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SPECIAL REPORT
COPD
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COPD guideline6 recommends using a
FEV

1
/FVC ratio of < 0.7 but specifically

caution against diagnosing COPD in
someone with a single post-bronchodilator
FEV

1
/FVC measurement of between 0.6

and 0.7, because of biological variation.
Using LLN makes spirometry more
complex to interpret than using the
traditional fixed cut-off for FEV

1
/FVC

ratio of 0.7 and supports greater
specialist input and oversight.
If an individual is diagnosed with

COPD it is appropriate to perform a
chest X-ray and a full blood count (for
polycythaemia and eosinophil count) as
recommended by NICE.7At this point it
is important to record MRC dyspnoea
score, body mass index (BMI) and a
measure of quality of life, such as the
CAT score shown in figure 3, p23.8
In December 2018, NICE updated its

2010 COPD guideline.7The vast majority of
the recommendations were unchanged
or little changed but there were some
important updates about treatment. 
A full review of evidence-based
treatment was published in the
November 2017 edition of this journal9
and a detailed review of pulmonary
rehabilitation in the January 2018 issue.10

MANAGEMENT
Antibiotics
In December 2018 NICE also published 
a guideline specifically on antibiotic
prescribing in acute exacerbations of
COPD.11 It recommends five days of
treatment using amoxycillin, doxycycline
or clarithromycin first and second line. 
Antibiotics such as co-amoxiclav,

levofloxacin and co-trimoxazole are
reserved for specific organisms and
circumstances. 
The guideline appropriately advises

the use of antibiotics in circumstances
where there is clear clinical evidence of
an infection based on change in phlegm,
in particular sputum colour but also an
increase in volume. 
It is particularly important that any

clinician who prescribes and advises
COPD patients about the use of
emergency (rescue) packs emphasises
that antibiotics are not required at the
time of every exacerbation and use
should be based on symptoms.

Inhaler technique
Inhaled therapy is the cornerstone of
pharmacological treatment for COPD.
There is evidence that instruction 
by a healthcare professional is a key
component to an individual
administering inhaled therapy correctly
and that incorrect use of inhalers, in
particular critical errors, are associated
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laboratories are using the lower limit 
of normal (LLN) to report airflow
obstruction. This reduces overdiagnosis 
of COPD in older individuals and
underdiagnosis in younger people
(hence improving the chance for early
intervention in the latter group) as
shown in figure 2, below. 
The 2019 international Global

Obstructive Lung Disease (GOLD)

more challenging and needs a clinician
experienced in interpretation. 
Whatever local model is chosen to
deliver spirometry that expertise needs
to be available. 
Some services are increasing

specialist involvement in reporting of
first (diagnostic) spirometry in order 
to get the diagnosis right first time. 
An increasing number of respiratory

Box 1

The NHS Long Term Plan1 

The Plan includes a pledge to redesign NHS services to reduce pressure on
emergency hospital services and to boost out of hospital care. By 2021, there is
an aspiration to integrate primary and specialist care systems and improve
emergency care so that same day discharge increases from a fifth to a third of
admissions. The Plan highlights large variations in zero days inpatient 
stay between hospitals which provides a clear target for some centres. 
Because of the high numbers, this will need to include a focus on emergency
COPD admissions which is welcome as there is strong evidence that 
many COPD exacerbations can be managed at home.

Two specific aspects of emergency respiratory care are highlighted – the fact
that over the past seven years hospital admissions for lung conditions have risen
three times faster than for all cause admissions plus the seasonal nature of
respiratory disease with major impact on winter pressure within the NHS,6
see figure 1, p21.

Other areas highlighted that have particular relevance to COPD services include
the recognition that a third of people admitted to hospital with a COPD
exacerbation have not been diagnosed, the need for a radical overhaul of
diagnostic services and the recognition that expansion of pulmonary
rehabilitation could prevent 80,000 hospital admissions over the next ten years.

FIGURE 2
The change in
predicted
FEV

1
/FVC with age

illustrating
underdiagnosis of
COPD in younger
adults aged less
than 50-55 years
(false negatives)
and overdiagnosis
in older adults
(false positives)13

LLN = lower limit of
normal


