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	 The aim of this protocol is to provide a framework for qualified nurses to care for patients who have been diagnosed with COPD within general practice. This advice is based on NICE1 , GOLD 2 and the Somerset respiratory networks guidance and must be used in conjunction with this protocol as patients present or via formal COPD clinics.

Please also bear in mind this document is aimed at processes and that it does not reflect the individual care and expertise you need to provide for your patient group




        Practice Address       
                                 Total practice population         COPD population

Somerset Average is 1.62% - if your practice is different – are you aware why this might be the case?
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Aims of COPD Assessment 1
To determine the severity of the disease, its impact on patients health status, and the risk of future events (exacerbations, hospital admissions, death) in order to guide therapy. Assess the following aspects of the disease separately;
· Symptoms (COPD assessment test CAT 2)
· Degree of airflow limitation (using spirometery)
· Risk of exacerbations 

· Comorbidities

Aims of  COPD Care

· Monitoring and attempting to ensure the best COPD patient care is maintained through early and accurate diagnosis.

· To keep an updated register of these patients

· Promoting best control of symptoms, prevention of complications, improved patient quality of life by adhering to the updated NICE3 Guidelines in conjunction with the local Somerset Respiratory Guidance (see appendix1).

· Increasing the patient's understanding and awareness of their condition and its available treatments to enable them to function as normally as possible within their usual family set up.
· Assessing changes made to patient management through review and follow‑up appointments.

· Helping to minimise the incidence of crisis leading to hospital admission and acute exacerbations, and developing individualised education programmes in COPD care treatment. This may enable the patient to adjust medication at appropriate times in order to maintain as 'normal' a lifestyle as possible. 

Patient Identification
Patients are usually referred to the COPD clinic by a clinician who suspects the patient may have COPD  
These can be identified for assessment for COPD as follows (NICE3):

· Over 35 and Smokers or Ex Smokers AND
· Have any of these symptoms:

· Exertional breathlessness

· Chronic cough

· Regular sputum production

· Frequent winter ‘bronchitis’

· Wheeze

· A screening spirometry can be used at this point with the small hand-held spirometers such as Piko-6 or 12. This would be to ascertain abnormal spirometry before sending for full spirometry testing which is used for the annual reviews.
If COPD is suspected then:

· Recording smoking status and smoking history & calculate smoking pack years. (Number of cigarettes smoked divided by 20 & multiplied by the number of years smoked)

· Past medical history & family history of lung problems‑ including previous diagnosis of heart disease etc.
· Record exacerbations, e.g. increased use of bronchodilators, chest infections, hospital admissions, etc. If frequent > 2/year then refer to Respiratory network Guidance (Appendix 1)
· Record current therapy if any including daily bronchodilator use ‑ regular or symptom relief or both if appropriate

· Record height and weight and BMI.

· Record daily symptoms e.g. shortness of breath, cough and wheeze.(CAT2 score and or MRC Dyspnoea Scale (Appendix 2)
· Record weight loss, waking at night, ankle swelling, fatigue, chest pain, haemoptysis, occupational hazards

· Record Comorbidities, cardiovascular disease, osteoporosis, depression and anxiety, skeletal muscle dysfunction, metabolic syndrome and lung cancer.

· Assess degree of airflow obstruction by spirometry if values are that of COPD then:
· Perform Bronchodilator reversibility – National spirometry guidance can  be obtained here http://www.pcc-cic.org.uk/sites/default/files/articles/attachments/spirometry_e-guide_1-5-13_0.pdf
· If reversibility is negative add  patient  to COPD register

· Record disease severity

· Notify GP

The COPD register 

The COPD register is maintained on the practice computer. When a new diagnosis of COPD is made, it is entered on the patient's computer record. A search is also required to detect those patients who receive COPD medication, but in whom the COPD disease code is missing to arrange review and coding. 

Clinical procedures 

For more details on the diagnosis and management of COPD access the COPD navigator App on your desktop or COPD Network Guidance appendix 1.
Call and recall 

Priority is given to patients whose COPD is poorly controlled or a frequent exacerbator. This is determined by using the practice/pharmacy database to filter patients who are having 2 or more courses of antibiotics and or steroids in a year. 

