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(SABA), should be prescribed to all
patients with COPD even if they are only
used at the time of an exacerbation. 
Second, for people with ongoing

symptoms (breathlessness) and
exacerbations, NICE recommends a
LABA/LAMA with the option to use a
LABA/ICS in those who have significant
asthma. The latter includes a previous
secure diagnosis of asthma, a higher
blood eosinophil count, diurnal peak
flow variation > 20% and substantial 
(> 400 ml) variation in FEV

1
over time.

The lack of a more precise definition for
some of these markers of asthma is
expected to cause some difficulty
during implementation. 
Third, if breathlessness and

exacerbations continue then use of a
LABA/LAMA/ICS combination is
appropriate which can be prescribed as
a triple combination inhaler. NICE has
yet to publish complete guidance
concerning triple therapy but this
recommendation is a reflection of the
current research evidence and GOLD
guidelines.
The basis for using ICS in COPD is to

reduce exacerbation rate. However, it is
necessary to balance increased risk of
pneumonia against any benefit seen in

reductions in exacerbations and this
should be discussed with the individual.
It is now established that when patients
with COPD have exacerbations and a
blood eosinophil > 300 cells/µl they are
likely to benefit from ICS and this is
recommended by the GOLD guideline.6
However, it is less clear whether ICS
should be prescribed in people with this
higher eosinophil count and few
exacerbations or how an eosinophil
count of < 300 cells/µl should be used
to guide treatment.

Oxygen
Long-term oxygen therapy reduces
mortality in patients with COPD and
chronic hypoxaemia. Ambulatory
oxygen has a role in those who can walk
further on formal testing using oxygen
and are motivated to use it. However,
oxygen is a potentially hazardous drug
and there have been numerous safety
alerts due to fires caused by ignition of
oxygen, often related to smoking in the
vicinity of oxygen. Relatively recently, 
a specific risk assessment was
incorporated into oxygen assessment to
attempt to reduce these risks.
The updated NICE guideline

recommends that oxygen should only

with more symptoms, poorer disease
control, more exacerbations and more
hospitalisations in COPD and asthma.12
Over the past few years, with a

dramatic increase in the number and
type of inhalers this has become more
challenging and therefore arguably even
more important. NICE emphasises that
the smallest number of different devices
should be prescribed.

Inhaler therapy
The key issue with respect to inhaler
therapy in COPD is the use of inhaled
corticosteroids (ICS). Unlike asthma,
COPD is relatively poorly responsive to
ICS and their role is to reduce exacerbation
rate; hence, the recommendation for
those patients with COPD who have
two or more exacerbations per year
and/or one or more episodes of
hospitalisation. 
The introduction of a number of 

long-acting beta-agonist/long-acting
anti-muscarinic (LABA/LAMA) inhalers
provides an alternative long-term inhaler
option.
NICE has attempted to simplify

inhaler prescription into three steps: 
First, a short-acting bronchodilator,

typically a short-acting beta-agonist
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