COPD Quick Guide

Helping you provide
structured care for patients with COPD

On the following pages we've provided a snapshot of the content available in the PCRS-UK COPD Quick Guide.
It's designed to help you provide structured care for people with COPD — based on the recent updated guidance by
the National Institute for Health and Clinical Excellence*

The authors of the COPD Guide to the Diagnosis and Management of COPD have pulled together the key aspects of the
guidance relevant to primary care and distilled the information into this concise booklet. You can feel confident this 36
page resource, endorsed by the British Lung Foundation (BLF), offers straightforward practical advice. Better still, it has
been written by healthcare professionals, working in the field of primary respiratory care. So it can easily be adopted by
practices and used to help set standards locally for managing COPD in your practice. In this sample, we provide you with
copies of pages 6 & 7 and 12 & 13 of the booklet.

Introduction

Presentation and diagnosis of COPD, Dr John Haughney
Assessment of COPD in primary care, Dr Kevin Gruffydd-Jones
Management of COPD in primary care, Dr Kevin Gruffydd-Jones
Pulmonary rehabilitation, Dr Rupert Jones

Exacerbations of COPD, Dr Rupert Jones

Oxygen therapy, Dr Rupert Jones

End-of-life issues in the management of COPD, Dr Noel O'Kelly
Referral criteria, Dr Noel O'Kelly

Providing structured care for people with COPD, Dr Noel O'Kelly

References, resources and acknowledgments.

You can also choose from a wide range of other expert primary care resources.

Each one created by the PCRS-UK to help healthcare professionals deliver high-quality
COPD services. These include: our ever-popular Opinion Sheets, summary guidance
information, nursing tools such as protocols, clinic checklists and PGDs. Plus, you'll
discover a range of resources aimed at professional development such as slide kits and
online case studies to assist with personal reflection.

*Chronic obstructive pulmonary disease: management of chronic obstructive pulmonary disease in adults in primary and
secondary care. NICE clinical guideline 101. London: National Clinical Guideline Centre.

Inspiring you to make a difference in respiratory care
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Assessment of COPD in primary care ® |n patients with exacerbations/failing lung:

Dr Kevin Gruffydd-Jones Screen for depression/anxiety e.g.
During the last month have you often been bothered by feeling down,

depressed or hopeless?

Assessment of COPD severity should be carried out regularly (at least annually, and During the last month have you been bothered by having little interest or
more frequently for severe disease) to monitor disease progression, help determine pleasure in doing things?
prognosis and inform management strategies. Do you feel upset or frightened by your attacks of breathlessness?
A positive answer should prompt more formal assessment of the depression
Traditionally, assessment of severity of COPD has been based on the degree of airflow Consider screening for osteoporosis
limitation, but this correlates poorly with the impact of the disease upon the patient. Summarise other co-morbidities (e.g. heart problems, osteoarthritis)
® Multidimensional assessment tools have been developed to assess disease severity

Table 3. NICE guidelines 2010’ grading of severity of airflow obstruction. and reflect prognosis.  These include measurement of:
Body Mass Index, Obstruction (Fev-1% predicted), Dyspnoea (MRC score),

Exercise (as measured by 6- minute walking test) BODE index’
. Of more practical use in primary care is the DOSE® score:
Ml = SEgs | = 0o Dyspnoea (MRC Score)

p— - o) . .
g/le?,(:erategtazteag; ’ 28 ch;) Obstruction (FEV1 % predicted)
_ _499% |
Very Severe — Stage 4 <309%** Smoking §tatus
Exacerbation frequency

® Social needs. Record social support and needs (including carers and allowances)

Patients should be assessed using a multidimensional assessment, which includes the
degree of airflow limitation (Table 3) but also includes the following: Table 4. Medical Research Council (MRC) Dyspnoea Score.

