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Membershipof the GuidelineDevelopmentGroup(GDG)

TheGDGwaschairedby Dr DesmondMurphy (2020to date) and Prof TimMcDonnell,(2014
-2019) as ClinicalLead of the National ClinicalProgrammefor Respiratory.ThisNational
ClinicalGuidelineis supportedby the GDGNational ClinicalProgrammefor Respiratory;The
ChronicDiseaseleam,lrish Collegeof GeneralPhysiciangICGR, Irish ThoracicSociety(ITS,
and Royal Gollegeof Physiciansreland (RCPI)

Membership nominations were sought from a variety of clinical and non-clinical
backgroundsso as to be representative of all key stakeholderswithin the respiratory
services.GDG members included those involved in COPDclinical practice, education,
administration, research methodology, clinical risk and quality assuranceas well as two

personsrepresentingpatientsandthe public. Membershipnominationswere soughtfrom a
variety of clinical and non-clinical backgroundsso as to be representative of all key
stakeholdes within the acute and community sectors whilst also being cognisant of

geographicaspreadandurban/rural representation.GDGmembersincludedthoseinvolved
in clinical practice, education, administration, research methodology, and persons
represering patientsand family carersand supportgroups

Members were recruited and invited to partake in the GDGon the provision that they
provided justifiable expertise and /or viewpoints to the group, offering valuable
contributionsbasedon their extensiveknowledge in the field of COPDand/or professional
experienceof working with people with COPDand/or knowledgeof a healthcaresector.
Appendix1 containsthe terms of referencefor the GDG Memberswere not compensated
to be involvedor contribute to the GDG andwere informedthat it wason a voluntarybasis.
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Health ServiceResearch(contributer)
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Dr Miriam Owens(2019 date) Public Health Specialist,Department of

. PublicHealth, HSE
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representative National Clinical
Programme
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Providingstandardisectlinicalcareto patientsin healthcareis challengingThisis due to
a number of factors,amongthem diversityin environmentsof careand complexpatient
presentations.lt is selfevidentthat safe,effective care and treatment are important in
ensuringthat patientsgetthe bestoutcomesfrom their care.

The Department of Health is of the view that supporting evidencebased practice,
throughthe clinicaleffectivenesdramework,is a critical elementof the health serviceto

deliversafeand highquality care. TheNationalClinicalEffectivenes€Committee(NCECis
a Ministerial committee set up in 2010 as a key recommendationof the report of the

Commissionon Patient Safetyand Quality Assurancg2008). The establishmentof the
Commissiorwasprompted by anincreasingawarenesf patient safetyissuesn general
andhigh profile health servicesystemfailuresat homeandabroad.

The NCEQn behalf of the Departmentof Health has embarkedon a quality assured
National Clinical Guideline development processlinked to service delivery priorities.
Furthermore, implementing National Qinical Guidelinessets a standard nationally, to

enable healthcareprofessionaldo deliver safe and effective care and treatment while

monitoringtheir individual,teamand2 NH I y A pelfdimagcy. Q a

The aim of these National Clinical Guidelinesis to reduce unnecessaryvariations in

practiceand provide an evidencebasefor the most appropriatehealthcarein particular

circumstances.As a consequenceof Ministerial mandate, it is expected that NCEC
National Clinical Guidelinesare implemented acrossall relevant servicesin the Irish

healthcaresetting.

TheNCEGQG s a partnershipbetweenkey stakeholderdn patient safety.b / 9 mi@sionis
to provide a frameworkfor nationalendorsementof clinicalguidelinesand clinicalaudit
to optimise patient and service user care. The NCEChas a remit to establish and
implementprocessedor the prioritisation and quality assurancef clinicalguidelinesand
clinicalaudit so asto recommendthem to the Minister for Healthto becomepart of a
suite of National Clnical Guidelinesand National ClinicalAudit. The aim of the suite of
National Clinical Guidelinesis to provide guidance and standardsfor improving the
quality, safety and costeffectivenessof healthcarein Ireland. The implementation of
these National Clinical Guidelineswill support the provision of evidencebased and
consistentcareacrosdrishhealthcareservices.

Providestrategicleadershipfor the nationalclinicaleffectivenessagenda.
Contributeto nationalpatient safety and qualityimprovementagendas.
Publishstandarddor clinicalpracticeguidance.

