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Introduction

The COPD-X Handbook (formerly known as the COPD-X Concise Guide) provides a summary of evidence-
based practical recommendations from the COPD-X Plan &.

Clinical need

Chronic obstructive pulmonary disease (COPD) is a common condition which is a major cause of morbidity
and mortality. In Australia, COPD is under-recognised, under-diagnosed and under-treated. It is a major public
health concern where immense opportunity exists to improve outcomes by implementing standardised
evidence-based care in clinical practice. The Australian Commission on Safety and Quality in Health Care
(ACSQHC) is due to launch the COPD Clinical Care Standard & (COPD CCS) in late 2024. The COPD CCS will
describe the care that people living with COPD should expect to receive in primary and hospital care, with a
focus on the areas of care where the need for quality improvement is greatest. This COPD-X Handbook is
consistent with the COPD CCS in development and may be used as a tool to support the implementation of
the COPD CCS into clinical practice.

Development

The COPD-X Handbook is a companion resource to the COPD-X Plan &, the Australian clinical practice
guidelines for COPD in Australia, which are updated four times a year. In 2023, Lung Foundation Australia’s
COPD-X Guidelines Committee convened a multidisciplinary COPD-X Handbook Working Group for a major
update from the 2018 version (then called the COPD-X Concise Guide). In addition to the expert review from
the COPD-X Handbook Working Group, this update was also informed using multi-stage market research,
and feedback from Lung Foundation Australia’s Primary Care Committee, COPD Clinical Advisory Committee,
and COPD Consumer Advisory Committee.

Audience

This guideline summary has been developed for Australian health professionals caring for people living with
COPD and is also highly relevant for a range of government and non-government stakeholders, including
policy-makers, industry, researchers, and students.

Disclaimer

Our current approach to COPD diagnosis, treatment and management is based on recommendations largely
drawn from non-First Nations populations. As applicability cannot be assumed, further evidence on the
management and diagnosis of COPD is needed for First Nations Australians.
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Foreword

The COPD-X Plan has been the bedrock of evidence-based clinical guidance for managing COPD in Australia
for just over 20 years. This cornerstone resource, meticulously updated quarterly by Lung Foundation
Australia’s dedicated COPD-X Guidelines Committee, has empowered countless healthcare professionals to
provide optimal care for patients living with or at risk of COPD. After celebrating the 20th anniversary of
the COPD-X Plan & last year, we proudly unveil the latest edition of its invaluable companion, the
COPD-X Handbook.

Building upon the robust foundation of the COPD-X Plan &, this Handbook distils the key elements of our
national clinical guidelines into a readily accessible and user-friendly format. Marking its 10 year anniversary,
this resource was first debuted in 2014 under the title “The COPD-X Concise Guide for Primary Care” and
renamed to “The COPD-X Concise Guide” in 2018. Transcending its initial role as a primary care resource, its
simple layout, easy searchability, and clear reflection of key recommendations and evidence grades - all
mirroring its parent guidelines - make it indispensable in any non-specialist setting.

On behalf of my general practitioner and primary care colleagues, | extend our heartfelt gratitude to Lung
Foundation Australia’s staff and committees for their unwavering dedication to developing and maintaining
these clinically relevant and immensely valuable resources. My special thanks to the COPD-X Guidelines
Committee, whose tireless efforts keep the COPD-X Plan & and its accompanying resources - the COPD
Action Plan, Inhaler Medicine Charts and Device Fact Sheets, the Exacerbation Algorithm, the one-page
Stepwise Management of Stable COPD, and, of course, the COPD-X Handbook itself - relevant, accessible,
and among the most sought-after clinical tools in our arsenal. It has been a pleasure to be working alongside
the COPD-X Guidelines Committee as part of the multidisciplinary writing group for this edition of the
Handbook. Together, with the invaluable guidance and contributions of Lung Foundation Australia’s Primary
Care and COPD Consumer Advisory Committees, we have crafted a resource that reflects both academic
integrity and unwavering commitment to clinical utility.

I urge all readers to visit Australia’s leading lung health body, Lung Foundation Australia at
lungfoundation.com.au & for up to date news, research, events, advocacy work, and a wealth of
resources for both healthcare professionals and consumers. As the only national charity supporting people
of all ages affected by lung disease across Australia, consider encouraging your patients to become
members and support their crucial work in support services, advocacy, and research. Clinicians can also
contribute by joining as professional members.

By embracing the COPD-X Handbook and engaging with Lung Foundation Australia, we can all play a vital
role in improving the lives of people living with COPD. Let this updated edition be a springboard for ongoing
advancements in COPD care, ensuring all Australians affected by this chronic disease receive the best
possible treatment and support.

Yours sincerely,

Dr Kerry Hancock OAM BMBS FRACGP (Hon)

GP, Adelaide, SA

Member, COPD Clinical Advisory Committee, National COPD Program, Lung Foundation Australia Chair,
Primary Care Advisory Committee, National COPD Program, Lung Foundation Australia Chair, RACGP
Respiratory Medicine Specific Interests Group
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User guide

Clinical question
Clinical questions are answered with information summaries of evidence-based
discussion points from the COPD-X Plan &.

Information block
Each information summary is accompanied by relevant key recommendations from the
COPD-X Plan &.

Practice points

- Practice points are based on expert opinion where the evidence to make a recommmendation is
insufficient or beyond scope.

- They may offer practical guidance and strategies to help implement COPD-X recommendations into
Australian clinical practice.

. J

COPD-X Plan section
Further information

Legend

¢ External link (hyperlink)

I II III-1 III-2 III-3 IV

Level of evidence per the
National Health and Medical Research (NHMRC) evidence hierarchy @

m(l |:||:| Weak recommendation  mll II Strong recommendation

Navigation
\ 4
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Navigation

Introduction >

User guide >

D Case finding and confirm diagnosis

1. What are the most important risk factors for developing COPD?

2. What are the key steps for diagnosing COPD?

D) ortimise function

3. What are the key components of a comprehensive assessment of a person with COPD?

© 0O 0 0 O

4. What are the most effective pharmacological, non-pharmacological and surgical interventions
for COPD?

5. When is it appropriate to start discussing advanced care planning and palliative care?

‘ Prevent deterioration

6. What interventions prevent COPD exacerbations and deterioration?

7. Are there any other interventions that can reduce the risk of exacerbations?

‘Develop a plan of care

8. How can we ensure that people with COPD receive high-quality, integrated care?

9. What is the role of a COPD action plan for exacerbations and what are the steps to writing one?

10. How is @ COPD exacerbation diagnosed?

1. What are the most effective treatments if a patient is experiencing respiratory symptoms and
may be at risk of a COPD exacerbation?

12. When is oxygen delivery or non-invasive ventilation suitable for COPD exacerbations?

13. Are there any other ways we can support patients with COPD to optimise recovery from
a COPD exacerbation?

References >
Abbreviations >
Summary of key recommendations >
Acknowledgements >
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Case finding
and confirm
diagnosis
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What are the most important risk
factors for developing COPD?

Tobacco smoking and non-tobacco smoking exposures are important COPD risk factors.

Lifetime Early life Later life
» Genetic » Lung growth
(e.g. alphat .
antitrypsin deficiency) LIt el e s
» First Nations people 2 S el
. .  Low birth weight
e Socioeconomic
status -
Cumulative exposures
» Nutrition

* Tobacco smoke (active and second-hand smoke)

« Indoor air pollution (e.g. heating, cooking, poor ventilatign)

» Outdoor air pollution (e.g. landscape fire smoke, coal power stations)

e Occupational dust (organic or inorganic; vapours, dusts, gases, fumes)
_____________________________________________________ ’

Cumulative conditions
e Asthma

Figure 1. Risks for developing COPD across the life course

Practice points

- Ildentify and minimise ongoing exposure to COPD risk factors, to prevent COPD in people
who are at risk.

Key recommendations
1a. Smoking is the most important risk factor for COPD development I .||I

1b. Smoking cessation reduces mortality in people with COPD I -Ill

The COPD-X Plan sections
- C1. Aetiology and natural history @

Further information

- Early life risk factors @ (European Lung Foundation)

- COPD Causes and Risk Factors @ (American Lung Association)

- COPD Causes and Risk Factors @ (National Heart, Lung, and Blood Institute)

- Towards the elimination of chronic obstructive pulmonary disease &
(The Lancet - subscription required)

. J

8 | COPD-X Handbook ¢% Lung Foundation Australia


https://copdx.org.au/copd-x-plan/confirm-diagnosis/c1-aetiology-and-natural-history/?highlight=risk%20factor
https://europeanlung.org/en/information-hub/keeping-lungs-healthy/early-life-risk-factors/
https://www.lung.org/lung-health-diseases/lung-disease-lookup/copd/what-causes-copd
https://www.nhlbi.nih.gov/health/copd/causes
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(22)01273-9/abstract
https://lungfoundation.com.au/

C

What are the key steps for
diagnosing COPD?

A spirometry result showing fixed ratio of forced expiratory volume in 1 second
(FEVh) / forced vital capacity (FVC) <0.7 after bronchodilator (i.e. post-
bronchodilator FEV:./FVC ratio <0.7) is required for a COPD diagnosis (see step 3).

Step 1. Document patient history Step 2. Perform spirometry

Collect and document patient history of: Perform or arrange spirometry for people 235

[ respiratory symptoms years old with one or more of the following:
! ysy

(including exertional breathlessness, cough,
sputum, chest infections, or exacerbations)

[J current or former smoking history
new, persistent, or changed cough
smoking and vaping coughing up mucus or phlegm
occupational exposures out of breath more easily than others their age
environmental exposures experiencing chest tightness or wheeze
premature birth experiencing recurrent chest infections

childhood respiratory problems have worked in a job that exposed them to dust,

gas, or fumes

Oooooo

asthma
Note: Haemoptysis, chest pain and weight loss

age of onset of symptoms
require urgent further investigation.

oooogoood

family history

Key recommendations

2a. Begin with a thorough history and examination for COPD as the first step I11I-2 -Ill
to diagnosis

Practice points

- Identify patients who need spirometry using Lung Foundation Australia’s 2-minute
Lung Health Checklist &.

- Share the Lung Health Checklist & link with patients so they can fill it out at home, in the waiting
room before a clinical consultation, or during a clinical consultation as part of patient history.

- Consider using Health Assessments and Care Plan visits to administer the Lung Health Checklist &.

- Consider searching patient lists for those at high risk (for example, people with a smoking history
over 35 years old with no past spirometry) or link to a Measuring Outcomes activity audit (as part of
continuing professional development).
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( )

The COPD-X Plan sections
- C2. Diagnosis @

- C2.1History @

Further information
- COPD case finding & (Lung Foundation Australia)

- Lung Health Checklist @ (Lung Foundation Australia)
_ J

Step 3. Interpret spirometry results

A spirometry result showing post-bronchodilator FEVi/FVC ratio <0.7 is required
for a COPD diagnosis.

+ Well-performed spirometry is required for a COPD diagnosis.

+ COPD is defined by airflow limitation that is not fully reversible with bronchodilators (post-bronchodilator
FEV:/ FVC ratio <0.7) (Buist 2007).

+ Clinical features and/or chest x-ray alone are not sufficient to diagnose COPD (Guirguis-Blake 2016, den
Harder 2017).

