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The NICE COPD Guidelines 2004–—what are the
messages for primary care?
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COPD is an important and common disease which
causes persistent and increasing symptoms to pa-
tients, impairment of quality of life and leads to
30,000 deaths per year in the UK. It is a consider-
ably burden to the National Health Service, partic-
ularly in the winter months when exacerbations oc-
cur most commonly and result in 13% of all acute
medical admissions.
The first UK COPD Guidelines were produced by

the British Thoracic Society in 1997. Since then
there have been many new developments in treat-
ment and management and the need for updated
guidelines, drawn up on more critically evidenced
based criteria, has become more pressing.
The new guidelines were commissioned by the

National Institute for Clinical Excellence (NICE) and
were researched and written by the National Col-
laborative Centre on Chronic Conditions to the high-
est evidence based standards. They have the full
support of the British Thoracic Society and have
been published in full format with all evidence ta-
bles and references in Thorax [1]. Other shorter
and patient orientated versions of the guideline are
available on the NICE website [2]. The BTS COPD
Consortium has produced a short summary docu-
ment to be distributed to all primary care and some
secondary care practitioners and a set of teaching
slides on Powerpoint which can be downloaded from
the BTS website [3].
The new guideline emphasises that COPD not

only affects the lungs and breathing, but can pro-
duce other effects such as muscle wasting and fa-
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tigue, weight loss, pulmonary hypertension and cor
pulmonale, anxiety and depression. Patients with
COPD should therefore have access to a wide range
of skills delivered from a multidisciplinary team.
The patient is central in providing good disease
education and involving them in decision making
on therapy and management.

Making a diagnosis

Making the correct diagnosis of COPD and differenti-
ating it from asthma is one of the seven key themes
of the new guideline.
There is no single diagnostic test for COPD. Mak-

ing a diagnosis relies on clinical judgement based
on a combination of history, age, physical exami-
nation and confirmation of the presence of airflow
obstruction using spirometry.
The diagnosis of COPD depends crucially on think-

ing of it in the first place as a possible cause of
breathlessness or cough in any smoker or ex-smoker
over the age of 35 years [4]. The key symptoms re-
main:

• exertional breathlessness;
• chronic cough;
• regular sputum production;
• frequent winter bronchitis;
• wheeze.

Spirometry remains the gold standard for demon-
strating airflow obstruction to confirm the di-
agnosis. It should be performed at the time
of diagnosis; opportunistically, not more often
than once per year; or to reconsider the di-
agnosis if patients show an exceptionally good
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response to treatment. It should also be repeated
if there is a more rapid than expected decline in
symptoms.
In concert withmost international guidelines, air-

flow obstruction is defined as a reduction in FEV1
of <80% of predicted value, plus a reduced FEV1/
FVC ratio below 70%.

Reversibility testing

One of themajor changes in the new guideline is the
advice on the role of spirometric reversibility test-
ing to bronchodilators and a trial of oral steroids.
While spirometry remains essential for confirming
the diagnosis of airflow obstruction, reversibility
testing is no longer routinely recommended for all
patients. The correct diagnosis of COPD, and its dif-
ferentiation from asthma, can usually be made on
clinical grounds and where necessary, by careful as-
sessment of response to treatment.
The reasoning behind this new stance is based on

clinical studies and observations. It is now recog-
nised that there are many difficulties with the old
approach and that routine spirometric reversibility
testing may be unhelpful or misleading because:

• repeated FEV1 measurements can show small
spontaneous fluctuations;

• the results of reversibility tests performed on the
same patient on different occasions can be incon-
sistent and not reproducible [5,6];

• over-reliance on a single reversibility test may be
misleading unless the change in FEV1 is very large
(e.g. greater than 400ml);

• the definition of what constitutes the magnitude
of a significant change is purely arbitrary (and has
varied between 10 and 20% in different settings);

• response to long-term therapy is not predicted by
acute reversibility testing.

