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Managing the 

patient with COPD

• Undertreated Asthma

• Asthma COPD Overlap 

Syndrome

• Multimorbidity

• Triple Therapy for COPD

• Medications for COPD

• Exacerbations

• Other options for treatment



Living and dying with severe chronic obstructive pulmonary 
disease 1

A story with no beginning 

A middle that is a way of life 

An unpredictable and unanticipated end 

Image used with permission

Pinnock H et al, Living and dying with severe chronic obstructive pulmonary disease: multi perspective longitudinal qualitative 
study. BMJ 2011; 342. Available from https://doi.org/10.1136/bmj.d142. Accessed January 2024

https://doi.org/10.1136/bmj.d142


Guidelines and 
strategies for COPD

• 1 - National Institute for Health and Care 
Excellence. Chronic obstructive pulmonary 
disease in over 16s: diagnosis and 
management NICE guideline NG115. 2019.

• 2- Global Initiative for Chronic 
Obstructive Lung Disease (GOLD). (2026) 
Global Strategy for the Diagnosis, 
Management and Prevention of COPD 
(2025)  Available from: 
https://goldcopd.org/ 

NICE (2019)1 GOLD (2026)2

Guideline Yes No, report and strategy

Representative 
group on 
guideline

Yes (doctors, nurses, 
patients,other HCP,  

academics, 
researchers, across 

primary / secondary / 
tertiary boundaries)

No (all tertiary academic or 
doctors)

Academic 
Literature review

Yes systematic where 
area covered

Review of literature known to 
specialists (not systematic) or 

sent in by invitation

Last full update 2004 Unknown

Last partial 
update

2010, 2018, 2019 2024

Next guideline 
planned

uncertain 2026

Coverage Comprehensive Comprehensive

Drive Clinical with 
aspirational / financial

Clinical, global, no pharma 
involvement in strategy 

declared now as an 
organisation

https://goldcopd.org/


Poor adherence to prescribed asthma medications 

increases subsequent risk of COPD

• Used four databases (1998 – 1999 followed up until 2018)

• 68,211 people with asthma (mean age 48.2y)

• The 18-year incidence of COPD in asthma patients was 9.8 per 1000-persons year.

Results

• High medication adherence significantly associated with decreased risk of COPD 

• A significant increase in COPD risk was observed in severe asthma patients with 
low medication adherence (aHR: 1.72, 95% CI: 1.52-1.93), independent of other 
patient factors. 

CONCLUSION: Optimal (≥ 0.80) and intermediate adherence (0.5 to 0.79) levels 
were associated with reduced risk of COPD incidence over time. Interventions 
aimed at improving adherence to prescribed medications in adult asthma 
patients should be intensified to reduce their risk of COPD.

Asamoah-Boaheng M, Farrell J, Bonsu KO, Oyet A, Midodzi WK. Association Between Medication Adherence and 
Risk of COPD in Adult Asthma Patients: A Retrospective Cohort Study in Canada. Clin Epidemiol. 2022;14:1241-54



Asthma COPD Overlap Syndrome

• A significant proportion of adult patients over 
age 40 who present with symptoms of a 
chronic airways disease have features of both 
asthma and COPD. Several diagnostic terms, 
most including the word ‘overlap’, have been 
applied to such patients, and the topic has 
been extensively reviewed. However, there is 
no generally agreed term or defining 
features for this category of chronic airflow 
limitation, although a definition based upon 
consensus has been published for overlap in 
patients with existing COPD.

GINA, GOLD. Diagnosis of Diseases of Chronic Airflow Limitation: Asthma, COPD and Asthma - COPD Overlap Syndrome 
(ACOS). 2014.



Asthma COPD Overlap Syndrome

• “We no longer refer to asthma & COPD 
overlap (ACO) instead we emphasize that 
asthma and COPD are different disorders, 
although they may share some common 
traits and clinical features (e.g. 
eosinophilia, some degree of reversibility). 
Asthma and COPD may co-exist in an 
individual patient. If a concurrent diagnosis 
of asthma is suspected pharmacotherapy 
should primarily follow asthma guidelines 
but pharmacological and non-
pharmacological interventions may be 
needed for their COPD.”

Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for the Diagnosis, 
Management and Prevention of COPD (2020). 2019.



1. Celli BR, Fabbri LM, Yohannes AM, Hawkins NM, Criner GJ, Bon J, et al. A person-centred clinical approach to the 
multimorbid patient with COPD. European Journal of Internal Medicine. 2025;140:106424.



