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Figure 3
Recommendations for inhaler therapy

Table 3

British Thoracic Society recommendations on criteria for referral of COPD patients to a
specialist respiratory outpatient clinic15

Reason
Diagnostic uncertainty 
and exclusion of asthma
Unusual symptoms, 
e.g. haemoptysis
Rapid decline in FEV

1
Suspected severe COPD
Onset of cor pulmonale
Assessment for home oxygen

Assessing the need for
pulmonary rehabilitation
Bullous lung disease

COPD <40 years of age

Assessment for lung transplantation 
or lung volume reduction surgery
Frequent chest infections
Dysfunctional breathing

»

Purpose
Establish diagnosis and optimise treatment. Check
degree of reversibility
Investigate cause including malignancy

Optimise management
Optimise management
Confirm diagnosis and optimise treatment
Optimise management, measure blood gases and
prescribe oxygen
Optimise treatment and refer to service

Confirm diagnosis and refer to medical or surgical units
for bullectomy
Establish diagnosis and exclude alpha-1-antitrypsin
deficiency
Identify criteria for referral to transplant centre

Rule out bronchiectasis
Establish diagnosis and refer for pharmacological or
non-pharmacological management

more detail below.
Guidance on inhaler therapy was

recently updated by NICE and is
summarised in figure 3, left.3 Long-
acting bronchodilator therapy
(tiotropium, salmeterol, formoterol
and indacaterol) is recommended at
an early stage for patients with an
FEV

1
of greater than 50% predicted

with combination long-acting beta
agonist/inhaled corticosteroid inhalers
generally reserved for patients with 
an FEV

1
of less than 50% predicted

and/or frequent exacerbations.
The role of mucolytics is still unclear

although there is evidence that the
drugs reduce exacerbation rates in
patients not taking inhaled
corticosteroids.7, 8 A therapeutic trial
may be worthwhile in certain cases.
The newly licensed PDE4 inhibitor
roflumilast may benefit some patients,
in particular those with symptoms of
chronic bronchitis.9, 10 The current UK
licence is for treatment in patients with
an FEV

1
of <50% predicted and

frequent exacerbations.
The primary aims of treatment are

to improve symptoms such as
breathlessness, exercise capacity,
activity and sleep quality and to
reduce exacerbations. It should be
noted that generally no single
treatment is transformative and
treatment usually involves a
combination of multiple therapies.

PULMONARY REHABILITATION
Pulmonary rehabilitation is based on
the principle that peripheral muscle
training can help reverse the effects of
deconditioning usually associated
with COPD (as well as a number of
other respiratory conditions). The
evidence base for rehabilitation is very
strong with positive effects shown on
breathlessness, exercise capacity,
activity level, exacerbation rate, leg
muscle strength and quality of life.11, 12

Efficacy has been shown in patients
who are functionally limited (MRC
grade 2-5). However, it is important to
optimise treatment before
rehabilitation as this may improve the
benefit obtained.

Particular benefit has been shown
for rehabilitation early after a COPD
exacerbation13 and there is evidence
that repeat rehabilitation is helpful in
the majority of patients.14

REFERRAL 
The vast majority of patients with
COPD are managed in primary and/or
intermediate care but there are
circumstances where secondary care

Breathlessness
and/or exercise
limitation

Exacerbations 
or persistent
breathlessness FEV

1
≥ 50% FEV

1
< 50%

LABA LAMA 
Offer LAMA
in preference
to regular
SAMA qds

LABA+ICS in a
combination
inhaler
Consider
LABA+LAMA if
ICS declined or
not tolerated

LAMA
Offer LAMA in
preference to
regular SAMA
qds

LABA+ICS in a combination
inhaler
Consider LABA+ LAMA if ICS
declined or not tolerated

Persistent exacerbations 
or breathlessness

Offer therapy
Consider therapy

LAMA+LABA+ICS

SABA or SAMA as required

Adapted from NICE GC 101. Chronic obstructive pulmonary disease: Management of chronic obstructive pulmonary disease in adults
in primary and secondary care (partial update)3

SABA= short-acting beta agonist LABA= long-acting beta agonist ICS= inhaled corticosteroid
SAMA= short-acting muscarinic antagonist LAMA= long-acting muscarinic antagonist
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