
 509 
 510 
 511 
 512 
 513 
 514 
 515 

ACTION 4: DECISION TO DISCHARGE OR ADMIT, CONFIRMATION OF DIAGNOSIS 

 

Life Threatening Risk/NIV? 
 

• Refer to medical team and/or 
Respiratory Support Unit  

• HDU/Resp/Outreach 
informed for ongoing care 

• Admitting team request 
Respiratory review within 24 
hours 
 

       High Risk: Admission Decision 

 
• Admitting team refer for  

Respiratory Specialist Review 
within 24 hours 

                 Discharged? 
 
•  Prednisolone 30 mg 5 days 

+/- antibiotics  
•  Discharge letter to GP 
•  Follow up as per local 

respiratory pathway 
•  Consider BTS COPD 

Discharge Bundle 
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 516 
 517 
 518 
 519 
Resources 520 

1) Template patient record sheet for the asthma and COPD emergency assessment pathways 521 
can be found at Appendix 1 and 2 respectively. These can be reformatted or revised for local 522 
use. 523 

2) Links QR codes to other resources – to be added 524 
 525 
Appendices 526 

1. Appendix 1 - Asthma Emergency Assessment Pathway – patient record sheet 527 
2. Appendix 2 - COPD Emergency Assessment Pathway – patient record sheet  528 

 529 
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