What are we doing about common chronic 

conditions in our patients?

Condition Prevalence in Asthma Prevalence in COPD

Gastro-oesophageal Reflux 59% 17-78%

Established Cardiovascular Disease 25% 30-60%

Osteoporosis 12-18% 38%

Sexual Dysfunction F - 47-90% / M - 25% 68-81% (M= 74%)

Incontinence 45.6% (95% F)(in severe asthma) 30-50%

Anxiety 25% (49% in severe asthma) 30-36%

Depression 11-18% 27-40%

Heart Failure 2 x risk 20-30%

Atrial Fibrillation 9-15% 13% 

Obesity (BMI greater than 30) 38% 28% 

Diabetes Mellitus 16% 9%

1. REFERENCES ARE IN NOTES BUT TOO MANY TO PUT IN



How common are respiratory and other problems 

too? 

Condition Prevalence in Asthma Prevalence in COPD

Bronchiectasis 15-67% 50% plus

Interstial Lung Disease Data not found Data not found

Exercise induced Bronchoconstriction 40-90% 40-90%

Rhinitis 80% plus 58-88%

Breathing Pattern Disorder 29-42% 30-50%

Inducible Laryngeal Obstruction 50% Not known

Deconditioning 31-55% 93%

Obstructive Sleep Apnoea 19-60% 28%

1. REFERENCES ARE IN NOTES BUT TOO MANY TO PUT IN



What is the point in treating 

COPD – times have changed 

- the positives? 

ICS inhaled corticosteroid; LABA long-acting β2-agonist; LAMA long-acting muscarinic antagonist; QoL quality of life 
References: 1. National Institute for Clinical Excellence. NG 115 Chronic obstructive pulmonary disease in over 16s: 
diagnosis and management. NICE; 2019.; 2. Walters JA, et al. Cochrane Database Syst Rev. 2014;9:CD001288; 3. 
Vollenweider DJ et al, Antibiotics for exacerbations of chronic obstructive pulmonary disease. Cochrane Database of 
Systematic Reviews. 2018(10).  4. Kopsaftis Z et al,  Influenza vaccine for chronic obstructive pulmonary disease (COPD). 
Cochrane Database of Systematic Reviews. 2018(6). 5. Walters JAE, et al Pneumococcal vaccines for preventing 
pneumonia in chronic obstructive pulmonary disease. Cochrane Database of Systematic Reviews. 2017(1). 6 Godtfredsen 
NS, et al. COPD-related morbidity and mortality after smoking cessation: status of the evidence. European Respiratory 
Journal. 2008;32(4):844-53. 7. Oba Y, Keeney E, et al,  Dual combination therapy versus long‐acting bronchodilators alone 
for chronic obstructive pulmonary disease (COPD): a systematic review and network meta‐analysis. Cochrane Database 
of Systematic Reviews. 2018(12). 8. Horita N, et al. Long-acting muscarinic antagonist (LAMA) plus long-acting beta-
agonist (LABA) versus LABA plus inhaled corticosteroid (ICS) for stable chronic obstructive pulmonary disease (COPD). 
Cochrane database of systematic reviews. 2017;2(2):CD012066-CD. 9. Puhan MA, Gimeno‐Santos E, Cates CJ, Troosters T. 
Pulmonary rehabilitation following exacerbations of chronic obstructive pulmonary disease. Cochrane Database of 
Systematic Reviews. 2016(12)

Intervention
Cochrane Review Supportive (QOL/M/H 

/ Exac) National Guidance Supportive1

Steroids for exacerbation Yes2 (QOL) Yes

Antibiotic for exacerbation Yes3 (M in ICU) Yes

Influenza immunisation Yes4 (Exac) Yes

Pneumococcal vaccination Yes5 (Exac) Yes

Smoking cessation Yes6 (QOL/M) Yes

LAMA Yes7 (QOL/H / Exac) Yes

LABA/ICS Yes8 (QOL/M/H/Exac) Yes

LAMA /LABA Yes7 (QOL/H /Exac) Yes

Pulmonary rehabilitation Yes9 (QOL) Yes



The first line triple therapy in COPD

Please see other slides for the references (Skull with cigarette original painting by Vincent Van 
Gogh, 1886) 



What are the non-drug pharmacological options for 

COPD?

• Offer treatment and support to 
stop smoking

• Offer pneumococcal and 
influenza vaccinations

• Offer pulmonary rehabilitation if 
indicated

• Co-develop a personalized self 
management plan

• Optimise treatment for 
comorbidities

National Institute for Health and Care Excellence. Chronic obstructive pulmonary disease in over 16s: diagnosis and 
management NICE guideline NG115. 2019.



