
Quality Improvement Toolkit
A resource to support acute healthcare services deliver 
best practice chronic obstructive pulmonary disease care

Chronic  
Obstructive 
Pulmonary Disease 
Acute Care



Acknowledgement of Country 
Lung Foundation Australia acknowledges the 
Traditional Custodians of the lands on which we 
work throughout Australia and their unceded 
sovereignty of and continuing connection to 
land and sea. We pay our respects to their 
cultures and to Elders both past and present. We 
acknowledge the overrepresentation of Aboriginal 
and Torres Strait Islander people in lung disease 
and lung cancer. In the spirit of reconciliation, we 
reaffirm our commitment to collaborating with 
communities to improve lung health and leverage 
community strengths to lead and guide the 
journey towards healthy lungs for everyone. 

Acknowledgements
Lung Foundation Australia would like to acknowledge the support of Safer Care Victoria and the ten 
Victoria hospitals who played a pivotal role in the development of the innovative change ideas and 
concepts that support this toolkit. 

•	 Alfred Hospital, Alfred Health

•	 Bendigo Hospital, Bendigo Health

•	 University Hospital Geelong, Barwon Health 

•	 Benalla Health

•	 Daylesford Hospital, Central Highlands  
Rural Health 

•	 Ararat Hospital, East Grampians Health Service 

•	 Echuca Regional Health

•	 Ballarat Base Hospital, Grampians Health 

•	 Heathcote Health

•	 Northern Hospital, Northern Health

Lung Foundation Australia is Australia’s leading peak body for respiratory health and lung disease. 
Lung Foundation Australia funds life-changing research and delivers support services to enable 
Australians with lung disease including lung cancer to live their best lives. 

© Lung Foundation Australia 2025 

Board Chair 

Professor Lucy Morgan 

Chief Executive Officer 

Mr Mark Brooke 

Any enquiries relating to copyright or comments on this publication should be directed to: Lung 
Foundation Australia, PO Box 1949, Milton QLD 4064 

Ph: 07 3251 3600 

Email: enquiries@lungfoundation.com.au

Contents
Acknowledgements	 2

Introduction	 4

The impact of COPD	 5

From guidelines to action: Delivering best-practice COPD care	 7

Next steps for health service executives	 8

Call to action	 8

Shared success in action: Implementing  
COPD Collaborative tools in your health service	 9

Collaborative outcomes: Signs of impact across Victoria	 10

Results against the five CACC measures	 10

Outcomes from the COPD Acute Care Collaborative	 12

How the CACC delivered COPD care improvements	 13

Change enablers in action	 15

COPD acute care tools for clinicians	 18

Putting patients at the centre of COPD care	 21

Key resources	 24

For clinicians	 24

For patients	 24

For First Nations	 24

Appendix A	 26

Example of Model for Improvement and  
PDSA cycle for COPD quality improvement	 27

Reference list	 29

COPD Acute Care Quality Improvement Toolkit 2



18x 

Areas with the highest  
hospitalisation rates had 18 times 
more admissions than those with 
the lowest, consistent with smoking 
rates, exacerbation self-management 
skill, social support, comorbidities and 
access to services.7

4.8x 

Higher rate of  
hospitalisations for Aboriginal and 
Torres Strait Islander people.7

The impact of COPD
COPD represents one of Australia’s most significant healthcare challenges, contributing to 53,000 
hospital admissions in 2021-22 for people aged 45 and over. While national data on hospital 
readmission rates remain limited, state-based data indicates high readmission rates of up to 21%5 
and 25%.6

COPD at a glance

50%

70%

Don’t know they 
have COPD

Tobacco smoking 
accounts for 70% of 
COPD cases in high 
income countries

COPD affects 

1 in 13 
Australians over 408

Spirometry testing 
dropped 

31% 
nationally from  
2015-2022, limiting 
gold-standard 
diagnosis6

In Australia, 638,000 people were living with COPD in 20224, 
and in 2023–24, COPD accounted for 68,300 potentially 
preventable hospitalisations10.

Introduction
People living with chronic obstructive pulmonary disease (COPD) are best supported when clinical 
care is coordinated1, evidence-based and empowers self-management.2 To achieve this in practice, 
health services need implementation frameworks and tools that translate quality care principles 
into actionable and enduring pathways.

This toolkit provides a framework for COPD acute care based on outcomes from the COPD Acute 
Care Collaborative (CACC) Project. This pioneering work was made possible through a collaboration 
between Lung Foundation Australia (LFA), Safer Care Victoria (SCV) and ten Victorian health 
services. The initiative was led by a Nurse Ambassador and Executive Sponsor within each service 
who collaborated through shared learning facilitated by change to LFA and SCV. The project included 
sites from metropolitan, regional and rural Victoria, and the framework can be adapted for use in 
other health services according to local context. For LFA this project was a natural extension to 
its long-standing commitment to supporting people with COPD. A commitment shown through 
advocacy, programs and the publication of the COPD Blueprint, Transforming the Agenda for 
COPD: A Path Towards Prevention and Lifelong Lung Health.3 For SCV, this investment into 
COPD was highly aligned with its core principles of safety and continuous improvement.

While this toolkit does not cover all aspects of COPD acute care, it can be used to support 
implementation of the COPD Clinical Care Standard through its description of CACC outcomes. 

I congratulate the Victorian Department of Health, Safer Care Victoria and Lung Foundation 
Australia for the successful implementation of this pilot project.

Chronic obstructive pulmonary disease continues to have a heavy burden on patients, 
families, the community and the health care system in Victoria, across Australia and 
globally, and the stigma associated with smoking related diseases leads to a lack of 
prioritisation of resources and investment. LFA has been the only national charity 
dedicated to COPD and for over 20 years we have supported patients with resources and 
health care professionals with the evidence-based COPD-X clinical guidelines.

