COPD

1. Clinical Case Details:

· 87 yrs old M 1 hour walk from BH presented in the Emergency with increased shortness of breath since 5 days and both leg swellings since 3 days

· History of shortness of breath since 15 years, chronic smoker, multiple hospital admissions, past history of both leg swellings which subsided on injectable medications, is on regular inhaler

· No history of fever, orthopnoea , paroxysmal nocturnal dyspnea(PND), cough. Normal bowel and bladder habit

· On examinations:

BP: 130/80mm of hg

PR: 94bpm irregular

Temperature: Afebrile

RR: 34 breaths/min

No jaundice, anemia, lymphadenopathy 

Bilateral pedal pitting oedema

On Auscultation; bilateral basal crepitations 

No significant finding on CVS and Abdominal examinations 

· Investigations: Na:124 K: 3.0 RBS: 180 Urea/ Creatinine: N CBC: N

· Diagnosis: Acute Exacerbation of COPD with Cor Pulmonale with AF in Controlled Rate

· Management: continuous O2 via face mask @ 4 L/min+ Salbutamol and Ipratropium Nebulization Stat and 6 hourly + Inj. Frusemide 40mg IV Stat and then BD + Inj. Hydrocortisone 100mg IV Stat  + IV fluid with KCL 40meq in it + Fliud diet with pinch of salt + Foley catheterization for monitoring urine output

2. Seven domains of causal analysis:
A. Clinic operations: We have now average patient flow of 7-8 per day in the Emergency. 3 Staffs were involved in the management. We have regular O2 supply. CBC and I-stat were investigated in the lab. However, an area for improvement is that our stock of ipratropium is currently low (see Supply Chain). 

B. Supply chain: Most of the medicines are available in our hospital except ipratropium. The emergency ANM were  familiar with proper Nebulization technique. Due to the long process of tender, we are short of ipratropium even when we had ordered on time.

C. Equipment/ Machinery: Nothing particular in this case.

D. Personnel: Many of the Staffs know the disease pathology and the management protocol. No staff is trained particularly in Pulmonary diseases but overall management was known to all. The importance of stopping smoking was explained and the family members were told about the need of O2 24/7.

E. Outreach: Currently we are focusing on the management of this kind of cases in the Hospital. In the future, we can initiate awareness program about the impact of smoking and its high morbidity in the community. We can involve CHWs in providing health education.

F. Societal: This 87-yr old male belongs to one of the richest families in whole Achham. His sons have very strong political connections as well. His sons are able to provide him the care that he needs. In spite of the high morbidity of the disease, his sons are managing him to their best. He has strong family support in providing care. The economic stability makes his treatment possible however it could not be possible for the majority of our patients.

G. Structural: His home is nearby our Hospital about 45-minute walk. His son has Bike which makes him possible to reach the hospital whenever he has increased shortness of breath or any other symptoms. His sons are even planning to Air-lift him to Kathmandu as soon as Kathmandu’s weather permits. The circumtances that he has got makes him very very lucky even being a case of COPD which has helped in delaying the progression of the disease. 

3. Review and summary:
A. Identify/ Review lessons learned:  As most of the staffs were familiar with him, they came to know the management of the case. We learned the importance of providing education about the disease to family members. Many learned to explain the prognosis of the disease. 

B. Identify/ Review any still to be answered questions: The management that this old man got may not be applicable to all the general people. In usual moment, whether to refer at this age or not?? How do the health professionals have to decide between palliative versus continuous care?

C. Identify/ Review recommendations implementation: 1; Separating one bed for COPD case with O2 cylinder and nebulizer nearby it. 2; Ordering Ipratropium metered dose inhaler as soon as possible.
Transfer:  He was transferred to Birendra Army Hospital, Kathmandu via Helicopter on 2067-05-11 (27 August).

Follow up visit, Kathmandu:  I followed up this octogenarian gentleman in Kathmandu on 2067-05-26 (11 September) as soon as I arrived there for my CAC training. I went to Birendra Army Hospital where he was admitted in single-bed cabin. His condition was not better. He was conscious and recognized me. He was still having shortness of breath with bilateral pedal edema. I met his two sons there.

Interim follow up: We were made aware through continual phone follow up to the family members that the patient remained as an inpatient for approximately six weeks, during which time his condition progressively deteriorated. During this time, he remained under the care of the military physicians, and was accompanied by his family throughout. 
On 2067-06-27 (13 October): I called his 3rd son who informed me that his father died in the ICU of Birendra Army Hospital at 1:30 am on that day. 

Conclusion: As a clinician we treat lots of patients each day, but the most important thing is the outcome of our treatment. As a clinician and part of the management team for this case, I got an opportunity to learn many things which may change my clinical perspective in future as well as holistic management of a case. This case taught me the impacts of strong socio-economic status in the management of chronic and progressive disease like COPD. We, the Achham team, got to learn the management of COPD in resource limited settings. Lastly but not the least, I would like to take this as a chance to thank all members of our team especially to those who contributed in the management. My special thanks goes to Dan for his continuous support to the patients in Bayalpata Hospital. 
