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Year 6 Integrated Medicine Course

Respiratory Lectures

• Lecture 1:

Diagnosis and approaches to the breathless 

patient

• Lecture 2:

Management of Common Airway Diseases

• Lecture 3:

Less Common Lung Diseases and 

preparation for Paces
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Year 6 Integrated Medicine Course

Respiratory Lectures 

• This is revision

• Most already covered in Year 3

• E Learning Modules are available to cover 

this ground 

• All available from the Year 6 page on the 

Undergraduate intranet
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Of the six 
leading causes 
of death in the 
United States, 
only COPD has 
been increasing 
steadily since 
1970

Source: Jemal A. et al.  JAMA 2005
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Increasing prevalence of asthma (9-12 year olds)
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Devenny A et al BMJ 2004 329: 489-90
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Obstructive Airway 

Disease

Chronic 
Bronchitis

EmphysemaAsthma



Asthma

• chronic inflammatory 

disorder of the airways … 

associated with airway

hyper-responsiveness … 

and variable, airflow 

obstruction within the lung

www.ginasthma.com
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GOLD, Update 2008

• COPD is a preventable and treatable

disease with some significant extra-

pulmonary effects that may contribute

to the severity in individual patients

• Pulmonary component characterized

by airflow limitation that is not fully

reversible

• Airflow limitation usually progressive

and associated with an abnormal

inflammatory response of the lung

to noxious particles or gases

C O P D
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Mast cell
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(Th2)
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Symptoms

Asthma

 Variable breathlessness 

and/or chest tightness

 Wheezing

 Symptoms awaken patient 

from sleep or are worse in 

the early morningt

 When bad, short of breath 

at rest or on exertion

 May be completely free of 

symptoms between attacks

COPD

• Continual symptoms

• Breathless usually on 

exertion; until advanced 

often ok at rest

• Cough

• Sputum

• Progressive



Remember last weeks lessons re objective 

confirmation of diagnosis
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Guideline goals

for successful asthma management

 Achieve and maintain

control of symptoms

 Maintain normal activity levels

– including exercise

 Maintain pulmonary function

close to normal levels

 Avoid adverse effects

from asthma medications

 Prevent asthma exacerbations

Prevent asthma mortality

GINA Workshop Report 2008 www.ginasthma.com
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Levels of Asthma Control

Characteristic Controlled

(All of the 

following)

Partly Controlled

(Any measure present in 

any week)

Uncontrolled

Daytime symptoms None (twice or 

less/week)

More than twice/week Three or more 

features

of partly 

controlled

asthma present

Limitations of 

activities

None Any

Nocturnal 

symptoms/awakening

None Any

Need for reliever/

rescue treatment

None (twice or 

less/week)

More than twice/week

Lung function (PEF or 

FEV1)
‡

Normal < 80% predicted or 

personal best (if known)

Exacerbations None One or more/year* One in any week†

* Any exacerbation should prompt review of maintenance treatment to ensure that it is adequate.

† By definition, an exacerbation in any week makes that an uncontrolled asthma week.

‡ Lung function is not a reliable test for children 5 years and younger.
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Despite ICS or ICS/LABA therapy, only 

28% of patients were well-controlled

according to the ACQ 

Partridge MR, BMC Pulmonary Medicine 2006

ACQ-6 Summary Score

Well-controlled: 0.0 to 0.74

Not well controlled: 0.75 to 1.5

Uncontrolled: 1.5+

51% Uncontrolled 

(poor)

28% Well-controlled

21% Not well-controlled
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Most patients perceive their asthma to be 

better controlled than the ACQ showed

Relatively 

good

96%

87%

55%

Proportion of patients reporting disease ‘relatively good’ in the past week:

Well-controlled 

by ACQ

Not well-controlled by 

ACQ

Uncontrolled by 

ACQ

Relatively 

good

Relatively 

good
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How are you? Fine!

Great!Next
Patient
Please!

But if you had 
asked me about 

last week…..
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Assessment: Royal College of 
Physicians of London three questions

Outcomes and audit. Thorax 2003; 58 (Suppl I): i1-i92

• Applies to all patients with asthma aged 16 and over.