Publishguidancefor NationalClinicalGuidelinesand NationalClinicalAudit.
Prioritiseand qualitiesassureNational ClinicalGuidelinesand National Clinical
Audit.

CammissionNationalClinicalGuidelinesand NationalClinicalAudit.

Align National Clinical Guidelines and National Clinical Audit with
implementationlevers.

8. Report periodically on the implementation and impact of National Clinical
Guidelinesandthe performanceof NationalClinicalAudit.
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9. Establiskrsub-committeesfor NCEQvork streams.
10.Publishanannualreport.
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anddevelopment

RCT Randomiseaontrolledtrial

SaG Saturationof arterial oxygen

Sectionl National ClinicalGuidelinerecommendations

ThisNational ClinicalGuidelineoutlines recommendationdor healthcareprofessionson

the careof individualswith COPDand is basedon the highestquality scientificevidence
currently available Thisguidelineis not intendedto replacethe healthcareLINE F Saa A 2 y I €
expertiseor experiencebut is a tool to assistthe practitioner in their clinical decision
makingprocesswith considerationto their LJI { A Sefefiedc®s To assistthe reader of

this guidelinethe keyto the gradingof evidenceand recommendationss asfollows.

Table3 Gradesof recommendation

Gradesof recommendation( adaptedfrom GOLR2017andtrainingfrom DOH)

Note the gradeof recommendationrelatesto the strength of the evidenceon whichthe
recommendation is based. It does not reflect the clinical importance of the
recommendation

A Randomised controlled trials, Rich body of high quality evidence
without any significantlimitation or bias.

Evidenceis from endpoints of well-designed Randomisedcontrolled
trials (RCT}hat provide consistentfindingsin the population for which
the recommendationis madewithout anyimportant limitations.

Requires high quality evidence from » 2 clinical trials involving a
substantialnumber of subjects,or a single high quality RCTinvolving
substantialnumbersof patientswithout anybias.

B Randomisedcontrolled trials with important limitations, limited body
of evidence

Evidenceis from RCTghat include only a limited number of patients,
posthocor subgroupanalygsof RCTer metaanalyseof RCTs.

Alsopertainswhen few RCTsxist, or important limitations are evident
(methodologicflaws small numbers, short duration, undertakenin a
population that differs from the target population of the
recommendatioror the resultsare somewhatinconsistent)

C Non-randomisedtrials, Observationalstudies
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Evidences from outcomesof uncontrolled or non-randomisedtrials or
from observationaktudies

D Panelconsensugudgment

Provision of guidance is deemed valuable but clinical literature
addressinghe subjectisinsufficient.

Panelconsensudgs basedon clinical expertiseor knowledgethat does
not meetthe abovestatedcriteria

Good Practice| Recommendedbest practice based on the clinical experienceof the
points guidancedevelopmentgroup

GuidelineRecommendations

PharmacologicaManagementof COPD

Recommendation Gradeof
recommendation

Recommendationl 1.1Inhaledshortactingbeta2 agonists | GradeA
Shortactingbronchodilators| (SABAs3houldbe prescribedto
patientswith confirmedCOPDvhere
rescuetherapyis needed.(GradeA)

Recommendatior? 2.1Longactingbronchodilatorsshould | GradeA
Longactingbronchodilators | be offeredto patientswith confirmed
stableCOPDwvho continueto have
respiratorysymptoms(e.g.dyspnoeaor
cough).(GradeA)

GradeA
2.2Inhaledlongactingmuscarinic
agents(LAMAs}¥shouldbe offeredto
patientsasfirst line maintenance
therapyin patientswith confirmed
stableCOPDwho havecontinued
respiratorysymptoms(e.g.dyspnoea,
cough)or who havea history of
exacerbationsvith COPD(GradeA) GradeA

2.3In patientswith confirmedstable
COPDwho areoninhaledLAMAsor
inhaledLABAsloneandhave
persistentdyspnoeaon monotherapy
combinationtherapywith both LAMAS
and LABAss recommendeds superior

14



to[ ! aloQd . alddadis
recommended(GradeA)

Recommendatior3
Inhaledcorticosteroids

3.1 Offering an inhaled cortical steroid
(ICS) in symptomatic patients with
confirmed stabke COPDas first line
therapyis not recommended(GradeA)