What are the non-drug pharmacological options for 

COPD?
• Offer treatment and support to 

stop smoking

• Offer pneumococcal and 
influenza vaccinations

• Offer pulmonary rehabilitation if 
indicated

• Co-develop a personalized self 
management plan

• Optimise treatment for 
comorbidities

National Institute for Health and Care Excellence. Chronic obstructive pulmonary disease in over 16s: diagnosis and 
management NICE guideline NG115. 2019.

These treatments and plans should be revisited at every review



Smoking Prevalence

• England was 11.6%

• Wales was 12.6%

• Scotland was 13.5%

• Northern Ireland was 

13.3%

• (ONS, 2023)

Office Of National Statistics (2023) Accessed May 2025



• The Chief Medical 
Officer, Professor Sir 
Chris Whitty has put the 
case very succinctly…

• “The key points about 
vaping (e-cigarettes) 
can be easily 
summarised. If you 
smoke, vaping is much 
safer; if you don’t 
smoke, don’t vape.”



Very brief advice for 

smoking cessation



Very Brief Advice Training (NCSCT)



How to influence 

people and change 

lives? 
• Ask – do you smoke?

• Advice – the best way to stop 
is with professional support 
and the medications available 
to help

• Act (connect) – shall I send a 
referral for you to have a 
discussion with the team

1. Vidrine JI, Shete S, Cao Y, Greisinger A, Harmonson P, Sharp B, et al. Ask-Advise-Connect: a new approach to smoking 
treatment delivery in health care settings. JAMA internal medicine. 2013;173(6):458–64.



Vaping prevalence in younger people

Casey AM, Muise ED, Crotty Alexander LE. Vaping and e-cigarette use. Mysterious lung manifestations and an epidemic. Curr 
Opin Immunol. 2020;66:143-50.



Benefits of Pulmonary Rehabilitation

Improved Exercise Capacity1

Pulmonary rehabilitation helps people with chronic respiratory 

conditions exercise more effectively and with less breathlessness.

Enhanced Quality of Life2

By promoting better symptom control and increasing daily activity, 

pulmonary rehabilitation improves patients' overall quality of life.

Reduced Hospital Admissions3

Studies show pulmonary rehabilitation significantly lowers hospital 

admissions and reduces healthcare usage for respiratory patients.

1. Couser Jr JL, Guthmann R, Hamadeh MA, Kane CS. Pulmonary rehabilitation improves exercise capacity in older elderly patients with COPD. Chest. 
1995;107(3):730–4. 2. McCarthy B, Casey D, Devane D, Murphy K, Murphy E, Lacasse Y. Pulmonary rehabilitation for chronic obstructive pulmonary disease. 
Cochrane database of systematic reviews. 2015. 3. Jenkins AR, Burtin C, Camp PG, Lindenauer P, Carlin B, Alison JA, et al. Do pulmonary rehabilitation 
programmes improve outcomes in patients with COPD posthospital discharge for exacerbation: a systematic review and meta-analysis. Thorax. 
2024;79(5):438–47.



Deconditioning following admission to hospital

• Inactivity (eg resting at home) is 
associated with atrophy and a 
loss of muscle strength at a rate 
of 12% a week1,2

• After 3 to 5 weeks of bed-rest, 
almost 50% of the muscle 
strength is lost.1,2

• Effective measures to promote 
physical activity available in 
hospital (20 trials)3

1. Porth C, Matfin G, Porth C. Pathophysiology : concepts of altered health states. Philadelphia, PA: Wolters Kluwer 
Health/Lippincott Williams & Wilkins; 2009.2. Knight J, Nigam Y, Jones A. Effects of bedrest 5: the muscles, joints and 
mobility. Nurs Times. 2019;115(4):54-7.3.  Taylor NF, Harding KE, Dennett AM, Febrey S, Warmoth K, Hall AJ, et al. 
Behaviour change interventions to increase physical activity in hospitalised patients: a systematic review, meta-analysis and 
meta-regression. Age and Ageing. 2021;51(1).



