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COPD self-management plans are 
good for COPD patients
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All patients with a persistent cough for 
at least 3 weeks should be referred on 

a 2 week wait to a specialist lung 
cancer clinic.
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The most important measurement in 
the diagnosis of COPD is

A. a. FVC- Forced Vital 

Capacity

B. b. FEV1 - Forced 

Expiratory Volume in 1 sec 

C. c. RVC-Relaxed Vital 

Capacity (RVC)

D. d. FEV1/FVC ratio

E. e. Gas Transfer 
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Practice nurses should stop doing 
inhaler assessments and start doing 

pulmonary rehabilitation
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The Percentage of oxygen that comes 
out of the end of nasal cannulae at a 

flow of 2L/min is……..
A. 21%

B. 24%

C. 28%

D. 40%

E. 100%
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The most cost-effective treatment for 
COPD is………………………..

A. Smoking Cessation

B. Pulmonary Rehabilitation

C. Long-acting 
bronchodilators

D. Influenza Vaccination

E. Combination 
LABA/ICS/LAMA therapy
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Meet John……….

• Chest tight first thing in 
the morning

• Coughs up phlegm 
every morning before 
first cigarette for last 5 
years

• Sleeps through the 
night without difficulty

• Recently taken early 
retirement from the PO

• Examination: normal



What diagnosis can you confidently 
make already?

• “Productive cough 
every morning for at 
least 3 consecutive 
months for 2 
consecutive years in 
the absence of 
another cause”



Summary of Investigations

• 56 year old with wheeze

• Sputum production in the morning

• No asthma

• Lots of pack years

• Normal FEV1, FVC, FEV1/FVC ratio

• Normal ECG

• Hyperinflation on CXR

• No reversibility



Review Spirometry

Check the Relaxed Vital Capacity



Review Spirometry

• FEV1 3.47
(81% pred)

• FVC 4.32
(92% pred)

• FEV1/FVC 0.80

• RVC 5.12

• FEV1/RVC 0.68!!



Lung Function in Emphysema

NB. Emphysema has nothing to do with FEV1



Remember!!

A patient with a long smoking
history and “normal” spirometry
can have emphysema!!!



COPD in 2015: What’s new









Source: HSE
http://www.hse.gov.uk/copd/

http://www.hse.gov.uk/copd/






Pulmonary rehabilitation
An individually tailored  
multidisciplinary programme of 
care to optimise patients’ physical 
and social performance and 
autonomy 

Make available to all 
appropriate people,

including those recently 
hospitalised for an acute 
exacerbation

Tailor multi-component, 
multidisciplinary 
interventions to 
individual patient’s needs

Hold at times that 
suit patients, and in 
buildings with good 
access

Offer to all patients who 
consider themselves 
functionally disabled by 
COPD

NICE Clinical Guideline. Chronic obstructive pulmonary disease - management of chronic obstructive 
pulmonary disease in adults in primary and secondary care. Clinical guideline 102 update of 12.  
2010: (www.nice.org.uk/nicemedia/live/13029/49399/49399.pdf Last accessed Aug 2010)

Pulmonary Rehabilitation

http://www.nice.org.uk/nicemedia/live/13029/49399/49399.pdf


The Cycle of Inactivity

Fear of 

breathlessness

↓ Efficiency &

co-ordination

↓ Exercise 

tolerance

Inactivity

Muscle 

weakness

Depression



Evidence for Pulmonary 

Rehabilitation

Setting:

– Community based

– Hospital based

Long-term effects on healthcare resources:

– Reduced bed day usage1

– Change in frequency of primary care consultations

– Anxiety and depression in COPD respond better to pulmonary 

rehabilitation than drugs

Pulmonary rehabilitation immediately post acute exacerbation:3

– Safe 

– Improvements in exercise capacity and health status at three months

– Shown to reduce hospital admissions, readmissions and mortality

Both run by a specialist team

1. Garrod R, Backley R. Physical Therapy Reviews 2006; 11:1-5
2. The British Lung Foundation, The British Thoracic Society. 2002. Available at: Pulmonary rehabilitation survey 
http://www.lunguk.org/downloads/BLF_pul_rehab_survey.pdf.
3. Man WD, Polkey MI, Donaldson N et al. BMJ 2004; 329(7476):1209





The Past The Present

“I’ve been smoking 20 cigs a day for 
over 40 years. There’s not much point 
in me stopping now is there?”

“It’s never to late to stop actually. 
Let me tell you about all the good 
things that can happen. It’s really 
important that you stop smoking.”



The Present? The Future?

“I’m too breathless to exercise these days.
Can you really see me doing all those exercise
classes. I’m too old to Zumba!”

