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GOLD or NICE? NICE or GOLD? 



MANAGING THE PATIENT WITH 
COPD 



Is it COPD? 

• Risk factor(s) 

• Symptoms 

• Post-bronchodilator Spirometry 

 





How severe is it: physiology? 

FEV1/FVC < 0.7 

• Mild 

– FEV1 > 80% 

• Moderate 

– FEV1 50-79% 

• Severe 

– FEV1 30-49% 

• Very Severe 

– FEV1 < 30% 

FEV1/FVC < 0.7 

• GOLD Stage 1 

 

• GOLD Stage 2 

 

• GOLD Stage 3 

 

• GOLD Stage 4 



How severe is it: symptoms? 



What are the disease characteristics? 
(phenotyping) 

• Exacerbation frequency? 

– Frequent 

– Infrequent 

• Inflammatory/asthmatic features? 

• Bronchitic or emphysematous profile? 



Any co-morbidities? 



Treatment: what do I need to think 
about, even BEFORE the airways? 

• High value interventions 
– Smoking Cessation 
– Pulmonary Rehabilitation 
– Vaccinations 

• Nutrition 
• Mental Health 
• Bones 
• Cardiovascular co-morbidities 

 
• Rescue medication/Exacerbation advice 
• Keeping well advice 
• Named contact 



Top tips for keeping well! 





Eosinophilic 
Steroid response 

Airways’ hyper-reactivity 
Dry cough 

Asthma profile 
 
 

Eosinophilic/Neutrophilic 
Some steroid response 

Mixed symptoms 
Asthma/COPD profile 

Neutrophilic 
Poor steroid response 

Bronchitic cough 
‘pure’ COPD profile 

(bronchitis/emphysema) 

Treating the airways: considering the 
inflammatory profile 



Treating the airways 

Mild or moderate disease 
Fewer symptoms 

No Inflammatory Symptoms 
Not eosinophilic 

Infrequent exacerbations 
 
 
 
 

More severe disease 
More symptoms 

Inflammatory Symptoms 
Eosinophilic 

Exacerbations 

LAMA 
 

Or 
 

LAMA/LABA 
 
 

LAMA/LABA 
 
 
 

LAMA/LABA/ICS 
 

 



Does my patient (still) need inhaled 
corticosteroids? 

• Yes if: 

– Past/ongoing asthma 

• Probably yes, if: 

– Inflammatory features 

– Eosinophils > 0.3 

– Advanced disease with 
frequent exacerbations 

 

 

• Probably no, if: 

– No past/ongoing asthma 

– Mild/moderate disease 

– Few exacerbations 

– Eosinophils < 0.3 



Should I/How should I withdraw this 
patient’s ICS? 

• Consider withdrawal if: 

– No prior/continuing asthma 

– Non-eosinophilic 

 

• If withdrawing: 

– Do so slowly, reducing the ICS over several months 

– Monitor symptoms and exacerbation rate 



What about exacerbations? 

• Treatment duration? • Long-term macrolides? 



Somerset 2-page synopsis 



Volume reduction for emphysema? 





SOME INFORMATION FORM THE 
NATIONAL COPD AUDIT 



Primary Care - Demographics and comorbidities 

Mental health problems were common: 

30.1% 
Depression 

7.8% 
Severe mental 

illness 

30.5% 
Anxiety 

50.5% Male 

49.5% Female 

82,696 Patients included 

Patient demographics Patient comorbidities 

The average age was 

had hypertension 

had coronary heart disease 

52.7% 

40.0% 



Only 11.1% of patients diagnosed within the last 2 
years had a record of the gold standard diagnostic test 
for COPD (post-bronchodilator FEV1/FVC; 339m). 

Primary Care - Getting the diagnosis right 
Spirometry 

54.3% of patients diagnosed within the last 2 years 
had a record of any spirometry ratio with a result 
consistent with COPD.  