Deconditioning  Summary

• Increases falls1

• Worsens mental health2

• Increases risk of infection3,4

• Worse respiratory 
outcomes5,6,7

• Worse cardiovascular 
outcomes8

• More osteoporosis9,10

• Muscle atrophy 9,10

• Reduced exercise tolerance 

9,10

• Worse diabetes outcomes 
and obesity outcomes11

• Higher blood pressure12

1 - Sherrington C et al. Exercise for preventing falls in older people living in the community. Cochrane Database of Systematic Reviews 2019. 2- Conn VS. Anxiety outcomes after physical activity interventions: meta-
analysis findings. Nurs Res 2010;59:224-231 3-Woods J et al. The COVID-19 Pandemic and Physical Activity. Sports Medicine and Health Science 2020. 4- Silver JK. Prehabilitation could save lives in a pandemic. BMJ 
2020;369:m1386 5 - Puhan MA, Gimeno‐Santos E, Cates CJ, Troosters T. Pulmonary rehabilitation following exacerbations of chronic obstructive pulmonary disease. Cochrane Database of Systematic Reviews 2016. 
6 - McCarthy B, Casey D, Devane D, Murphy K, Murphy E, Lacasse Y. Pulmonary rehabilitation for chronic obstructive pulmonary disease. Cochrane database of systematic reviews 2015. 7 - Bolton CE, Bevan-Smith 
EF, Blakey JD et al. British Thoracic Society guideline on pulmonary rehabilitation in adults: accredited by NICE. Thorax 2013;68:ii1-ii30 8- Myers J, Prakash M, Froelicher V, Do D, Partington S, Atwood JE. Exercise 
Capacity and Mortality among Men Referred for Exercise Testing. New England Journal of Medicine. 2002;346(11):793-801. 9-Cartee GD, Hepple RT, Bamman MM, Zierath JR. Exercise Promotes Healthy Aging of 
Skeletal Muscle. Cell metabolism. 2016;23(6):1034-47. 10-Kell RT, Bell G, Quinney A. Musculoskeletal fitness, health outcomes and quality of life. Sports Med. 2001;31(12):863-73. 11 - Sigal RJ, Armstrong MJ, Colby P, 
Kenny GP, Plotnikoff RC, Reichert SM, et al. Physical Activity and Diabetes. Canadian Journal of Diabetes. 2013;37:S40-S4.  12 Fox K, Hillsdon M. Physical activity and obesity. Obesity reviews. 2007;8(Suppl. 1):115-21



Flu epidemiology 

• most flu activity usually occurs between mid-
November and March 

• during the 2024 to 2025 season, flu circulated 
above baseline levels from December 2024 to 
early March 2025, peaking at new year

• influenza activity was higher in the 2024 to 
2025 season than in the 2023 to 2024 season

• hospital flu admissions and intensive care and 

high-dependency unit admissions were higher 
than in the previous flu season 

• modelling of influenza-attributable mortality in 
England estimated approximately 7,800 deaths 
due to flu in 2024 to 2025 flu season, compared 
to approx 3,600 in the previous season

The national flu vaccination 

programme 2025 to 2026

Weekly GP influenza-like illness consultation rates per 100,000 
from the RCGP RSC network, England, by season

The national flu vaccination programme 2025 to 2026 (NHS England) accessed on 3/10/2025 -
https://www.gov.uk/government/publications/national-flu-immunisation-programme-plan-2025-to-2026 
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Why vaccinate these risk groups?
Influenza-related population mortality rates and relative risk of death among those aged 6 months to under 65 years by clinical risk group 
in England, September 2010 to May 2011

Number of fatal flu cases (%) Mortality rate per 100,000 
population

Age-adjusted relative risk

In a risk group
213 (59.8)

4.0
11.3 (9.1-14.0)

Not in any risk group
143 (40.2)

0.4 Baseline

Chronic renal disease
19 (5.3)

4.8 18.5

Chronic heart disease 32  (9.0) 3.7
10.7 (7.3-15.7)

Chronic respiratory disease
59 (16.6)

2.4
7.4 (5.5-10.0)

Chronic liver disease
32 (9.0)

15.8
48.2 (32.8-70.6)

Diabetes
26 (7.3)

2.2
5.8 (3.8-8.9)

Immunosuppression
71 (19.9)

20.0
47.3 (35.5-63.1)

Chronic neurological disease (excluding 
stroke/transient ischaemic attack)

42 (11.8)
14.7

40.4 (28.7-56.8)

Total 378 0.8
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Flu vaccine uptake in England (%)

