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Why is it important? 

• COPD is a preventable disease. 

• Avoidable death due to Respiratory Disease is 7 times 
higher in the most deprived area’s of England 
compared to the least deprived. Related to smoking, 
air pollution, poor housing, occupational hazards, 
variation in healthcare quality and access. 

• Hospital admissions due to Respiratory conditions are 
a major factor in winter pressures faced by the NHS.  

(Public Health England, 2019) 



Responsibility of Healthcare 

Professionals 

• Understand prevention and protection and be able to 

promote public health 

• Understand your role and role of partners in prevention 

• Understand the needs of your patient and have an 

awareness of the services available to address these 

needs 

• Consider the impact of earlier diagnosis and better 

management.  

(Public Health England, 2019)  



How do we impact individual’s? 

• Have an understanding of risk factors that increase the risk of 
respiratory illness and provide advice to patients 

• Be able to identify at risk patients and recognise the signs and 
symptoms of respiratory illness in order to detect and diagnose early 

• Implement best practice guidelines around diagnosis and 
management.  

• Refer for specialist services where appropriate 

• Provide personalised care to support self management and maintain 
good quality of life.  

• Promote uptake of vaccines 

• Investigate and act on variation in care quality and health outcomes  

(Public Health England, 2019) 





COPD Definition 

• GOLD (2020) defines COPD as a common, 

preventable and treatable disease that is 

characterized by persistent respiratory symptoms and 

airflow limitation that is due to airway and/or alveolar 

abnormalities usually caused by significant exposure 

to noxious particles or gases and influenced by host 

factors including abnormal lung development. 

Significant comorbidities may have an impact on 

morbidity and mortality. 

 

 



When should we suspect COPD? 

People over the age of 35 with a risk factor (usually 

smoking or history of smoking) who present with 1 or 

more of the following symptoms: 

• exertional breathlessness 

• chronic cough 

• regular sputum production 

• frequent winter 'bronchitis' 

• wheeze 



Diagnosis 

History  

In depth history taking is essential to diagnosing COPD  

 

• Symptoms 

• Patterns of symptoms 

• Age of onset 

• Smoking history 

• Occupation 

• Family history / previous history 

 



Diagnosis 

• Spirometry 

• Criteria for airflow limitation – post bronchodilator 

fixed ratio of FEV1/FVC < 0.70 

• Use of fixed ratio to define airflow limitation results in 

over diagnosis in elderly and under diagnosis in <45’s 

• NICE recommends the use of Global Lung initiative 

(GLI) values to determine the lower limit of normal  

• GOLD mentions GLI but favours the use of fixed ratio  



Severity 



Initial Pharmacological treatment 



Follow-up Pharmacological Treatment  







Inhaler Technique  

• Inhaled therapies are only effective if the patient can 

use the device.  

• Poor technique is common, it is estimated that only 

15% of patients use MDI’s correctly 

• Healthcare professionals also have poor technique 

• https://www.asthma.org.uk/advice/inhaler-videos/ 



Common Problems 
• Not breathing out first 

• Not holding the breath after taking inhaler 

• Not priming the device properly 

• Not shaking the inhaler (if required) 

• Not holding the inhaler in the upright position 

(where recommended) 

• Inhaling too early or inhaling too late 

• Not leaving enough time between doses 

• Actuation against teeth, lips or tongue 

• Stopping inhalation immediately after firing 

• Not using correct inspiratory effort (firm/forceful 

and deep for dry powder device (DPI) and 

gentle and deep for pMDI/mist/spacer) 

• Inhalation through nose 

whilst and after actuation 

• Failing to form a good seal 

around the mouthpiece 



Smoking Cessation 



https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwi8p8yUrJDgAhWRoBQKHXhuAs0QjRx6BAgBEAU&url=https://www.yourphysio.org.uk/health-promotion/lifestyle-and-msk-health/help-to-quit-smoking/&psig=AOvVaw2cyvB4Hnk4MPH-UbpBeOh8&ust=1548760373547525


Benefits of Smoking Cessation 

• Increased life expectancy    

• Reduces the risk of pneumonia   

• Reduces the risk of heart disease, stroke and lung Ca                                                                                                      

• Can save up to £500 per month 

• Protect other people from passive smoking  

• COPD patient’s will see a reduction in exacerbations 

• Many COPD treatments are not effective in smokers 
and therefore will not be offered e.g. Azithromycin, 
Roflumilast, LTOT 



QUIT in Barnsley 
•  Measure exhaled carbon monoxide level and record in clinical notes 

  

• Ask smoking status and record in clinical notes: 
– Ask “Have you smoked at all in the last 4 weeks?” 