“You know, exercise is really 
one of the best treatments for 
your breathing problems. Let me 
tell you about it.”



PR is not just for
Naturally “fit people”

It’s for everyone!!!!

Watch this……………….



Watch This



The most cost effective treatment for COPD!



The London COPD ‘Value’ Pyramid 
(cost per QALY)

Triple Therapy

£35,000-
£187,000/QALY

LABA

£8,000/QALY

Tiotropium

£7,000/QALY

Pulmonary Rehabilitation

£2,000-8,000/QALY

Stop Smoking Support with 
pharmacotherapy £2,000/QALY

Flu vaccination £?1,000/QALY in “at risk” population 



Inhaled Therapy……….









Long-Acting Bronchodilators





An algorithm for COPD management?

Make the diagnosis!!!

Assess the symptoms

Smoking Cessation
Pulmonary Rehabilitation/Exercise Promotion
SABA PRN

Exacerbation Frequency

Increasing Severity…….



Chronic Obstructive Pulmonary Disease 
(COPD)

It’s not just about smoking It’s also about inflammation It’s about “phenotyping”



“Think COPD”

“I think you’ve got a chest infection”

“When was the last one?”

“How many pack years ?”

“Is this airway inflammation too?”



Chronic Obstructive Pulmonary Disease: 
Diagnosis, Symptoms, Exacerbations

FEV1/FVC ratio < 0.7

FEV1 % predicted

>80%
50-80% Mild
30-49% Mod
<30% Severe

>80% Mild
50-80% Mod
30-49% Severe
<30% Very Severe





The COPD Exacerbation………….



An algorithm for COPD management?

Make the diagnosis!!!

Assess the symptoms

Inhaled Steroid/LABA combinations

Smoking Cessation
Pulmonary Rehabilitation/ 
Exercise Promotion
SABA PRN

LAMA, LABA, Both

Exacerbation Frequency

Increasing Severity…….
What else?



COPD Self Management Plans

















NB: Primary outcome measure 
was time to first hospitalisation 
from COPD

90% power to reject null hypothesis 
was 960 patients













Brian……………….

• Treatment:
• Tiotropium Bromide Handihaler 18 

mcg
• Seretide 50/500 accuhaler 1puff bd
• Uniphyllin 200mg bd
• Azithromycin 250mg Mon/Wed/Fri
• Carbocisteine 750 mg bd
• Salbutamol nebs 5mg qds and PRN
• Oxygen 3l/min LTOT (20 hours/day)
• Simvastatin 40mg nocte
• Furosemide 40mg od
• Aspirin 75mg od



Original Article

Azithromycin for Prevention of Exacerbations of COPD

Richard K. Albert, M.D., John Connett, Ph.D., William C. Bailey, M.D., Richard Casaburi, M.D., 
Ph.D., J. Allen D. Cooper, Jr., M.D., Gerard J. Criner, M.D., Jeffrey L. Curtis, M.D., Mark T. 

Dransfield, M.D., MeiLan K. Han, M.D., Stephen C. Lazarus, M.D., Barry Make, M.D., Nathaniel 
Marchetti, M.D., Fernando J. Martinez, M.D., Nancy E. Madinger, M.D., Charlene McEvoy, M.D., 

M.P.H., Dennis E. Niewoehner, M.D., Janos Porsasz, M.D., Ph.D., Connie S. Price, M.D., John 
Reilly, M.D., Paul D. Scanlon, M.D., Frank C. Sciurba, M.D., Steven M. Scharf, M.D., Ph.D., 

George R. Washko, M.D., Prescott G. Woodruff, M.D., M.P.H., Nicholas R. Anthonisen, M.D., for 
the COPD Clinical Research Network

N Engl J Med
Volume 365(8):689-698

August 25, 2011



Study Overview

• Exacerbations of chronic obstructive pulmonary disease (COPD) are a 
source of substantial morbidity.

• In this randomized, controlled trial involving patients with moderately 
severe COPD, daily treatment with azithromycin for 1 year was 
associated with fewer exacerbations.



Proportion of Participants Free from Acute Exacerbations of Chronic Obstructive Pulmonary Disease (COPD) 
for 1 Year, According to Study Group.

Albert RK et al. N Engl J Med 2011;365:689-698



Brian………………….

• Feels more breathless

• Uncertain about phlegm- always difficult 
to cough up

• No change in ankle oedema

• Feels exhausted

• Maybe more drowsy than normal

• Recently discharged from hospital OPD 
as on “maximal therapy”

• Other co-morbidities: IHD and PHT



Brian………………..

