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Definition

Chronic Obstructive Pulmonary Disease (COPD) is a common, 
preventable and treatable disease that is characterized by persistent 

respiratory symptoms and airflow limitation that is due to airway 
and/or alveolar abnormalities usually caused by significant exposure to 

noxious particles or gases. 





Chronic Obstructive Pulmonary Disease (COPD)

Characterized by respiratory symptoms and airflow limitation that is 
due to airway and/or alveolar abnormalities usually caused by 
significant exposure to noxious particles or gases.

The main risk factor for COPD is tobacco smoking but other 
environmental exposures such as biomass fuel exposure and air 
pollution may contribute



Prevalence

Prevalence of COPD was higher in smokers and ex-smokers compared 
to non-smokers

Higher ≥ 40 year group compared to those < 40 

Higher in men than women



Diagnosis and Initial Assessment



Diagnosis



Symptoms

• Chronic and progressive dyspnea

• Cough

• Sputum production

• Wheezing and chest tightness

• Others – including fatigue, weight loss, anorexia, syncope, rib 
fractures, ankle swelling, depression, anxiety.
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Threshold

• COPD Assessment Test (CAT TM )

• Modified Medical Research Council (mMRC) questionnaire
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Differential Diagnosis

©
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Management

Approach 
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Management of Stable COPD



Non-Pharmacologic Treatment
• Education and self-management

• Physical activity

• Pulmonary rehabilitation programs

• Exercise training

• Self-management education

• End of life and palliative care

• Nutritional support

• Vaccination

• Oxygen therapy
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Smoking

• Smoking cessation has the greatest capacity to influence the natural 
history of COPD. 

• If effective resources and time are dedicated to smoking cessation, 
long-term quit success rates of up to 25% can be achieved. 
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Oxygen therapy



Pharmacologic Therapy
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Pharmacological therapy
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Anti-inflammatory Therapy in Stable COPD



The Inhaled Route

Right inhaler for the  Right patient
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ABE of COPD



Management Cycle



Oxygen therapy
Long-term oxygen therapy is indicated for stable patients who have:



Interventional bronchoscopy and 
surgery

Surgical or endoscopic LVRS

Bullectomy

Transplant



Management of Exacerbations

COPD exacerbations are defined as an acute worsening of respiratory symptoms 
that result in additional therapy.





Management of Exacerbations

• Bronchodilators 

• Corticosteroids

• Antibiotics 

• Controlled oxygen therapy

• Ventilatory support; non invasive/invasive



Indication for Non Invasive Ventilation   



Non invasive Ventilation NIV



Invasive Mechanical ventilation



Invasive mechanical ventilation





Bronchiectasis
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Bronchietasis

Originally described by Laennec in 1819

• Chronic

• Debilitating

Characterised

• persistent cough

• excessive sputum production

• recurrent chest infection



• Permanent abnormal dilatation

• impaired mucociliary clearance

• bacterial colonisation

• excessive airways inflammation







Etiology

• Acquired bronchiectasis

– Recurrent pulmonary infection

– Bronchial obstruction

– Childhood infection e.g measles, pertussis

– Aspiration

• Congenital bronchiectasis

– Kartagener’s syndrome

– Hypogammaglobulinemia

– Cystic fibrosis

– Abnormal cartilage formation



Ebihara T and Sasaki H. N Engl J Med 2002;346:1372

An 81-year-old woman was admitted with weight loss (18 kg in 27 months), hemoptysis, and tubular 
and diffuse granular shadows on her chest radiograph (Panel A)

Final diagnosis:

MAC infection

of bronchiectasis



A 26-year-old man who smoked and had a long history of poorly controlled asthma and severe 
environmental allergies was admitted for an exacerbation of asthma Total IGE 5000 Aspergillus IGE  

raised Aspergillus antibody raised

Final diagnosis: ABPA



34-year-old man

recurrent respiratory infections

Chest problems since childhood

told that he had asthma but 
inhalers not effective

Symptoms and signs of 
malabsorption

Diabetic on Insulin

He struggled at school due to 
frequent absence due to “chest 
infections”

Married no children

Sister and Cousin have similar 
chest problems

CF



• 17 Year old

• Respiratory problems from childhood

• Grand parents describe him as a small child with 
chronic cough from birth

• Recurrent ear and sinus infections which have led to 
partial deafness

• His brother and one of his cousins are similarly 
affected



PCD



1) 75 year old lady 

Had TB 55 years ago 

Chronic cough and SOB

Recurrent LRTI

Sputum production

2) 79 YEAR old man

Cough, sputum production and 
recurrent LRTI

POST TB



Bronchiectasis

Adults

Who to suspect



Persistent productive cough

• young age at presentation

• symptoms over many years

• absence of smoking history

• daily expectoration of large volumes of sputum

• haemoptysis



Unexplained

• haemoptysis 

• non-productive cough

After excluding other causes



HISTORY WHICH SHOULD LEAD TO SUSPICION 

OF BRONCHIECTASIS

• Recurrent LRTI

• Chronic productive cough

• Breathlessness, wheeze

• Haemoptysis

• Chest pain

• Tiredness

• (ENT, infertility, GI, ILD)



Investigations

• Cxray

• HRCT

• Sputum MCS 
1. When stable

2. Onset exacerbating

• Spirometry



Thought to have COPD

• COPD with Bronchiectasis

• no history of smoking

• there is slow recovery from lower respiratory tract 
infections

• recurrent exacerbations

• Sputum growth/colonised with Pseudomonas aeruginosa



Radiology



Exacerbations

• Is it an exacerbation

• ?Antibiotics required
1. Deterioration over days

2. Increasing Cough 

3. Increased sputum volume or change of viscosity

4. increased sputum purulence + increasing wheeze & 
breathlessness

5. haemoptysis

6. systemic upset

7. Non specific

• Antibiotic Choice, Dose and Duration



Admit

• Development of cyanosis or confusion
• Breathlessness with a respiratory rate 

>25/minute
• Circulatory failure, respiratory failure, cyanosis or 

confusion
• Temperature >38°C
• Patient unable to take oral therapy
• Patient unable to cope at home
• Haemoptysis >25mls/day
• Intravenous therapy required in patients with 

clinical failure after oral antibiotics



Empiric therapy

• Amoxycillin 500mg tds 14days

• Clarithromycin 500 bd

• Severe Bronchiectasis/colonised with H influenzae

Amoxycillin 1g tds/ 3g bd 

• Pseudomonas colonised patients

Ciprofloxacin 500/750 bd. 



Long Term antibiotics

• =>3 Exacerbations/yr

• Fewer Exacerbation but significant morbidity

• Nebulised antibiotics Gent/tobramycin/colistin

• Long term Macrolides



Management

• Physiotherapy

• Immunisation

• Bronchodilators

• Mucolytics

• Nebulised saline 





Monitoring

• Symptom 

• Sputum Volume 24hrs/Purulence

• Frequency of Exacerbations/yr

• Frequency of Antibiotic use

• FEV1 FVC PEF annually

• Cxray only if indicated



Self Management Plan




