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This guideline is intended for use to aid diagnosis in patients with a suspected diagnosis of a COPD, and the management of patients with a confirmed
diagnosis of COPD. It is aimed primarily at cost-effective prescribing, and will be reviewed annually as evidence is rapidly emerging in this field
Diagnosis
1. Consider COPD if:
Any of the following risk factors and symptoms are present in an individual over 35 years old.


Dyspnoea that is






Recurrent wheeze
Chronic cough
- may be intermittent, and/or unproductive
Chronic sputum production: any pattern of chronic sputum production may indicate COPD
History of exposure to risk factors and host factors
- tobacco smoke/smoke from cooking and heating fuels occupational dusts and chemicals
- family history of COPD and/or childhood factors
Recurrent lower respiratory tract infections



- Progressive
- Characteristically worse with exercise
- Persistent

AND do not have clinical features of Asthma:
 Chronic unproductive cough
 Significantly variable breathlessness
 Night-time wakening with breathlessness and/or wheeze
 Significant diurnal or day-to-day variability of symptoms
The presence of multiple key indicators increases the probability of diagnosis of COPD.

2. Required tests:
 FBC
 Chest X-ray
 Spirometry (note, hand-held spirometers
MUST NOT be used for diagnosis but can
be used for monitoring or screening)
Diagnosis of COPD if post bronchodilator
spirometry demonstrates: FEV1/FVC <70%
Further Tests useful in Primary Care:
 Serial peak flow measurements: useful
in co-existing Asthma
 Alpha-1-antitrypsin: if early onset COPD,
minimal smoking history or family history
 Thorax CT: if suspected co-existing
bronchiectasis, emphysema or fibrosis
 ECG: if suspecting cor pulmonale or
associated cardiac comorbidity
 Echocardiogram: if suspecting cor
pulmonale
 Sputum culture

3. Interpreting Spirometry
Quality assessment
3 blows with FEV1 values within 100ml
of one another
FVC obtained after blowing out ≥ 6
seconds

Is it airflow
obstruction?
FEV1/ FVC <0.7

Severity assessment

FEV1

> 80%
50 - 80%
30 - 50%
< 30%

Mild
Moderate
Severe
Very Severe

Make sure it isn’t asthma
Check reversibility to salbutamol
(>200ml consider asthma).
Consider any other clinical signs or
symptoms of asthma.
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COPD is a common, preventable and treatable disease that is characterized by persistent respiratory symptoms and airflow obstruction that is due to airway and/or alveolar
abnormalities. The disease is predominately caused by smoking but other environmental exposures may contribute.

Possible Alternative Diagnosis:
 Asthma
 Congestive Heart Failure
 Bronchiectasis
 Tuberculosis
 Lung Cancer (Chest X Ray- If ≥ 3 week history of cough and /or
increasing breathlessness)















Asthma versus COPD
CLINICAL FEATURE
Smoker/ex-smoker
Symptoms in < 35 years old
Chronic productive cough
Breathlessness
Night time waking with breathlessness
and/or wheeze
Significant variability of symptoms

ASTHMA
Possibly
Often
Uncommon
Variable
Common

COPD
Nearly all
Rare
Common
Persistent/progressive
Uncommon

Common

Uncommon

Management of Stable COPD
Re-assess historic diagnosis of COPD and make sure it was confirmed by obstructive feature on post bronchodilator spirometry
Regularly review disease severity and effectiveness of current regimen as COPD is a progressive disease - modify the treatment accordingly
Monitor disease progression at least annually: FEV1 by Hand held Spirometry, symptoms (MRC & CAT), document exacerbations ( frequency, severity, type, likely cause,
sputum volume & purulence) and smoking status
Check inhaler technique and compliance to treatment regimen regularly. See https://www.rightbreathe.com/ for videos on inhaler technique
The ‘manage your health app’ contains videos on inhaler technique which can be downloaded by patients. Once downloaded it can be accessed without the need to connect to
Wi-Fi.
Encourage all patients to stop smoking - beneficial at all ages.
Offer annual influenza vaccinations and one-off pneumococcal vaccination.
Pulmonary rehabilitation improves symptoms, quality of life, physical and emotional state. Refer to pulmonary rehabilitation when MRC score is ≥2
Promote use of individualised self-management plan (see Appendix one) and rescue packs. Ensure that patient education is provided with the self-management plan and also
support the patient with cognitive behavioural components if they have frightening breathlessness (as per NICE NG115).
Screen for common comorbidities e.g. lung cancer (2-4 times more common), cardiovascular disease (IHD, heart failure, arrhythmias, hypertension, CVA, peripheral vascular
disease), depression, anxiety, diabetes/metabolic syndrome, bronchiectasis, sleep apnoea, anaemia, osteoporosis, malnutrition/obesity, GORD.
Consider referral to local services as appropriate e.g. community respiratory team/consultant led respiratory clinic, physiotherapists, dietician (follow current malnutrition
guidelines if BMI/MUST score is low or high respectively), occupational therapy, social services, and palliative care teams.
Where medication is initiated for persistent breathlessness, monitor and discontinue if no improvement.
Refer for oxygen assessment, following local pathways, when stable O2 saturations (not on exertion) are less than or equal to 92% breathing air.
A palliative care approach should be taken for end-of-life COPD patients. Main treatment goals should be symptom reduction and management of future risk of exacerbations.
Referral to palliative care teams should be considered
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Management of a newly diagnosed patient