28

Target group 2024/25 2023/24 2022/23 2021/22 2020/21 2019/20 2018/19

Patients aged 65 years and 

over

74.9 77.8 79.9 82.3 80.9 72.4 72

Patients aged 6 months to 

under 65 years in risk groups

40.0 41.4 49.1 52.9 53 44.9 48

Pregnant women in a clinical 

risk group*

44.9 41.4 33.2 51.8 57.7 65.9 60.2

Pregnant women not in a 

clinical risk group

33.6 30.1 47.8 36 41.5 42.1 43.7

All pregnant women 35.0 32.1 35.0 37.9 43.6 43.7 45.2

Frontline healthcare workers 37.8 42.8 49.9 60.5** 76.8 74.3 70.3

The national flu vaccination programme 

2025 to 2026
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Vaccine uptake for frontline healthcare workers

• in the 2024 to 2025 season, 37.8% of frontline HCWs were vaccinated 

– 51.5% of frontline HCWs in GP practices received a vaccine 

– 37.5% of frontline HCWs in NHS trusts received a vaccine

• this is the fourth consecutive season to show a decrease in the vaccination of frontline 

HCWs and the lowest uptake since the 2010 to 2011 flu season

• all frontline health and social care workers should be offered a flu vaccine as part of 

the organisations’ policy

29
The national flu vaccination programme 

2025 to 2026
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NICE – asthmatic features or features suggesting 

steroid responsiveness

• any previous secure 
diagnosis of asthma or 
atopy

• higher blood eosinophil 
count

• substantial variation in 
FEV1 (400mls)

• substantial variation in 
PEFR (20%)

National Institute for Health and Care Excellence. Chronic obstructive pulmonary disease in over 16s: diagnosis and 
management NICE guideline NG115. 2019.



Offer SABA or SAMA for use as needed

If the person is limited by symptoms or has exacerbations despite treatment

No asthmatic features or features suggesting steroid 
responsiveness

Asthmatic features or features suggesting 
steroid responsiveness

Offer LABA + LAMA Consider LABA+ICS

Person has day to day 
symptoms adversely 
impact on  quality of 

life

Person has 1 severe or 2 
moderate exacerbations 

within a year

Person has day to day symptoms adversely 
impact on  quality of life or has 1 severe or 2 

moderate exacerbations within a year

Consider 3 month trial 
of LAMA+LABA+ICS

If no improvement 
revert to LAMA+LABA 

Consider LAMA+LABA+ICS Offer LABA+ICS+LAMA

Explore further treatment options if still limited by breathlessness or subject 
to frequent exacerbations (see NICE guidance for more details) 

National Institute for Health and Care Excellence. Chronic obstructive pulmonary disease in over 16s: diagnosis and 
management NICE guideline NG115. 2019.



NHS Wales Formulary adopted by many areas 

NHS Wales. All Wales COPD management and prescribing guideline 2025 (available from 
https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-guidance-resources-and-
data/prescribing-guidance/all-wales-copd-management-and-prescribing-guideline/)

https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-guidance-resources-and-data/prescribing-guidance/all-wales-copd-management-and-prescribing-guideline/
https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-guidance-resources-and-data/prescribing-guidance/all-wales-copd-management-and-prescribing-guideline/
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How many exacerbations does the average person 

with COPD have every year?

• In major trials of people 

under specialist care the 

figure is between 0.85 – 

1.31,2,3

1- Calverley P, Anderson J, Celli B, Ferguson G, Jenkins C, Jones P, et al. Salmeterol and fluticasone proprionate and survival in chronic obstructive pulmonary 
disease. N Engl J Med. 2007;356:775 - 89. 2- Tashkin DP, Celli B, Senn S, Burkhart D, Kesten S, Menjoge S, et al. A 4-Year Trial of Tiotropium in Chronic 
Obstructive Pulmonary Disease. N Engl J Med. 2008;359(15):1543-54 3. Seemungal TAR, Hurst JR, Wedzicha JA. Exacerbation rate, health status and 

mortality in COPD--a review of potential interventions. International journal of chronic obstructive pulmonary disease. 2009;4:203-23.



Severe

Moderate

Mild

Hospitalisation or 
A&E visit

Antibiotics and/or OCS
+ SABA or SAMA

SABA or SAMA only

1. GOLD. Global strategy for the diagnosis, management, and prevention of COPD: 2021 report. Available from: https://goldcopd.org (Accessed November 
2021);  2. Hurst JR, et al. N Engl J Med 2010;363:1128–1138;.