• Resps 26/min

• Chest: expiratory wheeze and 
coarse crackles

• HS 1+2+0

• Ankles: swollen but not to knees

• BP 120/70

• Sats 88% on 3L nasal canulae

• Abdo: soft



Plan for Brian…………….?





Brian…….

• “I am not going into hospital again”

• “Please- there must be something else you 
can do!”

• “If I were a dog you’d take me to the vets to 
be put down!”







What happens to him in an ambulance?

100% Oxygen21% Oxygen



If you have a heart attack………?



Think about this…………..



“Lung Attack”



Then prevention may be easier…?

1st line 
therapy!!!

secondary



And the correct question is…………

LABA LAMA IS

“Why am I NOT prescribing
All three drug types?”



COPD Self Management Plans



Asthma in 2015: What’s new



SFL/SLK/08/36930/11. British Thoracic Society, Scottish Intercollegiate Guidelines Network. British Guideline on the Management of 
Asthma: A National Clinical Guideline. Revised Edition, 2008.

Permission to use granted by the British Thoracic Society.

Treatment for severe/difficult asthma?



Asthma Phenotypes



But……………………………………..



• 23 yr old male

• Chest Pain

– Sharp

– Sudden onset

– pleuritic

• Usually well

• No other PMHx

• Social:

– Teacher

– Alcohol 15U per week

– 5 cigs per day

• Well

• Apyrexial

• Chest Clear

• Sats 98% on air

• No chest wall 
tenderness

• FHx: Nil of Note

• Systems review: NAD



2008





2009



2010









Ultimately………..





What question did 
we forget to ask him?







UK Prevalence of Cannabis Smoking

 8% of 11-15 year olds smoke cannabis
Smoking, Drinking and Drug Use Among Young People in England in 2010, NHS Information Centre for Health and Social Care

Social Survey of 7,296 secondary school pupils aged 11-15 in 246 shcools

 1 in 5 young adults say they have recently used drugs, 
mostly cannabis              Healthy Lives, Healthy People White Paper 2010

HOSB. Drug Misuse Declared. 2009/2010 British Crime Survey, England & Wales

*Restrick et al  ERJ 2011; 776S

 1 in 3 tobacco smokers in an inner London hospital 
population also smoke cannabis*

 all groups in society

 have to ask not volunteered



Comparisons of cannabis and tobacco 
smoking

1 joint cf 1 cigarette same weight

3 x carbon monoxide levels

5 x tar deposition

No filter, shorter butt length, higher temperature

Deeper inspiration, breath-hold, Valsalva at maximum breath-
hold

0.4 g cannabis cf 1g tobacco per cigarette

Joint-year  - ‘one joint/day for 1 year’



UK Prevalence of Cannabis Smoking

 8% of 11-15 year olds smoke cannabis
Smoking, Drinking and Drug Use Among Young People in England in 2010, NHS Information Centre for Health and Social Care

Social Survey of 7,296 secondary school pupils aged 11-15 in 246 shcools

 1 in 5 young adults say they have recently used drugs, 
mostly cannabis              Healthy Lives, Healthy People White Paper 2010

HOSB. Drug Misuse Declared. 2009/2010 British Crime Survey, England & Wales

*Restrick et al  ERJ 2011; 776S

 1 in 3 tobacco smokers in an inner London hospital 
population also smoke cannabis*

 all groups in society

 have to ask not volunteered



June 2012









Hold smoke for ………..

4 x longer



COPD

Ca Bronchus

Pneumothorax

Respiratory Infections



Take Home Messages………..?

• Routinely ask about 
illicit drug use

• Perform surveillance 
PFTs in patients on drug 
programmes?



Productive Cough



Haemoptysis



Haemoptysis- How much is enough?



Haemoptysis- how often is enough?

What triggers a referral under
the 2-week wait?

What triggers a non-urgent
referral?

What makes you think of a 
diagnosis of bronchiectasis?



Haemoptysis- the history tells you loads

Childhood Pneumonia
Recurrent infections
Severe Pneumonia
Immunosuppression
Cystic Fibrosis
Sputum Production all day



Haemoptysis- the uncertainties

The Art of Medicine is
still important

The science of medicine compliments it



Haemoptysis: The Question?

“Why am I not
sending this
person for 
a CXR?







30 second approach

• Ask

• Advise

• Assist

• Arrange

Do you smoke?

Would you like my/our help to stop smoking

(because there are treatments available)?

Would you like to stop?

Encourage patient to arrange a (double) appointment with GP/nurse/ 

smoking cessation counsellor and provide patient with leaflet

y

y

y

Record on patient’s notes

Provide patient with leaflet offer 
future help if needed

Reinforce the idea that you/your 
team can help



Video Clip