8.5% of patients had a result 
for this test (339m) that was 
consistent with COPD. 

2.7% of patients had a 
result recorded for 339m 
that was inconsistent with 
COPD or was invalid. 



Primary Care - Assessing severity and future risk 

Recording of MRC score in the past year Smoking status recorded in the past year 

Exacerbations (using a validated methodology) 

58.1% of patients had 0 exacerbations in the past year 

Not asked 
about 
smoking 

Current 
smoker 

41.8% 

22.6%  9.2% 

26.5%  

Ex-smoker 

Never 
smoked 

14.6% of patients had >2 exacerbations in the past year 

7.7% 

26.8% 

16.6% 

8.5% 
1.4% 

39.1% 

MRC score 1 MRC score 2

MRC score 3 MRC score 4

MRC score 5 MRC score not recorded

18.3% of patients had 1 exacerbations in the past year 

9.0% of patients had 2 exacerbations in the past year 



Primary Care - Providing high value care 

34.0% 

50.2% 

12.5% 

46.9% of patients prescribed an inhaler had their inhaler technique checked 
in the past year 

of patients had not received a flu vaccination between 1 August 2016 
and 31 March 2017. 

of patients with an MRC score of 3-5 had a record of pulmonary 
rehabilitation referral in the past 3 years. 

of smokers had a record (in the past 2 years) of: 
• having received/referred to a combination of behavioural change 

intervention and, 
• prescribed smoking cessation pharmacotherapy. 



Readmission 30/90 days after index discharge 

12% were readmitted at least once 
within 30 days owing to COPD. 

23% were readmitted at least once 
within 90 days owing to COPD. 

Patients who were readmitted 
for any reason within 30 days 
(24%), and within 90 days (43%). 



Readmission 30/90 days after index discharge 

 
Readmission 

rates 
increase 
with:* 

• Deprivation 
• Age 
• Number of co morbidities 
• Longer LOS 
• Disease severity markers 

• Higher MRC score 
• Higher GOLD stage 
• Low initial pH 
• NIV management on HDU 

during admission 

* P < 0.01 



Previous/recent admissions prior to the index 
admission 

36% of patients had ≥ 
1 admission in the 
prior 90 days 

51% of patients had  
≥  1 admission in the 
prior 180 days 

65% of patients had  ≥ 1 
admission in the prior 
365 days 



PR - health status improvements 
 

 

For every 100 patients who 
completed the 6MWTᴬ or the ISWTᴮ 
both at assessment and discharge: 

 
• 63 improved by more than the 

MCIDᶜ, 
• 20 improved but by less than the 

MCID, and 
• 17 had no change or a worse 

score. 

ᴬ Six minute walk test 
ᴮ Incremental shuttle walk test 

ᶜ Minimal clinically important difference 



PR - Admission rates 

 

19% 

30% 

Patients assessed for PR

180 
days 

90 
days 

People with at least one admission 
within 180 days of PR assessment 

People who 
completed 
PR 

People who 
did not 
complete 
PR 



PR - Mortality within 180 days 
 

Overall mortality following 
assessment for PR: 

In patients who 
did not 
complete PR, 
mortality was 
3.2%. 

In patients who 
did complete 
PR, mortality 
was 0.5%. 



Growth in COPD admissions by 
Practice 



Pulmonary Rehab referrals 



SOME EMERGENT INFORMATION: 
LUNG GROWTH PROFILES 



Bui, Lancet Respir Med 2018; 6: 535–44 



Bui, Lancet Respir Med 2018; 6: 535–44 



Take home messages 

• Is the diagnosis, staging and phenotyping correct? 

• Have co-morbidities and nutrition been optimised? 

• Have high value interventions been instigated? 
– Smoking cessation 

– Vaccinations 

– Pulmonary rehab 

• Is the patient on appropriate inhaled treatment? 

• Has the risk of admission/readmission been 
considered? 

• Has the patient an exacerbation plan and a contact? 