This project provided a valuable opportunity to test the practical implementation of the 
quality indicators of COPD care outlined in the COPD Clinical Care Standard, demonstrating 
how targeted quality improvement can enhance patient treatment and care. The COPD 
Acute Care Collaborative Nurse Ambassadors have done an outstanding job in building 
localised and tested solutions that are both evidence-based and guidelines concordant. 

LFA hopes that this pilot project can be expanded statewide so that patients with COPD 
and their families receive gold standard care.”

Mark Brooke
Chief Executive Officer 
Lung Foundation Australia
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Key impacts
•	 Between 2014–15 and 2017–18 the rate of COPD hospitalisations nationally increased by 8%.8 

•	 The rate of COPD hospitalisations for Aboriginal and Torres Strait Islander people increased 
by 16% nationally, and the rates of hospitalisation were much higher in remote and 
socioeconomically disadvantaged areas.8

•	 COPD is the fifth highest contributor to total disease burden in Australia.10

•	 Hospitalisation rates are influenced by system-level factors such as access to 
multidisciplinary respiratory care, integrated care models, and telehealth services.11

•	 In 2021-22, COPD accounted for 268,000 hospital bed days, reflecting a substantial 
burden on the healthcare system.4

From guidelines to action: 
Delivering best-practice  
COPD care
International and national guidelines - including the COPD-X Plan: The Australian and New Zealand 
clinical practice guidelines for the management of COPD, GOLD Report, and the COPD Clinical Care 
Standard – provide consensus on the key pillars of best-practice COPD care:

•	 Early diagnosis with spirometry

•	 Smoking cessation support

•	 Pulmonary rehabilitation

•	 Coordinated, team-based care

•	 Patient education and empowerment

The COPD-X Plan is Australia’s primary clinical guideline. It supports diagnosis, pharmacological and 
non-pharmacological management, exacerbation management, and care planning.

The COPD Clinical Care Standard, endorsed by 20 leading health organisations, provides a national 
framework to improve the quality and consistency of COPD care. The standard is designed to 
support health services through clear benchmarks for care delivery, helping teams identify gaps, 
align with best practice, and reduce preventable hospitalisations.

Australia has clear, evidence-based standards for COPD care, but the real challenge is putting them 
into practice. Despite strong consensus, inconsistent implementation continues to drive avoidable 
hospitalisations and readmissions12. Closing this gap is urgent. Embedding best-practice care into 
routine workflows will improve performance and outcomes to meet global standards. 

Importantly, delivering best-practice care also requires support to be delivered through an 
empathetic patient-centred approach. Research shows that stigma can be a significant barrier for 
people with COPD from engaging with the health system.13
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Next steps for health service 
executives 
The COPD Clinical Care Standard provides a clear roadmap. Now, it’s time to act.

Success depends on leadership. Executives play a critical role in embedding quality improvement 
into existing systems, allocating resources, aligning efforts with strategic goals, and driving 
multidisciplinary collaboration. Without executive backing, even the best clinical practices risk being 
unsustained. 

Call to action
Evidence shows that only 14% of proven interventions are ever implemented, taking up to 17 
years to reach routine clinical practice14. We cannot afford that delay, especially when it comes to 
improving outcomes for people living with COPD. 

This toolkit brings together the key learnings, resources, and strategies from the COPD Acute Care 
Collaborative Project, aligned with the COPD Clinical Care Standard, to support health services, 
clinicians, and change agents in implementing evidence-based improvements in COPD care now, not 
years from now. 

Your leadership can ensure this standard is not just adopted, but embedded.

What could be achieved15

Clinical improvements

•	 Fewer preventable hospitalisations

•	 Better patient experience and satisfaction

•	 Improved medication adherence and self-management

•	 Smoother transitions of care

•	 Alignment with indicators of gold-standard clinical care

System benefits

•	 More efficient use of resources

•	 Reduced variation in care

•	 Greater staff engagement and satisfaction

Shared success in action: 
Implementing COPD Collaborative 
tools in your health service
In a joint initiative between LFA, SCV, and ten Victorian health services, the COPD Acute Care 
Collaborative (CACC) Project was established to improve the experience and outcomes for 
patients presenting with COPD in tertiary care settings across Victoria. Drawing on its previous 
work in developing the evidence-based COPD-X Plan, LFA and the project’s Expert Reference Panel 
identified five key areas for improvement, as outlined in Figure 1. These targeted improvements are 
designed to empower health services, clinicians and consumers to manage COPD more effectively 
and reduce the risk of hospital readmissions.

Figure 1: The five COPD Acute Care Collaborative measures 

CACC

Spirometry

Transitions 
of Care

Pharmacological 
Management

Exacerbation 
Self-Management

Pulmonary 
Rehabilitation

Increasing the number of patients with  
recorded spirometry results

Increasing rates 
of patient 
documentation 
given prior to 
discharge or follow-
up appointments 

with a healthcare 
professional within 

seven days of 
discharge

Increasing 
pulmonary 

rehabilitation 
referrals

Increasing rates 
of COPD Action 
Plan updates and 

initiations
Enhancing inhaler 

device technique 
patient education
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Collaborative outcomes:  
Signs of impact across Victoria
Collectively applying the Model for Improvement to target the five project measures yielded 
promising results, as shown in Figure 2*. Over seven months, the Victorian Health Services 
demonstrated that implementation of systematic and coordinated quality improvement initiatives 
can improve both intermediate clinical indicators and patient care. While this data did show 
indications of proof-of-concept, the project was not designed with scientific methodology and 
should be interpreted within its pilot context as a quality improvement initiative. 