Key recommendations
2b. Confirm COPD with spirometry (post-bronchodilator FEV:/FVC < 0.7) III-2 -Ill

Practice points

- Ensure that all patients can access well-performed spirometry conducted by a healthcare worker
with appropriate training and competency that comply with the current TSANZ course standards &
and American Thoracic Society (ATS) and European Respiratory Society (ERS) Technical Statement
standards (Graham 2019).

- Spirometry may be conducted in point-of-care settings like a general practice. Medicare item
descriptors for office-based spirometry for diagnosis & and monitoring & are available on the MBS
online website @.

- For GP practices without a spirometer, refer patients to a respiratory laboratory, respiratory physician
or pathology collection centre that offers spirometry. Refer to your local HealthPathways & for
services that offer spirometry.

- Practice nurses and allied health professionals with appropriate training can be valuable team
members for conducting spirometry.

- Document a post-bronchodilator spirometry test result in the clinical records of all patients with COPD.
- For borderline lung function results, consider repeating spirometry.

- In stable COPD, the physical examination primarily serves to rule out alternative diagnoses, as clinical
findings are frequently unremarkable. However, during an acute exacerbation, signs such as
tachypnoea, wheeze, accessory muscle use, tremor, and cyanosis may provide valuable diagnostic
information.
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4 N\

The COPD-X Plan sections

- C€2.2 Physical examination @

Further information
- Spirometry Handbook for primary care & (National Asthma Council Australia)
- COPD-6 screening device @ demonstration video (Lung Foundation Australia)

- Check the Lung Learning Hub & for spirometry training courses that comply with the TSANZ
spirometry course standards (Lung Foundation Australia)

- MBS online website & for office-based spirometry for diagnosis & and monitoring &

- HealthPathways Community & for lung function services in your locality

Step 4: Confirm or exclude asthma

+ Asthma and COPD may coexist (Alshabanat 2015). A larger bronchodilator response may point to
coexisting asthma and asthma-COPD (Global Initiative for Asthma (GINA) 2023).

+ Consider patient history, pattern of symptoms, and further investigations to confirm diagnosis.

Key recommendations

2c. While a large increase in post-bronchodilator FEV: (with greater
confidence if increase is >15% and >400 mL) might suggest asthma or 111-2 -Ill
coexisting asthma and COPD, consider patient history, pattern of
symptoms, and further investigations to confirm diagnosis (GINA 2023)

4 )

Practice points

- Patients with COPD and features of asthma should receive inhaled corticosteroid (ICS) therapy
(to treat the asthma component), as well as long-acting bronchodilators.

- LABA monotherapy without ICS should be avoided in patients who have a component of asthma.

4 \

The COPD-X Plan sections
- C4. Assessing acute response to bronchodilators &

- C4.4 Confirm or exclude asthma @

Further information
- Australian Asthma Handbook &

- Inhalers for COPD and asthma-COPD & (Lung Foundation Australia)
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Step 5: Consider further investigations and referral to specialist
respiratory services

Key recommendations

2d. Further investigations may be necessary to confirm or exclude other I11I-2 -Ill
conditions and assess COPD severity
2e. Consider referral to specialist respiratory services if needed I11-2 -Ill
( N

Practice points
Further investigations to consider include:
- Chest x-ray (posteroanterior and lateral).

- Chest CT (not always required) can help detect emphysema and bronchiectasis and should be
ordered if any red flag symptoms such as haemoptysis are present.

- Electrocardiogram (ECG).

Practice points

Consider referring to specialist respiratory services in cases of:
Diagnostic uncertainty

“Red flag” symptoms (e.g. haemoptysis)

Rapid decline in FEV:

Frequent chest infections

Cor pulmonale onset

Assessment for home oxygen

Bullous lung disease

COPD <40 years of age

Assessment for lung transplantation, lung volume reduction surgery, or bronchoscopic lung
volume reduction

Unexplained breathlessness

OO0 Oooooooodn

Suspected sleep disorder (history of snoring, witnessed apnoea or excessive daytime sleepiness)

-
&

( 3

The COPD-X Plan sections

- C5. Specialist referral &

Further information
- HealthPathways Community & for referral pathways

- Investigating early symptoms of lung cancer guide & (Cancer Australia)
_ J
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Step 6: Assess COPD severity (see Clinical question 3 &)

* Regularly assess COPD severity, symptoms, and exacerbation risk

Key recommendations
2f. Regularly assess COPD symptoms and exacerbation risk III-2 -Ill

( )

The COPD-X Plan sections
- (3. Assessing the severity of COPD &

Further information
- COPD Online Patient Education (C.O.P.E.) @ (Lung Foundation Australia)
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What are the key components of a
comprehensive assessment of a person
with COPD?

Assessing the impact of COPD on quality of life

Regularly assess functional status and the impact of COPD on quality of life using traditional history
taking, symptom checklists, or validated assessment tools such as:

COPD Assessment Test (CAT) @ to measure the impact of COPD on quality of life (Jones 2009).
mMRC (Modified Medical Research Council) Dyspnea Scale @ to measure dyspnoea (Mahler 1988).

Key recommendations

3a. Begin with a comprehensive assessment as the first step to 111-2 .|||
optimising function

Practice points

- Consider arranging for the patient to complete a symptom checklist or assessment tool
electronically via a pre-consultation digital tool.

- Consider arranging for a practice nurse to help the patient complete a symptom checklist or
assessment tool during health assessment or care planning.

Modified Medical Research Council (mMMRC)

Please tick in the box that applies to you | one box only | grades O - 4
mMRC Grade O. | only get breathless with strenuous exercise.

| get short of breath when hurrying on the level or walking up a

mMRC Grade 1. slight hill.

| walk slower than people of the same age on the level because of
mMRC Grade 2. breathlessness, or | have to stop for breath when walking on my
own pace on the level.

Figure 2a. Symptom checklists

| stop for breath after walking about 100 meters or after a few

mMMRC Grade 3. minutes on the level.

| am too breathless to leave the house or | am breathless when
dressing or undressing.

I I I R B B

mMRC Grade 4.

(Mahler 1988)
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Today’s date: COPD Assessment Test

How is your COPD? Take the COPD Assessment Test™ (CAT)

This questionnaire will help you and your healthcare professional measure the impact COPD
(Chronic Obstructive Pulmonary Disease) is having on your wellbeing and daily life. Your
answers, and test score, can be used by you and your healthcare professional to help improve
the management of your COPD and get the greatest benefit from treatment.

Figure 2b. Symptom checklists

For each item below, place a mark (X) in the box that best describes you currently. Be sure to
only select one response for each question.

1

Example: | am very happy | Ol X' 2| 3| 4| 5| | am very sad

<

| never cough | cough all QBQ?ne

| Sleer senmely because of my lung condition

| have lots of energy | have no energy at all

| have no phlegm (mucus) | O| 1| Zl 3| 4| QQ %ﬁest is completely full of I:I
in my chest at all @) egm (mucus)
T p?
bl Gt el ek feel;itg:I‘: Q S My chest feels very tight I:I
& ,@,
When | walk up a hill or one | 0 2| 3| 4| 5| When | walk up a hill or one
flight of stairs | am not flight of stairs | am very I:I
breathless Q breathless
| am not limited doing a% 1| 2| 3| 4| 5| | am very limited doing
activities at6 activities at home |:|
| am confident Ieavmg my | 0| 1| 2| 3| 4| 5| | am not at all confident I:I
home despite my lung leaving my home because of
condition my lung condition
| 0| 1| 2| 3| 4| 5| | don’t sleep soundly
[]

TOTAL SCORE

COPD Assessment Test and the CAT logo are trademarks of the GlaxoSmithKline group of companies.
© 2009 GlaxoSmithKline. All rights reserved.

(Jones 2009)
CAT™ © 2009 GlaxoSmithKline group of companies. All rights reserved.
For any information on the use of the CAT COPD, please contact Mapi Research Trust, Lyon France. Internet: https://eprovide.mapi-trust.org
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COPD and comorbidities

+ Be alert for cardiovascular disease, diabetes, anxiety, depression, osteoporosis, lung cancer and
obstructive sleep apnoea.

+ Beta-blockers (cardioselective), where clinically indicated, can be safely used in patients with COPD who
have coexisting cardiovascular disease.

+ Corticosteroids (high-dose inhaled and oral) decrease bone mineral density and muscle strength and may
increase the risk of osteoporosis, fractures, and falls.

Key recommendations
3b. Recognise that comorbid conditions are common in patients with COPD I11-2 llll

Practice points

- Use a person-centred rather than a single-disease approach to manage patients with COPD who have
comorbidities.

- Consider the short-term and long-term adverse effects of corticosteroids.

- Refer patients with a complex medication regimen for a comprehensive medication management
review e.g. Home Medicines Review (HMR) for people living at home or Residential Medication
Management Review (RMMR) for those living in an aged care home.

- Relevant clinical practice guidelines for conditions that commonly coexist with COPD include:
+ Australian Asthma Handbook &

+ Cardiovascular disease and management & resources for health professionals (Heart
Foundation)

 Prevention, Detection, and Management of Heart Failure in Australia &

+ Management of type 2 diabetes: A handbook for general practice &

- Osteoporosis management and fracture prevention &

+ Investigating symptoms of lung cancer: a guide for all health professionals &
+ Sleep Health Primary Care Resources &

+ Mental Health & (RACGP)

The COPD-X Plan sections
- 07. Comorbidities @
- 07.2.2 Safety of beta-blockers @

- 08. Hypoxaemia and pulmonary hypertension &

Further information
- RACGP chronic disease guidelines & (RACGP)

- Therapeutic Guidelines @ and Australian Medicines Handbook @ (subscriptions required)
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https://www.canceraustralia.gov.au/ISLCguide
https://www.sleepprimarycareresources.org.au/
https://www.racgp.org.au/clinical-resources/clinical-guidelines/guidelines-by-topic/view-all-guidelines-by-topic/mental-health
https://copdx.org.au/copd-x-plan/o-optimise-function/o7-comorbidities/
https://copdx.org.au/copd-x-plan/o-optimise-function/o7-comorbidities/072-cardiac-disease/o712-safety-of-beta-blockers/
https://copdx.org.au/copd-x-plan/o-optimise-function/o8-hypoxaemia-and-pulmonary-hypertension/
https://www.racgp.org.au/clinical-resources
https://www.tg.org.au/
https://amhonline.amh.net.au/
https://lungfoundation.com.au/
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Assess inhaler technique and adherence

+ Inhaler device polypharmacy is an increasing problem amongst patients with COPD and has a negative
impact on outcomes.

+ When multiple devices are needed, patients using similar devices (e.g. all pressurised metered dose inhalers
[pMDIs]) experience fewer exacerbations compared to those using a mixture of device types.

+ Incorrect inhaler and spacer technique is common and is associated with worse outcomes.

Key recommendations

3c. Regularly check inhaler technique and adherence I -Ill

Practice points
- Minimise the number of different devices prescribed to patients with COPD.

- Check inhaler and spacer technique using inhaler and spacer device videos @ and fact sheets &
from Lung Foundation Australia.