Definition of exacerbation (NICE3)

An exacerbation is a sustained worsening of the patient’s symptoms from his or her usual stable state that is beyond normal day-to-day variations, and is acute in onset. Commonly reported symptoms are worsening breathlessness, cough, increased sputum production and change in sputum colour. The change in these symptoms often necessitates a change in medication.
As near to the first of the month as possible the COPD report will be run & patients will be sent a letter inviting them to make an appointment in the COPD clinic or when convenient to them ± a QOL questionnaire i.e. CAT2.  This is their annual review.  They will receive a total of 3 invitations in all before an exception code is entered into their notes & moving their recall date onto another year.   

Book a 15 minutes follow‑up appointment within 4-6weeks if there is a change in treatment or it is thought necessary.
Education and initial assessment of newly-diagnosed patients 

Initial Consultation after diagnosis:

· Implementation of appropriate, regular treatment, based on current NICE3 & the current guidelines from the Somerset Respiratory Network Guidelines and COPD Navigator App.

· Advise annual influenza vaccine & check single pneumococcal vaccine has been given if not, offer it to the patient.

· Blood tests to exclude anaemia, polycythaemia, Us & E. and alpha anti‑trypsin deficiency, if indicated .(< 40yrs age, minimal smoking Hx or family Hx)
· CXR may be indicated if not had in 3yrs (discuss with GP)

· Check and record smoking status – refer for smoking cessation if patient is ready

· Record activity and exercise tolerance using the MRC dyspnoea scale (Appendix 2)

· Check inhaler technique and compliance
· Ask & record depression questions such as Hospital Anxiety and Depression score (Appendix 3)
· Refer to pulmonary rehabilitation  (see COPD Navigator App.)

· Brief explanation of COPD (at this stage careful not to overwhelm patient with info). 

· Make appointment for return in 1 month.

· Consider desired areas of understanding 

· The nature of the disease 

· Treatment 

· How to take treatment 

· Measurement and monitoring
· Nutrition

· Exercise

· Palliative care 

· When to seek help 

Assess the need for oxygen therapy in people with any of the following  (NICE3)
· very severe airflow obstruction (FEV1 less than 30% predicted)

· cyanosis

· polycythaemia

· peripheral oedema

· a raised jugular venous pressure

· oxygen saturations less than or equal to 92% breathing air.
Continuing education 
Education should be a ‘drip affect’ which is little and often concentrating on the gaps in knowledge rather than repeating information. Recording what has been discussed so the next clinician can discuss another topic or ascertain understanding of previous topic dependant on its importance.

First follow-up visit
· Check inhaler technique. 

· Record MRC and /or CAT
· Introduce self-management plan

· What to do in an exacerbation see Somerset COPD Self-Management plan (appendix 4)
· Record smoking status

· Further education - ask if any questions!
· Effect of drugs on their breathlessness i.e. do they help and for how long

· Make next appointment. 

· Consider desired areas of understanding 

· The nature of the disease 

· Treatment 

· How to take treatment 

· Measurement and monitoring

· Nutrition

· Exercise

· Palliative care 

· When to seek help 

Six-monthly/yearly visit (frequency depends on severity) 
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Table 3. Follow-up of people with COPD in primary care

Assess:
® Smoking status and desire to quit
® Adequacy of symptom control:

- breathlessness

— exercise tolerance
— estimated exacerbation frequency

Assess:
® Smoking status and desire to quit
® Adequacy of symptom control:
- breathlessness
— exercise tolerance
— estimated exacerbation frequency

® MRC dyspnoea score

o

® Presence of complications ® Presence of cor pulmonale

o Effects of each drug treatment ® Need for LTOT

© Inhaler technique © Nutritional state

® Need for referral to specialist and therapy ® Presence of depression

services o Effects of each drug treatment

® Need for pulmonary rehabilitation © Inhaler technique
o Need for social services and occupational therapy input
© Need for referral to specialist and therapy services
® Need for pulmonary rehabilitation

Measure: Measure:

e FEV;and FVC e FEV, and FVC

o BMI o BMI

® MRC dyspnoea score
® Oxygen saturation of arterial blood (Sa0,)
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Self -management plan 

See separate Somerset Respiratory Network COPD Self-management plan (appendix 4).