Results against the five CACC measures* 

Measure 1: Increasing recorded spirometry results
The project achieved consistently sustained spirometry documentation rates, averaging 52.1% at 
baseline and 53.9% during implementation - representing an absolute increase of 1.9 percentage 
points or relative increase of 3.4%*. These rates are substantially higher than population-level 
testing rates, which declined between 2015–16 and 2022–23 by 31% nationally and 10% in Victoria16. 
This demonstrates that targeted hospital-based initiatives can maintain improved care practices 
despite broader system underuse.

Measure 2: Increasing pulmonary rehabilitation referrals
Average referral rates to pulmonary rehabilitation increased from 28.5% at baseline to 34.2% during 
implementation, representing an absolute increase of 5.7 percentage points and a relative increase 
of 20%*. This improvement reflects enhanced clinician awareness, improved documentation 
practices and prioritisation of rehabilitation as a core component of COPD management.

Measure 3: Increasing inhaler technique assessment
The project achieved a clear and consistent upward trend in inhaler device technique assessments, 
rising from 19.2% at baseline to 35.4% during implementation - an absolute increase of 16.2 
percentage points and a relative increase of 84%*. Notably, assessment rates peaked at 50% 
of audited patients in the final month of implementation, indicating strong uptake and sustained 
practice change.

Measure 4: Increasing use of COPD action plans
Rates of COPD action plan initiation or updates increased from 11.5% at baseline to 20.0% during 
implementation, an absolute increase of 8.5 percentage points and a relative increase of 74%*.  
This reflects improved patient education and proactive care planning.

Measures 5A and 5B: Discharge information and follow-up
While combined rates for discharge information provision and 7-day follow-up showed a small decrease 
of 1.6%, Measure 5A alone demonstrated a 3.39% increase. Overall, rates remained higher than 
national averages, with 75.1% at baseline and 73.3% during implementation*. This stability presents 
an opportunity for further improvement through ongoing quality initiatives in acute care settings.

Readmission rates
Although Victorian statewide COPD readmission data remains limited, the project focused on 
improving care quality through interventions known to reduce readmissions. Readmission data was 
collected however was not intended to be a direct project aim. Results showed a reduction from 
22.14% at baseline to 14.53% during implementation of hospitals who submitted data, representing 
an absolute decrease of 7.6 percentage points and a relative reduction of 34%*. This suggests that 
the project’s targeted interventions may contribute to lower readmission rates, however given 
the absence of statistical controls and the limited data collection period, this reduction could be 
influenced by other factors. 

*Note: Quality improvement data not intended for statistical generalisation *Note: Quality improvement data not intended for statistical generalisation 
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Outcomes from the COPD Acute Care 
Collaborative Project

Alfred Health
Bendigo Health
Grampians Health  
(Ballarat Base Hospital)

Barwon Health (University 
Hospital Geelong)
Benalla Health
Central Highlands Rural Health 
(Daylesford Hospital)

East Grampians Health Service 
(Ararat)
Echuca Regional Health
Heathcote Health
Northern Health

Participating Services

COPD patients receiving inhaler technique 
assessment before discharge increased by 
84% ( n=1470).

Inhaler Use
 
Readmission rates fell by 34% within 7 months 
of the project commencing 
( n=1812)

Readmission Rates

Pulmonary rehabilitation 
referrals for discharged 
COPD patients increased by 
20% in 7 months
( n=1525) 

COPD action plan 
completion increased by 
74% among admitted 
patients prior to discharge
( n=1536)

The number of admitted 
COPD patients with 
spirometry results confirming 
their diagnosis increased by 
3.4% ( n=1538)

Spirometry Pulmonary 
Rehabilitation ReferralsAction Plans

•	 Nurse Ambassadors
•	 Plan-Do-Study-Act 

improvement cycles
•	 Workshops
•	 Data Collection
•	 Evaluation

Key Attributes
 
To improve patient 
experience, wellbeing and 
health outcomes for people 
with a diagnosis of COPD 
in Victoria.

Goal

•	 COPD Clinical Care 
Standard

•	 COPD-X Plan: The Australian 
and New Zealand clinical 
practice guidelines for the 
management of COPD 

•	 Gold Report
•	 My COPD Action Plan 

Key Evidence Base

 
The CACC is a priority project under the SCV’s 
Safer Together Program, Victoria’s largest 
safety and quality improvement program.

The project has contributed to saving patient 
lives as determined by the 100,000 Lives 
program’s impact assessment.

Lives Impacted 

•	 My COPD Hospital Stay: What to Know  
and Ask

•	 COPD Multidisciplinary Care Checklist Template

•	 COPD Standard Operating Procedure Template

Project Resources

Figure 2: Outcomes from the COPD Acute Care Collaborative Project*

*Note: Quality improvement data not intended for statistical generalisation
 n=total project participants 

What are we trying to accomplish?

How will we know that a change is 
an improvement?

What change can we make that 
will result in improvement?

How the CACC delivered COPD care 
improvements 
Each hospital nominated a Nurse Ambassador to identify improvement areas, coordinate internal 
teams and implement testing of change ideas. Nurse Ambassadors audited patient records 
monthly to assist in tracking rates of completed interventions and identifying whether change 
ideas were effective. 

To achieve improvement in the project measures, each facility took a unique approach to 
implementing change according to local needs. The collaborative network of ten nurse 
ambassadors, ten executive sponsors and local multidisciplinary teams (pharmacy, medical, nursing, 
physiotherapy, administration and digital health/medical records) were identified as critical change 
enablers while implementing change through several Plan–Do–Study–Act (PDSA) cycles (figure 3). 
See Appendix A for an example of how PDSAs can be used to guide care improvement. 