Confirmed
diagnosis of
COPD

Offer treatment and support to stop smoking via smoking cessation service
Offer pneumococcal and influenza vaccinations
Offer pulmonary rehabilitation if indicated
Co-develop a personalised self-management plan
Assess and manage co-morbidities

These treatments
and plans should
be revisited at
every review

If patient has breathlessness or exercise limitation even after above interventions - Offer Short Acting Beta-agonist (SABA) or Short Acting Anti-muscarinic Agent (SAMA) PRN

If the person is limited by symptomsa or has exacerbationsb despite treatment
No asthmatic features / No features suggesting steroid responsivenessc
Offer Long Acting Beta-Agonist (LABA) PLUS Long Acting Anti-muscarinic Agent (LAMA)

Person has day-to-day symptoms that adversely
affect quality of life

Person has one severe exacerbation or
2 moderate exacerbations in one year

Consider 3 month trial of LABA + LAMA + ICSd
If no improvement: de-escalate to LABA + LAMA

Consider LABA + LAMA + ICSe

Asthmatic features/features suggesting steroid responsivenessc
Offer Long Acting Beta-Agonist (LABA) PLUS Inhaled Corticosteroid (ICS)e



Person has day-to-day symptoms that adversely affect quality of life
Person has one severe exacerbation or 2 moderate exacerbations per year
Consider LABA + LAMA + ICSe

Patient should use SABA on PRN basis throughout treatment changes
Note that throughout the above algorithm SABA should be prescribed for PRN use



Explore further treatment options if still limited breathlessness or subject to frequent exacerbations e.g. theophylline may be used (see BNF for dosing)
Trial of Roflumilast & Macrolide should only be initiated by respiratory specialist
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Notes from algorithm
a. For assessment of COPD symptoms use the following tools:
COPD Assessment Test (CAT) is a patient-completed instrument that is a comprehensive measure of symptoms and complements existing approaches to
assessing COPD. This can be accessed online here
MRC dyspnoea questionnaire and scale provides an assessment of the impact of dyspnoea. The MRC Breathlessness scale can be accessed online here
b. COPD severity and disease control may also be assessed in terms of exacerbations. An exacerbation is a sustained worsening of the patient's symptoms
from their usual stable state which is beyond normal day-to-day variations, and is acute in onset. Commonly reported symptoms are worsening
breathlessness, cough, and increased sputum production and change in sputum colour. Exacerbations may be assessed in terms of number of exacerbations
in the past 12 months and in terms of severity:




Severe exacerbation – exacerbation requiring an A&E attendance or hospital admission
Moderate exacerbation – exacerbation that can be managed with short acting bronchodilators with systemic steroids and/or antibiotics
Mild exacerbation – exacerbation that can be treated with increased medication that patients can manage themselves

c. Asthmatic features/features suggesting steroid responsiveness in this context include any previous secure diagnosis of asthma or atopy, substantial
variation in FEV, over time (at least 400mL) or substantial diurnal variation in peak expiratory flow (at least 20%).
d. A persistently high blood eosinophil count (>300) supports the addition of ICS [http://www.goldcopd.org/]
e. Be aware of an increased risk of side effects (including pneumonia) in people who take ICS. Document in clinical records the reason for continuing ICS
treatment.
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Inhaler choice
Long Acting Muscarinic Antagonist

Inhaled Corticosteroid

Inhaled Corticosteroid plus

plus

plus

Long Acting Beta2 Agonist plus

Long Acting Beta2 Agonist

Long Acting Beta2 Agonist

Long Acting Muscarinic Antagonist

• Anoro Ellipta DPI: umeclidinium
55mcg/vilanterol 22mcg per puff – 1
puff daily
• Ultibro Breezhaler DPI : glycopyrronium
43mcg/indacaterol 85mcg per puff – 1
puff daily
• Duaklir Genuair DPI: aclidinium
340mcg/formoterol 12mcg per puff – 1
puff twice daily
• Spiolto Respimat MDI (solution):
tiotropium 2.5mcg/olodaterol 2.5mcg
per puff – 2 puffs daily