Staffing 

Practice nurses are appropriately trained via the………………………………… COPD Diploma Course. The Practice maintains its connection with PCRS. In-practice educational sessions relating specifically to asthma are held at intervals. Keep updated via LMC/SGPET Practice Nurses Respiratory Network.
Clinic Template

COPD clinics run on 








The allotted time for new patients is 30min, follow up 15min and annual review 30min. Dependant on whether spirometry and inhaler technique is involved in the consultation process the time may need to be extended by 10mins.

The templates need to be reviewed regularly, old templates removed to avoid confusion and current read codes embedded. 

Referral policy 

· Refer to GP if patient's treatment is no longer effective.

· Refer to GP if blood tests or chest X‑ray are abnormal.

· Any doubt in diagnosis. 

· Rapid loss of Fev1(500mls over 5yrs)
· Abnormal symptoms

· If history of unexplained, worsening cough or SOB for more than 3 weeks  

· Report haemoptysis or chest pain

To Lead Respiratory GP and or Secondary Care Specialist Clinician.

Referral should be considered for: 
	Reason 
	 Purpose 

	 There is diagnostic uncertainty 
	 Confirm diagnosis and optimise therapy 

	 Suspected severe COPD 
	 Confirm diagnosis and optimise therapy 

	 The patient requests a second  

 opinion 
	 Confirm diagnosis and optimise therapy 

	 Onset of cor pulmonale 
	 Confirm diagnosis and optimise therapy 

	 Assessment for oxygen therapy 
	 Optimise therapy and measure blood gases 

	 Assessment for long-term  

 nebuliser therapy 
	 Optimise therapy and exclude inappropriate 
 prescriptions 

	 Assessment for oral 
 corticosteroid therapy 
	 Justify need for long-term treatment or 
 supervise withdrawal 

	 Bullous lung disease 
	 Identify candidates for surgery 

	 A rapid decline in FEV1 
	 Encourage early intervention 

	 Assessment for pulmonary 
 rehabilitation 
	 Identify candidates for pulmonary rehabilitation 

	 Assessment for lung volume 
 reduction surgery 
	 Identify candidates for surgery 

	 Assessment for lung 
 transplantation 
	 Identify candidates for surgery 

	 Dysfunctional breathing 
	 Confirm diagnosis, optimise pharmacotherapy 
 and access other therapists 


Factors to consider as to where you would manage an exacerbation (NICE3)
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Table 4. Factors to consider when deciding where to manage exacerbations

Able to cope at home No
Breathlessness Mild Severe
General condition Good Poor/deteriorating
Level of activity Good Poor/confined to bed
Cyanosis No Yes
Worsening peripheral oedema No Yes
Level of consciousness Normal Impaired
Already receiving LTOT No Yes
Social circumstances Good Living alone/not coping
Acute confusion No Yes
Rapid rate of onset No Yes
Significant comorbidity (particularly cardiac
disease and insulin-dependent diabetes) No Yes
Sa0, < 90% No Yes
Changes on chest X-ray No Present I~
Arterial pH level >7.35 <7.35
&Arterial Pa0, > 7 kPa <7 kPa /
szrxiteon |
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At Home
Investigations

· Sputum culture is not normally recommended

· Use pulse oximetry if the exacerbation is severe

Monitor recovery

· Arrange appropriate review

· Establish on optimal therapy

· Arrange multidisciplinary assessment if necessary

· Give clear instructions about correct use of medications (including oxygen) and stopping corticosteroid therapy. Ensure patients are aware of the optimum duration of treatment and the adverse effects of prolonged oral corticosteroid therapy

Person-centred care (NICE 3)

Treatment and care should take into account people’s individual needs and preferences. Good communication is essential, supported by evidence-based information, to allow people to reach informed decisions about their care. Follow advice on seeking consent from the Department of Health if needed. If the person agrees, families and carers should have the opportunity to be involved in decisions about treatment and care.