Figure 3: The Model for Improvement17

Reproduced with permission from the Institute for Healthcare Improvement

Study

Act Plan

Do
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The PDSA cycle enabled teams to test changes in small, measurable ways, learn from each iteration, 
and refine interventions to better suit local contexts, aiming to ensure that improvements were 
both practical and sustainable.

This process led to the creation of many practical tools designed to support change in real-world 
settings and streamline referrals, data collection and documentation. These tools have been 
adapted and standardised to align with the COPD Clinical Care Standard, address consumer health 
literacy needs, and enable implementation across different health services. This toolkit showcases 
three of the many change concepts collaboratively generated through the project. The three change 
concept tools are:

•	 COPD Standard Operating Procedure Template 
A standardised, evidence-based pathway for in-hospital management of COPD exacerbations, 
aligned with the COPD Clinical Care Standard and COPD-X Plan: The Australian and New 
Zealand clinical practice guidelines for the management of COPD. It provides steps for 
admission, treatment, and discharge to support consistent, high-quality care and continuity  
post-hospitalisation.  

•	 COPD Multidisciplinary Care Checklist Template 
A practical tool to support coordinated care by medical, nursing, and allied health staff for 
patients admitted with a COPD exacerbation. It ensures key interventions -from smoking 
cessation and inhaler review to discharge planning and follow-up - are consistently delivered  
and documented. 

•	 My COPD Hospital Stay Checklist: What to Know and Ask 
A patient-facing tool that outlines the key evidence-based interventions during a COPD 
admission, ensuring consumers are informed, engaged, and supported in their care and recovery. 

Figure 4: The CACC Projects’ five change enablers 

Executive 
Support

Nurse 
Ambassadors

Multidisciplinary 
Teams

Collaborative 
Network

Tools

Frontline 
clinical leaders 
who drive 
change within 
their health 
services. 

Standardised tools that 
embed best practice into 

clinical workflows.

Integrated teams that 
support effective 

transitions of care across 
specialty areas 

Visible leadership that underpins 
and strengthens all other enablers.

A learning 
network that 

accelerates 
improvement 

through shared 
innovations 

and peer 
support. 

Change enablers in action
Improving care is not just about knowing what best practice looks like; it’s also about creating the 
right conditions to make change happen. During the implementation of the CACC project, five key 
factors were identified as important in helping teams put new approaches into everyday practice. 
These change enablers provided structure, support and momentum, helping teams work together, 
build skills and overcome challenges. 

Improved  
Acute Care 
Outcomes
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Executive support is a foundational driver of implementation success. Executives 
enabled integration of quality improvement processes into existing systems and 
continuity of quality improvement initiatives through resource allocation. Executive 
support is the critical underpinning element that brought the four other change enablers 
together. 

It is unclear, given the formative nature of this quality improvement work, to what degree each of 
the change enablers contributed to the project outcomes. Thus, this toolkit represents a description 
of one approach to the implementation of best practice clinical care standards rather than a 
prescription orientated approach for implementation.

Safer Care Victoria’s Quality Improvement Toolkit includes fact sheets, practical tools, templates 
and resources to help health services improve the quality of care. 

The project has enabled us to improve our knowledge, skills and 
confidence around quality improvement. There is now energy 
and focus directed towards improving the care we provide to the 
COPD population.

It has also been encouraging to see that small achievable changes 
can make a difference to the patients we care for.”

Jess Herbert, Alfred Health

We identified inconsistencies in the care of COPD patients and so our 
focus was on standardising our processes for our Respiratory Clinical 
Nurse Consultant team to ensure comprehensive assessment, 
improve patient education and self-management strategies. 

We were able to demonstrate improved rates of inhaler device 
patient education and completion of COPD action plans.”

Claire Ristovski, Northern Health

We have improved multidisciplinary team awareness and increased 
the implementation of inhaler device technique assessments, 
COPD action plans, and pulmonary rehabilitation referrals for 
patients admitted to the Respiratory ward. This was achieved by 
providing education sessions to staff from various disciplines, 
including medical, nursing, and physiotherapy.”

Narelle Missen, Barwon Health

Collaborative learning network models have been shown to improve care and 
outcomes in chronic disease.18 The CACC project built a collaborative network of Nurse 
Ambassadors with the support of LFA and SCV to test, adapt and share improvement 
strategies across hospitals. The network drove change through a series of learning 
workshops where the Nurse Ambassadors were supported by LFA, SCV and external 
experts, given the opportunity to share successes, challenges and solutions, and be 
guided towards achieving sustainable system-level changes. Nurse Ambassadors built 
confidence and capacity through mentorship from LFA and through sharing barriers 
across rural, regional and metropolitan sites, refining approaches to change concepts 
that enabled implementation across different settings. Nurse Ambassadors engaged 
local multidisciplinary teams to enable more efficient coordination of care and optimal 
use of staff expertise.

Nurse Ambassadors played a central role in enabling change within the CACC project. 
They led local improvement efforts by identifying gaps in COPD care, testing and 
adapting change ideas, and engaging their clinical teams in new ways of working. 
Acting as connectors between the project team and frontline staff, they facilitated 
communication, shared learnings across disciplines, and championed patient-centred 
improvements such as enhanced inhaler education, checklists aligned with the clinical 
care standard and documentation prompts. By collecting and reflecting on data through 
PDSA cycles, the Nurse Ambassadors ensured changes were evaluated and actioned. The 
project design allowed for the Nurse Ambassadors to collaborate and learn from each 
other through learning workshops and regular support sessions.

Nurse ambassadors, often referred to as nurse champions,  

embrace the project as their own and enthusiastically promote it 
throughout the stages of its dissemination. They orient their peers to 
the innovation and encourage its adoption.”19

Standardised tools support change by creating consistency, improving communication, 
and enabling teams to deliver safer, more coordinated care. Three tools were developed 
as part of the CACC project. Please refer to the section COPD Acute Care Collaborative 
Project tools below for quick links to these tools.