Note:





•Relvar Ellipta DPI: fluticasone 92mcg/vilanterol
22mcg per puff – 1 puff daily
•Fostair MDI: beclomethasone 84.6mcg/formoterol
5mcg per puff - 2 puffs twice daily
•Fostair NEXThaler DPI:beclomethasone 84.6mcg/
formoterol 5mcg per puff - 2 puffs twice daily
•DuoResp Spiromax DPI : budesonide 160mcg
/formoterol 4.5mcg per puff – 2 puffs twice daily
•DuoResp Spiromax DPI : budesonide
320mcg/formoterol 9mcg per puff – 1 puff twice
daily
•Symbicort Turbohaler DPI/MDI : budesonide
160mcg/formoterol 4.5mcg per puff – 2 puffs bd
•Symbicort Turbohaler DPI: budesonide
320mcg/formoterol 9mcg per puff – 1 puff twice
daily

• Trelegy Ellipta DPI: fluticasone
92mcg/vilanterol 22mcg/ umeclidinium
55mcg per puff – 1 puff daily

• Trimbow MDI:beclomethasone 87mcg/
formoterol 5mcg/glycopyrronium 9mcg
per puff - 2 puffs twice daily

Consult local formulary before prescribing
MDI: Metered dose inhaler
DPI: Dry powder inhaler
The values for strength are based on doses leaving the mouthpiece

Note about carbon footprint of inhalers:
Generally DPI and Respimat device have a lower carbon footprint than MDI (including breath actuated MDI). Whenever clinically appropriate a device with a lower carbon footprint
should be used to support the NHS in meeting its environmental commitments. Other simple ways to reduce carbon footprint are using combination inhalers instead of single agent
inhalers and advising patients on reducing waste which happens through over-ordering and suboptimal use of inhalers.
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Managing COPD Exacerbations
Considerations: (circle as appropriate)
Able to cope at home:
Breathlessness:
General condition:
Level of activity:
Cyanosis:
Worsening Peripheral Oedema:
Level of consciousness:
LTOT currently received:
Social circumstances:
Acute confusion:
Rapid rate of onset:
Significant morbidity (particularly cardiac disease
and insulin dependent diabetes):
SaO2 <90%:
Changes on chest radiograph
Arterial pH level
Arterial Pa02

Favours hospital treatment
No
Severe
Poor / deteriorating
Poor / confined to bed
Yes
Yes
Impaired
Yes
Living alone / not coping
Yes
Yes
Yes

Favours treatment in community
Yes
Mild
Good
Good
No
No
Normal
No
Good
No
No
No

Yes
Yes

No
No

< 7.35
< 7 kPa

≥ 7.35
≥ 7 kPa

Referral to community respiratory clinic/secondary care should be considered for:


Diagnostic uncertainty










Uncontrolled COPD
Patient wants a second opinion
Bullous lung disease
Assessment for pulmonary rehabilitation or lung transplantation
Dysfunctional breathing
Onset of symptoms < 40 years or a family history of alpha 1-antitrypsin deficiency







Assessment for oxygen therapy, long-term nebuliser therapy or oral corticosteroid
therapy
Onset of cor pulmonale
Symptoms disproportionate to lung function deficit
Frequent infections
Haemoptysis (2 week wait)
Rapid decline in FEV1
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Acute management of COPD exacerbation (at home)
Optimise inhalation treatment:



Increase SABA to 2 - 8 puffs up to 4 hourly (watch for side effects e.g. tremor) OR
Use nebulised salbutamol 2.5mg to 5mg four times daily with or without ipratropium bromide 500mcg four times daily when required

Start oral corticosteroid:


Prednisolone 30mg daily for 5 days then stop

Antibiotics- local Antimicrobial Guidelines advice below & in full via the highlighted link:

If there is no improvement at one week or deterioration in symptoms, clinician should reassess patient and consider referral or seek advice from the Community
COPD consultant/team or the local respiratory consultant as appropriate.
For COPD patients with co-existing Bronchiectasis NICE advise a 7-14 course of antibiotic – please refer to local antimicrobial guidelines on bronchiectasis (noncystic fibrosis), acute exacerbation
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Prevention of future exacerbations






Exacerbations lead to reduced lung function, worse quality of life, increased risk of hospitalisation and death and therefore it is imperative to optimise
therapy in line with the above algorithm. Refer all patients with severe exacerbation to pulmonary rehabilitation or community respiratory team as
appropriate
If 2 or more exacerbations in the last 12 months, consider adding in carbocisteine 750mg three times a day (once symptoms improve maintenance dose of
750mg twice daily should be continued) especially if chronic productive cough. Alternative to carbocisteine is acetylcysteine effervescent tablets (Nacsys®)
600mg once daily.
Review on-going need/ benefit of carbocisteine or acetylcysteine and stop if ineffective after 4 – 6 weeks of treatment.