Severity Post-bronchodilator
FEV1 % predicted

*only in the presence of symptoms ** or <50% with respiratory failure

® Severity of cough (including purulence and viscosity of sputum) Grade Degree of breathlessness related to activities
® Degree of bre;thles§n§ss using the MRC Dyspnoea Score” (reflects exercise toler- | Not troubled by breathlessness except on strenuous exercise

ance and functional limitation) — (see Table 4) 2 Short of breath when hurrying or walking up a slight hil
® Smoking status 3 Walks slower than contemporaries on level ground because of breathlessness, or
® BOd}’ Mass Index (BM') Welght (kg)/helght (mz) If the BMI is < 20, this reflects a has to stop for breath when Walking at own pace

poOr prognosis 4 Stops for breath after walking about 100m or after a few minutes on level ground
® frequency of exacerbations in the previous year (mild exacerbation = needing an 5 Too breathless to leave the house, or breathless when dressing or undressing

increase in treatment, severe exacerbation = needing oral steroids/hospitalisation)

® Oxygen saturation should be measured using pulse oximetry (especially where FEV4
< 50% predicted). Oxygen saturations of <92% (measured when the patient is at
rest, in a stable state and breathing air) may be suggestive of a “failing lung” and
necessitate referral for further assessment

® Health status. The health impact of the disease upon the life of the patient can be
measured by short self-completed health status questionnaires. The COPD
Assessment Tool (CAT),*> and Clinical COPD Questionnaire (CCQ),® are easy to use
in primary care

® Assessment of co-morbidities
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Want to keep up-to-speed with all the latest

developments in respiratory primary care?

This 'Guide to diagnosis and management of COPD" is just a small part of what the PCRS-UK can do for you, your colleagues and
your practice team. Join the PCRS-UK today and you can join the people already making a difference in respiratory primary care.

Whether you're a primary care nurse searching for tried and tested protocols, a GP looking for guidance on COPD diagnosis
and management, or a respiratory specialist interested in the latest research, it makes sense to become a member of the
Primary Care Respiratory Society UK.

As a member, you'll have unlimited access to a wealth of specialist respiratory care information, expertise and resources and
practical everyday tools.

|zr Make life easier. Become a member of the PCRS-UK and discover a wealth of credible respiratory care
information all in one place

|2r Keep pace with developments. From COPD guideline changes to managing asthma, there's a best
practice resource waiting for you

|2r Get help with professional development. Save time. It's ready to download and you can even share it
with your practice staff

|2r Benefit from expert advice. From managing allergic rhinitis to using spirometry, you'll find even more
easy-to-follow Opinion Sheets online

|2r Read regular e-alerts. Get the latest respiratory information, news and updates, direct to your inbox.

Choose your membership options

Practice Premium E-connect
Membership Membership Membership

Join the PCRS-UK Designed for those If you don't work

Practice Membership scheme with a specific interest in in a practice, or just want to
today. No matter how big your team, one respiratory disease. Offers all the join as an individual, E-connect
subscription fee means everyone in your benefits of regular membership PLUS membership offers all the
practice can access the latest resources, discounts at events, access to the benefits of practice membership
written by experts who understand both respiratory leader programme and a as an affordable alternative.
primary and respiratory care. free hard copy of quarterly PCRJ.

Join today and get the support of the UK's leading respiratory primary care experts
visit WWW.pcrs-uk.org/join or call 0121767 1928

Date of preparation: 29/06/2011
The Primary Care Respiratory Society, formerly known as the General Practice Airways Group, is a registered charity (Charity No: 1098117)
and a company limited by guarantee registered in England (Company No: 4298947) VAT Registration Number: 866 1543 09
Registered offices: 2 Wellington Place, Leeds, LS1 4AP

Address for correspondence: PCRS-UK, Smithy House, Waterbeck, Lockerbie, DG11 3EY

Telephone: +44 (0)121 767 1928 Facsimile: +44 (0) 121 336 1914 Email: info@pcrs-uk.org Website: http://www.pcrs-uk.org

The Primary Care Respiratory Society UK is grateful to its corporate supporters including Allen & Hanburys (the respiratory division of GlaxoSmithKline), Almirall Ltd,
AstraZeneca UK Ltd, Boehringer Ingelheim Ltd / Pfizer Ltd, Chiesi Ltd, Napp Pharmaceuticals, Novartis UK and Orion Pharma (UK) Ltd, TEVA UK Ltd for their financial support
which supports the core activities of the Charity and allows the PCRS-UK to make its services either freely available or at greatly reduced rates to its members.
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