This view on routine reversibility testing is shared
by both the American and European Respiratory So-
cieties and is likely to be adopted by GOLD in the
near future.
There has been much discussion about this rec-

ommendation with regard to a seeming conflict
with the necessity to perform reversibility testing
on all patients to fulfil the requirements of the
new GP contract in the UK. Opinions have been
expressed that removing the need to perform re-
versibility testing in primary care would result in
too many patients with asthma being missed. It
is also encourages good practice to make primary
care practitioners think and test objectively to
make the correct diagnosis.
However, while reversibility testing in all pa-

tients might be the pinnacle of excellence, in real

life and practically, how many practices will have
the time or adequately trained staff to perform
these tests to the appropriate technical level? Sur-
veys show spirometry is poorly performed in pri-
mary care and unless patients are properly briefed
about with-holding bronchodilators for sufficient
time before doing reversibility testing, the results
would be meaningless.
The GP contract conflict is likely to be resolved

as now that NICE has published the Guideline, dis-
cussions are taking place with the Department of
Health to modify the GP contract. In the meantime,
having performed diagnostic spirometry, patients
could be given a trial of short acting bronchodilator
for 3—4 weeks and reassessed both symptomatically
and by lung function.
NICE is keen to emphasise that there is still a

place for reversibility testing and in those patients
where there remains uncertainty about the diagno-
sis, the following may be of benefit in identifying
asthma.

• FEV1 and FEV1/FVC ratio return to normal.
• A very large (>400ml) response in FEV1 to either
bronchodilator or prednisolone 30mg daily for 2
weeks.

• Serial PEF readings showing significant (20% or
greater) diurnal or day to day variability.

If patients report a dramatic improvement in symp-
toms in response to inhaled therapy either acutely
or over a more prolonged period of time, the diag-
nosis of asthma should be considered. Patients with
remaining diagnostic uncertainty should be referred
for specialist advice and more detailed investiga-
tions.

Clinical features differentiating COPD and asthma

COPD Asthma

Smoker or
ex-smoker

Nearly all Possibly

Symptoms under
age 35

Rare Often

Chronic productive
cough

Common Uncommon

Breathlessness Persistent and
progressive

Variable

Night waking,
breathlessness or
wheeze

Uncommon Common

Significant diurnal
or day to day
variability of
symptoms

Uncommon Common
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Classification and assessment of disease
severity

Traditionally, the severity of COPD has largely been
equated with the FEV1 % predicted value. We now
better understand that COPD is a systemic disease
which may affect parts of the body other than the
lungs and accordingly disability, affecting exercise,
the activities of daily living, quality of life, and
mood all have a significant effect on the patient.
Mild airflow obstruction can be associated with
significant disability. A true assessment of severity
should therefore not only include spirometry but
other measures such as:

• A measure of breathlessness (MRC dyspnoea
scale).

• Enquiry of how COPD is affecting general daily
living.

• Frequency of exacerbations.
• Weight loss (BMI).
• Oxygen saturation with a pulse oximeter (which
becomes a strongly recommended piece of equip-
ment for primary care).

• The presence of cor pulmonale.

The NICE Guideline has produced new levels of gra-
dation of airflow obstruction according to FEV1 %
predicted which are shown in the table. These have
been selected:

• To harmonise with new levels in most interna-
tional guidelines.

• To reflect the threshold for undertaking various
assessments and starting new treatments.

Severity of airflow obstruction according
to FEV1 % predicted

Severity FEV1

Mild airflow obstruction 50—80% predicted
Moderate airflow
obstruction

30—49% predicted

Severe airflow obstruction Below 30% predicted

New recommendations on drug treatment

Since the initial BTS Guidelines, there have been
a considerable number of published studies with
Grade A or B evidence levels which have clari-
fied the role of some of the newer agents now
available for symptomatic relief, improvement
of quality of life and prevention of exacerba-
tions.

Smoking cessation remains a key part of the man-
agement as it is the only measure to affect the rate
of decline of lung function.

Inhaled bronchodilators

Short acting bronchodilators, both beta-agonists
and anticholinergics, remain as the initial treat-
ment for the relief of breathlessness and exercise
limitation.
The effectiveness of such therapy should not be

assessed by lung function alone but should include
a variety of other measures such as improvement
in symptoms, activities of daily living and exercise
capacity.
Patients who remain symptomatic should have

their inhaled treatment intensified to include
long-acting bronchodilators (both beta-agonists
and anticholinergics) or combined therapy with a
short acting beta-agonist and short acting anti-
cholinergic.
Long-acting bronchodilators should be added in

patients who remain symptomatic despite short
acting bronchodilators or who have two or more
exacerbations per year, because they show added
benefits over short acting therapy. These include a
greater effect on symptom control, a significant im-
provement in quality of life scores, and the ability
to reduce the frequency of acute exacerbations.
The choice of drug should be determinedwith ref-

erence to efficacy, side effects, patient preference
and cost effectiveness.