References
1. NICE 2010, COPD: Management of COPD in adults in primary and secondary care, NICE Clinical Guidance 101, http://www.nice.org.uk/nicemedia/live/13029/49399/49399.pdf
2. CAT, COPD Assessment Test, http://www.catestonline.co.uk/hcpgetting.htm
3. GOLD, 2013 Pocket guide to COPD, Management and Prevention, A Guide for Health Car Professional, http://www.goldcopd.org/uploads/users/files/GOLD_Pocket_2013_Mar27.pdf
4. DOH, 2011, NHS Outcomes Framework  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/135554/dh_123138.pdf.pdf
Additional resources

NICE COPD Pathway, http://pathways.nice.org.uk/pathways/chronic-obstructive-pulmonary-disease
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Appendix 1- Somerset Respiratory Network COPD Guidance
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Appendix 2: MRC Dyspnoea Scale
1. Not troubled by breathlessness except on strenuous exercise.

2. Short of breath when hurrying or walking up a slight hill.

3. Walks slower than contemporaries on the level because of breathlessness or has to stop for breath when walking at own pace.

4. Stops for breath after walking about 100m or after a few minutes on the level.

5. Too breathless to leave the house or breathless when dressing or undressing.

Appendix 3: Hospital Anxiety and  Depression Score (HAD)
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Appendix 4: Somerset COPD Self -Management Plan


[image: image5.emf]FINAL Somerset  COPD SMP November 11.pdf


Click to view

Somerset Respiratory Network/Somerset Practice Nurse Network/DL/2013

1 | Page
Somerset Respiratory Network/DL/2013


_1431847627.pdf









_1431848187.pdf


Somerset Chronic Obstructive
Pulmonary Disease (COPD) Services


QUICK REFERENCE 
SELF MANAGEMENT PLAN


Belonging to:
Name: …………………………………...


Date of Birth: ……………………….…..


My contact for advising me is:


……………………………………………


Their contact number is: 


……………………………………………


Baseline SaO2: ..………..%


Useful tips


• If you are still smoking, then STOP. You can seek advice from 
your GP Practice or call Somerset NHS Stop Smoking Service 
Helpline 0303 0339840


• If you are breathless when you eat, try eating little but often to 
maintain your normal weight


• Have your flu vaccination (annually, October), Pneumonia once 
only


• See your GP or Practice Nurse or Specialist regularly or as 
requested


• Drink adequate fluids (1 litre a day if you are eating well, 
increase this amount if you are not)


• Exercise daily, you will do yourself no harm 


• Plan ahead and allow time to do things


• Use fans in hot weather and wrap up in cold weather


• Keep note of the dates you take antibiotics and if you take more 
than one course in a month contact your Doctor or nurse


• It may be helpful to use sputum clearance and relaxation 
techniques (please ask if you have not been taught these)


Produced by Somerset Respiratory Network, March 2012







If you have any of the following combination of 
symptoms for longer than 24 hours:


• Increased or different cough with more sputum than usual


• Different coloured sputum i.e. yellow or green on more than one 
occasion


• Feeling more breathlessness and wheezy at rest and during 
activity


• Waking up feeling short of breath at night


• Your inhalers do not work as well as normal or do not last as long


Together with:
• Increasing shortness of breath and unable to keep up with your 


normal activities


If you experience two or more of the above 
symptoms and you have felt like this for more than 


a full day, please start your ‘just in case’ 
medication as shown on next page.


My ‘Just in case’ prescription is:


Name Dose/Frequency


Antibiotics


Steroids


Reliever


Start a course of Antibiotics and start a 
course of steroids


While taking “just in case” medications, you should also 
continue with your usual treatments unless otherwise advised.


Please inform your doctor if you start “just in case” 
medication. He/she will then know you are unwell and can also 
arrange for a repeat prescription. 


You may also increase your ‘reliever medication’ during this 
time of difficulty to: 


……………………………………….………………………………...


