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A new national guideline for the manage-
ment of chronic obstructive pulmonary
disease (COPD) was published by the
National Institute for Health and Clinical
Excellence (NICE) in June.1 Although
technically only applicable to England
andWales (and even thenonly if adopted by
theWelshAssembly), itwill be perceived by
many international authorities as ‘the
British guideline’ (with apologies to our
Scottish colleagues), and it therefore seems
appropriate to comment on what’s new
and relevant. It is over 6 years since the
last NICE COPD guideline was published,2

and it is important to note that this 2010
version is only a partial update, concen-
trating on various aspects of diagnosis and
severity classification and themanagement
of stable disease. Themanagement of acute
exacerbations was specifically excluded
from the scope of the guideline revision.
This has had the consequence of producing
a lengthy document (the full web-based
version is over 600 pages!), much of which
will be regarded by many readers as out of
date. The Guideline Development Group
(GDG) and the publishers have gone to
great lengths to make as obvious as
possible which parts of the guideline are
new and which are not, but many will feel
that this was a lost opportunity in not
revising other sections as well.

One of the major strengths of a NICE
guideline is that its recommendations are
based on systematic reviews of the best
available evidence (using extremely strict
criteria for assessing the evidence), and also
giving explicit consideration to cost effec-
tiveness.3 In addition, the GDG is truly
multidisciplinary, comprising healthcare
professionals (doctors, nurses, physiother-
apists) from primary and secondary care
and patient representation.

It is good to see that the new NICE
guideline now agrees with other interna-
tional guidelines both in recommending

the use of postbronchodilator spirometry
for confirmation of diagnosis and also in
using the Global Initiative for Chronic
Obstructive Lung Disease (GOLD) classi-
fication of severity of airflow obstruction
(table 1).4 5 It was always difficult to
rationalise why, for example, a patient
with forced expiratory volume in 1 s
(FEV1) 30e49% predicted had ‘severe’
airflow obstruction (GOLD stage 3) in
North America but only ‘moderate’ (NICE
2004) in the UK. This welcome realign-
ment will lead to some patients having
their severity stage reclassified; such
patients will need reassurance that their
actual clinical condition, their need for
appropriate therapy and their prognosis all
remain unchanged. It is a shame, but
perhaps predictable, that no advice is given
as to what actually constitutes a post-
bronchodilator measurement, but most
would agree that a postbronchodilator
value is likely to result in greater accuracy
in both diagnosis and prevalence assess-
ment. It is also good to note that this
supports the recommendation for spirom-
etry in the Department of Health national
strategy for COPD.6

The new NICE guidance goes beyond
other guidelines in requiring that symp-
toms should be present to diagnose COPD
in people with mild airflow obstruction
(stage 1), as symptomatic but not
asymptomatic GOLD stage 1 COPD has
been associated with a faster decline in
FEV1, increased respiratory care utilisation
and a lower quality of life than in people
with normal lung function.7

The ongoing controversy about whether
a patient’s FEV1/forced vital capacity

(FVC) ratio should be regarded as signi-
fying airflow obstruction if it is below
a fixed value of 70%, as opposed to being
below that individual’s calculated lower
limit of normal (LLN), is given an
airing.8e12 While the guideline does not go
so far as to recommend LLN owing to
a lack of validated reference equations for
postbronchodilator spirometry and various
ethnic populations, it does specifically
point out that sticking with the 70% cut-
off (which is the criterion that it still
endorses) may lead to underdiagnosis in
younger patients and overdiagnosis in
more elderly patients. There is an
eminently sensible recommendation to
consider alternative diagnoses or further
investigations (1) in older people without
typical symptoms of COPD where the
FEV1/FVC ratio is<0.7, and (2) in younger
people with symptoms of COPD where
the FEV1/FVC ratio is $0.7.
A welcome feature of the guideline,

relevant for a number of the recommen-
dations, is the emphasis on the clinical
features of COPD and not over-reliance on
spirometry. The guideline goes to great
lengths to point out that the realigned
gradation of spirometry (table 1) refers
purely to the severity of airflow obstruc-
tion and not the clinical severity of the
disease, for which a more comprehensive
assessment is necessary. The recommen-
dation above relating to the interpretation
of spirometry in younger and older people
should highlight the fact that healthcare
professionals must use their clinical skills
and diagnostic acumen in interpreting
spirometry, particularly in their assess-
ment of patients with symptoms and
perhaps even more so in evaluating
asymptomatic individuals who have been
identified as ‘abnormal’ by screening
spirometry.13e15 Further education and
training for non-specialists who are not
spirometry aficionados may well be
necessary.
The need for a full multidimensional