Multidisciplinary team approaches improve outcomes for chronic diseases.17 
Multidisciplinary teams were key change enablers in the CACC Project, with Nurse 
Ambassadors bringing together respiratory specialists, nurses, exercise physiologists, 
pharmacists, physiotherapists, allied health, digital health, comorbidity experts, and 
administrative staff to drive coordinated action. 
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COPD acute care tools for clinicians 

Change objective  
(project measure) Problem definition Impact on quality of care Solution design Project tools Other supporting resources

Measure 1:  
Diagnosis with 
spirometry
Increase the number of  
patients with recorded 
spirometry results

•	 Underdiagnosis and late 
detection of COPD20

•	 Aligns with Quality Statement 1 in the 
COPD Clinical Care Standard

•	 COPD-X 2024 Guidelines states that 
spirometry must be performed to confirm 
diagnosis

•	 GOLD Report Guidelines 2025 advise 
that spirometry is the gold standard for 
accurate and repeatable measurement of 
lung function.

•	 Workflow integration of 
diagnosis with spirometry

•	 Training programs

•	 COPD-X Plan: The Australian and New 
Zealand clinical practice guidelines for 
the management of COPD Section C2.3 
copdx.org.au

•	 Global Initiative for Chronic Obstructive 
Lung Disease  
goldcopd.org/spirometry-quick-guide/

Measure 2:  
Pulmonary 
rehabilitation
Increase referrals to pulmonary 
rehabilitation programs

•	 Inconsistent referrals21

•	 Clinicians not 
understanding the value of 
pulmonary rehabilitation22

•	 Patients refusing referral 
due to knowledge barrier or 
access issues

•	 Aligns with Quality Statement 5 in the 
COPD Clinical Care Standard

•	 COPD-X guidelines recommend pulmonary 
rehabilitation as an effective intervention

•	 Patients who do not complete 
rehabilitation post an exacerbation are 
over two times more likely to readmit to 
hospital within 30 days23

•	 Standardised referral process

•	 Referral to rehabilitation 
embedded in COPD care 
pathway

•	 Increase consumer literacy 
about benefits of PR and 
alternative models of delivery

•	 LFA: Pulmonary Rehabilitation Referral 
Form

•	 LFA: Who refers patients?

Measure 3: 
Pharmacological 
management
Increase assessment of inhaler 
technique and adherence

•	 Studies have shown inhaler 
device usage issues occur 
frequently, with between 
50-100% of patients with 
at least one technique 
error.24,25

•	 Aligns with Quality Statement 6 in the 
COPD Clinical Care Standard

•	 GOLD Report Guidelines 2025 note the 
critical importance of proper inhaler 
technique for drug delivery

•	 Inhaler device technique 
resources

•	 Patient education support

•	 LFA: Inhaler technique – Device-
specific checklists

•	 LFA: Inhaler Device technique video: 
Rapihaler

•	 Asthma + Lung UK video: How to use a 
Turbohaler inhaler

Measure 4: 
Exacerbation 
management
Increase rates of COPD Action 
Plan updates and initiations

•	 Underutilised evidence-
based self-management 
strategies

•	 Failure to use action 
plans has been shown to 
be linked to increases in 
preventable exacerbations 
and increased 
hospitalisations.26

•	 Aligns with Quality Statement 3 in the 
COPD Clinical Care Standard

•	 COPD-X Guidelines 2024 recommend 
action plans

•	 Cochrane Review 2017 states that 
high-quality evidence shows COPD self-
management interventions including 
action plans improve outcomes

•	 Integrated workflow systems

•	 Team driven implementation 
with designated ‘Ambassadors’

•	 LFA: COPD Action Plan

•	 National Aboriginal Community 
Controlled Health Organisation: Chronic 
Obstructive Pulmonary Disease 
(COPD) Action Plan

Measure 5:  
Transitions of care
Increase rates of patient 
documentation given prior 
to discharge or follow-up 
appointment with a healthcare 
professional within seven days 
of discharge

•	 High readmission rates due 
to poor transitions of care27

•	 Aligns with Quality Statement 9 in the 
COPD Clinical Care Standard

•	 Systematic reviews show COPD discharge 
bundles may reduce readmissions.28

•	 Standardised discharge 
checklist

•	 Dedicated discharge 
coordination roles

•	 Staff education

•	 COPD-X Plan: The Australian and New 
Zealand clinical practice guidelines for 
the management of COPD Section X3.7 
copdx.org.au

  COPD Multidisciplinary Care Checklist Template

  COPD Standard Operating Procedure Template

  My COPD Hospital Stay: What to Know and Ask
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My COPD Hospital Stay 
Checklist: What to know 
and ask

My COPD Hospital  
Stay Checklist:
What to know and ask

This checklist is for people with chronic obstructive pulmonary disease (COPD) who are in hospital 
for a flare-up (also called an exacerbation). It helps you, your family and support people understand 
the care you should receive, the questions to ask before you go home, and simple steps to help you 
keep getting better at home.

Use it like this:

 Tick the box if it has been done  If not, ask the question shown

Before I go home

Understanding my condition
Knowing about your COPD can help you manage it better. 

 I understand what COPD is and how it affects me

 My healthcare team has explained my condition in a way I understand

 I know where to find more help or information

  Ask 

Can you explain COPD again in simple terms or give me information I can read at home?

Breathing test (spirometry)
Spirometry is the only way to diagnose COPD. You should have had this test before, or be referred for a test after 
you leave hospital. 