• Only use after diagnosis has been established.

IN THE LAST WEEK / MONTH

YES NO

“Have you had difficulty sleeping because of your asthma 
symptoms (including cough)?”

“Have you had your usual asthma symptoms during the day 
(cough, wheeze, chest tightness or breathlessness)?”

“Has your asthma interfered with your usual activities
(e.g. housework, work, school, etc)?”

Date /  / /



TARGET                  STRATEGY        TREATMENT

Clinical control
Target

clinical 

control

Eliminate

future risk

Suppress

inflammation

Target

inflammation

Anti-inflamm

(ICS)

Controller

(LABA)

Other

controllers



0

1

2

3

4

5

6

66 12 44 48 72 96 12 52-6 0 28 28

Pretreatment Treatment weeks

Terbutaline pMDI, budesonide

Budesonide pMDI, budesonide Turbuhaler®

Randomisation

PC15 dose steps

End of two-

year study

Two years Third year

The importance of inhaled steroids in 

maintaining optimal airway function. 

Haahtela et al. 1994

Bronchial hyperresponsiveness



Guideline goals

for successful asthma management

 Achieve and maintain

control of symptoms

 Maintain normal activity levels

– including exercise

 Maintain pulmonary function

close to normal levels

 Avoid adverse effects

from asthma medications

 Prevent asthma exacerbations

Prevent asthma mortality

GINA Workshop Report 2008 www.ginasthma.com
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How easy do we make things for our 

patients?

STEP 3STEP 3

ß2 agonist 

prn

+ 

High Dose

ICS

ß2 agonist 

prn

+ 

High Dose

ICS

STEP 2STEP 2

STEP 4

ß2 agonist 

prn

+

High Dose

ICS

+ 
Anything

else available

STEP 4

ß2 agonist 

prn

+

High Dose

ICS

+ 
Anything

else available

STEP 5

ß2 agonist 

prn

+

High Dose

ICS

+ 

Regular

Steroid

Tablets

STEP 5

ß2 agonist 

prn

+

High Dose

ICS

+ 

Regular

Steroid

Tablets

STEP 1

ß2 agonist 

prn

STEP 1

ß2 agonist 

prn

ß2 agonist 

prn

+

Low Dose

ICS

ß2 agonist 

prn

+

Low Dose

ICS

Guidelines on Asthma Management 
1990s
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New understanding of asthma treatments 1994-2004
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STEP 3

ß2 agonist 

prn

+ 

Low dose 

ICS +LABA 

STEP 2

STEP 4

ß2 agonist 

prn

+

High Dose

ICS

+ 
Anything

else available

STEP 5

ß2 agonist 

prn

+

High Dose

ICS

+ 

Regular

Steroid

Tablets

STEP 1

ß2 agonist 

prn

ß2 agonist 

prn

+

Low Dose

ICS

Guidelines on Asthma Management 
2009
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Making things simpler for patients
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Patient wishes to use just one inhaler and 

fewer drugs (n=454). Stahl E et al ATS 2002
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Patient wishes to use just one inhaler and 

fewer drugs (n=454). Stahl E et al ATS 2002

85%



© Imperial College LondonPage 35 © Imperial College LondonPage 35

Patient wishes to use just one inhaler and 

fewer drugs (n=454). Stahl E et al ATS 2002

82%
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Why might patients prefer combination 

inhalers?

• Less to carry about

• Less need to understand the type and 

purpose of each

• Less  worry about one prescription finishing 

before the other

• Less expense

• Less to remind them they have a “disease”
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Henry Hyde Salter (1823-1871)

Differentiated asthma from other causes of breathlessness 

as “paroxysmal dyspnoea of a peculiar character with 

intervals of healthy respiration between attacks”
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Previous 

regular ICS +

SABA as 

needed

Bud/Form 80/4.5 g bid a + as needed

Bud/Form 80/4.5 g bid a + terbutaline 0.4 mg as needed

Budesonide 320 g bid a + terbutaline 0.4 mg as needed

a Children <12 years received half the daily maintenance dose with a once daily regimen

R

Run-in

How do combination Steroid /Formoterol Inhalers used 

regularly and prn compare with High dose steroids alone?

