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SMOKING CESSATION
Cessation of smoking is still the most
important intervention in COPD
management and has been shown to
reduce mortality in patients with milder
degrees of COPD. A variety of aids are
available to assist quitting and smoking
cessation services are available in most
areas. 
The use of e-cigarettes as an aid to

smoking cessation is supported by
many professional bodies and Public
Health England.10 However, the impact of
long-term e-cigarette use as an
alternative source of nicotine rather than
as an aid to overcome nicotine addiction
is less clear.

TREATMENTS TO RELIEVE
BREATHLESSNESS
Pulmonary rehabilitation is a highly
effective treatment to relieve
breathlessness in patients with COPD, as
well as many other cardiorespiratory
conditions. The 2015 England and Wales
pulmonary rehabilitation audit
demonstrated that nearly 80% of
patients who completed rehabilitation
gained a clinically significant
improvement in walking distance,
breathlessness, quality of life or a
combination of these outcomes.11
It is recognised that post-exacerbation

rehabilitation is particularly useful but
the audit also highlighted that uptake of
rehabilitation in general, and in particular
post-exacerbation enrolment, is poor.
Short-acting bronchodilators alone

may be appropriate treatment for the
small number of patients with COPD
who have minimal symptoms and
infrequent exacerbations (GOLD group A).
However, many more patients with
COPD will suffer breathlessness which
limits exercise and activity and reduces
quality of life (GOLD group B). These
individuals appear to benefit from the
use of long-acting bronchodilators.
Evidence exists that a long-acting
antimuscarinic inhaler (LAMA) is an
appropriate first choice though many
clinicians will opt to prescribe a LAMA
combined with a long-acting 
beta-agonist inhaler (LABA). 
The current combinations available

are shown in table 2, p16, and the
evidence for these agents has been
reviewed recently.12Not only do these
combination inhalers provide better
bronchodilation than the single agents
but there is also evidence that they have
a positive impact on exacerbation rate.13
A small number of patients with

severe COPD characterised by severe
airflow obstruction, marked resting
hyperinflation due to emphysema, a
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GOLD guideline criteria for the assessment of symptoms and the risk of exacerbation3

Risk of exacerbation

2 or more annual exacerbations 
or 1 or more hospitalisation

0 or 1 annual exacerbation 
with no hospitalisation 

CAT = COPD Assessment Test

Figure 1b 

Pharmacological treatment algorithms by GOLD grade3

MRC dyspnoea scale score 1-2
CAT score < 10

GOLD C

GOLD A

Symptoms
MRC dyspnoea scale score 3-5
CAT score 10 or more

GOLD D

GOLD B

GOLD C

LAMA

If further exacerbations:

Preferred:LABA + LAMA
Alternative: LABA + ICS

GOLD D

LAMA

If further exacerbations:

LABA + LAMA

If persistent symptoms or
further exacerbations:

Preferred: LABA/ICS + LAMA
Alternative: LABA + ICS

If further exacerbations:

•Consider azithromycin in
former smokers
•Consider roflumilast if 
FEV

1
< 50% predicted and

patient has chronic bronchitis

GOLD B

A long-acting bronchodilator 
(LABA or LAMA)

If symptoms persist:

LABA + LAMA

GOLD A

A bronchodilator

then evaluate effect

Continue, stop or try alternative 
class of bronchodilator

LABA = long-acting beta-agonist 
LAMA = long-acting antimuscarinic 
ICS = inhaled corticosteroid »