– Use exhaled carbon monoxide levels to guide the question (see chart) 

• If identified as a smoker: 
 

• Give very brief advice (VBA): 
– “the best way to stop smoking is with a combination of specialist support and medication.  Both are free on the 

NHS” 

•  https://www.ncsct.co.uk/ - e-learning under training resources 
 

• Refer to Stop Smoking Service (SSS) 
– Say “we refer all clinic patients who smoke to the stop smoking services in Barnsley” 

– Provide patient sticker AND contact number on Respiratory Out-Patients Stop Smoking Service referral form 
or SSS referral form 

 

• Provide Stop Smoking Service information leaflet  

•  Please note: we are using an opt-out approach so smokers are identified and fully supported to stop. However, please respect their 
wishes if a person chooses not to answer or be referred to the stop smoking service. 

 
 



Vaccines 

• GOLD (2020) recommends that patients get 

vaccinated against flu and pneumonia. 

• Helps prevent infections and reduces the risk of acute 

exacerbations. 

• Cheap and cost effective. 

• Can have side effects such as low grade pyrexia, 

aches and fatigue, pain redness and swelling at the 

injection site. 

 



Pulmonary Rehab 

• A multidisciplinary program that helps improve the quality of life 

for with people with respiratory conditions. 

• Educates patients on how to manage their condition e.g. inhaler 

technique and how to manage acute exacerbations 

• Program lasts for 6-8 weeks 2 sessions per week.  

• Based at Dorothy Hymen Centre, also programmes available 

at Hoyland Sports Centre, Dearneside leisure centre and 

Recovery College.  



Benefits of Pulmonary Rehab 

• Helps patients manage their symptoms 

• Improves exercise tolerance 

• Helps patients deal with and reduce anxiety 

• Improves emotional wellbeing 

• Promotes healthy eating 

• Reduces risk of exacerbations and patients are less 

likely to be admitted to hospital 

• Reduces mortality 

 



Criteria for referral 

• Respiratory diagnosis confirmed with spirometry 

• Symptomatic SOB 

• No cardiac event in past 8 weeks 

• Optimised respiratory medication/therapy 

• Motivated to attend & complete the programme 

Excluded – unstable cardiac condition i.e. Angina, 
severe aortic stenosis, impaired cognitive function, other 
comorbidity disease with prognosis less than 6 months, 
awaiting results of investigations i.e. cardiac 



Rescue Packs 
• Rescue packs are both over and underused  

• Patients who frequently exacerbate (more than 2 per year) are 
most likely to benefit.  

• On optimised treatment 

• Able to understand the information provided 

• They need education alongside rescue packs – how to 
recognise exacerbations, risks and benefits, safety netting, 
alarming symptoms 

• Overuse of steroids – osteoporosis, diabetes, weight gain, 
cataracts, pneumonia.   

• Over use of antibiotics – antimicrobial resistance  

• Should be given alongside self management plans 



COPD Self Management Plan 

 



Prophylactic Antibiotic Therapy 

• Not indicated in smokers  

• Must have optimised non-pharmacological management 

• If continues to exacerbate frequently (4 or more per year), has 
prolonged exacerbations with sputum production or exacerbations 
resulting in hospitalisation can consider prophylactic antibiotics. 

• Sputum sample including TB 

• Training on effective sputum clearance. 

• CT scan  

• ECG  

• LFT’s 

• Review after 3 months then every 6 months. 

• You do not need to stop during an acute exacerbation.  



Methylxanthines (Theophylline) 

• Evidence shows only a modest bronchodilator effect 

compared with placebo in stable COPD.  

• Limited/contradictory evidence regarding the effect on 

exacerbation rates 

• Small therapeutic window 

• Many side effects – palpitations causes by arrhythmias, 

headaches, insomnia, nausea, heartburn.  

• Significant interactions with other commonly used drugs 



Long Term Nebulised Therapy 

Yes or No? 

• Not well evidenced 

• Side effects that include arrhythmia’s, tachyphylaxis  

(rapidly diminishing response to successive doses of 

a drug, rendering it less effective), failure to call help 

in an emergency.  

• BREATHE Service only recommend use of home 

nebulisers palliatively.  



LTOT assessment  

• Should be assessed in patients who have SpO2 < 92% or 

SpO2 ≤ 94% (on 2 separate occasions) with clinical 

evidence of peripheral oedema, polycythemia or 

pulmonary hypertension  

• Should be carried out when patient is in a clinically stable 

state (i.e. 6-8 weeks post exacerbation) 

• Indicated if PaO2 < 7.3kpa or < 8kpa with comorbidities. 

• Not routinely offered to patients for hospital discharge 

unless hypoxic on ABG and symptomatic. 



Role of the BREATHE Team 

• Alliance 

• KPI’s 

• Admission avoidance  

• ESD 

• HOT Clinic 

• HOS-AR 



 

 

Thank you  

Any Questions? 