Consult your Doctor or Nurse (see front sheet) if:


• There is still no improvement in temperature, sputum or cough 
after 3-4 days


• Your ankles swell
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SOMERSET COPD SERVICES 


GUIDANCE FOR MANAGING ESTABLISHED COPD 
IN ACCORDANCE WITH NICE RECOMMENDATIONS 


 


INITIAL NOTES  


 At diagnosis –  Determine whether there is airflow obstruction (FEV1/FVC <70%). 
 Stage according to NICE/GOLD guidance: mild, moderate, severe, very severe (GOLD 1-4). 
 Note exacerbation frequency (infrequent ≤ 2, frequent >2 per annum) to risk stratify. 
 Do they seem bronchitic predominantly? These patients tend to run into problems with 


more frequent flare-ups. 
 


 General Advice  Actively promote smoking cessation 
 Vaccinations 
 Self-care: all need a personalized plan (Link to Plan), with named contact 
 Lifestyle advice: Exercise, activity, consider respiratory physiotherapy for sputum 


clearance advice 
 If BMI>25 or < 20, dietary advice (Remember Vitamin D levels are often low in COPD) 
 Consider pulmonary rehabilitation for MRC 3 and above 


 
 


CHRONIC DISEASE MANAGEMENT (See NICE guidance for detail and links to outcome measures– NICE) 
Trials of bronchodilators should be for 6-8 weeks and ICS/LABA 3 months. 
 
  


SOB, Infrequent Exacerbator 
(≤ 2 per annum) 


SOB, Frequent Exacerbator 
(>2 per annum) 


Mild 
(GOLD I) 


FEV1 > 80% predicted but 
SOB & FEV1/FVC < 70% 


Short-acting β2/anticholinergic  Consider  Long acting 
anticholinergic (LAMA) 


Moderate 
(GOLD II)  


FEV1 50-80% predicted Long acting beta agonist (LABA) 
or Long acting anticholinergic 
(LAMA) 


Consider LAMA,  could add 
LABA/ICS if ineffective 
 


Severe 
(GOLD III) 


FEV1 30-50% predicted LAMA, consider LABA/ICS if 
ineffective 


LABA/ICS + consider adding 
LAMA if ineffective 


Very severe 
(GOLD IV) 


FEV1 <30% predicted LABA/ICS, consider adding 
LAMA 


LABA/ICS + LAMA 


 


EXACERBATIONS (ENSURE YOU FOLLOW-UP AT 2 WEEKS: Call/Consultation) 
The aim is to transform frequent into infrequent exacerbators. 


 Infrequent Exacerbator Frequent Exacerbator 


Antibiotics/prednisolone 
 
       Start when increase in sputum/SOB 
        


       Ensure patient has individualized COPD  
         self-care plan 
 


Amoxicillin 500mg tds) or 
Doxycycline (100mg od) as 
1st line 


Amoxicillin 500mg tds or 
Doxycycline (100mg od) as 
1st line. 


Clarithromycin (500mg bd, 
Penicillin allergic) or Co-
trimoxazole (960mg bd) 2nd 
line 


Clarithromycin (500mg bd, 
Penicillin allergic) or Co-
trimoxazole (960mg bd) 2nd 
line 


1 week of antibiotics 10-14 days antibiotics 


 Prednisolone 30mg daily for 
7 days 


Prednisolone 30mg daily for 
10-14 days 


 


SELF CARE PLANS Link to Plan Link to Plan 


 


BRONCHITIC PATIENTS 
Patients with tenacious sputum should trial carbocysteine 750mg tds for 4 weeks. If effective reduce to bd. Remember, you 
may need longer prednisolone/antibiotic courses for these cases, as above. Culture sputum if poorly responsive to repeated 
antibiotics. Such patients may benefit from respiratory physiotherapy. Consider bronchiectasis if sputum copious. 