Rescue pack guidance
Patients should be offered a short course of oral corticosteroids (as above) and a short course of oral antibiotics (as above) to keep at home as part of their
exacerbation action plan if:
 they have had two or more exacerbations within the last year, and remain at risk of exacerbations
 they understand and are confident about when and how to take these medicines, and the associated benefits and harms
 When prescribing an antibiotic as part of rescue pack medication advise the patient to only commence the course of antibiotics if the sputum colour
changes (especially if it becomes green or brown) during an exacerbation.
 they know to tell their clinician when they have used the medicines, and to ask for replacements
Further points to note with regard to initiation and use of rescue packs:
 Rescue packs are unsuitable for patients who have never experienced an exacerbation.
 The evidence suggests that self-management is associated with improved outcomes in COPD such as reduced rate of hospital admission.
 Only around half of all COPD exacerbations are considered to be caused by bacteria, therefore an antibiotic will not always be indicated.
 The decision to prescribe a rescue pack should be made on an individual patient basis, following discussion with the patient.
 If a decision is made to prescribe a rescue pack then it must be coupled with detailed patient education as the patient must be able to distinguish between
an exacerbation and usual variation in COPD symptoms. Rescue packs are unsuitable for patients that are unable to do this.
 Before prescribing a rescue pack consider safety aspects and ensure suitability for the individual patient: perform usual checks such as checking individual
patient medical history/current medicines prescribed and refer to the relevant Summary of Product Characteristics for individual medicines, up to date NICE
guidance and the BNF.
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Be aware of the risk of antimicrobial resistance/ineffectiveness with repeated courses of antibiotics.
Ensure the patient is aware of when he/she would need to seek urgent medical attention.
For any patients prescribed more than 2 short courses (5 days) of steroid per month provide the patient with a steroid treatment card in view of possible
adrenal suppression.
The GP/Practice Respiratory nurse/Community Respiratory nursing Team should review any patients who are prescribed more than 3 courses of rescue
packs in last 12 months as these patients may be at higher risk of hospital admission and need additional interventions to stabilise COPD symptoms
Osteoprotection: If patients require 3 or more courses of steroids/year for exacerbations please prescribe a suitable bisphosphonate as prophylaxis against
osteoporosis if they are aged 65 or over (+/- Calcium and Vitamin D supplementation). If aged less than 65years, arrange a DEXA scan and prescribe similarly
if osteoporosis is present (https://cks.nice.org.uk/osteoporosis-prevention-of-fragility-fractures#!scenario)
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Summary of a Good COPD review
Palliative Care

There are many severe COPD patients in whom despite
optimised therapy, decline occurs and palliative or end-of-life
care is needed. Psychological factors e.g. anxiety and fear of
death related panic attacks are common in such patients and
they tend to exacerbate pre-existing breathlessness. There is a
separate network guideline on palliative care for respiratory
patients which can be used for detailed guidance:
http://www.wmcares.org.uk/wmpcp/guide/breathlessness/man
agement-of-breathlessness/
Treatments to consider at this stage are oral morphine for relief
of breathlessness and benzodiazepines for relief of anxiety and
breathlessness. Such patients should be considered to be
referred to Multi-disciplinary team of Community Respiratory
team, Cognitive behavioural therapist/IAPT service and Palliative
Care team to optimise the palliative care need.
















Ensure diagnosis is correct - Measure FEV1 at least once a year by hand
held spirometer
Assess symptoms using MRC and/or CAT scales
Note exacerbations: frequency, severity, likely cause, sputum volume
and purulence
Document COPD related hospital admission
Check compliance to treatment regime
Document inhaler technique – checked and demonstrated
Ensure use of spacer device with MDI
Document side-effects
Offer smoking cessation
Offer influenza and pneumococcal vaccination
Offer pulmonary rehab to patients with MRC score of > 2
Assess and manage associated co-morbidities
Provide the patient with a personalised COPD self-management plan
Consider bone protection based on number of steroid courses prescribed
in the previous year (see section above on ‘rescue packs’)
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Appendix One: Patient self-management plan (cover page)
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Patient self-management plan (inside page)
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