Visit: 1 2         3 4 5 6 7

Month:  -0.5 0         1  3  6 9 12   

Bud/Efor BD and PRN                n=925

Bud/Efor Fixed Dose + SABA     n=909

4 x Budesonide + SABA              n=926

O’Byrne PM et al.  Am J Respir Crit Care Med 2005; 171:129-136



© Imperial College LondonPage 40

Severe Exacerbations

Total exacerbations

Bud/Efor BD and PRNBud/Efor + SABA4 x BUD + SABA

Exacerbation 

subtypes

0

100

200

300

400

500

600

p<0.001

Steroid coursesPEF falls

50

150

250

350

50

150

250

350

Hospitalisations/

ER treatment

10

20

30

40
303

553
564

O’Byrne PM et al.  Am J Respir Crit Care Med 2005; 171:129-136
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Total Asthma Exacerbations Requiring Medical Intervention
In

d
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0

Bud/Efor + SABA 330 

events

280

200

120

40

3 6 9 12 15 19 23 27 31 35 39 43 47 51 55

4 x BUD + SABA

294 events

Weeks since randomisation

0

280

200

120

40

3 6 9 12 15 19 23 27 31 35 39 43 47 51 55

Bud/Efor BD &PRN  

160 events

0 3 6 9 12 15 19 23 27 31 35 39 43 47 51 55

280

200

120

40

# rate reduction 46 to 53% vs both 

groups; p<0.001 

O’Byrne PM et al.  Am J Respir Crit Care Med 2005; 171:129-136
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Days with systemic steroid

500

1500

2500

3500

Steroid load

during 1 year of treatment

Bud/Formot 

BD and PRN

Bud/For

+ SABA

4x BUD 

+ SABA
O’Byrne et al., AJRCCM 2005
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Run-in

Is it just a formoterol effect or is the 

inhaled steroid needed as well?

Bud/Efor 160/4.5 µg bid + Bricanyl® 0.4 mg as reliever

n=1141

Bud/Efor 160/4.5 µg bid + Efor 4.5 µg as reliever

n=1140

Bud/Efor 160/4.5 µg bid + Bud/Efor 160/4.5 µg as reliever 

n=1113

Visit: 1 2         3                      4 5                                      6

Month:  -0.5 0         1                      4                                     8                                     12  

Bud/Efor + 

Bricanyl® as 

reliever
R

Enroled: n=3829

Randomised: n=3394

Rabe K, et al.  Lancet 2006; 368:744-53 
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Days since randomisation

Patients with severe 

exacerbations (%)

Time to first severe exacerbation

1200 180 240 300 360

25

20

15

10

5

0
60

SMART decreased 

instantaneous risk by: 

 27% vs Symbicort + Oxis 

 45% vs Symbicort + SABA

P<0.005

P<0.01

P<0.001

Bricanyl 

Oxis 

Symbicort

Maintenance 

Symbicort + 

as needed:

Rabe K, et al.  Lancet 2006; 368:744-53
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ICS / Formoterol 

Combination inhaler as 

Maintenance and Relief

Results in:

 Fewer total and repeat severe exacerbations

 Fewer hospitalisations/ER visits

 Lower systemic corticosteroid use 

 Fewer patients with high use of as needed treatment

 Asthma control as good as high dose maintenance

Both an inhaled steroid and eformoterol are needed 

for the benefit.



How might combination ICS/Formoterol inhalers 

work “as required” (as well as regularly)?
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Time from early warning signs to worst              

symptoms gives a 6-day window of opportunity

Signs or

warnings

Symptoms start 

to become

bothersome

Symptoms at 

their worst

Recovery

Mean onset:

5.1days

Mean recovery:

6.2 days

Data from all 

respondents who 

noticed a worsening 

n=2332

Partridge MR, BMC Pulmonary Medicine 2006
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Patients adjust their SABA early and ICS too 

late at the time of a worsening of symptoms

ICS & LABA

ICS no LABA

Seretide

Symbicort

0

1

2

3

4

5

When 

well

Signs/ 

warnings

At worst Recovery

Mean no. of puffs per 

day of SABA

Early 

adjustment

> 4-fold 

increase at 

worst

Partridge MR, BMC Pulmonary Medicine 2006
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Patients adjust their SABA early and ICS too 

late at the time of a worsening of symptoms

ICS & LABA

ICS no LABA

Seretide

Symbicort

0

1

2

3

4

5

When 

well

Signs/ 

warnings

At worst Recovery

Mean no. of puffs per 

day of SABA

0

1

2

3

4

5

When 

well

Signs/ 

warnings

At worst Recovery

Mean no. of puffs per day 

of ICS

No early 

adjustment
Early 

adjustment

> 4-fold 

increase at 

worst

< 2-fold 

increase at 

worst

Partridge MR, BMC Pulmonary Medicine 2006
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Time from early signs of worsening up to the worst 

symptoms around 5-days

Signs or
warnings

Symptoms start 
to become

bothersome

Symptoms at 
their worst

Recovery

Mean onset:
5.1 days

Mean recovery:
6.2 days

Data from all 
respondents who 
noticed a worsening 
n=2332

window of opportunity for 
better self-management 

Partridge et al, BMC Pulmonary Medicine, 2006



Important to remember that varying doses 

applies only to formoterol and not to other 

LABAs
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Formoterol has unique pharmacological properties 

compared with other long-acting 

2-agonists

Formoterol Salmeterol

Long duration (>12 hours) Long duration (>12 hours)

Rapid onset of action Delayed onset of action 

Full receptor agonist Partial receptor agonist

Dose–response               No dose–response 
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Formoterol 9 µg

Formoterol 4.5 µg

Salbutamol 200 µg

Salbutamol 100 µg

Placebo

0

5

10

15

20

25

30

0 5 10 15 20 25 30

Mean FEV1

(% change from baseline)

Time after drug administration 
(minutes)

FEV1 at 3 minutes 
after inhalation:  
p<0.001 for all active 
treatments compared 
with placebo

Seberová E, Andersson A (2000)

Formoterol Has a Rapid Onset of Action Similar to 

Salbutamol



Guideline goals

for successful COPD management

 Relieve symptoms

 Improve exercise tolerance

 Improve health status

 Prevent disease progression

 Prevent and treat complications

 Prevent and treat exacerbations

 Reduce mortality

GOLD Report 2008 www.goldcopd.com
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IV: Very SevereIII: SevereII: ModerateI: Mild

Therapy at Each Stage of COPD

 FEV1/FVC < 70% 

 FEV1 > 80% predicted

 FEV1/FVC < 70%

 50% < FEV1 < 80%
predicted

 FEV1/FVC < 70%

 30% < FEV1 < 50% 
predicted

 FEV1/FVC < 70% 

 FEV1 < 30% predicted
or FEV1 < 50% predicted 

plus chronic 
respiratory failure

Add regular treatment with one or more long-acting 
bronchodilators (when needed);  Add rehabilitation

Add inhaled glucocorticosteroids if 
repeated exacerbations

Active reduction of risk factor(s); influenza vaccination

Add short-acting bronchodilator (when needed)

Add long term 
oxygen if chronic  
respiratory failure.  
Consider surgical 

treatments



The use of short acting inhaled 

bronchodilators

• GOLD  recommends 
for moderate to very 
severe COPD, use of 
regular long acting 
inhaled 
bronchodilators 
(formoterol, 
salmeterol and 
tiotropium), rather 
than short acting 
bronchodilators.

• Evidence Level A



Formoterol significantly reduces breathlessness  in 

COPD

2.0

2.1

2.2

2.3

2.4

Breathlessness 

symptom score

Adapted from Aalbers et al 2002

Formoterol

4.5 g bid

Formoterol

9 g bid

Formoterol

18 g bid

Placebo*

**

**p<0.01, *p<0.05; vs placebo
Week 12



Formoterol improves quality of life significantly 

compared with ipratropium

Adapted from Dahl et al 2000

**p<0.005 vs ipratropium, p<0.001 vs placebo

–6

–4

–2

0

Total 

SGRQ 

score

(difference 

compared 

with 

placebo)

Formoterol

12 g bid

Ipratropium

40 g qid

**

Clinically relevant 

change in QoL
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What aspect of their condition do those 

with COPD most fear?
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Discrete choice modelling: Utility shifts