- Check inhaler and spacer technique, at least every six months, or after an exacerbation or change in
treatment especially for older, frail, and cognitively impaired patients.

- When checking inhaler and spacer device technique, consider factors such as cognition, manual
dexterity, and press and breathe coordination between actuation and inhalation.

- Consider referring patients at high risk of non-adherence for a comprehensive medication
management review (i.e. HMR or RMMR).

The COPD-X Plan sections

- 05. Inhaler technique and adherence @

Further information
- Inhaler technique videos @ for patients and health professionals (Lung Foundation Australia)

- Inhaler and spacer technique fact sheets @ (Lung Foundation Australia)
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What are the most effective
pharmacological, non-pharmacological
and surgical interventions for COPD?

Summary

STEPWISE MANAGEMENT OF STABLE COPD

Increasing COPD severity

MILD MODERATE SEVERE
Typical symptoms ¢ few symptoms © breathless walking on level ©® breathless on minimal exertion

© breathless on moderate ground ® daily activities severely curtailed
exertion © increasing limitation of daily ® exacerbations of increasing frequency

O little or no effect on daily activities and severity
activities ® recurrent chest infections

® cough and sputum ® exacerbations requiring oral
production corticosteroids and/or antibiotics

Typical lung function FEV: ~ 60-80% predicted FEV: ~ 40-59% predicted FEV: < 40% predicted

CONFIRM diagnosis. Confirm post-bronchodilator airflow limitation (FEV:/FVC <0.70) using spirometry. Any pattern of cough with or
without chronic sputum production may indicate COPD.

OPTIMISE function. PREVENT deterioration. DEVELOP a plan of care.

(L LR ETLIELTTEIl  REDUCE RISK FACTORS Avoid exposure to risk factors including tobacco smoke and air pollution, support smoking
) cessation, recommend annual influenza vaccine and pneumococcal vaccine according to immunisation handbook

Figure 3. Stepwise management of stable COPD @

OPTIMISE FUNCTION Encourage regular exercise and physical activity, review nutrition, provide education,
develop GP management plan and written COPD action plan (and initiate regular review)

OPTIMISE TREATMENT OF CO-MORBIDITIES especially cardiovascular disease, anxiety, depression, lung cancer
and osteoporosis

REFER symptomatic patients to pulmonary rehabilitation

INITIATE advanced care planning

MANAGE advanced lung disease with
ary oxygen therapy, long-term

non-invasive ventilation, surgery and

bronchoscopic interventions, if indicated

Pharmacological = START with short-acting relievers: (used as needed):

) inte'VFQtiOHS SABA (short-acting beta:-agonist) OR SAMA (short-acting muscarinic antagonist)
(inhaled medicines)™

ADD long-acting bronchodilators:
LAMA (long-acting muscarinic antagonist) OR LABA (long-acting betaz-agonist)
Consider need for combination LAMA/LABA depending on symptomatic response

CONSIDER adding ICS (inhaled corticosteroids):
Single inhaler triple therapy (ICS/LABA/LAMA) may be suitable*

*in patients with 1 severe italisation or 22 ions in the previous 12 months, AND
significant symptoms despite LAMAILABA or ICS/LABA therapy; OR in patients stabilised on a combination of LAMA, LABA and ICS.

Assess and optimise inhaler device technique at each visit. Minimise inhaler device polypharmacy

REFER PATIENTS TO LUNG FOUNDATION AUSTRALIA FOR Access a copy of the COPD
INFORMATION AND SUPPORT - FREECALL 1800 654 301 inhaler chart, -
featuring PBS (=] [m]
listed medicines

approved for use [=

Based on The COPD-X Plan: Australian and New Zealand Guidelines for the Management of in COPD.
COPD and COPD-X Concise Guide. “"Refer to PBS criteria: www.pbs.gov.au

Lung Foundation Australia has a range of resources to promote
understanding of COPD and assist with management.

19 | COPD-X Handbook ¢% Lung Foundation Australia


https://lungfoundation.com.au/resources/stepwise-management-of-stable-copd/
https://lungfoundation.com.au/resources/stepwise-management-of-stable-copd/
https://lungfoundation.com.au/resources/stepwise-management-of-stable-copd/
https://lungfoundation.com.au/

Figure 4. Inhalers and device chart &

Pharmacological interventions

Inhalers for Chronic Obstructive Pulmonary Disease (COPD)

Zempreon pMDI

o Braltus ) _ Seretide pMDI*
Airomir ; Zonda Symbicort (fluticasone propionate/
Autohaler _|l (tiotropium) = Turbuhaler® salmeterol)
= (budesonide/formoterol) *250/25
. 40012 { Also available as: Evocair,
A | Bretaris L il Also available as: Rilast Fluticasone + Salmeterol Cipla,
tqm@ Genuair Pavtide, SalplusF
Asmol Seretide
PMDI & Incruse = Symbicort Accuhaler”
salbutamol [ 3 Ellipta = Rapihaler (futicasone propionate/
(salbutamol) 2 : & pMDI* salmeterol)
ge} (umeclidinium) °,
(budesonide/formoterol) 500/50
*200/6 Also available as: Fluticasone +
Seebri Also available as: Rilast Salmeterol Cipla, Pavtide
fd Bricanyl (glycopyrronium)
ET - ar
(terbutaline) .. . : Salflumix
- [ Spiriva Handihaler Bufomix Easyhaler®
- # asyhalel
Yo 7 & Respimat Easyhaler (fluticasone propionate/
e (tiotropium) ,‘ (budesonide/ formoterol) i‘ prop!
. *400/12 .
= Ventolin 500/50
pPMDI
(salbutamol)
Also available as:

Onbrez
Breezhaler
(indacaterol)

Atrovent
PMDI

(ipratropium)

BA combinations

Breztri Aerosphere

(budesonide/glycopyrronium/
formoterol)

*PBS listed for COPD at this strength only
#PBS listed for asthma at other strengths
PMDLI: Pressurised metered dose inhaler

Lung
Foundation
Australia

Trelegy Ellipta*

(Fluticasone furcate/

DuoResp
E Spiromax*
(budesonide/formoterol)
*400/12
‘ Also available as:

BiResp Spiromax

Breo

- Ellipta*
|
-

(Fluticasone furoate/vilanterol)

Anoro

| Ellipta
- (umeclidinium/vilanterol) i

Spiolto
Respimat
(tiotropium/olodaterol)

*100/62.5/25

Trimbow pMDI¥#
beclometasone/
glycopyrronium/formoterol)
*100/10/6

Brimica
Genuair
(aclidinium/formoterol)

Ultibro
Breezhaler
(glycopyrronium/indacaterol)

e

E‘Mmla"

Ics
(Inhaled corticosteroi

Fluticasone
Cipla pMDI

The products included were those available on the PBS as at June
for full Product i g i

dati

2024, Check TGA and PBS current population, age and clinical criteria. Please visit www.ebs.tga.gov.au
e - o ;

visit lungfoundation.com.au. June 2024. © Lung Foundation Australia. Next review and update December 2024.

Flutiform pMDI

(fluticasone propionate/
formoterol)

Flixotide pMDI

Fostair pMDI

(beclometasone/formoterol)

Also available as: Axotide pMDI,
Fluticasone Cipla pMDI

Atectura
Breezhaler
(mometasone/indacaterol)

Arnuity Ellipta
(fluticasone furoate)

Fluticasone
Salmeterol Ciphaler

(fluticasone propionate/
salmeterol)

Leducation, Call 1800 654 301 or

Please turn page over &

Green tick indicates therapies that can be used together

SABA salbutamol (Ventolin, Airomir, Asmol, Zempreon) -+ terbutaline (Bricanyl)

B - oreopium (uroventy
tiotropium (Spiiva, Braltus) - aclidinium (Bretaris)
LAMA

glycopyrronium (Seebri) - umeclidinium (Incruse)
salmeterol (Serevent)  indacaterol (Onbrez)
LABA

formoterol (Oxis, Foradile)

- i Jitibro) - tic i

(Spiolto)

LU . Umectidinium/vitanterol (Anoro) (Spiotic)
LABA « aclidinium/formoterol

(Brimica)

QVAR pMDI

(beclometasone)

Serevent Accuhaler
(salmeterol)

Alvesco pMDI

(ciclesonide)

Oxis Turbuhaler
(formoterol)

Flixotide Accuhaler Fma‘(‘f‘i:é::{‘)’l'ze’
(fluticasone propionate) =
Lt ilabl Axotide
Accuhaler
ICS/LAMA/LABA
combinations
Pulmicort .
Turbuhaler =t Enerzair Breezhaler
(budesonide) (mometasone/glycopyrronium/

indacaterol)

The products included were those available on the PBS as at june 2024
Check TGA and PBS for current population, age and clinical criteria.
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- fluti i (seretid - fluti furoate/
Salflumix, SalplusF, Cipla, Ciphaler, Pavtide, vilanterol (Breo)
Evocair)

+ beclometasone/
ics/ + budesonide/formoterol (Symbicort, DuoResp,  formoterol (Fostair)
LABA Bufomix, BiResp)

« fluticasone propionate/formoterol (Flutiform)
+ mometasone/indacaterol (Atectura)
- fluti idinium/ vitanterol
(Trelegy) glycopyrronium/
formoterol (Trimbow)
(Enerzair) + budesonide/
glycopyrronium/
fomoterol (Breztri)

Notes
Handihaler, Breezhaler, Zonda and Aerolizer devices require a capsule to be loaded into the
device. All other devices are preloaded.
Respimat requires a cartridge to be inserted into the device.
Where possible, pressurised metered dose inhalers (pMDI) should be used with a spacer.
ICS monotherapy is not indicated for COPD without co-existing asthma.

Inhaler technique demonstration videos

ENEE

Correct technique helps people with COPD to get the most benefit from their
inhaled medications. Assess inhaler technique at least every six months or
after an exacerbation or change in treatment.

Stepwise Management of Stable COPD

Follow a stepwise approach to pharmacological treatment.

Refer your patients to support
Lung your p. PP

Foundation
Australia

Lung Foundation Australia has a range of resources to a
promote understanding of COPD and assist with management.
Free call 1800 654 301 or visit lungfoundation.com.au

¢% Lung Foundation Australia
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https://lungfoundation.com.au/resources/copd-inhaler-device-chart-poster/
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Key recommendations
4a. Optimise pharmacotherapy using a stepwise approach 1 llll

Practice points

- Before stepping-up treatment, check inhaler technique and adherence (see inhaler device videos &
and fact sheets @ from Lung Foundation Australia).

- Minimise inhaler device @ polypharmacy to improve adherence.

- Check the Therapeutic Goods Administration & (TGA) and Pharmaceutical Benefits Scheme &
(PBS) for current clinical criteria.

- Theophylline, systemic oral corticosteroids such as prednisone, and inhaled corticosteroid
monotherapy are not recommended for maintenance treatment in COPD.

Practice points

There is no fixed assessment period that can be used to determine suitability of step-up
treatment. For example, it may take:

- ~6 weeks to assess symptoms and quality of life.

- ~6 months (or longer) to assess changes in exacerbation frequency.