Definition: Exacerbations are an acute worsening of 

respiratory symptoms, resulting in additional therapy1

Up to 77% of patients will 

have at least one moderate-to-

severe exacerbation within a 

3-year period2



FEV1 loss of approx. 15 mL  
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Adapted from 
Watz H, et al. 2018

Watz H, Tetzlaff K, Magnussen H, Mueller A, Rodriguez-Roisin R, Wouters EFM, et al. Spirometric changes during 
exacerbations of COPD: a post hoc analysis of the WISDOM trial. RESPIRATORY RESEARCH. 2018;19(1):251.

Lung function lost with exacerbations



Lung function decline following a severe exacerbation is 
worse in those with milder disease

mild – 87ml
moderate – 20ml
severe-  20ml
very severe – 7ml

Dransfield MT, Kunisaki KM, Strand MJ, Anzueto A, Bhatt SP, Bowler RP, et al. Acute Exacerbations and Lung Function Loss 
in Smokers with and without Chronic Obstructive Pulmonary Disease. American journal of respiratory and critical care 

medicine. 2017;195(3):324-30.



Preventing the first exacerbation could reduce the risk of mortality

.

Time between exacerbations reduces* More exacerbations increases risk of 
mortality2 

Time after first severe exacerbation (years)
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1. Suissa S, Dell'Aniello S, Ernst P. Long-term natural history of chronic obstructive pulmonary disease: severe exacerbations and mortality. 
Thorax. 2012;67(11):957-63. 2. Soler-Cataluña JJ, Martínez-García MA, Román PSánchez, Salcedo E, Navarro M, Ochando R. Severe acute 
exacerbations and mortality in patients with chronic obstructive pulmonary disease. Thorax. 2005;60.



How soon after worsening of symptoms starts before a patient 

should commence steroids / antibiotics?

• Start SABA early on

• Start OCS or 

antibiotics usually 

48-72 hours or 

longer

Aaron SD, Donaldson GC, Whitmore GA, Hurst JR, Ramsay T, Wedzicha JA. Time course and 
pattern of COPD exacerbation onset. Thorax. 2012;67(3):238-43.



How long does an exacerbation last 

Usually last 11 – 13 

days (median) and 

quicker onset settle 

faster – though many 

last considerably 

longer before full 

symptom resolution

Aaron SD, Donaldson GC, Whitmore GA, Hurst JR, Ramsay T, Wedzicha JA. Time course and 
pattern of COPD exacerbation onset. Thorax. 2012;67(3):238-43.



What dose of steroid and antibiotic and for how long? 

• Prednisolone 30mg daily for 

5 days. 1,2,3

• Antibiotic for 5 days3,4

– Amoxicillin, Doxycycline, 

Clarithromycin

1 - National Institute for Clinical Excellence. NG 115 Chronic obstructive pulmonary disease in over 16s: diagnosis and 
management. NICE; 2019. 2- Walters JA, Tan DJ, White CJ, Wood-Baker R. Different durations of corticosteroid therapy for 

exacerbations of chronic obstructive pulmonary disease. Cochrane Database Syst Rev. 2018;3:Cd006897. 3- 
Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for the Diagnosis, Management and Prevention 

of COPD (2020). 2019. 4- National Institute for Clinical Excellence. Chronic obstructive pulmonary disease (acute exacerbation): 
antimicrobial prescribing. London NICE; 2018 Dec 2018.



I just need another course of antibiotics and steroids – I’m not 

quite better yet. 

Clinical review important1

• Pneumonia

• Pulmonary embolus

• Carcinoma of lung

• Bronchiectasis

• Pleural effusion

• Heart failure

• Atrial fibrillation

• Remember normal recovery2

• No benefit from longer 
course of antibiotics (for 
infection)3

• No benefit from longer 
course of steroids (for 
exacerbations) in hospital 
inpatients (no studies in 
primary care)4,5

Cotton MM, Bucknall CE, Dagg KD, Johnson MK, MacGregor G, Stewart C, et al. Early discharge for patients with exacerbations of chronic obstructive pulmonary disease: a 
randomised controlled trial. Thorax. 2000;55(11):902-6. 2 - Aaron SD, Donaldson GC, Whitmore GA, Hurst JR, Ramsay T, Wedzicha JA. Time course and pattern of COPD 
exacerbation onset. Thorax. 2012;67(3):238-43.3 - National Institute for Clinical Excellence. CG91: Pneumonia in adults: diagnosis and management 2014. 4- Sivapalan P, 
Ingebrigtsen TS, Rasmussen DB, Sørensen R, Rasmussen CM, Jensen CB, et al. COPD exacerbations: the impact of long versus short courses of oral corticosteroids on 
mortality and pneumonia: nationwide data on 67 000 patients with COPD followed for 12 months. BMJ Open Respiratory Research. 2019;6(1):e000407. 5 - Walters JA, Tan 
DJ, White CJ, Wood-Baker R. Different durations of corticosteroid therapy for exacerbations of chronic obstructive pulmonary disease. Cochrane Database Syst Rev. 
2018;3:Cd006897.