COPD patients are re most concerned about being

hospitalised – housebound      – bedridden
Avoiding these outcomes may be more important 

than improving symptoms

-2.0

0

2.0

4.0

6.0

Utility

values

10.0

8.0

Stay in bed
and not

able to do
anything
for myself

Able to
wash and

dress
myself but
little else.
Walking
almost

impossible

Able to
wash and
dress and

move
around the
house but
not to walk

outside

Little
impact on

activities in
the house

and able to
go for a

short walk

Impact on 

everyday life

2.94.57.8

+3.3

+1.6

+2.9

Admitted to
hospital

Needed to
see a doctor

No need to
see the
doctor

Medical care

3.55.5

+2.0

+3.5

More
attacks in
the future

No change
in the

number of
attacks in
the future

Fewer
attacks in
the future

Number of 

attacks

2.04.0

+2.0

+2.0

Haughney J, Partridge MR, Vogelmeier C, Larsson T, Kessler R. et al Eur Respir J 

2005; 26:623-9
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COPD exacerbations 

worsen long-term prognosis

 Lung function declines faster in patients with frequent 

versus infrequent exacerbations

 
Measure 

Infrequent  
(<2.92/year)

a
 

Frequent  
(>2.92/year)

a
 

 
p-value 

No. of patients 63 46  

PEF decline, L/min/year -0.72 -2.94 <0.001 

FEV1 decline, mL/year -32.1 -40.1 <0.05 

 

FEV1 = forced expiratory volume in 1 second

Donaldson GC, et al. Thorax 2002;57:847–852

aPatients assessed over 4 years
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Cost of exacerbations

• 54% of the economic cost of COPD 

accrues from hospitalisation

Britton M Respir Med 2003; 97: s71-S79
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So from a patient viewpoint, from a 

prognosis viewpoint and from a Government 

viewpoint, exacerbations are an important 

issue to address
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ICS/Formoterol combinations reduce the rate of 

exacerbations requiring medical intervention

Szafranski W, et al. Eur Respir J 2003;21:74–81

Calverley PM, et al. Eur Respir J 2003; 22: 912-919

Rate of

exacerbations

vs placebo (%) 

+3%

Bud/Formot Budesonide Formoterol

*p<0.05 vs placebo;

-30

-25

-20

-15

-10

-5

0

Bud/Formot Budesonide Formoterol

-15%

-2%

p=0.043 Bud/Formot vs formoterol

-24%

*

-24%

*

-12%

-30

-25

-20

-15

-10

-5

0

p=0.015 Bud/Formoterol vs formoterol

*p<0.05 vs placebo;

CalverleySzafranski

5



Welte T et al. AJRCCM 2009; doi:10.1164/rccm.200904-0492OC.



*Doses expressed as metered doses
†Oral and parenteral steroids not used  4 weeks before randomisation

CLIMB: study design

3-month, double-blind, randomised study

Run-in

Tiotropium 18* µg od + budesonide/formoterol Turbuhaler 

320/9 µg bid                                      n = 329

Tiotropium 18* µg od + placebo Turbuhaler bid  

n = 331
Enrolled: 990
Randomised: 660

Tiotropium 

18* µg od

R

Enrolment

Terbutaline 0.5* mg/dose as reliever

Treatment period

LABA withdrawn 

before visit 2

ICS withdrawn 

visit 1†

> –2 6 1210–2

Visit:

Week:

1 5 6432

Welte T et al. AJRCCM 2009; doi:10.1164/rccm.200904-0492OC.