21 | COPD-X Handbook ¢% Lung Foundation Australia


https://lungfoundation.com.au/resources/?condition=9&user_category=31&resource_type=236&search=inhaler
https://lungfoundation.com.au/resources/?user_category=32&condition=9&resource_type=234&search=technique
https://lungfoundation.com.au/resources/copd-inhaler-device-chart-poster/
https://www.tga.gov.au/
https://www.pbs.gov.au/pbs/home
https://lungfoundation.com.au/

Practice points

When altering pharmacotherapy, consider:
Exertional dyspnoea

Functional status

History of exacerbations

Complexity of medications and devices

Patient preference

ooogg

Occurrence of adverse effects

The COPD-X Plan sections

- O Inhaled bronchodilators &

- 01.1 Short-acting bronchodilators &
- 01.2 Long-acting bronchodilators @
- 01.3 Assessment of response and continuation of bronchodilator therapy &
- 03. Corticosteroids &

- 03.1 Oral corticosteroids @

- 03.2 Inhaled corticosteroids (ICS) &
- 03.3ICS versus LABA @

- 04. Inhaled combination therapy @
- 04.1 ICS/LABA combination &

- 04.2 ICS/LAMA/LABA combination @
- 04.2.1 Eosinophil count and ICS &

- 04.3 Biologic therapies @

Further information

- Stepwise Management of Stable COPD & (Lung Foundation Australia)
- Inhalers for COPD & (Lung Foundation Australia)

- Inhaler device videos @ (Lung Foundation Australia)

- Inhaler device fact sheets @ (Lung Foundation Australia)

22 | COPD-X Handbook ¢% Lung Foundation Australia


https://copdx.org.au/copd-x-plan/o-optimise-function/o1-inhaled-bronchodilators/
https://copdx.org.au/copd-x-plan/o-optimise-function/o1-inhaled-bronchodilators/o11-short-acting-bronchodilators/
https://copdx.org.au/copd-x-plan/o-optimise-function/o1-inhaled-bronchodilators/o12-long-acting-bronchodilators/
https://copdx.org.au/copd-x-plan/o-optimise-function/o1-inhaled-bronchodilators/o13-assessment-of-response-and-continuation-of-bronchodilator-therapy/
https://copdx.org.au/copd-x-plan/o-optimise-function/o3-corticosteroids/o3-1-oral-corticosteroids/
https://copdx.org.au/copd-x-plan/o-optimise-function/o3-corticosteroids/o3-1-oral-corticosteroids/
https://copdx.org.au/copd-x-plan/o-optimise-function/o3-corticosteroids/o32-inhaled-corticosteroids/
https://copdx.org.au/copd-x-plan/o-optimise-function/o3-corticosteroids/o33-inhaled-corticosteroids-versus-long-acting-beta-agonists/
https://copdx.org.au/copd-x-plan/o-optimise-function/o4-inhaled-combination-therapy/o4-1-inhaled-corticosteroids-and-long-acting-beta2-agonists-in-combination-icslaba/
https://copdx.org.au/copd-x-plan/o-optimise-function/o4-inhaled-combination-therapy/o4-1-inhaled-corticosteroids-and-long-acting-beta2-agonists-in-combination-icslaba/
https://copdx.org.au/copd-x-plan/o-optimise-function/o4-inhaled-combination-therapy/o4-2-inhaled-corticosteroids/
https://copdx.org.au/copd-x-plan/o-optimise-function/o4-inhaled-combination-therapy/o4-2-1-eosinophil-count-and-inhaled-corticosteroids-2/
https://copdx.org.au/copd-x-plan/o-optimise-function/o4-inhaled-combination-therapy/o4-3-biologic-therapies/
https://lungfoundation.com.au/resources/stepwise-management-of-stable-copd/
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Non-pharmacological interventions

« Physical activity / regular exercise @ * Breathlessness recovery positions e.g. forward lean
+ Pulmonary rehabilitation @ * Breathing control e.g. pursed lips
* Handheld fans @

For anyone with COPD:

[¥ Refer to pulmonary rehabilitation (centre-based, home-based or telerehabilitation), especially if
symptomatic (Uzzaman 2022, Cox 2021).

[¥ Encourage regular physical activity (exercise, normal daily activities, and formal programs
e.g. pulmonary rehabilitation).

Key recommendations

4b. Refer to pulmonary rehabilitation to improve quality of life, exercise I -Ill
capacity, and reduce COPD exacerbations

4c. Recommend non-pharmacological strategies such as pulmonary I Ill
rehabilitation and regular exercise to anyone with COPD .

Practice points

- For maintenance exercise after pulmonary rehabilitation, or when pulmonary rehabilitation is not
readily available, refer patients to a community exercise program for people with chronic lung disease
such as Lungs in Action &.

- Following completion of a pulmonary rehabilitation program, use the Better Living with Exercise
Booklet @ to create an individualised exercise program using Frequency, Intensity, Time and Type
(FITT) Principles.

- Based on Australian exercise guidelines @, adults should aim to perform moderate to vigorous
exercise (e.g. walking) for at least 150 minutes per week (30 minutes per day, 5 days per week). Any
physical activity is better than none (Reilly 2023).

- When possible, reassess patients who have stopped being active and consider re-referring to
pulmonary rehabilitation. Local referral criteria may apply.

The COPD-X Plan sections

- 06. Non-pharmacological interventions @

Further information

- Pulmonary Rehabilitation Toolkit & (Lung Foundation Australia)

- Guidelines for physical activity and exercise & (Australian Government)

- Summary of Australia and New Zealand Pulmonary Rehabilitation Clinical Practice Guidelines &
- Find a pulmonary rehabilitation program & (Lung Foundation Australia)

- Smoking, nutrition, alcohol, physical activity (SNAP) & guide for lifestyle risk factors (RACGP)
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https://lungfoundation.com.au/

Resources to share with patients

- Free call Lung Foundation Australia information support line 1800 654 301 &
- Pulmonary Rehabilitation fact sheet @ (Lung Foundation Australia)

- Better living with exercise @ (Lung Foundation Australia)

- Am | too sick to exercise? @ Webinar (Lung Foundation Australia)

- Lungs in Action program & (Lung Foundation Australia)

- Peer Support Program & (Lung Foundation Australia)

Surgical and bronchoscopic interventions

+ Surgical interventions, including bullectomy, lung volume reduction (surgical and endobronchial), and lung

transplantation, require careful assessment at an expert centre and are only suitable for a very specific
patient group.

Key recommendations

4d. Lung volume reduction (surgical and endobronchial) can enhance lung 1 -DDD
function, exercise capacity, and quality of life

The COPD-X Plan sections
- 09. Surgery @
- 09.1 Bullectomy @

- 09.2 Lung volume reduction surgery and bronchoscopic interventions @
- 09.3 Lung Transplantation @
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When is it appropriate to start

discussing advanced care planning and
palliative care?

Advanced care planning

« Offer advanced care planning @ early in a patient’s illness. Discuss your patient’s beliefs, values, future
treatment wishes and goals.

+ Consider patient’s and carer’s unmet needs, such as poorly controlled physical symptoms (such as
breathlessness), psychosocial or spiritual needs, and information needs.

+ This may involve a discussion regarding quality of life and choices they may wish to consider.

The COPD-X Plan sections

- 010.2 Advanced Care Plans &

Further information

- Advanced Care Planning resources @ (RACGP)
Resources to share with patients
- Advance care planning Australia @

- Advance care planning & and power of attorney (Palliative Care Australia)
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Palliative care approach

« Offering patients and their carers early access to supportive care and a palliative team is important,
regardless of COPD stage (Higginson 2014).

( \

Practice points

- The palliative approach should be provided by the usual treating team, together with specialist
palliative care services, if required.

- Indicate if a patient has formalised an advanced care plan and has a current Advanced Care Directive
in their electronic medical record.

- Encourage patients to upload their Advanced Care Directive to their My Health Record &.

Key recommendations

5a. Consider palliative care early, ideally from a multidisciplinary team, to control II IDDU
symptoms and to address psychosocial issues

The COPD-X Plan sections

- 0.10: Palliative and supportive care @
- 010.1 Opioids @
- 010.3 Palliative oxygen therapy for dyspnoea @

Resources to share with patients

- Palliative care information & (Lung Foundation Australia)
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Prevent
deterioration

oooooooooooooooo
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What interventions prevent COPD
exacerbations and deterioration?

Prevent exacerbations

+ The strongest predictor of future exacerbations and declining lung function is previous exacerbations
(Hurst 2022, Vanfleteren 2023).

« To reduce the risk of exacerbations, review smoking and vaccination status, refer to pulmonary
rehabilitation, and optimise pharmacotherapy.

See Clinical questions 9 to 13 & for further information on planning for and managing
COPD exacerbations.

Key recommendations

6a. Focus on reducing the risk of exacerbations to prevent deterioration III-2 .Ill

The COPD-X Plan sections

- P: Prevent deterioration @

Smoking cessation
+ Smoking cessation advice from health professionals can help motivate a quit attempt and increases quit
rates (Zwar 2014).

+ Counselling combined with nicotine replacement therapy, bupropion, or varenicline is more effective than
counselling alone (Tashkin 2011).

+ People with higher nicotine dependence may benefit from combining a nicotine patch with a rapid delivery
form of nicotine replacement (e.g. gum, lozenges, or spray) (Stead 2012).

 The long-term safety of nicotine e-cigarettes is not known.

Key recommendations

6b. Emphasise smoking cessation as the most important intervention to 11 I
c a1l
prevent worsening of COPD

Practice points

- At every visit, offer counselling and details for Quitline & (13 QUIT or 13 7848) to all people who are
currently smoking (Fiore 2008).

- Ensure smoking status is recorded and kept up-to-date. Include date of smoking cessation.
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The COPD-X Plan sections

- P1. Risk factor reduction &

- P1.1Smoking cessation &

- P1.2 Treatment of nicotine dependence &

- P1.3 Prevent smoking relapse &

Further information

- Smoking Cessation Guidelines for health professionals & (RACGP)

Resources to share with patients
- Quitting smoking @ (Lung Foundation Australia)
- Join iCanQuit & (Cancer Institute)

- My QuitBuddy app @ (Department of Health and Aged Care)

\. J

Vaccination

+ Offer and encourage up to date influenza, SARS-CoV-2 (COVID-19), and pneumococcal immunisations for all
patients with COPD.
+ Actively promote annual influenza and COVID-19 immunisation for patients with COPD.

Practice points

- Practice nurses may assist by using recalls and reminders to ensure patient immunisations are
up to date.

- Refer to the Australian Immunisation Handbook @ and the PneumoSmart Vaccination Tool & for
age-related vaccinations, recommendations and reimbursement.

- Pharmacists could have a valuable role in promoting and recommending appropriate vaccinations to
patients, particularly when they are collecting vaccination history when performing medication
reviews, working in general practice, or administering vaccinations.

Key recommendations

6c. Encourage vaccination to reduce risks associated with influenza, I llll
pneumococcal and SARS-CoV-2 (COVID-19) infection

The COPD-X Plan sections

- P2. Immunisations &

- P21 Influenza immunisation &

- P2.2 Pneumococcal immunisation &

- P2.3 Haemophilus influenzae immunisation &

Further information
- COVID-19 vaccine recommendations & (Australian Immunisation Handbook)
- National Center for Immunisation Research and Surveillance & (NCIRS)

- Australian Technical Advisory Group on Immunisation & (ATAGI)

\. J
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P

Are there any other interventions that
can reduce the risk of exacerbations?

