
heterogeneous pattern of emphysema
(predominant upper lobe emphysema)
and exercise impairment may derive
benefit from lung volume reduction
surgery or bronchoscopic procedures
(endobronchial valves, coils or glue). 
As described earlier, selection of
appropriate individuals is complex and
likely to be best performed by a regional
multidisciplinary team.

TREATMENTS THAT REDUCE
EXACERBATIONS
Influenza vaccination is arguably the
most cost-effective treatment for
patients with COPD14 and has been
shown to reduce exacerbation and
hospitalisation rates.15 Despite this many
patients still do not receive annual
vaccination.

Many long-acting bronchodilators
have been shown to reduce
exacerbation rate so are also
appropriate for patients classified as
GOLD groups C and D.

The primary indication for
prescription of ICS, in the form of a
combined ICS/LABA inhaler, is to
reduce exacerbation rate (GOLD groups
C and D). There is increasing evidence
that individuals with higher serum
eosinophil counts are more likely to
benefit and although the cut-off value

thepractitioner.co.uk

16

Table 2

Currently available long-acting beta-agonist/long-acting anti-muscarinic
combination inhalers

Drug combination and dose
Indacaterol/glycoperronium
85/43 mcg one puff daily

Aclidinium/formoterol
340/12 mcg one puff twice daily

Olodaterol/tiotropium
2.5/2.5 mcg two puffs daily

Umeclidinium/vilanterol
55/22 mcg one puff daily
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for use has yet to be established in
prospective research studies their utility
has been seen in people with eosinophil
counts > 2% of total white cell count and
0.2 x109 cells/L. 

Although, in large randomised
controlled trials, ICS/LABA inhalers
have also been shown to improve
breathlessness and health status it is
clear that all ICS increase the risk of
pneumonia in patients with COPD and
the rate of pneumonia appears to be
worse with higher ICS doses.16 It is
important not to use ICS where there is
no clear indication and one trial has
demonstrated that they can be
withdrawn safely.17

The decision to use or withdraw ICS
requires careful discussion with the
patient balancing the reduction in
exacerbation rate with the small
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More than 1.2 million people in the UK are living with 
COPD which equates to 4.5% of those aged 40 years or
older. COPD is responsible for more than 140,000
hospital admissions and more than a million bed days
per annum, placing huge pressure on hospital services.
Cigarette smoking is overwhelmingly the most
important risk factor for COPD. In some cases, other
factors such as occupation, passive exposure to
inhalants and fetal nutrition/low birthweight are also
important.

Patients with COPD usually present with breathlessness, 
cough with or without sputum production, and sometimes
more acutely with symptoms of a lower respiratory tract
infection. The diagnosis should be suspected in symptomatic
patients with risk factors, usually cigarette smoking, who are
aged 40 years or above, albeit a majority of people with
COPD present when considerably older.

COPD is defined by the presence of post-bronchodilator
airflow obstruction with a FEV

1 
/FVC ratio below 0.7

required to make the diagnosis. However, it can be easy
to overdiagnose milder COPD in older people, particularly
men, and, less commonly, underdiagnose COPD in
younger people, particularly women. This can be
overcome by using standardised residual values which
use the lower limit of normal rather than < 0.7 and reduce
false-positive results, an approach supported by the
Global Lung Initiative. 

The 2017 GOLD guideline recommends that 
management should be focused on two objectives. 
First, to relieve symptoms of breathlessness (assessed
using the MRC dyspnoea scale) and improve quality of life
(assessed by the COPD Assessment Test). Second, to
reduce risk assessed by the number of exacerbations and
hospitalisations in the previous year.

Cessation of smoking is still the most important 
intervention in COPD management and has been shown
to reduce mortality in people with milder degrees of
COPD. Pulmonary rehabilitation is a highly effective
treatment to relieve breathlessness in COPD as well as in
many other cardiorespiratory conditions. Short-acting
bronchodilators alone may suffice for COPD patients
with minimal symptoms and infrequent exacerbations.
However, most patients suffer from breathlessness which
limits exercise and activity and reduces quality of life.
These individuals appear to benefit from the use of 
long-acting bronchodilators and evidence suggests 
that a long-acting antimuscarinic inhaler (LAMA) is an
appropriate first choice.

A long-acting antimuscarinic combined with  
a long-acting beta-agonist inhaler (LAMA/LABA)
provides better bronchodilation than the single agents
and there is also evidence that combination inhalers 
have a positive impact on exacerbation rates. 

Trial evidence
• Improves annual exacerbation rate
vs salmeterol/fluticasone
• Improves FEV

1
vs

salmeterol/fluticasone
• Improves quality of life vs
salmeterol/fluticasone
• Improves moderate/severe
exacerbation rate vs glycopyrronium
• Improves FEV

1
vs tiotropium and

glycopyrronium

• Improves FEV
1
vs formoterol and

placebo
• Improves quality of life vs placebo
• Improves breathlessness vs placebo,
formoterol and aclidinium

• Improves FEV
1
vs olodaterol and

tiotropium
• Improves quality of life vs olodaterol
and tiotropium

• Improves FEV
1
vs vilanterol and

tiotropium

‘Flu vaccination in
COPD patients 
has been shown 
to reduce
exacerbation and
hospitalisation rates’