TIO + BUD/FORM improves change in ratio 

of pre-dose FEV1 compared with TIO + placebo
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* P < 0.001

*

Welte T et al. AJRCCM 2009; doi:10.1164/rccm.200904-0492OC.BUD/FORM = budesonide/formoterol; TIO = tiotropium



Morning FEV1 at bedside

BUD/FORM = budesonide/formoterol; TIO = tiotropium Welte T et al. AJRCCM 2009; doi:10.1164/rccm.200904-0492OC.
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TIO + BUD/FORM improves change in total morning 

activities score

TIO + BUD/FORM

TIO + placebo     

* Treatment comparison from randomisation to first week of treatment
† Treatment comparison from randomisation to last week of treatment

Welte T et al. AJRCCM 2009; doi:10.1164/rccm.200904-0492OC.BUD/FORM = budesonide/formoterol; TIO = tiotropium
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Thinking beyond the prescription



Let us begin with those with COPD

© Imperial College LondonPage 73



© Imperial College LondonPage 74

Usual care –

Stable disease

Onset of an 

exacerbation

Self Management Education

Reserve supplies of 

antibiotics and steroids

Case Registers

Hospital 

Admission

Emergency 

department/ 

General 

Practitioner

Discharge 

The patient pathway
Prompt Diagnosis

Optimisation of therapy

Oxygen 

Vaccinations

Pulmonary Rehab

Easy access to knowledgeable HCP



Pulmonary Rehabilitation

Consists of:

1. Exercise training 

2. Nutrition counselling

3. Education,

And there is grade A evidence that it:

 Improves exercise capacity 

 Reduces perceived intensity of breathlessness 

 Reduces number of hospitalisations and length 
of stay 

 Reduces the anxiety and depression associated 
with COPD 



The cycle of Physical, Social, and Psychosocial 

Consequences of COPD







Domiciliary Oxygen from a concentrator



NHLBI NOTT  study 
(Ann Intern Med 1980;93:391-398)

• No control arm

• Compared 12 hours 

oxygen per day 

(102 patients) with 

24 hours oxygen 

(101 patients) 0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

Mean Annual

Death rate

12 hours

24 hours



LTOT for COPD : The criteria

• PaO2 <7.3 kPa when stable breathing air for 

at least 30 minutes after last supplementary 

oxygen,  or

• PaO2 between 7.3 and 8.0 when stable but 

plus one of: Secondary polycythaemia

Nocturnal Hypoxaemia (SaO2     

<90% for >30% of the time) 

Peripheral oedema or pulmonary     

hypertension 
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Usual care –

Stable disease

Onset of an 

exacerbation

Patient 

diagnosed 

with COPD
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Admission
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General 

Practitioner

Discharge 

The patient pathway

Onset of a worsening 

of their condition-

an exacerbation
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Usual care –

Stable disease

Onset of an 

exacerbation

Patient 

diagnosed 

with COPD

Hospital 

Admission

Emergency 

department/ 

General 

Practitioner

Discharge 

The patient pathway

Onset of a worsening 

of their condition-

an exacerbation

May have 1-4 such episodes a year
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Usual care –
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Usual care –

Stable disease

Onset of an 

exacerbation

Patient 

diagnosed 

with COPD

Hospital 

Admission

Emergency 

department/ 

General 

Practitioner

Discharge 

The patient pathway

Onset of a worsening 

of their condition-

an exacerbation

Admission avoidance 

scheme 

(Using the hospital at 

home scheme)

With appropriately selected patients is :

•Safe

•Cost effective (50% reduction in HC costs)

But only suitable for 5-25% of patients
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Usual care –

Stable disease

Onset of an 

exacerbation

Patient 

diagnosed 

with COPD

Hospital 

Admission

Emergency 

department/ 

General 

Practitioner

Discharge 

The patient pathway

Onset of a worsening 

of their condition-

an exacerbation

Assisted (early) 

discharge scheme 

(Using the hospital at 

home scheme)

With appropriately selected patients is :

•Safe

•Cost effective

•Available in 40% of UK hospitals

May be suitable for up to 40% of patients
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Usual care –
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Onset of an 
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Usual care –

Stable disease

Onset of an 

exacerbation

Patient 

diagnosed 

with COPD

Hospital 

Admission

Emergency 

department/ 

General 

Practitioner

Discharge 

The patient pathway

Self 

management 
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Self 

treatment
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Does self Management Education work in 

COPD?
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Does self management work in COPD?