Long-term macrolides can reduce exacerbation risk in selected patients

+ All pharmacological and non-pharmacological management options should first be optimised before
prescribing long-term macrolide therapy.

Key recommendations

7a. Consider long-term macrolide antibiotics in people with moderate to I -DDD
severe COPD and frequent exacerbations

Vs

Practice points
- Macrolides are not available on the PBS for long-term use.

- Refer to a respiratory specialist to assess suitability for long-term macrolide therapy.
.

Vs

The COPD-X Plan sections

- P4. Macrolides @

.

Long-term oxygen therapy

+ Long-term oxygen therapy has survival benefits for COPD patients with COPD and persistent resting
hypoxaemia.

Key recommendations

7b. Consider long-term oxygen therapy (>18 hours) for COPD patients 1 -Ill
with resting hypoxaemia

Vs

Practice points
- Refer to specialist service for long-term oxygen assessment if SpOz is below 90%.
- Long-term oxygen eligibility is assessed with an arterial blood gas and oxygen is indicated if:
+ Pa0zis consistently <55 mmHg (SpO2 <88%) when breathing air, at rest and awake
+ Pa0: <59 mmHg + evidence of polycythaemia, pulmonary hypertension, or right heart failure

- Oxygen therapy is an absolute contraindication in people who are currently smoking due to the risk
of fire/burns.
.

7

The COPD-X Plan sections
- P10. Oxygen therapy &
- Appendix 3 @
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Non-invasive ventilation

+ Refer patients with severe stable COPD and hypercapnia to a centre with expertise in long-term home non-
invasive ventilation.

Key recommendations

7c. Consider long-term non-invasive ventilation in people with stable COPD I DD
and hypercapnia to reduce mortality and hospital admissions AL

The COPD-X Plan sections

- P11. Long-term home non-invasive ventilation &

Mucolytics

+ In moderate-severe COPD, oral mucolytics may reduce exacerbations (Cazzola 2018, Poole 2019).

Key recommendations
7d. Mucolytics may reduce exacerbations in patients with COPD I -Ill

( \

Practice points

- Mucolytics (e.g. N-acetylcysteine, erdosteine, carbocysteine or ambroxol) are not available in
Australia.

. J

( N\

The COPD-X Plan sections

- P7. Mucolytic agents &
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Develop a
plan of care

E @ Lung Foundation Australia
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D

How can we ensure that people
with COPD receive high-quality,
integrated care?

Clinical support team

« Apart from the health professionals, the clinical support team also includes carers and family members.

+ The patient-centred medical home facilitates a partnership between individual patients, their usual treating
GP, and their extended healthcare team, which enables better-targeted and effective coordination of clinical
resources to meet patients’ needs.

* Regularly assess the needs and goals of patients, family members and carers, including management goals,
end of life priorities and mental health (Strang 2018).

Key recommendations
8a. Anticipate the wide range of needs for patients with COPD to facilitate I -Ill
good chronic disease care

8b. Clinical support teams working with the primary healthcare team can I1I-2 DD
help enhance quality of life and reduce disability n]

Vs

Practice points
- Enlist a clinical support team for all patients with COPD.

- Formalise the relationship between patients, their general practice and preferred GP by encouraging
patients to register in MyMedicare &.

- Encourage patients to involve carers and family members in their management (e.g. by attending
consultations).

.

Vs

Practice points

- Customise the basic General Practice Management Plan (GPMP) or Team Care Arrangement (TCA) in

primary care clinical software programs to incorporate the goals and tasks for the patient with COPD,
and the roles of their support team.

- Implement systems to enable structured multidisciplinary care and ensure regular recall and regular
clinical review, prioritising efforts for higher risk patients.

- Ensure that an up-to-date shared health summary is uploaded to a patient’s My Health Record &.
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The COPD-X Plan sections

- D1Support team &

- D1.1. General practitioner &

- D1.3 GP practice nurse/ nurse practitioner/ respiratory educator/ respiratory nurse &
- D14 Physiotherapist &

- D1.5 Occupational therapist &

- D1.9 Pharmacist &

- D1.10 Dietitian/Nutritionist &

- D1.1 Exercise physiologist &

- D2. Multidisciplinary care plans &

Further information
- Standards for Patient-Centred Medical Homes & (RACGP)

- MyMaedicare @ (Australian Government)

. J

Self-management

« Patient self-management programs incorporating multicomponent interventions (such as education,
exercise training and psychosocial support) can improve health outcomes, quality of life and decrease
healthcare utilisation (Schrijver 2022, Aranburu-lmatz 2022).

Practice points
- Consider each patient’s self-management ability and likelihood of treatment adherence.

- Regularly review and keep record of patients who undertake self-management activities.
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Managing breathlessness Self-management

Self-managing your condition helps to give you control. To learn more
about these tools and how they can assist you in self-managing your

When feeling breathless After 2-3 minutes evaluate your " - . f .
condition, visit the Lung Foundation Australia website.

breathlessness

2:; ﬁ;’;’:gat you Are you feeling less breathless and more Self-management tool

in control? .
Inhaler techniques ElsE
Yes: Continue with your activity Correct inhaler technique helps you get the most benefit from your TR
Find a resting position OR inhaled medications. Ask your doctor, nurse or pharmacist to check E‘

i ieveri technique.
No: Take your prescribed reliever inhaler your technique

medication through a spacer, then resume [}z Relaxed breathing and control
Use your fan i
=

or the breeze breathing technique for another 2-3 minutes Bending over or leaning forward while resting your arms on a stable

surface can assist with getting control of your breathing.

R

Figure 5. COPD Action Plan @ excerpt

e e If you remain breathless, refer Chest cl
5 q est clearance :

i i to your written Action Plan on [ElmE
breathing technique, & h yf Airway clearance techniques are breathing exercises that can help you T
continue for 2-3 minutes the front (turn over). cough up phlegm. Ask a physiotherapist skilled in airway clearance =

techniques for instructions on how to start.
. X 3 E#[E  Hand-held fans

Common activities that can cause breathlessness when you live with COPD {TRERRs A cool draft of air from a hand-held fan can help you feel less

Breathlessness is a common symptom in COPD. It can often seem to come on S S DI

fgr no apparent reason or with very little exertion. This can cause people to feel COPD medications chart EiaE

frightened, out of control and anxious. Itis important you understand your medicines, their role, how they work,

and when and how to take them. [=1#

i "/ i i . ons N
Preapantr]g Hanging out gendmtg o [E#%E  Pulmonary rehabilitation (PR)
e Washing S % PRis an exercise and education that hel, t i
meals shoes & program that helps you to exercise

w safely and manage your breathlessness.
@ Walking Vacuuming

Vaccination
Showering Vaccinations for influenza, pneumococcal pneumnonia and COVID-19 can B @
and dressing reduce the risk of a flare up. Ask your doctor to check if your E 3
vaccinations are up to date. !
Lun Access information and support today 6 E- & Access the My COPD Checklist and discuss with your
Foundation lungfqundatlon.com.au : & T GI G
Australia enquiries(@lungfoundation.com.au
1800 654 301
L]
Key recommendations
8c. Patients may benefit from self-management support I -lll
( \
L]
The COPD-X Plan sections
- D3. Self-management &
- .2. Exacerbation prevention
D3.2.E bat tion @
- DA4. Telehealth @
- D5. Assessment and management of anxiety and depression &
- D6. Referral to a support group &
Further information
- COPD Action Plan @ - See Clinical question 9 &
| J
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Support groups

+ Support groups provide education and psychological support and are a key aspect of patient self-
management support.

Key recommendations

8d. Patients may benefit from support groups I11-2 'DDU

Resources to share with patients

- Australia-wide patient support group networks & (Lung Foundation Australia), including in rural
and remote areas

- Support centre free call 1800 654 301
- Better Living with COPD: A Patient Guide &

- Lungs in Action & (Lung Foundation Australia), the community-based exercise maintenance program

What is the role of a COPD Action Plan
for exacerbations and what are the
steps to writing one?

Benefits of a COPD action plan to manage exacerbations

* Exacerbations are reduced when COPD action plans are incorporated into self-management programs
(Lenferink 2019).

« A patient-centric COPD action plan & can help patients:
- monitor their baseline symptoms
- self-manage exacerbations where appropriate
- identify when to seek medical advice (Howcroft 2016).

For information on managing COPD exacerbations, see Clinical questions 10 to 13 &.
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D

How to write a COPD Action Plan

Discuss the purpose of the COPD Action Plan

+ Explain to patients that completing this provides familiarisation with COPD medications and a clear plan of action for
recognising changes in their symptoms and what to do when their baseline symptoms change.

+  Ask about any previous COPD exacerbations in the last 12 months - symptoms (infective/non-infective),
management (ask the number of courses of oral prednisolone and/or antibiotics), changes in activities of daily living.

Discuss the ‘Normal for me’ section (green) @
+ Ask about their usual daily activities and what is normal for them - walking, showering, carrying groceries etc.
+  Ask about their usual daily symptom burden of cough/phlegm and breathlessness.

Complete the ‘Normal for me’ section (green) @ - medications, oxygen prescription, reliever inhaler
+ Ask about their understanding of how their usual COPD medicines work and why they take them.
+ Explain the role of their COPD medication if required- inhalers, oral medicines, and oxygen, if prescribed.

+ Use your own placebo device to demonstrate the correct technique and share link to videos for your patient to use
at home.

Figure 6. How to write a COPD Action Plan &

+ OR: Use the Lung Foundation Australia’s inhaler technique videos to teach correct technique and refer your patient to
a proficient healthcare professional in your practice or a pharmacy.

+ Ask them to teach the correct technique back to you.

Discuss the symptoms and complete the plan in the ‘I'm unwell’ section (yellow) @ Managing a
COPD exacerbation

+ Discuss what a COPD exacerbation is, common symptoms, and benefits of early treatment.

+ Complete the flare-up medications (oral steroids and antibiotics) and highlight the need to monitor symptoms for
improvement / worsening.

+  Write instructions on when to start steroid tablets e.g. more out of breath despite taking reliever medications.

+ Write instructions on when to start antibiotics and educate on recognising signs of infection e.g. As well as being
breathless, you are producing more sputum than usual or it has changed colour.

+ Advise your patient to book a review appointment if they have more than two flare ups a year that require treatment
with their rescue medications.

+ Ask your patient to record the details of their flare up. This will help them assess how effective their Action Plan is,
the frequency of exacerbations and whether a change of maintenance therapy is required.

Discuss the ‘Very unwell’ section (orange) @

+ Discuss and inform your patient of available options for accessing urgent care, with consideration of their local health
services.

« Assess clinical appropriateness for providing your patient with a rescue pack of medications if no timely access to
acute care is available.

« Consider prescribing rescue pack medications as outlined in the yellow section and instructions for use.

Explain and assess understanding of ‘Emergency’ section (red)

- Discuss with your patient about recognising severity of their symptoms and the importance of following actions in
their plan to access urgent/emergency care.

+ Assess and address their understanding, if appropriate.

