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In all patients with very severe disease, 

FEV1 < 30% predicted, check O2 

saturation. Refer to secondary care for 

O2 assessment in the following cases: 

Ø O2 saturation ≤ 92%  

Ø Cyanosis 

Ø Polycythaemia 

Ø Cor Pulmonale 

If still symptomatic consider oral theophylline ¶ See note 

If still symptomatic after this consider: þ Referral to Respiratory Specialist (see page 4 for referral criteria)  þ Palliative care issues 

 
NOTES: 

At each stage please assess inhaler technique – choice of device should be lead by patient preference. 

For all stages a short-acting β2 agonist should be continued as a reliever. 

◊ If Tiotropium is prescribed please stop ipratropium. 

¶ Assess response to treatment after 4-8 weeks – stop any treatment that is completely ineffective. Questions to assess response – Has the 

treatment made a difference? Is breathing easier? Has sleep improved? Can you do some things that you could not do before or the same things 

faster? Are you less breathless than before when doing things?  

Δ When starting a combined inhaled steroid + long-acting b2 agonist inhaler ensure that the long-acting b2 agonist inhaler (alone) is stopped. 

Guidelines for the Management of COPD 
 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Start: short-acting β2 agonist (SABA) 

Either: 1
st

 line: Salbutamol (100micrograms) 1-2puffs PRN / 2
nd

 line: Terbutaline (500 micrograms) 1 dose PRN 

OR   

Commence: short-acting muscarinic agonist (SAMA) ipratropium (20micrograms) 2puffs QDS PRN (if intolerance or contra-

indications to β2 agonist. 

 

Start LABA 

Long-acting b2 agonist 

(LABA): 

· 1
st

 line: Formoterol 

(12micrograms) BD 

· 2
nd

 line: Salmeterol 

(50micrograms) BD ¶ 

See note  

¶ See note 

Start LABA + ICS 

Combined inhaled corticosteroid (ICS) + long-acting b2 

agonist (LABA) Δ see note  

· Either: budesonide + formoterol (Symbicort®) 

400/12 (turbohaler) 1 dose BD 

· Or : fluticasone + salmeterol (Seretide®) 500 

(accuhaler) 1 dose BD 

OR 

if intolerance/contra-indication to ICS (or ICS 

declined) 
 

Add in LABA + LAMA if not already prescribed 

Long-acting muscarinic antagonist (LAMA):  

Tiotropium 18 micrograms (1 dose) OD (handihaler) ◊  

+ 
Long-acting b2 agonist (LABA): 

· 1
st

 line: Formoterol (12micrograms) BD 

· 2
nd

 line: Salmeterol (50micrograms) BD  

FEV1 ≥ 50% 
FEV1 <50% 

 (i.e. severe – very severe COPD) 

Symptom Management – Stable COPD 
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1. Smoking cessation advice – refer to 

Stop Smoking Team 

2. Dietary advice - If BMI < 18 or > 35 

refer to Bolton weight management 

team/dietician 

3. Exercise – promote gentle exercise 

· Influenza (& any additional influenza 

type vaccines) annually 

· Pneumococcal 

Screen for depression and anxiety and 

offer treatment if needed 

If MRC score is ≥ 3 & treatment is 

optimised, offer referral to Pulmonary 

Rehabilitation  

Address any social and OT issues and 

refer if needed 

1
1 

Social/OT 6 

Oxygen Therapy 7
1 

 

Consider a trial of mucolytic: Carbocisteine 

375mg 2 capsules TDS. Reduce to 2 BD if 

good response after 4 weeks. If no 

response then STOP 

       Pulmonary Rehabilitation 

Lifestyle Advice 2

Immunisation 3

       4 

Chronic Productive Cough 

Start LAMA 

Long-acting muscarinic 

antagonist (LAMA): 

Tiotropium 18micrograms (1 

dose) OD (handihaler) 

◊¶ see note 

Tiotropium should be used in 

preference to regular 

ipratropium QDS 

Add in LAMA if not already prescribed 

Long-acting muscarinic antagonist (LAMA): 

Tiotropium 18micrograms (1 dose) OD (handihaler) 

◊¶ see note 

Tiotropium should be used in preference to regular ipratropium QDS 

 

       Anxiety & Depression        5
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COPD Diagnosis 

Consider 
Consider diagnosis of COPD in any one > 

35 years old and who is a smoker / ex 

smoker with the following symptoms:  

· Chronic cough  

· Breathlessness  

· Regular sputum production 

· Wheeze 

· Winter bronchitis 

Do 

spirometry 
 

FEV1/FVC < 

0.7 (70%) 

 
 

Severity based on a post bronchodilator 

FEV1 % of predicted 
 

Stage 1 – Mild:  ≥80 % (symptoms should be 

present to make diagnosis) 

Stage 2 – Moderate:  50 – 79 % 

Stage 3 – Severe: 30-49 % 

Stage 4 – Very severe: <30% (or FEV1 <50% 

with respiratory failure) 

Exacerbations 

Based upon clinical judgement: Are there any features to suggest Specialist 

management is needed? 

Step 1 

If there are ANY of these RED flags refer to specialist 

care: 

O Rapid onset of increased breathlessness 

O Severe worsening of breathlessness despite 

conventional treatment 

O O2 saturation < 90% or cyanosis 

O Confusion 

O Worsening level of consciousness 

 

The following may favour treatment in hospital, if 

the patient: 

O Has worsening peripheral oedema 

O Has significant co-morbidity e.g. CVD, diabetes 

O Has poor / deteriorating general condition 

O Is unable to cope at home/lives alone 

O Is receiving LTOT 

If there are ANY of the above consider referral to 

secondary care or appropriate intermediate services. 

 

é Breathlessness 
Ø Increase frequency of short-acting β2 agonist  (MDI via spacer) 

Ø Prednisolone 30mg once daily (mane) for 7-14 days 

If more than 3 courses of oral steroids are given in 1 year and patient is over 65 

years of age consider assessing for osteoporosis risk 

 

Step 2 

é Purulent sputum production – Infective Exacerbation 
 

Ø 1
st

 line: Amoxicillin 500mg TDS for 7 days (or erythromycin 500mg QDS 

/clarithromycin 500mg BD for 7 days in penicillin allergic patients )  

Ø 2
nd

 line: Doxycycline 200mg stat then 100mg OD for 6 days  

Step 3 

Ø Give safety 

netting 

advice 

Ø Optimise 

treatment 

Ø Review 

patient if 

needed 

Referral to Respiratory Specialist  Fletcher and Peto Curve 

q Diagnostic uncertainty 

q Onset  of Cor Pulmonale 

q Nebuliser assessment 

q Oxygen assessment 

q Assessment for surgery : bullous lung disease 

q Rapid decline in FEV1 

q Pulmonary rehabilitation 

q Aged < 40 years or FH of α -1 antitrypsin deficiency 

q Frequent respiratory infections 

q Haemoptysis 

q Uncontrolled severe COPD 

q Symptoms don’t match lung function tests 

 

Resources NICE: www.nice.org.uk    British Thoracic Society: www.brit-thoracic.org.uk 

GP airways group: www.gpiag.org  GOLD: www.goldcopd.com 

Patient information leaflets: www.patient.co.uk 


