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Introduction

Common cause of ED presentations; 597 exacerbations of 
COPD at NMGH from Oct 07-Oct 08

900 000 in UK diagnosed with COPD, 450 000 not yet 
diagnosed, increasing in ♀, static in ♂

30 000 deaths in 1999. Increasing♀, reducing ♂ last 30yrs

Guidelines on COPD from BTS 1997, then NICE 2004

Airflow obstruction with reduced FEV1 (80%) and reduced 
FEV1/FVC ratio <0.7
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Pathophysiology I

Smoking accounts for 80-90%; risk in α1-antitrypsin 
deficiency/occupation

Early bronchial epithelium metaplasia, incr gland 
number & size

Later acute & chronic inflammation/acinar 
expansion, destruction and coalescence. Mucous

Reduced elasticity and surface area-hyperinflation

Impedance to (expiratory. ++) airflow, incr. 
resistance/small caliber
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Pathophysiology II

Chronic hypoxia leads to 
polycythaemia, pulmonary 
hypertension and cor pulmonale

May retain CO2, central receptors 
lose their respiratory drive and 
rely on hypoxia. Giving high flow 02 
may then lead to worsening CO2,
(chronic bronchitic blue bloaters)

Some have normal CO2, low/
normal 02, (emphysematous ‘pink 
puffers’)
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Clinical Presentation

Smoking history

Gradual onset of increasing exertional dyspnoea

Cough, >3 consecutive months, >2 consecutive years 

Tachypnoea, hyperinflation, wheeze, creps

Flattened diaphragms on CXR. May have infection, 
chronic changes, pneumothorax, bullae

Exacerbation: respiratory distress, altered GCS: ?
infection, ?resp failure, ?Cor pulmonale, ? ↓CO2

ABGs....
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pH=7.34 pH=7.10 pH=7.5

p02=8.5 RA

pC02=9.5

HC03=35

p02=7 RA p02=10 RA

pC02=15 pC02=3.5

HC03=33 HC03=23 
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On-going treatment
GOLD guidelines
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COPD Exacerbation
Thorax 2006;61:535-544;
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COPD Exacerbation

BTS Guidelines Thorax 2004;59(Suppl I):1-232 doi: 10.1136/thx.2004.022707

HomeHospital

Salbutamol 5mg nebs
Ipratropium 500mcg nebs
Prednisolone 30-40mg po
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NIV

In patients who are tiring, poor ABGs (pH <7.35, pCO2 >6, p02 

<8), poor response to therapy

Have to be making spontaneous effort

Provide recruitment of collapsed (mucous plugged, atelectatic) 
alveoli

Reduce work of breathing by helping with compliance, reduced 
muscle work, help overcome auto PEEP by providing PEEP, reduce 
pulmonary oedema (cor pulmonale), and provide high 02 and help 
reduce C02

Waters circuit can provide temporary relief until NIV machine
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ARAS Team
Only with previous 
diagnosed COPD on 
spirometry (already 
known to chest 
team/ARAS)

Are able to do home 
follow up and 
support to avoid 
admission (if 
possible)

Mostly referral from 
MEU by medics
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Questions?
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Summary

Common

Worsening with increase sputum & symptoms

Nebulise salbutamol/ipratropium and steroids

Least 02 flow (28%, 35% etc) to keep sats at 
about 90%

NIV for in extremis patients
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