Provide your details and authorise
+ Complete the Plan Prepared section of the plan.
- Setadate toreview the plan (at least yearly).
- Create a reminder in the electronic patient record to review the plan.

- Remind your patient to make an appointment for an earlier review if they have had two flare-ups in the last
12 months that required rescue medication (oral steroids and/antibiotics).

Save and provide to your patient

+ Discuss and highlight the role of non-pharmacological self-management strategies for improving symptom control
especially for breathlessness (see reverse side).

+ Save and import/print and scan to their electronic medical record.

+ Give the patient a copy. Ask them to keep their COPD Action
Planin a visible place e.g. on the fridge and to bring it to future
appointments for discussion.

Lung

» Encourage them to complete the flare up tracker in the yellow section.

Foundation
Australia
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QR
z d% Lung
H Foundation
0 My COPD ACtIOI'I Plan Name Date of plan Australia
o
c My symptoms My plan
o .
'4: o My ‘normal’ is Medication/s for COPD Medication/s for COPD Oxygen Prescription Reliever inhaler:
8} = - I have a usual amount of cough/phlegm
= S
< 1| + 1 can do my usual activities. I need to use home oxygen on
Q T ) '
[=} € Puffs every AM: |Puffs every PM: | |Puffs every AM: Puffs every PM: setting or L/min for Puffs when |
O g hours/day need it to relieve
O z my symptoms
1]
W My symptoms My plan
= L
= My symptoms are worsening if | am: If 1 get more out of breath If 1 get more out of breath If 1 get more phlegm and/or My flare ups
; + Coughing more than usual despite taking my reliever change in colour (dark yellow,
medications green or brown) Date Date
(o) « More breathless . " 3 3 prednisolone | antibiotics
e} = - Needing my reliever medication 1 will use my reliever 1 will start my rescue pack - I will start my rescue pack - started started
] Tt y inhaler more. prednisolone. antibiotics.
; E more o_ en i Medication: Medication: Medication: days or
(o) 5+ More tired/ lethargic weeks
I £« Having difficulty with usual activities. times per day times per day
6 - Take puffs every
hours. ™9 For days
2 Daily for days
&
L T ! If 1 have had to use my plan twice, it’s time to organise an appointment with my doctor or nurse for a review. -------------------oooooo
My symptoms My plan
g 1 am becoming more unwell if: + Speak to my doctor today as
@ = - lam getting worse despite the extra I am no better. @ If no urgent GP appointments are available, present
= medications (including increased reliever, o to your local hospital emergency department.
2} prednisolone and/or antibiotics).
M t My pla )
ly symptoms ly plan Plan prepared by - )
.e, . D For more information
I'm extrem'ely'unwell if: Dial 000 foran ambulance Doctor / Nurse Practitioner (circle) t—
« 1am experiencing sudden shortness or press my medical alarm naging
8 of breath button Name: exacerbations, visit
c . . N . the dedicated clinical E
78 - |am not responding to my reliever + Continue to use my Clinic phone: e
i) + | am feeling scared reliever as nee_ded until the Next review date:
uE_I « lam unusually confused or drowsy ambulance arrives

I'am having chest pain.

Try my breathing control
techniques.

[[] Reminder created

Signature:

Key recommendations

9a. Implement a COPD action plan to reduce risks related to exacerbations,
including emergency department visits and hospital admissions

Please turn page over @

- N
Practice points
- Provide information about exacerbations at diagnosis to educate patients early.
- Include a COPD action plan & as part of a comprehensive self-management program.
- Develop an individualised written COPD action plan with patients and significant others.
\ J
r N
The COPD-X Plan sections
- X: Manage eXacerbations &
\ J
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+ A COPD exacerbation is characterised by acute changes in the patient’s baseline dyspnoea, cough, and/or
sputum that exceed normal day-to-day variations.
+ Causes and differential diagnoses should be assessed ( ) (Celli 2023).

Causes
« Infectious

- Viral

- Bacterial

+ Non-infectious:

- Environmental (e.g. air pollution)

Differential diagnoses

Pneumonia

* Pulmonary embolus

* Pneumothorax

+ Malignancy

+ Pleural effusion

+ Heart failure

+ Ischaemic heart disease
+ Arrhythmia

« Anaemia

Figure 7. Causes and differential diagnoses of a COPD exacerbation (Celli 2023)

Anxiety / depression
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10a. Diagnose a COPD exacerbation based on changes in the patient’s baseline
dyspnoea, cough, and/or sputum that exceed normal day-to-day
variations, are acute in onset, and may warrant a change in regular
medication or hospital admission

10b. Diagnosing and treating exacerbations early may prevent hospital
admission and delay COPD progression

[] early diagnosis and treatment of exacerbations may prevent hospital admission and delay
disease progression.

Assessment of a COPD exacerbation includes:
[J history (acute symptoms and causes)
[J physical examination (chest and other signs)

[J investigations as relevant (oximetry, full blood count, C-reactive protein, sputum culture,
respiratory viral polymerase chain reaction, chest x-ray and other tests depending on differential
diagnoses).
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X

What are the most effective treatments
if a patient is experiencing respiratory
symptoms and may be at risk of a COPD
exacerbation?

« An algorithm for managing exacerbations in the community setting is outlined in Figure 8 .
« For more information on hospital-based exacerbation care, see Figure 9 .

ALGORITHM BeA&SaSrons

They are finding it harder to breathe than usual or

experiencing any of the following: Recommend:

« More coughing « Step down short-acting bronchodilator use
+ More phlegm + Return to usual daily prescribed medicines
+ Thicker phlegm than usual. @ + Check and correct inhaler device technique

« Review and reinforce use of the
Recommend start using more short-acting COPD Action Plan.
bronchodilator (SABA) e.g. salbutamol 4-8 puffs
(400-800 mcg), via MDI and spacer every 3-4 hours,

titrated to response.
PATIENT IS FEELING WORSE PATIENT IS FEELING BETTER

Figure 8. Managing exacerbations algorithm &

If 3-4 hourly SABA not relieving symptoms adequately, 5 days after treatment commenced:

commence oral prednisolone 30-50mg daily (in - Step down short acting bronchodilator use

addition to daily prescribed medicines) for . S

5 days, then stop. + Cease oral prednisolone and/or antibiotics after

’ @ 5 days and continue usual daily prescribed medicines

+ Check and correct inhaler device technique

If clinical features of infection are present: -+ Review and reinforce use of the COPD Action Plan.

- Fever

A change in colour and/or volume of phlegm
Also commence oral antibiotics

(amoxicillin or doxycycline) for 5 days.
PATIENT STILL UNWELL

If patient has frequent exacerbations, consider whether @
further optimisation of daily prescribed medicine is required.

5 days after treatment commenced:
+ Review by GP or specialist
@ + Review and reinforce use of the COPD Action Plan

« Check and correct inhaler device technique.
SEND TO HOSPITAL

Based on COPD-X Plan: Australian and New Zealand Guidelines for the Management of
COPD; Australian Therapeutic Guidelines. Visit www.copdx.org.au for further details.

Send to hospital if any of the following:

« Marked increased intensity of symptoms

+ New or worsening peripheral oedema

+  Worsening of hypoxaemia from usual (if known)

* Sp0, <92% if not on home oxygen

+ Shortness of breath that is worsening and/or at rest
+ High fever

+ Altered mental state (confusion, slurred speech,
drowsiness)

+ Chest pain
+  Worsening of co-morbidities (e.g. heart failure,
« ischaemic heart disease, diabetes)

+ Inability to perform daily activities and/or manage safely
at home

+ Increased anxiety (feeling scared/afraid).

Lung
Foundation

Australia
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Ta. Initiate inhaled short-acting bronchodilators as a first-line treatment of
exacerbations

11b. Systemic corticosteroids reduce the severity of and shorten recovery from
exacerbations (oral route, when possible; 30 to 50 mg daily for 5 days)

Tc. Exacerbations with clinical features of infection (increased volume and
change in colour of sputum and/or fever) benefit from oral antibiotic
therapy (amoxycillin or doxycycline for 5 days)

- Some patients (with written action plans and appropriate self-management education) may be
given prescriptions for antibiotics (amoxycillin or doxycycline for 5 days) and oral corticosteroids (30
to 50 mg daily for 5 days) in case of exacerbation. Instruct patients to arrange for early medical
review as soon as they commence these prescriptions.

- A chest x-ray is not usually required in community-based management of exacerbations for
most patients.

- Antibiotic therapy is not always needed for patients managed in the community, as the benefits are
mainly seen in patients requiring hospitalisation.

- Intravenous antibiotics are generally not required.

- Sputum culture is not recommended routinely unless there is lack of response or repeated bacterial
infections within several months.

- If a patient on antibiotic therapy is not improving and the sputum culture grows a resistant
organism, consider switching antibiotics.
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Oxygen
« In patients with COPD and hypoxaemia, administer oxygen via nasal cannula aiming for a target SpO: of

88 to 92%.
+ Controlled oxygen delivery (0.5 to 2.0L/min) is indicated for hypoxaemia in patients with exacerbations.

12a. Use supplemental oxygen for hypoxaemia in COPD exacerbations, target
SpO: 88% to 92% to improve survival

12b. Controlled oxygen delivery (0.5 to 2.0 L/min) is indicated for hypoxaemia
in patients with exacerbations

- Avoid over-oxygenation in patients with COPD as this may lead to acute respiratory failure and
death (Barnett 2022).

- Oxygen is not indicated as a treatment for breathlessness in the absence of hypoxaemia.

Non-invasive ventilation should be considered in acute hypercapnic
respiratory failure

« Hypercapnic respiratory failure is defined by an arterial blood gas with a PaCOz > 45 mmHg and a pH < 7.35
(respiratory acidosis).

+ Non-invasive ventilation can reduce mortality, length of stay in hospital and the need for endotracheal
intubation (Osadnik 2017).

12c. Non-invasive ventilation improves survival for people with COPD and acute
hypercapnic respiratory failure

- Clinical features that suggest respiratory
failure include confusion, drowsiness,
restlessness, and cyanosis.
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Pulmonary rehabilitation

+ Pulmonary rehabilitation that includes supervised exercise training commenced immediately following an
exacerbation improves exercise tolerance and quality of life, reduces COPD-related hospital admissions and
mortality in the short-term and has been shown to be safe (Alison 2017, Ryrse 2018).

13a. Refer to pulmonary rehabilitation, particularly during the recovery phase
following an exacerbation

- In both the community and hospital settings, patients who have had an exacerbation should
commence pulmonary rehabilitation as soon as is practicable after acute instability has resolved.

- After an exacerbation requiring hospitalisation, pulmonary rehabilitation is safe, and should start
within 2-4 weeks of hospital discharge.

(Lung Foundation Australia)
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X

Hospital discharge plans and follow-up

+ Hospital discharge plans/clinical summaries should be shared with the primary care team at the time of
discharge (within 24 hours).

« Patients with COPD discharged from hospital should be reviewed by a member of the primary healthcare
team within 7 days of discharge.

« For patients who are residents of aged care facilities, send their discharge plan/clinical handover summary
to the facility as well as their usual managing GP.

+ Patients with chronic cough and ongoing sputum production should be referred to a respiratory
physiotherapist for assessment and instruction regarding correct airway clearance techniques.