 I have had a spirometry test before or during my stay

 I have been referred for spirometry after I go home

  Ask 

Have I had a spirometry test to confirm my diagnosis of COPD? If not, can you refer me for one?
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COPD Multidisciplinary 
Care Checklist Template

In
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Comments:    

Sign:       Designation:      Date:  /  /

Task: Smoking/vaping cessation support Record smoking/vaping status for tobacco or other substances, offer 
cessation advice (Ask, Advise, Help model), pharmacotherapy, and referral

 Yes  No  Declined  N/A  Quitline referral  NRT offered

 Competent  Needs follow-up  N/A Declined

Comments:    

Sign:       Designation:      Date:  /  /

Task: Inhaler technique assessment Assess and document inhaler technique, provide further education  
and assessment if required

 Yes  No  N/A

Comments:    

Sign:       Designation:      Date:  /  /

Task: Pharmacist medication review Review current medications and provide education on correct use  
and inhaler device technique

 Referred  Completed  Declined  Attended as inpatient  N/A Previously done

Comments:    

Sign:      Designation:      Date:  /  /

Task: Spirometry referral or assessment Confirm diagnosis and severity, or refer if unavailable

 Document target SpO2  NIV provided  Reason documented Not indicated

Comments:    

Sign:       Designation:      Date:  /  /

Task: Oxygen therapy / NIV documented Deliver controlled oxygen therapy and provide NIV if indicated  
under medical direction only

COPD Multidisciplinary
Care Checklist Template
This form requires completion by the multidisciplinary team, 
including medical, nursing and allied health staff, aligning with the 
COPD Clinical Care Standard1 and The COPD-X Plan: Australian 
and New Zealand Guidelines for the Management of Chronic 
Obstructive Pulmonary Disease2.

Hospital Admission for  
COPD Exacerbation

Patient Name: 

DOB:  /  /

URN: 

Address: 
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COPD Standard Operating 
Procedure Template

This procedure outlines a standardised, evidence-based pathway for in-hospital management of COPD exacerbations, aligned  
with the COPD Clinical Care Standard1 and The COPD-X Plan: Australian and New Zealand Guidelines for the Management 
of Chronic Obstructive Pulmonary Disease2. It provides steps for admission, treatment, and discharge to support consistent,  
high-quality care and continuity post-hospitalisation. Each patient should be individually assessed, as COPD presentations vary 
widely in disease type, comorbidities, and social circumstances, and care should be guided by an individualised treatment plan.
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DR

N

PH

RS

DP

PT

Doctor (registrar,  
consultant, medical officer)

Nurse (ward,  
respiratory, palliative)

Pharmacist

Respiratory scientist

Physiotherapist

Discharge planner

ED Educator

 • Confirm diagnosis via post-bronchodilator spirometry (FEV1/FVC <0.7)
 • If unavailable or not clinically appropriate, arrange spirometry prior to discharge or  

within 8 weeks in primary care
 • Ensure spirometer calibration and quality control is documented

Team member: DR  RS  N Clinical Care 
Standard 1

Diagnosis with spirometry

 • Perform comprehensive assessment including general and mental health
 • Assess symptom severity and impact using validated tool (e.g. CAT, mMRC)
 • Evaluate exacerbation history (severity, frequency)

Clinical Care 
Standard 2

Comprehensive assessment Team member:  DR  N

 • Record smoking status and offer cessation advice, pharmacotherapy, and referral  
to evidence-based behaviour support and counselling, including Quitline (13 78 48) 

 • Discuss influenza, pneumococcal, and COVID-19 vaccination with patient

Clinical Care 
Standard 4

Smoking cessation and vaccination Team member:  N  PH

 • Review current medications and modify based on the COPD stepwise approach
 • Include short- and long-acting bronchodilators, corticosteroids as needed
 • Include oral antibiotics if clinical features of infection are present
 • Specialist review required before prescribing macrolides

Clinical Care 
Standard 7

Pharmacological management Team member:  DR  N  PH

 • Assess and document inhaler technique before discharge
 • Refer for Home Medicines Review or Residential Medication Management Review if appropriate

Clinical Care 
Standard 3

Inhaler technique assessment Team member:  N  PH  

Under medical direction:
 • Perform arterial blood gas analysis to assess for hypercapnic respiratory failure with acidosis 
 • Deliver controlled oxygen therapy to maintain documented target SpO2 levels
 • Provide non-invasive ventilation (NIV) if indicated or document rationale for non-use

Clinical Care 
Standard 8

Oxygen and ventilatory support Team member:  DR  N

 • Check for advance care plan and document goals of care and resuscitation preferences
 • Initiate discussions on palliative care if symptoms are severe or frequent

Clinical Care 
Standard 10

Symptom support and palliative care Team member:  DR  N

COPD Standard Operating 
Procedure Template
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Putting patients at the centre 
of COPD care 
Effective COPD care doesn’t just begin at hospital admission, and end at discharge. It requires health 
services to understand and actively support patients at every point along their journey  
(see Figure 4). This patient-centred approach is not just best practice - it’s embedded in:

•	 The COPD Clinical Care Standard

•	 Victoria’s Clinical Governance Framework29

•	 NSQHS Standard 2: Partnering with Consumers 30.

The CACC project addressed several steps along the patient journey, including diagnosis, 
treatment, and ongoing management. Opportunities for improvement were identified in several 
areas: strengthening communication between primary, community, and acute care; implementing 
checklists to standardise and track documentation; engaging pharmacy and nursing teams in 
inhaler device patient education, routinely auditing patient files against best-practice standards and 
coordinating teams through ongoing multidisciplinary meetings. 

Other critical areas that were not included in this project but should be considered by health services 
include management of risk factors and comorbidities, performance monitoring by health services 
and holistic care management.