 
CONTACTS:  
 Community COPD Service:  0845 880 9989  
 Taunton Hospital COPD Team (THREADS) – Direct line 01823 344756 or Mobile 07788725139 
 Yeovil Hospital Respiratory Team – Direct line 01935 384691 


(Services also available in Choose and Book) 


 



http://intranet.tsft.nhs.uk/portals/Respiratory/FINAL%20Somerset%20COPD%20SMP%20November%2011.pdf

http://www.nice.org.uk/CG101

http://intranet.tsft.nhs.uk/portals/Respiratory/FINAL%20Somerset%20COPD%20SMP%20November%2011.pdf

http://intranet.tsft.nhs.uk/portals/Respiratory/FINAL%20Somerset%20COPD%20SMP%20November%2011.pdf





 


 
 


 


 


TOP TIPS FOR COPD MANAGEMENT: remember always to offer smoking cessation support 


 
1. DIAGNOSIS: Determine whether there is airflow obstruction (FEV1/FVC<70%), how severe it is (ie GOLD stage I-IV), note exacerbation 
frequency and co-morbidities. Aim to transform frequent into infrequent exacerbators and optimize treatment of co-morbidities i.e. risk stratify. 
 
History: Remember to note yearly exacerbation frequency, as this will guide therapy choices. Try and understand whether your patient has a 
bronchitic (ie more airways symptoms such as cough/sputum/tightness/wheeze) or emphysematous profile (more often breathlessness alone). 
Those with a bronchitic profile tend to form the frequently exacerbating group. Use MRC score to grade dyspnoea. Depression is present in 
about 30% of patients and more than 30% have significant cardiovascular disease.  
 
Examination: Assess for co-morbidity, in particular CVS disease which confers a worse prognosis. Oedema in combination with low 
saturation suggests there may be cor pulmonale. Remember osteoporosis is common in severe cases. Note BMI – a low BMI in particular is 
an adverse prognostic factor but those with high BMI are at greater risk of developing sleep disordered breathing and respiratory failure. 
 
Investigations: Perform spirometry in any smoker > 35 presenting with new bronchitis as this may be the first sign of COPD. At diagnosis, 
request CXR, FBC, note BMI & saturation. DIAGNOSIS IS BY POST-BRONCHODILATOR SPIROMETRY (see quick guidelines – NICE) 
 


Obstructive spirometry Medical Research Council Dyspnoea Scale Common Co-Morbidities 


Mild disease (GOLD Stage 1): FEV1 >80% predicted but 
FEV1/FVC < 70% & SOB                                                            


MRC 1 Not troubled by breathlessness except on 
strenuous exercise 


Any Cardiovascular disease Asthma 


Moderate (GOLD stage 2) FEV1 50-80% predicted MRC 2
  


Short of breath when hurrying or walking up a 
slight hill  


Reflux Musculoskeletal problems 


Severe (GOLD stage 3)   FEV1 30-50% predicted MRC 3 


  
Walks slower than contemporaries on the level 
because of breathlessness, or has to stop for 
breath when walking at own pace  


Diabetes Lung cancer (2% of admissions w 
exacerbation) 


Very Severe (GOLD stage 4) FEV1 < 30% predicted MRC 4   Stops for breath after about 100 m or after a few 
minutes on the level  


Osteoporosis Sarcopenia (i.e. poor muscle bulk) 


 MRC 5 Too breathless to leave the house, or breathless 
when dressing or undressing  


 Depression 


 
Reversibility and separating COPD from asthma: to diagnose COPD, use history and post-bronchodilator spirometry. Asthma not 
uncommonly co-exists with COPD and, if diagnosis is unclear, you could try 2 weeks of Salbutamol 2 puffs qid, using a peak flow chart to see 
if there is reversibility and/or upward trend. For COPD, you wouldn’t expect to see more than a 400ml change. If still unclear, and asthma a 
consideration, give a 6-8 week trial of inhaled Beclomethasone or equivalent at 400mcg bd. People with asthma should have substantial 
response to steroid (>400mls or serial peak flow measurements showing >20% diurnal variation or day to day variability), but those with COPD 
generally won’t.  
 