13b. The primary healthcare team should ensure that patients with COPD
receive comprehensive follow-up care, after they are discharged from the
hospital for an exacerbation

- Ensure each patient who has been hospitalised for a COPD exacerbation has commenced the
prior to discharge from hospital for a COPD exacerbation (see ).
This should be completed by the primary health care team.
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O Inhaled bronchodilators

O Oral corticosteroids

O  oOral antibiotics

O  oxygen therapy

O Non-invasive
ventilation (NIV)

O  Physiotherapy

Figure 9. COPD exacerbation checklist ¢ excerpt

O  smoking status

PRIOR TO LEAVING HOSPITAL

O Smoking cessation
support

O  spirometry
O Inhaler technique

O COPD Action Plan

o Pulmonary
rehabilitation

O General Practitioner

O Medication

O  Support services

O  coPD Information Pack

ONGOING CARE 1-4 WEEKS POST DISCHARGE

O  smoking status
O  Medication

O COPD Action Plan
O  vaccinations

O  Pulmonary rehabilitation

O  oxygen therapy

O Referral

Use short-acting bronchodilators as appropriate to improve symptoms.

Consider use of oral corticosteroids (5 days, oral route, short
course, no tapering) to reduce readmission and length of stay.

Prescribe if clinical features of infection are present.
Oral antibiotics are preferred over IV antibiotics.

Aim for oxygen saturation of 88-92% in hypoxaemic patients.

Consider NIV to reduce length of stay and mortality due to
hypercapnic respiratory failure.

Encourage physical activity and introduce the most appropriate
airway clearance technique for patients who have difficulty
clearing sputum.

Review current status and implement smoking cessation
strategies including referral to Quitline (13 78 48).

Ensure smoking cessation strategies are in place.

Perform and/or arrange spirometry.

Check technique and ensure patient is able to use each inhaler
correctly.

Provide or update where one already exists.

Refer to pulmonary rehabilitation, discuss benefits and
encourage attendance.

Arrange follow-up appointment with nominated GP. Prepare and
provide summary of inpatient treatment to nominated GP.

Reassess adherence and step up therapy as appropriate
e.g. consider need for inhaled corticosteroids and adding second
long-acting bronchodilator.

Establish support required at home or place of residence.

Provide patient with Lung Foundation Australia COPD
Information Pack.

Review status and implement smoking cessation strategies.
Reassess adherence and review inhaler technique.
Review and discuss as appropriate.

Ensure influenza and pneumococcal vaccinations
are up to date.

Ask about attendance and re-refer if necessary.
Review need for long term oxygen
therapy (LTOT) in patients discharged

from hospital on oxygen.

Consider need for referral for additional
services including peer support.

Refer to STEPWISE MANAGEMENT OF STABLE COPD
resource available at www.lungfoundation.com.au/stepwise.
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MANAGING A COPD EXACERBATION CHECKLIST

This Checklist is supported by the use of STEPWISE MANAGEMENT OF STABLE COPD available at www.lungfoundation.com.au/stepwise.

IN HOSPITAL

MANAGE
COMORBIDITIES

especially cardiovascular
disease, anxiety,
depression, lung cancer
and osteoporosis.

Refer patients to
Lung Foundation
Australia for
information and
support
FREECALL

1800 654 301

Lung Foundation Australia
has a range of resources
to promote understanding
of COPD and assist with
management. Contact
details of local pulmonary
rehabilitation programs
and Support Groups are
also available.

It is recommended that
you consult the suite

of COPD-X Guidelines

for further information
when using this Checklist
(COPD-X Plan: Australian and
New Zealand Guidelines for
the Management of COPD;
COPD-X Concise Guide;
Stepwise Management of
Stable COPD).

Visit www.copdx.org.au
for further details.

Lung
Foundation

Australia

1800 654 301 | Lungfoundation.com.au
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(Australian Government Department of Health and Aged Care)

Home management or “hospital in the home”

+ Many patients experiencing an exacerbation of COPD can be safely managed at home
+ Home management programs can facilitate early hospital discharge and provide ongoing care and
supervision in the patient’s home.

13c. Coordinate multidisciplinary support to help treat COPD exacerbations for
patients in the community setting receiving home management

- Coordinate multidisciplinary support for patients who are receiving home management or “hospital
in the home”.

- Implement systems for planned transfers of care to ensure patients receive continuous and
coordinated primary care from their nominated general practice or primary healthcare team.

- When selecting patients for home management or “hospital in the home™:

e Ensure absence of cyanosis, rapid onset or worsening peripheral oedema, significant comorbidity,
evidence of respiratory failure (e.g. pH <7.35, Sp0O2 <90%), and confusion.

* Consider the patient’s ability to cope at home, mobilise, eat, and drink, and social supports.

48 | COPD-X Handbook ¢" Lung Foundation Australia


https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x1-home-management/
https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x3-refer-appropriately-to-prevent-further-deterioration-p/x3-5-develop-post-discharge-plan-and-follow-up/
https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x3-refer-appropriately-to-prevent-further-deterioration-p/x32-niv/
https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x3-refer-appropriately-to-prevent-further-deterioration-p/x36-pulmonary-rehabilitation/
https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x3-refer-appropriately-to-prevent-further-deterioration-p/x37-discharge-planning/
https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x3-refer-appropriately-to-prevent-further-deterioration-p/x38-support-after-discharge/
https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x3-refer-appropriately-to-prevent-further-deterioration-p/x39-clinical-review-and-follow-up/
https://copdx.org.au/copd-x-plan/x-manage-exacerbations/x3-refer-appropriately-to-prevent-further-deterioration-p/x32-niv/
https://www.health.gov.au/topics/chronic-conditions/managing-chronic-conditions?utm_source=health.gov.au&utm_medium=callout-auto-custom&utm_campaign=digital_transformation
https://lungfoundation.com.au/

References

ALISON, ). A., MCKEOUGH, Z. ., JOHNSTON, K.,

MCNAMARA, R. ., SPENCER, L. M., JENKINS, S. C,, HILL,

C.).,, MCDONALD, V. M., FRITH, P., CAFARELLA, P,
BROOKE, M., CAMERON-TUCKER, H. L., CANDY, S,
CECINS, N., CHAN, A.S. L., DALE, M. T., DOWMAN, L.
M., GRANGER, C,, HALLORAN, S., JUNG, P, LEE, A. L.,
LEUNG, R., MATULICK, T., OSADNIK, C., ROBERTS, M.,
WALSH, J., WOOTTON, S. & HOLLAND, A. E. 2017.

Australian and new zealand pulmonary rehabilitation

guidelines. Respirology, 22, 800-819.

ALSHABANAT, A., ZAFARI, Z., ALBANYAN, O., DAIRI, M. &

FITZGERALD, ). M. 2015. Asthma and COPD overlap
syndrome (acos): A systematic review and meta
analysis. PLoS One, 10, e0136065-e0136065.

ARANBURU-IMATZ, A., LOPEZ-CARRASCO, J.D.L.C,,
MORENO-LUQUE, A., jIMENEZ—PASTOR, J. M,
VALVERDE-LEON, M. D. R., RODRIGUEZ-CORTES, F. .,
AREVALO-BUITRAGO, P, LOPEZ-SOTO, P.). &
MORALES-CANE, I. 2022. Nurse-led interventions in
chronic obstructive pulmonary disease patients: A
systematic review and meta-analysis. Int J Environ
Res Public Health, 19, 9101.

BARNETT, A., BEASLEY, R., BUCHAN, C., CHIEN, J.,
FARAH, C. S,, KING, G., MCDONALD, C. F, MILLER, B.,
MUNSIF, M., PSIRIDES, A., REID, L., ROBERTS, M.,
SMALLWOOD, N. & SMITH, S. 2022. Thoracic Society

of Australia and New Zealand Position Statement on

Acute Oxygen Use in Adults: ‘Swimming between
the flags’. Respirology, 27, 262-276.

BUIST, A. S., MCBURNIE, M. A, VOLLMER, W. M,,

GILLESPIE, S., BURNEY, P.,, MANNINO, D. M., MENEZES,
A.M,, SULLIVAN, S. D, LEE, T. A., WEISS, K. B., JENSEN,

R. L., MARKS, G. B., GULSVIK, A., NIZANKOWSKA-

MOGILNICKA, E. & GROUP, B. C. R. 2007. International

variation in the prevalence of COPD (the BOLD
Study): a population-based prevalence study.
Lancet, 370, 741-50.

CAZZOLA, M., ROGLIANI, P,, CALZETTA, L. & MATERA, M.
G. 2018. Triple therapy versus single and dual long-
acting bronchodilator therapy in copd: A systematic
review and meta-analysis. Eur Respir J, 52,1801586.

CELLI, B. R, FABBRI, L. M., AARON, S. D., AGUSTI, A,
BROOK, R. D., CRINER, G. )., FRANSSEN, F. M. E,,
HUMBERT, M., HURST, J. R.,, MONTES DE OCA, M,,
PANTONI, L., PAPI, A., RODRIGUEZ-ROISIN, R., SETHI,
S.,STOLZ, D,, TORRES, A, VOGELMEIER, C. F. &
WEDZICHA, ). A. 2023. Differential Diagnosis of
Suspected Chronic Obstructive Pulmonary Disease
Exacerbations in the Acute Care Setting: Best
Practice. Am J Respir Crit Care Med, 207, 1N134-1144.

COX, N. S., DAL CORSO, S., HANSEN, H., MCDONALD, C. F,,

HILL, C. J., ZANABONI, P, ALISON, J. A., O'HALLORAN, P,

49 | COPD-X Handbook

MACDONALD, H. & HOLLAND, A. E. 2021.
Telerehabilitation for chronic respiratory disease.
Cochrane Database Syst Rev, 1, CDO13040-CDO13040.

DEN HARDER, A. M,, SNOEK, A. M,, LEINER, T., SUYKER,
W. ., DE HEER, L. M., BUDDE, R. P. )., LAMMERS, ]. W. ],
DE JONG, P. A. & GONDRIE, M. ). A. 2017. Can routine
chest radiography be used to diagnose mild COPD? A
nested case-control study. Eur J Radiol, 92, 159-165.

FIORE, M. C,, JAEN. C. R. & B, B. T. 2008. Treating tobacco
use and dependence: 2008 update: Clinical practice
guideline. PsycEXTRA Dataset. Test accounts.

GLOBAL INITIATIVE FOR ASTHMA (GINA). 2023. Global
Strategy for Asthma Management and Prevention
[Online]. Available: www.ginasthma.org [Accessed]
27/03/2024.

GRAHAM, B. L., STEENBRUGGEN, I, MILLER, M. R.,
BARJAKTAREVIC, I. Z., COOPER, B. G, HALL, G. L.,
HALLSTRAND, T. S., KAMINSKY, D. A., MCCARTHY, K.,
MCCORMACK, M. C,, OROPEZ, C. E., ROSENFELD, M.,
STANQJEVIC, S., SWANNEY, M. P. & THOMPSON, B. R.
2019. Standardization of Spirometry 2019 Update. An
Official American Thoracic Society and European
Respiratory Society Technical Statement. Am/
Respir Crit Care Med, 200, e70-e88.

