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GOLD Definition 

• Chronic respiratory symptoms due to chronic airways 
abnormalities leading to persistent or progressive airways 
obstruction 

• Diagnosis:  Clinical Context + risk factors + non fully reversible 
airway obstruction FEV1/FVC <0.7 post bronchodilation







Diagnosis of COPD

• Presence of symptoms 
• Presence of risk factors 
• Spirometry: Post bronchodilator FEV1/FVC <0.7
• Pre-COPD 
• Pre DM, Prehypertension, pre cancer, pre Eclampsia
• Respiratory symptoms + exposure to risk factors +normal spirometry 
• Presence of structural or functional abnormalities such as airway 

obstruction, emphysema on HRCT, increased total lung capacity and 
reduced DLCO
• Any age, may or may not develop COPD over time 



Preserved Ration Impaired spirometry 
PRISm
• Relevance in population based studies caries form 7-20%/ 10% of 

smokers
• FEV1  < 80% of reference after bronchodilation
• High in former smokers
• High in those with higher BMI 
• 40-50% develop COPD over 5 years 
• Increase risk of all cause mortality especially cardiovascular 



Risk Factors for COPD 

• 55% of COPD globally is due to non smoking risk factors*
• Genetically determined COPD, COPD-G
• Abnormal Lung Development COPD-D
• Environmental : Smoking COPD-C, Biomass and pollution COPD-

P
• COPD due to infection COPD-I
• COPD and asthma  COPD-A
• COPD of unknown cause COPD-U
Common, preventable, treatable and underdiagnosed



Clinical Presentation 

• SOB, activity limitation, cough productive or not 
• Exacerbations 
• Common, preventable, treatable and underdiagnosed



Risk factors 

• Cigarette smoking g

• Indoor pollution/ biomass exposure 

• Air pollution 

• Occupational exposure

• Age

• Genetics

• Deprivation 

• infection



Multimorbidity and COPD 

• Multimorbidity affects hospitalisation and mortality independently 
of the COPD severity

• Should be looked for routinely 15% will have 5 or more
• This includes cardiovascular disease , metabolic syndrome, 

osteoporosis, depression, anxiety
• COPD is a risk factor for lung cancer
• Look for the presence of congestive heart failure, IHD and 

hypertension in all your patients with COPD



Other investigations 

• CXR
• Blood eosinophils
• ECG and serum natriuretic peptides
• Sputum culture
• Echocardiogram
• CT scan of the thorax
• Serum alpha-1 antitrypsin
• Transfer factor for carbon monoxide (TLCO): 

• symptoms that seem disproportionate to the spirometric impairment
• To assess suitability for lung volume reduction procedures







COPD Assessment 
Test

• Multidimensional assessment as not 
just dyspnoea 

• A score from 0-40

• 10 requires regular treatment 
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Choosing the right inhaler device for your 
COPD patient 
• ACT: Assess, Choose, Train
• Assess: Can the patient take a slow and Steady or Quick and Deep 

Beath 
• Choose : 

• Slow and steady can have Pmdi, SMI or BAI
• Quick and Deep consider DPI 
• The greenest inhaler is the inhaler that the patient can and will use

• Teach: Teach the inhaler technique or refer to the HCP who can, 
you can use a video tutorial meanwhile 



When to refer to secondary care? 

There is diagnostic uncertainty Confirm diagnosis and optimise therapy

Suspected severe COPD Confirm diagnosis and optimise therapy

The person with COPD 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 continued treatment or supervise 
withdrawal



When to refer to secondary care

bullous lung disease Identify candidates for lung volume reduction procedures

A rapid decline in FEV1 Encourage early intervention

Assessment for pulmonary rehabilitation Identify candidates for pulmonary rehabilitation

Assessment for a lung volume reduction procedure Identify candidates for surgical or bronchoscopic lung volume reduction

Assessment for lung transplantation Identify candidates for surgery

Dysfunctional breathing Confirm diagnosis, optimise pharmacotherapy and access other 
therapists

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

Identify alpha-1 antitrypsin deficiency, consider therapy and screen family

Symptoms disproportionate to lung function deficit Look for other explanations including cardiac impairment, pulmonary 
hypertension, depression and hyperventilation

Frequent infections Exclude bronchiectasis

Haemoptysis Exclude carcinoma of the bronchus
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Management 
• Smoking cessation 

• Vaccination 

• Active lifestyle and exercise

• Initial Pharmacotherapy

• Self management education
• Risk factor management 
• Inhaler technique
• Breathlessness
• Written action place 

• Manage comorbidities



Smoking 
cessation Advice 

• the most influential on the natural 
COPD history 

• Decreases exacerbations frequency

• Improves daily symptoms 







Dyspnoea 
• If not improving :

• Consider changing the 
inhaler device or molecule

• Implement or escalate 
nonpharmacological 
treatment

• Consider other diagnoses/ 
comorbidities



Exacerbtions

• Inhalers including triple 
therapy if indicated 

• Roflumilast FEV1< 50% + 
chronic bronchitis 

• Azithromycin preferably 
in former smokers

• Withdraw ICS



ICS and COPD 

• Strongly recommended : 
• History of hospitalisation for COPD exacerbaiotn 
• ≥ 2 moderate exacerbations of COPD per year
• Blood eosinophils ≥ 300 cells/𝜇𝐿 
• History of concomitant Asthma 

• Favour Use : 
• 1 moderate exacerbation of COPD per year 
• Blood eosinophils 100 to < 300

• Against Use
• Repeated pneumonia events
• Blood eosinophils < 100 
• History of mycobacterial infection 



Non pharmacological Intervention

• If good response to initial treatment, maintain and offer:
• Flu vaccine
• Self management education
• Assess behavioural risk factors such as smoking cessation 
• Ensure: 
• Maintain exercise programme
• Adequate sleep and healthy diet 



Pulmonary Rehabilitation, education and self-
management 
• PR: comprehensive intervention based on pt assessment and pt 

tailored therapy. This includes exercise training , education and 
self management intervention aiming at behavioural change to 
improve physical and psychological state of pts with COPD to 
promote long term adherence to health enhancing behaviours

• MMRC 3 or above 
• Take into accounts other comorbidities: DM, asthma, 
• 6-8 weeks programme



Education

• Smoking cessation
• Basic copd info
• Resp meds and inhalation devices
• Managing dyspnoea
• Managing exacerbations
• Advance directives, EOL





COPD exacerbation 

• Bronchodilation therapy 
• Prednisolone 30mg for 5 days
• Home, hospital based or Telehealth according to overall condition 
• non-pharmacological interventions to manage breathlessness

• Think COPD complications



Impact of 
AE COPD 
• Greater decline in lung 

function 

• Increased symptoms 
and worse quality of like

• Increases mortality 



Clinical Comparison: COPD Exacerbation vs Heart Attack





Improving the management of multimorbid COPD patients in 
primary care

• Optimise the treatment regimen according to GOLD 
classification (GOLD 2020) and assess and treat comorbidities

• For patients with multimorbidities undertake a review of COPD 
treatment with a focus on the interface between symptoms of 
comorbid disease and side effects of medication

• Think carefully about the indications for ICS use before 
prescribing. 



Health Inequality

• Socioeconomic status 
• Ethnicity 
• Discrepancy in access to health , research and outcomes
• Inclusion groups
• Air quality and housing in deprived areas
• People in deprived area may delay seeking care, leading to late 

diagnosis
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