Patient engagement is a critical determinant of outcomes. Patients who are empowered to 
recognise symptoms, respond early, and manage their condition confidently may experience:

•	 fewer preventable hospitalisations

•	 better medication adherence

•	 improved quality of life

•	 greater satisfaction with care31

Health services have a responsibility to ensure patients understand their condition and know 
what actions to take especially during exacerbations. This toolkit provides resources that can help 
achieve these goals.
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Positioning acute care in the COPD patient journey
Key actions taken by health services, clinicians and patients at each stage of the COPD journey, from early 
detection and primary care to acute treatment and recovery, can improve outcomes, strengthen self-
management and reduce the risk of future exacerbations and hospitalisations.

Risk factors

The journey of living with COPD can begin in early 
childhood – from pre-term birth, low birth weight to 
frequent respiratory infections. 

Throughout life, exposure to environmental and 
occupational pollutants, and tobacco smoking/
vaping, including second-hand exposure,  
increases risk.

Action: Identify and address modifiable risk 
factors early, supporting lung health throughout 
all life stages.

Early signs and symptoms

Early signs, such as chronic cough, dyspnoea, 
chest tightness, fatigue and frequent respiratory 
infections, are often dismissed or misdiagnosed.

Action: Recognise symptoms early, initiate timely 
referral to high-quality spirometry.

Person living with COPD

Coordinated information sharing between primary 
care, specialists and tertiary care, along with self-
management education, enables the person living 
with COPD to:

•	 Follow their COPD Action Plan, recognise early 
signs of exacerbations and act promptly 

•	 Correctly use inhalers for optimal medication 
delivery

•	 Adhere to pulmonary rehabilitation exercise 
maintenance plan

•	 Build knowledge, skills and confidence in self-
management

•	 Manage co-morbidities 

Utilises support resources:  
Lung Foundation Australia Information and Support 
Centre 1800 654 301 lungfoundation.com.au

Diagnosis

Worsening of symptoms leads to healthcare 
contact, commencement of primary health support.

Action: Refer to high-quality spirometry to avoid 
misdiagnosis and delayed treatment.

Figure 5: Understanding and supporting your patient in their COPD journey. 

Acute care system 

COPD Clinical Care Standard quality statements: 
1A, 2, 3, 4B, C, D, E, F, 5, 6, 7C, 9B, 10B

Emergency department
Actions:

•	 Stabilise patient

•	 Assess inhaler technique

•	 Under medical direction only, deliver controlled 
oxygen therapy to achieve target SpO2 and 
consider non-invasive ventilation if indicated

•	 Refer for follow-up with GP within 7 days if 
discharged from ED

Acute inpatient admission
Actions:

•	 Optimise pharmacological management 

•	 Under medical direction only, deliver controlled 
oxygen therapy to achieve target SpO2 and 
consider non-invasive ventilation if indicated

•	 Update or initiate COPD Action Plan 

•	 Assess and reinforce correct inhaler device 
technique

•	 Educate on benefits of pulmonary rehabilitation 
to encourage attendance

•	 Record smoking status and offer cessation 
advice, pharmacotherapy and referral to 
evidence-based behaviour support and 
counselling, including Quitline

•	 Perform inpatient spirometry >4 weeks  
post-exacerbation

•	 Discuss advance care plan and document goals of 
care and resuscitation preferences

•	 Initiate discussions on palliative care if symptoms 
are severe and frequent

Transition of care
Actions:

•	 Book follow-up with GP within 7 days

•	 Consider hospital avoidance program

•	 Refer to pulmonary rehabilitation and document 
attendance within 4 weeks of discharge

•	 Refer to high-quality spirometry as required

•	 Consider benefits of respiratory nurse integrated 
care service

•	 Provide facility specific discharge pack, including 
the My Hospital Stay Checklist: What to Know 
and Ask

•	 Make smoking/vaping cessation referral  
or counselling

Primary care and community support, 
specialist clinics

COPD Clinical Care Standard quality statements:  
1A, 2, 3, 4B, C, D, E, F, 5, 6, 7C, 9B, 10B

Actions:
•	 Recognise early signs and investigate through 

spirometry and clinical features

•	 Discuss diagnosis and management plan options 
thoroughly

•	 Commence treatment and COPD Action Plan

•	 Review and update vaccination status

•	 Support smoking/vaping cessation using Ask, 
Advise, Help: refer to Quitline, offer NRT

•	 Schedule ongoing reviews including GP chronic 
condition management plan (GPCCMP)

•	 Reinforce correct inhaler device technique at each 
visit. Refer for Home Medicines Review if indicated

•	 Educate on pulmonary rehabilitation benefits and 
encourage attendance

•	 Connect patients with Lung Foundation Australia 
resources

•	 Screen for, and manage, co-morbidities

Early signs of an exacerbation 

The person living with COPD:

•	 Follows their COPD Action Plan

•	 Utilises education provided by primary care and 
specialists to manage at home

•	 Implements breathlessness and other 
management strategies learnt through 
pulmonary rehabilitation

Manages exacerbation  
with primary care support

Patient

Requires acute medical care

Bi-directional sharing of patient history & results 
between primary and acute care settings.
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Key resources 

For clinicians

•	 COPD-X Plan

•	 COPD Clinical Care Standard 

•	 GOLD Report 2025

•	 Lung Learning Hub

•	 LFA Clinical Tools and Training

•	 LFA Pulmonary Rehabilitation 
Toolkit

•	 Stepwise Management of COPD

•	 Australian Immunisation Handbook

•	 Quitline Referral Form

•	 Quit Training and Resources for 
Health Professionals

•	 Vaping toolkit

•	 RACGP - Smoking, nutrition, 
alcohol, physical activity (SNAP)

•	 TSANZ Spirometry Standards

•	 Advance Care Planning Australia 
Professional Resource Hub

For patients

To support your patients, LFA 
has produced several resources:

•	 My COPD Checklist – simple online 
checklist to identify gaps in care

•	 COPD Action Plan – complete with 
health professional to understand 
daily care plan and steps to take when 
symptoms worsen

•	 Inhaler device videos – videos and 
fact sheets showing how to use each 
type of inhaler device

•	 COPD Online Patient Education 
– 6 easy-to-use, online modules to 
understand COPD, treatments and 
self-management

For First Nations 

To support your Aboriginal and Torres Strait Islander patients,  
National Aboriginal Community Controlled Health Organisation (NACCHO) has developed:

•	 Lung and breathing problems: Could it be COPD? booklet

•	 COPD Action Plan

For further assistance contact LFA’s Information and Support Centre. The team includes 
experienced Respiratory Care Nurses who provide telephone support to patients and 
carers across Australia. This service provides practical information and guidance about their 
lung disease, personal care and management, and referral to local support services where 
necessary. This free and confidential service is available Monday to Friday 8am – 4.30pm 
(AEST) (excl. public holidays). 

Freecall 1800 654 301 or email enquiries@lungfoundation.com.au 
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Example of PDSA (Plan-Do-Study-Act) Cycle

PDSA Number 1

Plan

Describe the change idea you will test:

We will increase completion/updating of COPD Action Plans by doctors and nurse practitioners by 
implementing a standardised multidisciplinary checklist.

How will you perform the test?

We will pilot the checklist on Ward A for one week by having the respiratory team intern carry 
COPD Action Plan copies on their computer during morning ward rounds and prompt the team 
to review/update them. Clerks will allocate the standardised checklist to each admitted COPD 
patient on admission to ensure it is available for the reviewing team.

What do you predict will happen?

We predict that challenges may include reminding clerks to allocate checklists, adjusting ward 
round routine to include action plan review and time constraints for busy teams. We also predict 
that the checklist will help embed Action Plan review as a habit, provide a clear central record of 
completed tasks, and ultimately contribute to fewer readmissions by supporting patient self-
management and earlier treatment during exacerbations. 

Which team members are involved and what are their responsibilities:

Clerks: allocate checklist to each patient admitted under COPD

Respiratory intern: carry action plans and prompt during morning ward round. Complete tick-box 
on checklist regarding COPD Action Plans.

Doctors/nurse practitioners: update/commence action plans during ward round.

Nursing staff: support identification of COPD patients and reinforce checklist use.

NUM: collect monthly data audits on checklist completion and table at multidisciplinary meeting.

Respiratory physician: discuss and support action plan use at quarterly COPD team meeting and 
during daily rounds.

What data will you collect, when and how? 

Measure: % of admitted COPD patients with a completed or updated action plan vs total 
monthly presentations admitted with COPD. Data collected monthly by routine report provided 
by digital health and evaluated at quarterly COPD quality improvement meeting. 

Appendix A

Example of Model for Improvement and 
PDSA cycle for COPD quality improvement 

OBJECTIVE: What are we trying to accomplish?

Write a clear and concise aim statement using the SMART format (Specific, Measurable, 
Achievable, Results-Oriented, Time Scheduled).

Within 3 months, increase the rate of patients with updated COPD Action Plans completed prior 
to discharge from 10% to 60%.  

MEASURE: How will we know that a change is an improvement?

Measure the impact of your improvement to assess whether you’re achieving your objective. 

Outcome Measure: percentage of patients with documented Action Plans prior to discharge.

Numerator: number of admitted patients coded with COPD who have a COPD Action Plan 

Denominator: number of admitted patients coded with COPD 

Measurement Frequency: The proportion of active patients with COPD with a documented 
COPD action plan (numerator divided by denominator).

Baseline:

10% of patients have 
had a COPD Action Plan 
completed prior to 
discharge over a 6-month 
baseline between June and 
December 2024.

Commencement 
and completion 
date:

01/01/2025 01/02/2025

MEASURE: How will we know that a change is an improvement?

Engage representatives across all teams to decide on testable ideas following careful 
examination of the existing system (using tools such as flowcharts), collect barriers to better 
care (cause and effect diagram or silent sticky-note brainstorming), and explore best practice in 
other organisations or wards/units. 

PDSA Idea 1
Implement a standardised multidisciplinary checklist for documentation of 
completed COPD Action Plans.

PDSA Idea 2 Table COPD Action Plan completion rates at weekly multidisciplinary team meeting.

PDSA Idea 3
Ensure admission pack contains COPD patient activation checklist to be  
handed to patient.

PDSA Idea 4
Develop medical education eLearning package including how to use  
COPD Action Plans 
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Note: PDSA template available from Safer Care Victoria’s Quality Improvement Toolkit

Do

What happened?

Clerks implemented checklists for 60% of total COPD patients, and 40% of total COPD patients 
had completed action plans.

Barriers: what went well and what did not? 

While we saw an increase in action plan completion, staff often forgot to allocate checklists, 
leading to less action plans being documented. 

Unexpected observations:

Patients noted the action plans sitting on the computer and asked whether they needed one, 
prompting staff to initiate it.

Study

Compare results to predictions: predicted 60% increase but only saw 30% increase  
from baseline.

Reflection: considering this test was only run over 1 week and we saw an increase of action 
plans we consider this to be partially successful. We theorise that increasing checklist allocation 
to 100% will increase action plan use.

Act

  Adopt	   Adapt	   Abandon

Next steps:

We will adapt this cycle to automate that patients admitted with COPD are allocated a checklist 
on our electronic record via a flagging system. This flag will remain visible on the patient’s file 
until completed by staff. We will also implement giving patients a patient activation checklist 
upon admission to the ward to advocate for their own action plan.
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