Inhaled corticosteroids

NICE has concurred with recent evidence [7] that
steroid reversibility tests do not predict response
to inhaled steroid therapy and should not be used
to identify which patients should be prescribed in-
haled steroids.
Inhaled corticosteroids should be prescribed for

patients with a FEV1≤50% predicted who are having
two or more exacerbations in the last year. The aim
of treatment is to reduce exacerbations and slow
the rate of decline in health status and not to slow
the rate of decline in lung function.
Combining therapies from different drug classes

can increase clinical benefit.

Mucolytic therapy

Mucolytic therapy may see a resurgence of interest
and should be considered in patients with chronic
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productive cough. The aim of treatment is to re-
duce frequency of cough and sputum production.
However, a meta-analysis [8] of such agents used
for more than 2 months has shown evidence of a
reduction in exacerbations by 29% compared with
placebo. More research is needed but this may
prove a useful group of agents in preventing exac-
erbations.
Currently the only agent that can be prescribed

in the UK is carbocysteine (mucodyne).

Pulmonary rehabilitation

The new guidelines stress the value to patients of
rehabilitation which should be made available to
all appropriate patients–—those who consider them-
selves functionally disabled by COPD (usually MRC
Grade 3 and above).
It should be accessible in terms of access, loca-

tion and availability.

Treatment of acute exacerbations

Exacerbations cause marked worsening of symp-
toms and quality of life for the patient and can take
as long as 2 months for symptoms to return to base-
line. Once they start to occur they tend to continue.
Most patients with severe COPD have 2—3 exacer-
bations per year. Exacerbations requiring hospital
admission are often a bad prognostic factor.
The NICE Guideline has emphasised the need to

attempt to reduce the frequency and severity of
exacerbations as well as providing treatment for
attacks.

An exacerbation is defined as a sustained wors-
ening of the patient’s symptoms from their usual
stable state which is beyond normal day to day
variations, and is acute in onset. Common symp-
toms are worsening breathlessness, cough, in-
creased sputum production and change in sputum
colour. The change in symptoms often necessitates
a change in medication.
Pulse oximetry is encouraged in primary care to

aid the assessment of clinical severity of an exac-
erbation.
Primary care management of an exacerbation

consists of:

• increase in bronchodilators–—consider giving via a
nebuliser;

• antibiotics if sputum is purulent;
• Prednisolone 30mg daily for 7—14 days.

Patients should be reviewed afterwards and man-
agement optimised as appropriate.

Prevention of exacerbations

Aiming to reduce exacerbations both in frequency
and severity may have a major impact on reducing
patient’s suffering and decreasing the burden on
acute admissions.
The following may help to reduce the frequency

of exacerbations:

• Vaccinations: influenza and pneumococcal.
• Long-acting bronchodilators.
• Inhaled corticosteroids.
• Combined long acting beta-agonists and inhaled
corticosteroids.

• Mucolytic agents.
• Self management action plan.
• Pulmonary rehabilitation.

Self management action plans

Self management plans have proved very valuable
in asthma but their use in COPD is less clear with lit-
tle research to promote their use. A hospital based
controlled study by Bourbeau et al. [9] has shown
approximately 40% reduction in hospital admissions
and emergency room visits with a self management
plan but a recent Cochrane review [10] was less
positive.
The main aim is to provide patients at risk of

exacerbations with self management advice in
terms of an action plan that encourages them to
respond promptly to the symptoms of an exacerba-
tion.
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• Start oral steroids if breathlessness increases and
interferes with activities of daily living.

• Start antibiotics if sputum becomes purulent.
• Adjust bronchodilator therapy to control symp-
toms.

Suitable patents should be prescribed a supply of
antibiotics and prednisolone to keep at home for
use as part of a self-management strategy. Early and
appropriate use of treatment may help to reduce
the duration and severity of exacerbations and per-
haps prevent a hospital admission. They should be
advised to contact a healthcare professional if they
do not improve.

Palliative care

Patients with end stage COPD have little access to
the sort of palliative care provided for terminal can-
cers. NICE stresses that COPD sufferers, their family
and carers should have access to the full range of
services offered by multidisciplinary palliative care
teams, including admission to hospices.

Conclusions

The NICE Guidelines are a welcome addition to the
best clinical diagnosis and management of COPD.
Many guidelines end on a shelf unread or worse in
the rubbish bin. The dissemination process by the
BTS Consortium will ensure that a brief, easily read
summary of the Guideline is seen in every surgery

in the UK and for those outside the UK the materi-
als, together with a teaching/lecture slide set are
available free on the BTS website.
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