assessment is made even more apparent in

Table 1 Classification of severity of airflow obstruction

Postbronchodilator
FEV1/FVC

FEV1%
predicted

NICE 2004 ATS/ERS 2004 GOLD 2008 NICE 2010

Severity of airflow obstruction

Postbronchodilator Postbronchodilator Postbronchodilator

<0.7 $80 Mild Stage 1: Mild Stage 1: Mild*

<0.7 50e79 Mild Moderate Stage 2: Moderate Stage 2: Moderate

<0.7 30e49 Moderate Severe Stage 3: Severe Stage 3: Severe

<0.7 <30 Severe Very severe Stage 4: Very severey Stage 4: Very severey
*Symptoms should be present to diagnose chronic obstructive pulmonary disease in people with mild airflow obstruction.
yOr FEV1 <50% with respiratory failure.
ATS, American Thoracic Society; ERS, European Respiratory Society; FEV1, forced expiratory volume in 1 s; FVC, forced vital
capacity; GOLD, Global Initiative for Chronic Obstructive Lung Disease; NICE, National Institute for Health and Clinical
Excellence.
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the guideline with the recommendation
(more of a statement than a recommen-
dation if one wants to be pedantic) to be
aware that disability in COPD can be
poorly reflected in the FEV1, and that
a more comprehensive assessment of
severity should include a number of other
factors such as further lung function,
breathlessness (MRC scale), health status
(although no advice on how to do this)
and exercise capacity (eg, a 6 min walk
test). The guideline specifically recom-
mends calculating the BODE index where
the component data are available, but
acknowledges that this may be imprac-
tical in a primary care setting.16 17 There is
clearly an urgent need for a simple and
practical multidimensional assessment
tool, and the GDG were aware of those in
development (eg, the Clinical Assessment
Tool (CAT)) but which had not been
validated at the time of the guideline
update.18 This led to an important
research recommendation that such tools
urgently need to be assessed and validated
in a primary care setting.

Bearing in mind the number of impor-
tant drug studies that have been published
since the original 2004 guideline, for many
readers the most eagerly awaited part of
the new guideline will be the section
relating to treatment.19e22 There are
a number of complex interlocking recom-
mendations for the use of inhaled therapy
with short-acting b agonists (SABA),
short-acting muscarinic antagonists
(SAMA), long-acting b agonists (LABA),
long-acting muscarinic antagonists
(LAMA) and LABA plus inhaled cortico-
steroid (ICS) in a combination inhaler.
These are all summarised in a novel clin-
ical algorithm (figure 1) which, depending
on your point of view, either provides an
excellent succinct flow chart of how to
manage COPD in 2010 or proves conclu-
sively that the GDG misinterpreted the
evidence! The authors of this editorial,
being members of the GDG, clearly believe
that this chart provides clarity regarding
the clinical and cost-effective use of LABA,
LAMA and LABA+ICS. It should be noted
that the starting point on the algorithm
depends solely on the presence or absence
of persistent symptoms (including exac-
erbations) and whether the FEV1 is above
or below 50% predicted. The strength of
the evidence for progressing along the
algorithm is indicated by continuous or
discontinuous lines. The evidence for, and
the reasoning behind, this flow chart (and
the individual recommendations on which
it is based) is fully documented in the full
version of the guideline, but is difficult to

follow owing to the methodology that
had to be used in addressing individual
drug comparisons before building up to
sequential treatments and then finally
undertaking a health economic assess-
ment. Nevertheless, some key issues do
emerge. The use of ICS is recommended
only in a combination inhaler with
a LABA. The evidence for LABA+ICS was
strong in people with severe (FEV1 <50%)
or very severe (FEV1 <30%) airflow
obstruction and persistent symptoms, but
the evidence was weaker (and the recom-
mendation accordingly also weaker as
well) in those with only mild or moderate
airflow obstruction. The recommendation
to consider LABA+LAMA in patients
unable or unwilling to take ICS was based
on a pragmatic approach in the absence of
sufficient clinical and health economic
evidence.
The recommendation to offer LAMA in

addition to LABA+ICS (triple therapy) to
those already on LABA+ICS but who
remain symptomatic (or continue to have
exacerbations), irrespective of their FEV1,
was based on strong clinical and health
economic evidence.21 However, this was
not the case for the ‘opposite’ scenario for
the addition of LABA+ICS to those with
persistent symptoms on LAMA. Published
studies had not been designed or powered
to assess this intervention, which is
therefore weaker (‘consider ’ rather than
‘offer ’).22 Currently available studies were
also not designed or powered to assess

whether those with milder disease on
single therapy with LABA or LAMA or
double therapy with LABA+ICS might
benefit from triple therapy. An appropriate
research recommendation has been made
for this important group, which will
comprise increasing numbers of patients
once screening programmes identify more
people with milder disease.
Although the content of pulmonary

rehabilitation courses and their effective-
ness were outside the scope of this guide-
line update, the GDG did review the
evidence relating to the benefits of early
rehabilitation after an exacerbation. It was
noted that the greatest reconditioning and
potential benefit from rehabilitation may
occur in the early post-exacerbation phase,
and the available evidence allowed
a recommendation that pulmonary reha-
bilitation should be made available to all
appropriate people with COPD (the
appropriateness being fully defined in the
guideline) including those who have had
a recent hospitalisation for an acute exacerba-
tion (new update in italics). The key role of
pulmonary rehabilitation has clearly been
identified in the guideline by (1) this
recommendation; (2) this also being a key
priority for implementation; and (3)
a research recommendation for more work
in this area. It is good to see a further study,
unfortunately not available at the time of
the evidence review, supporting this.23

So, overall, how nice is NICE? The
overall document,which is also (mercifully)

Figure 1 Algorithm showing use of inhaled therapies. FEV1, forced expiratory volume in 1 s; ICS,
inhaled corticosteroid; LABA, long-acting b agonist; LAMA, long-acting muscarinic antagonist;
SABA, short-acting b agonist; SAMA, short-acting muscarinic antagonist.
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published in a shorter compact version as
well as a patient-friendly lay version, is
a bit of a curate’s egg. Unchanged portions
from 2004 will not provoke excitement,
even though many of these older recom-
mendations (eg, those relating to smoking
cessation and the crucial role of multidis-
ciplinary teams) remain just as important
and relevant now as they did then.
However, for those sections which have
been updated, it is good to have available
all the evidence, carefully evaluated, for
careful examination. Not everyone will
agree with all of the recommendations but,
in conjunction with the research recom-
mendations and key priorities for imple-
mentation, they do provide greater clarity
in the diagnosis andmanagement of people
with COPD and a worthwhile stimulus to
ensure progressive improvement in the
standard of care that our patients deserve.
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