GUIRGUIS-BLAKE, ). M,, SENGER, C. A, WEBBER, E. M,,
MULARSKI, R. A. & WHITLOCK, E. P. 2016. Screening
for chronic obstructive pulmonary disease. JAMA,
315, 1378.

HIGGINSON, I. J.,, BAUSEWEIN, C., REILLY, C. C., GAO, W.,
GYSELS, M., DZINGINA, M., MCCRONE, P, BOOTH, S.,
JOLLEY, C. ). & MOXHAM, J. 2014. An integrated
palliative and respiratory care service for patients
with advanced disease and refractory
breathlessness: A randomised controlled trial. Lancet
Respir Med, 2, 979-987.

HOWCROFT, M., WALTERS, E. H., WOOD-BAKER, R. &
WALTERS, J. A. 2016. Action plans with brief patient
education for exacerbations in chronic obstructive
pulmonary disease. Cochrane Database Syst Rev, 12,
CDO05074-CDO05074.

HURST, J. R,, HAN, M. K,, SINGH, B., SHARMA, S., KAUR,
G., DE NIGRIS, E., HOLMGREN, U. & SIDDIQUI, M. K.
2022. Prognostic risk factors for moderate-to-
severe exacerbations in patients with chronic
obstructive pulmonary disease: a systematic
literature review. Respir Res, 23, 213.

JONES, P. W., HARDING, G., BERRY, P., WIKLUND, I.,
CHEN, W. H. & KLINE LEIDY, N. 2009. Development
and first validation of the COPD Assessment Test.
Eur Respir J, 34, 648-54.

¢" Lung Foundation Australia


http://www.ginasthma.org
https://lungfoundation.com.au/

LENFERINK, A., VAN DER PALEN, J., VAN DER VALK, P. D.
L. P. M,, CAFARELLA, P.,, VAN VEEN, A., QUINN, S.,
GROOTHUIS-OUDSHOORN, C. G. M, BURT, M. G.,
YOUNG, M., FRITH, P. A. & EFFING, T. W. 2019.
Exacerbation action plans for patients with COPD
and comorbidities: A randomised controlled trial.
Eur Respir J, 54,1802134.

MAHLER, D. A. & WELLS, C. K. 1988. Evaluation of
clinical methods for rating dyspnea. Chest, 93,
580-6.

OSADNIK, C. R, TEE, V. S., CARSON-CHAHHOUD, K. V.,
PICOT, J.,, WEDZICHA, J. A. & SMITH, B. J. 2017. Non-
invasive ventilation for the management of acute
hypercapnic respiratory failure due to exacerbation
of chronic obstructive pulmonary disease. Cochrane
Database Syst Rev, 7, CDOO4104-CDO04104.

POOLE, P., SATHANANTHAN, K. & FORTESCUE, R. 2019.
Mucolytic agents versus placebo for chronic
bronchitis or chronic obstructive pulmonary disease.
Cochrane Database Syst Rev, 5, CDO01287-
CDO01287.

REILLY, C., SAILS, J., STAVROPOULOS-KALINOGLOU, A,
BIRCH, R. J., MCKENNA, J., CLIFTON, . J., PECKHAM, D.,
BIRCH, K. M. & PRICE, O. ). 2023. Physical activity
promotion interventions in chronic airways disease:
A systematic review and meta-analysis. Eur Respir
Rev, 32, 220109.

RYRSO, C. K., GODTFREDSEN, N. S., KOFOD, L. M,,
LAVESEN, M., MOGENSEN, L., TOBBERUP, R., FARVER-
VESTERGAARD, I., CALLESEN, H. E., TENDAL, B,
LANGE, P. & IEPSEN, U. W. 2018. Lower mortality
after early supervised pulmonary rehabilitation
following COPD-exacerbations: a systematic review
and meta-analysis. BMC Pulm Med, 18, 154.

SCHRIJVER, J., LENFERINK, A., BRUSSE-KEIZER, M.,

ZWERINK, M., VAN DER VALK, P. D., VAN DER PALEN, J.

& EFFING, T. W. 2022. Self-management
interventions for people with chronic obstructive
pulmonary disease. Cochrane Database Syst Rev, 1,
CD002990-CD002990.

STEAD, L. F, PERERA, R,, BULLEN, C., MANT, D.,
HARTMANN-BOYCE, )., CAHILL, K. & LANCASTER, T.
2012. Nicotine replacement therapy for smoking
cessation. Cochrane Database Syst Rev.

STRANG, S., OSMANOVIC, M., HALLBERG, C. & STRANG,
P. 2018. Family caregivers’ heavy and overloaded
burden in advanced chronic obstructive pulmonary
disease. J Palliat Med, 21, 1768-1772.

TASHKIN, D. P,, RENNARD, S., HAYS, J. T.,, MA, W.,,
LAWRENCE, D. & LEE, T. C. 20™M. Effects of varenicline
on smoking cessation in patients with mild to
moderate COPD. Chest, 139, 591-599.

50 | COPD-X Handbook

UZZAMAN, M. N., AGARWAL, D., CHAN, S. C., PATRICK
ENGKASAN, )., HABIB, G. M. M,, HANAFI, N. S,
JACKSON, T., JEBARAJ, P, KHOO, E. M., MIRZA, F. T.,
PINNOCK, H., SHUNMUGAM, R. H. & RABINOVICH, R.
A. 2022. Effectiveness of home-based pulmonary
rehabilitation: Systematic review and meta-analysis.
Eur Respir Rev, 31, 220076.

VANFLETEREN, L., LINDBERG, A., ZHOU, C., NYBERG, F. &
STRIDSMAN, C. 2023. Exacerbation risk and mortality
in global initiative for chronic obstructive lung
disease group A and B patients with and without
exacerbation history. Am J Respir Crit Care Med, 208,
163-175.

ZWAR, N. A, MENDELSOHN, C. P. & RICHMOND, R. L.
2014. Supporting smoking cessation. BMJ, 348,
f7535-f7535.

¢" Lung Foundation Australia


https://lungfoundation.com.au/

Abbreviations

BMI
CAT
COPD
ECG
FEV:
FVC
GPMP
GP
HMR
ICS
LABA
LAMA
mMRC
PaO:
PBS
PR
SABA
SAMA
pMDI
RMMR
SpO:
TCA

TGA
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Body mass index

COPD Assessment Test

Chronic obstructive pulmonary disease
Electrocardiogram

Forced expiratory volume in one second
Forced vital capacity

General Practice Management Plan
General practitioner

Home Medicines Review

Inhaled corticosteroid

Long-acting beta-agonist

Long-acting muscarinic antagonist

Modified Medical Research Council Dyspnoea Scale

Partial pressure of arterial oxygen
Pharmaceutical Benefits Scheme
Pulmonary rehabilitation
Short-acting beta-agonist
Short-acting muscarinic antagonist

Pressurised metered dose inhaler

Residential Medication Management Review

Oxygen saturation
Team Care Arrangement

Therapeutic Goods Administration
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Summary of
key recommendations

1a. Smoking is the most important risk factor for developing COPD Ial ©

1b. Smoking cessation reduces mortality in people with COPD Ial ©

2a. Begin with a thorough history and examination for COPD as the first step to -2 ©
diagnosis

2b.  Confirm COPD with spirometry (post-bronchodilator FEV/FVC < 0.7) -2 ©

2c. While a large increase in post-bronchodilator FEV: (with greater confidence if 2.4 ©

increase is >15% and >400 mL) might suggest asthma or coexisting asthma and
COPD, consider patient history, pattern of symptoms, and further investigations
to confirm diagnosis (GINA 2023).

2d. Further investigations may be necessary to confirm or exclude other conditions ~ III-2 il
and assess COPD severity

2e. Consider referral to specialist respiratory services if needed I11-2 il
2f. Regularly assess COPD symptoms and exacerbation risk I11-2 il

3a. Begin with a comprehensive assessment as the first step to optimising function ~ III-2 ull

3b. Recognise that comorbid conditions are common in patients with COPD I11-2 il
3c. Regularly check inhaler technique and adherence Il
4a. Optimise pharmacotherapy using a stepwise approach Il
4b. Refer to pulmonary rehabilitation to improve quality of life, exercise capacity, I il

and reduce COPD exacerbations

4e. Recommend non-pharmacological strategies such as pulmonary rehabilitation I il
and regular exercise to anyone with COPD

4d. Lung volume reduction (surgical and endobronchial) can enhance lung function, I il
exercise capacity, and quality of life

5a. Consider palliative care early, ideally from a multidisciplinary team, to control IT .00l
symptoms and to address psychosocial issues

6a. Focus on reducing the risk of exacerbations to prevent deterioration I1I-2 il

6b. Emphasise smoking cessation as the most important intervention to prevent II il
worsening of COPD

6c. Encourage vaccination to reduce risks associated with influenza, pneumococcal Il

and SARS-CoV-2 (COVID-19) infection

O 0 00 O O 0 00 00 00O O o

7a. Consider long-term macrolide antibiotics in people with moderate to severe I .all
COPD and frequent exacerbations
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7b. Consider long-term oxygen therapy (>18 hours) for patients with COPD with Il
resting hypoxaemia

7c. Consider long-term non-invasive ventilation in people with stable COPD and I il
hypercapnia to reduce mortality and hospital admissions

7d. Mucolytics may reduce exacerbations in patient with COPD Il

8a. Anticipate the wide range of needs for patients with COPD to facilitate good Il
chronic disease care

8b. Clinical support teams working with the primary healthcare team can help I1I-2 .ol
enhance quality of life and reduce disability

8c. Patients may benefit from self-management support Il

8d.  Patients may benefit from support groups I111-2 woll

9a. Implement a COPD action plan to reduce risks related to exacerbations, Il

including emergency department visits and hospital admissions

10a. Diagnose a COPD exacerbation based on changes in the patient’s baseline I11-2 il
dyspnoea, cough, and/or sputum that exceed normal day-to-day variations, are
acute in onset, and may warrant a change in regular medication or hospital
admission

10b.  Diagnosing and treating exacerbations early may prevent hospital admissionand ~ III-2 il

delay COPD progression

Ma. Initiate inhaled short-acting bronchodilators as a first-line treatment of Iall
exacerbations

Tb.  Systemic corticosteroids reduce the severity of and shorten recovery from Iall

exacerbations (oral route, when possible; 30 to 50 mg daily for 5 days)

Mc.  Exacerbations with clinical features of infection (increased volume and change Iall
in colour of sputum and/or fever) benefit from oral antibiotic therapy
(@amoxycillin or doxycycline for 5 days)

12a.  Use supplemental oxygen for hypoxaemia in COPD exacerbations, target SpO: 11 ull
88-92% to improve survival

12b.  Controlled oxygen delivery (0.5 to 2.0 L/min) is indicated for hypoxaemia in 11 uil
patients with exacerbations

12c.  Non-invasive ventilation improves survival for people with COPD and acute Il
hypercapnic respiratory failure

13a.  Refer to pulmonary rehabilitation, particularly during the recovery phase I.ail
following an exacerbation

13b.  The primary healthcare team should ensure that patients with COPD receive Il
comprehensive follow-up care, after they are discharged from the hospital for
an exacerbation

13c.  Coordinate multidisciplinary support to help treat COPD exacerbations among I 00l
patients receiving home management or “hospital in the home”
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