Essentially too little data to yet say that it does
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If results of self management in COPD are 

negative it might reflect:

• Poor studies

• Wrong intervention

• Lack of written action plans

• Ineffective interventions

• Wrong outcomes being monitored
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Self management in COPD

Monninkhof E, van der Valk P, van der Palen J, van 

Herwaarden C, Partridge MR, Zielhuis G Thorax 2003;58:394-

398
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The need for action plans in COPD

Use of Action plans:

 Increases recognition of a severe exacerbation

 Increases use of antibiotics

 Increases use of oral steroids 

But NOTE only 3 studies included in review
and results too few to assess effect on 
healthcare utilisation 

Turnock AC et al Cochrane Database 2005
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No. of Admissions 1Jan 2000 – 31Aug 2004                                       

2305

No. of patients admitted / 4 years

1247

Alive: 740 Dead: 507

Assessment by standard proforma : 574 Not proforma’d:   166

(W11, W3, ETC) 

Suitable& Recruited

Treatment:61 

Control: 61

Suitable Declined:

120

Suitable No Response:   

55

Unsuitable: 277Suitable: 297

Sridhar M, Taylor R, Dawson S,

Roberts NJ & Partridge MR

Thorax, 2008; 63: 194-200
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RESULTS

Intervention Group Control Group
Exacerbation 

Treatment 

Initiator

Baselin

e 

N=61

Year 1

N=57

Year 2

N=55

Baseline

N=61

Year 1

N=53

Year 2

N=49

Self 192/445 

(43.1%)
38/364 P chi 2 <0.001

(10.4%)
Research 

Nurse

28/445(6.3%) 0   P chi 2 <0.001

GP 140/445 

(31.5%)
250/364  P chi 2 <0.001

(68.7%)
A&E doctor 4/445 (0.9%) 9 /364 (2.5%)

OP Clinic 

doctor

13/445 (2.9%) 49/364  (5.2%)

IP hospital 

doctor 

68/445 (15.3%) 49/365  (13.5%)
Self management behaviour much greater in those in the 

intervention group than amongst controls who were more 

likely to have treatment for exacerbations instituted by the GP
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RESULTS

Intervention Group Control Group

Baselin

e 

N=61

Year 

1

N=57

Year 2

N=55 (445 

Exacerbations)

Baselin

e

N=61

Year 

1

N=53

Year 2

N=49

Unscheduled 

GP visits / 

contacts in 2 

yrs

171 280
P chi 2 <0.001

Unscheduled need for contact with a GP was statistically 

much less in the intervention group where patients were more 

likely to self treat themselves

Sridhar M, Taylor R, Dawson S,

Roberts NJ & Partridge MR

Thorax, 2008; 63: 194-200
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So what is the bottom line? 

What are the key points in successful 

management of COPD?
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Systematic Review of the Chronic care model in 

COPD (Adams AG et al Arch Intern Med 2007;167:551-561)

Trials that resulted in reduced health care 
use provided the following:

1. An extensive self management program 
with an individualized action plan

2. Advanced access to care 
(“Knowledgeable health care provider”)

3. Guideline based therapy 

4. A clinical registry



Similarly for those with asthma we need to 

ensure
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Similarly for those with asthma we need to 

ensure

• Is involved in decision making regarding 

their treatment

• Is offered control of their own condition

• Has support and follow up that is 

convenient
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“ As far as possible 

patients should 

be trained to 

manage their own 

treatment rather 

than be required 

to consult their 

doctor before 

making changes”

BMJ 1990
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For the 

other

364 days, 

23 hours 

and 

30 minutes 

……..
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Written asthma action plans 
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Conclusion 1:

• Asthma and COPD share symptoms

• Objective confirmation of diagnosis wherever 
possible and recording justification of how a 
diagnosis is made in the notes is important

• The aim in both conditions is both current 
control and reduction of future risk, 

• In Asthma this means adding formoterol to the 
essential inhaled steroid and where 
appropriate using it both regularly and as 
required
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Conclusion 2:

• In COPD this means adding inhaled steroids 
to formoterol to reduce exacerbations and 
taking the two medicines on waking (and 
possibly plus tiotropium) to reduce morning 
symptoms

• In both diseases we should adopt a  patient 
centred approach which necessitates us 
hearing our patients concerns, and offering 
convenient support as the informed patient 
self manages their own condition.
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Thank you

http://www1.imperial.ac.uk/medicine/people/m.partridge/