Anti-inflammatory therapy in 
stable COPD

© 2025, 2026 Global Initiative for Chronic Obstructive Lung Disease



Evidence supporting the use of 
biologics in the treatment of 

COPD

© 2025, 2026 Global Initiative for Chronic Obstructive Lung Disease



National Institute for Clinical Excellence. Dupilumab for maintenance treatment of uncontrolled 
chronic obstructive pulmonary disease with raised blood eosinophils 2026 26 March 2026.



Practical management of frequent exacerbator 

(or use of steroid / antibiotics)
1. Is the condition really an exacerbation? 

2. Is the person being treated twice for a condition that needs a short 
course treatment? 

3. Inhaler technique / compliance

4. Is it really COPD or something else? Should I consider CXR if 
recurrence (or HRCT for bronchiectasis) or sputum culture next 
exacerbation? 

5. Should I refer to specialist for consideration of biologic or 
azithromycin or LVRS or further investigation? 

SH personal pathway (based on evidence above)



Müllerová H, Lu C, Li H, Tabberer M. Prevalence and burden of breathlessness in 

patients with chronic obstructive pulmonary disease managed in primary care. PLoS 

One. 2014;9(1):e85540.



1. Spathis A, Booth S, Moffat C, Hurst R, Ryan R, Chin C, et al. The Breathing, Thinking, Functioning clinical model: a 
proposal to facilitate evidence-based breathlessness management in chronic respiratory disease. npj Primary Care 

Respiratory Medicine. 2017;27(1):27.



Question 5: Should opioids be used to 

reduce symptoms in people with serious 

respiratory illness? 

• Recommendation We suggest not using opioids 
for the treatment of breathlessness in people 
with serious respiratory illness (conditional 
recommendation against the intervention, very 
low certainty of evidence). 

• Summary of evidence We considered studies of any opioid drug, given by 
intravenous, subcutaneous or oral routes in any dose, for the treatment of 
breathlessness or cough. The effects of opioids were considered separately for 1) 
opioids self-administered regularly at home for four or more consecutive days with 
outcomes ideally measured in daily life (e.g. breathlessness “now”) at a singular 
(either morning or evening, combined averages of morning and evening, or an 
unspecified time) or multiple time points (both morning and evening separately) 
[89–99], and 2) opioids administered as one or more doses in the laboratory 
setting



Thank you any 

questions?



ASTHMA - After the 
diagnosis – better 
management? 



Adapted from BTS/SIGN 158 British Guideline on the Management of Asthma 2019 https://www.brit-thoracic.org.uk/quality-
improvement/guidelines/asthma/ [last accessed 25th Jan 2023];

The Old Days (1999 – 2019)

https://www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma/
https://www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma/
https://www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma/
https://www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma/
https://www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma/


How many people? 

• Have a mobile phone that 
can only take telephone 
calls?

• Have a black and white 
TV? 

• Use of typewriter

• Have no power assisted 
steering in their car

Do you want a more modern alternative – fancy an upgrade? 



Asthma 

Management

• Treatment options – 
established and new

• Severe Asthma and Biologics 
– who should we be 
thinking about



• Inhaled SABA has been first-line treatment for asthma for 50 years

– Asthma was thought to be a disease of bronchoconstriction

– Role of SABA reinforced by rapid relief of symptoms and low cost

• Regular use of SABA, even for 1–2 weeks, is associated with increased AHR, reduced 
bronchodilator effect, increased allergic response, increased eosinophils (e.g. Hancox, 2000; 
Aldridge, 2000)

– Can lead to a vicious cycle encouraging overuse

– Over-use of SABA associated with  exacerbations and 
 mortality (e.g. Suissa 1994, Nwaru 2020)

• Starting treatment with SABA trains the patient to 
regard it as their primary asthma treatment

• The only previous option was daily ICS even when 
no symptoms, but adherence is extremely poor

• GINA changed its recommendation in 2019 once evidence

 for a safe and effective alternative was available

Why should we stop treating with SABA alone?

Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention (2022). 2022 available at www.ginaasthma.org 

http://www.ginaasthma.org/


Questions in Mild Asthma: An Official American Thoracic Society 

Research Statement. 
Mild asthma is asthma that is characterized by minimal symptoms and risk in patients on SABA 

alone, as-needed ICS with SABA, as-needed ICS–formoterol, or daily ICS plus SABA or those 

who are not on any therapy. On the basis of the survey results, our expert panel members suggested 

the following parameters for defining impairment and risk in patients with confirmed diagnoses on such 

treatment:

Daytime symptoms fewer than two per week (impairment domain)

Night time symptoms fewer than one per month (impairment domain) (but many members believed 

that any night waking represented poor control)

Fewer than one exacerbation per year (risk domain) (but many members strongly believed any 

exacerbations during the year to represent more severe illness)

Preserved lung function (e.g., postbronchodilator FEV1 greater than the lower limit of normal) (risk 
domain)

1 - Mohan A, Lugogo NL, Hanania NA, Reddel HK, Akuthota P, O'Byrne PM, et al. Questions in Mild Asthma: An Official American 
Thoracic Society Research Statement. Am J Respir Crit Care Med. 2023;207(11):e77-e96.



Asthma treatment levels (adults)

• Mild – low dose ICS / LABA (AIR)

• Highly symptomatic or severe exacerbation– 

low dose ICS / LABA (MART)

• Moderate dose ICS / LABA (MART)



Maintenance And Reliever 

Therapy (MART)

• “Consider the option of 

combined maintenance and 

reliever therapy in adult 

patients who have a history 

of asthma attacks on 

medium dose ICS or 

ICS/LABA.” (Grade A 

recommendation)

British Thoracic Society, Scottish Intercollegiate Guideline Network. SIGN 158 British Guidelines for the Management of Asthma. Guideline. 2019.



MART and AIR – THE BASICS

• Not all combinations are licenced for AIR and for MART

• “Licensed indications for asthma inhalers vary between 
different medicines, different doses and different devices. Not 
all asthma inhalers are licensed for use in line with the 
recommendations in this guideline. See NICE's information on 
prescribing medicines or SIGN's information on prescribing 
licensed medicines out with their marketing authorisation and 
refer to the summary of product characteristics for individual 
products. ”

• Who keeps to licenced indications with salbutamol inhaler? 

British Thoracic Society, National Institute for Clinical Excellence, Scottish Intercollegiate Guideline Network. NG245 Asthma: 

diagnosis, monitoring and chronic asthma management (BTS, NICE, SIGN). 2024.





British Thoracic Society, National Institute for Clinical Excellence, Scottish Intercollegiate Guideline Network. NG245 Asthma: 

diagnosis, monitoring and chronic asthma management (BTS, NICE, SIGN). 2024.



British Thoracic Society, National Institute for 

Clinical Excellence, Scottish Intercollegiate 

Guideline Network. NG245 Asthma: diagnosis, 

monitoring and chronic asthma management 

(BTS, NICE, SIGN). 2024.



Okay I get this for 
new patients – 
but we have lots 
of people on 
treatment 
already? 



British Thoracic Society, National Institute for Clinical Excellence, Scottish Intercollegiate Guideline Network. NG245 Asthma: 

diagnosis, monitoring and chronic asthma management (BTS, NICE, SIGN). 2024.



Poorly controlled and severe asthma – triggers for 

referral (PCRS 2022 Update)

1. On regular OCS for their 
asthma

2. Admitted / ED in last year

3. Two or more courses of OCS 
in last year

4. 6 SABA inhalers or more in 
last year

5. Ongoing symptoms despite 
controller medication

Holmes S, Kane B, Pugh A, Whittaker A, McArthur R, Carroll W. Poorly controlled and severe asthma: triggers for referral for adult or paediatric 
specialist care – a PCRS pragmatic guide. Primary Care Respiratory Update. 2019;Autumn 2019(18):22-7.



Current biologics

• benralizumab (Fasenra)

• dupilumab (Dupixent)

• mepolizumab (Nucala)

• omalizumab (Xolair)

• reslizumab (Cinqaero)

• tezepelumab (Tezspire)

(Licence and indications vary)

Asthma and Lung UK  www.asthmaorg.uk   (Last accessed in 

Jan 2023)

Table from PCRU: Holmes S, Carroll W, Mosgrove F, 

Pugh A, Stone R. Severe Asthma: A pragmatic guide 

for primary care practitioners. Primary Care 

Respiratory Update. 2022;25(Winter):7-15.

http://www.asthmaorg.uk/


Thank you any 

questions?
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