2. FURTHER MANAGEMENT: Post-Bronchodilator spirometry to diagnose. Peak Flow trends can be useful to follow progress over time and 
values tend to drop off pre-exacerbation. However, do not judge treatment responses on figures alone. Use symptoms and scores such as 
MRC breathlessness scale. Health status is often impaired in COPD and the CAT quality of life questionnaire can be a useful tool to ascertain 
subjective responses to treatment or as a baseline measure (CAT). Be logical when trying inhalers as per guidance overleaf, remembering that 
the frequent exacerbators require more treatment and surveillance. The more severe the disease, the more intensive the treatment. A 
comprehensive annual or bi-annual review is necessary, dependent on disease stage or stability. Ideally bi-annual for patients with severe/very 
severe disease (GOLD III/IV) and frequent exacerbators. 
 
3. LONG-ACTING BRONCHODILATORS: These agents are used more widely now.  Tiotropium, Salmeterol, Eformoterol & Indacaterol are 
beneficial, but not consistently so. Eformoterol/Salmeterol have quicker onset of action. Tiotropium (anticholinergic) and Indacaterol (β-agonist) 
are once daily. The former reduces exacerbations but the latter may give superior symptom relief to tiotropium in moderate and severe cases. 
 
4. COMBINATION LONG-ACTING BETA AGONIST/STEROID INHALERS (LABA/ICS): Flexibility of steroid dosing is less with these than 
separates but trials data show they are highly suitable for frequently exacerbating patients or those with FEV1<50% predicted. 


 


5. TRIPLE THERAPY: i.e. LABA/ICS + LAMA: reserve for frequently exacerbating patients with FEV1<50% predicted; but in reality, they will 
mainly be severe/very severe cases with GOLD stage III/IV spirometry. 
 


6. NEBULISERS:  Nebuliser assessment should be considered for patients who have continuing problems with wheeze in spite of using other 
inhaler combinations as per guidance. Nebulisers should not be prescribed without a formal assessment by Community COPD team. This can 
also be done in the acute hospitals if already in their care. Consider the risks of high dose βagonist/anticholinergic in those with CVS disease. 
 


7. PULMONARY REHABILITATION: Pulmonary rehabilitation should be considered for all patients with a MRC dyspnoea score of 3 and 


above. It is particularly beneficial to those patients who have had a recent hospitalization due to COPD exacerbation. Courses are now run 


frequently by Community COPD Team. TRANSPORT IS PROVIDED. 
 


8. OXYGEN THERAPY: Patients should be assessed for long-term oxygen therapy if their oxygen saturation is ≤92% (breathing air, at least 5 
weeks clear of an exacerbation). Please refer to Community COPD team through Choose and Book. Some patients with saturation more than 
92% with but either FEV1 <30%/polycythaemia/peripheral oedema may also benefit: best to refer these for specialist opinion if unsure, 
 


9. END OF LIFE: End of life issues should ideally be broached before the patient reaches the end stage of their disease (eg preferences for 
place of death, advanced directives). Consider FEV1, multiple admissions, use of oxygen, multiple co-morbidities as possible indicators, but 
seek another opinion if unclear. Enter onto local End of Life Care Registers if appropriate, Involve palliative care teams and/or Community 
Matrons.  
 


10. PATIENTS TO REFER FOR CONSULTANT-LED CHEST CLINIC ASSESSMENT:  Referral for advice, specialist investigations or 
treatment may be appropriate at any stage of disease, not just for people who are severely disabled: 
 


 Unclear diagnosis/Unexplained symptoms 


 Rapidly progressing disease 


 Poor response to treatment 


 Suspected cor pulmonale (JVP/oedema) 


 Unexplained respiratory failure (eg ?Needs NIV) 


 Individual requests second opinion 


 Suspected bullous lung disease 


 Assessment for lung volume reduction  surgery/transplantation 


 Dysfunctional breathing 


 Onset of symptoms under 40 years or a family history of alpha-1 
antitrypsin deficiency 


 Symptoms disproportionate to lung function deficit 


 Frequent infections/suspected bronchiectasis 


 Haemoptysis or suspected cancer should go via the cancer fax system 


 



http://www.nice.org.uk/CG101

http://www.catestonline.org/