3.2 Regqular treatment with ICS
increases the risk of pneumonia
especiallyin those with severedisease
(GradeA)

3.3 An ICScombined with a LABAIs
more  effective than individual
componentsin improving function and
health status and reducing
exacerbations in  patients with
exacerbationanoderateto very severe
COPGradeA)

3.4 In patients with confirmed COPL
who are on combination therapy with
LAMAsand LABAsand have persistent
dyspnoea or frequent COPL
exacerbations;t is suggestedthat the
addition of anICSmaybe reasonable.
Blood eosinophilcount may be used as
a biomarkerfor estimatingthe efficacy
of inhaled corticosteroids(ICS)for the
preventionof exacerbationslt hasbeen
recognised that there is a continual
relationship between the effects of an
ICSandeosinophilcounts.(GradeB)

GradeA

GradeB

15




Recommendatiord
Inhalertechnique

4.11t isrecommendedhat eachpatient
commencedn aninhalerdevicewould
be providedwith instructionsanda
demonstrationof properinhalation
techniqueprior to usingthe deviceand
that suchtechniqueis checkedon a
regularbasissubsequentlylnhaler
techniqueandadherenceto therapy
should be assessetbefore concluding
that currenttherapyisinsufficientanda
changein therapyconsidered(Expert
Opinion)

ExpertOpinion

Recommendatiorb
Roflumilast

5.11In selectedpatientswith the chronic
bronchiticphenotypeof COPDwith
severeto verysevereair flow
obstructionand history of
exacerbationsa phosphodiesterasd
(PDE4) inhibitor maybe reasonableadd
onto therapywith a LAMAand LABA
and possiblyiICSThisrecommendation
isnot reimbursementby the HSE.
(GradeB)

GradeB

Recommendatiorb
Theophyllines

6.1In certainselectedpatients,the
addition of atheophyllinemaybe
reasonable(GradeB)

GradeB

Recommendation’
Prophylactiauseof
MacrolideAntibiotics

7.11In patientswho havesevereCOPD
with two treated exacerbationsandare
non-smokersthe addition of
azithromycinmaybe consideredor one
year(GradeA).

Thisneedsto be donein conjunction
with RespiratorySpecialisadvicewith
surveillanceor bacterialresistanceand
sideeffectssuchasimpairedhearing
andcardiacarrhythmias.

GradeA

Recommendatior
Antioxidantsand mucolytics

8.1 Theuseof mucolyticand
antioxidantsin routine practicefor
managemenbf patientswith COPDs
not recommended

Recommendatior®
Leukotreneantagonists

9.1 Arole for leukotrienereceptor
antagonistan the managemenof
patientswith COPDs not
recommended.
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RecommendationlO 10.11t isrecommendedhat AATD GradeB

AlphaOneAnti-trypsin augmentationtherapymight be
(AATDAugmentation consideredn youngpatientswho are
Therapy neveror ex-smokerswith an FEVL of

35-60%predictedwith continuedand
progressivaliseaseThis
recommendationis not reimbursel by
HSE(GradeB)

Non-PharmacologicaManagementof COPD

Recommendation Grade
Recommendationl1 11.1Smokingcessatiormeasuresare | GradeA
Smokingcessation recommendedor the preventionof

COPDto includeadviceon smoking
cessationnicotinereplacement
therapyandpharmacotherapy(Grade
A)

Atthe momen, the effectivenessand
safetyof E.cigarettesasa smoking
cessatioraidis uncertain.

Recommendatiorl2 12.1Theprovisionof annualinfluenza | GradeA

Influenzavaccination vaccinationsrecommended(GradeA)

Recommendationl3 13.1Theprovisionof the GradeB

Pneumococcalaccination | pneumococcaVvaccinationis
recommended(GradeB)

Recommendatiorii4 14.1Theprovisionof pulmonary GradeA

Pulmonaryrehabilitation rehabilitationto stablepatientswith

exercisdimitation despie
pharmacologicalreatmentis
recommended(GradeA)

14.2Theprovisionof pulmonary GradeB
rehabilitationto patientswho have
recentlybeenhospitalisedfor an acute
exacerbatiorof COPDsrecommended.
(GradeB)
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Recommendéon 15
OxygenTherapy

15.1Theprovisionof longterm oxygen
therapyto patientswith chronicstable
hypoxemiawith a PaQ lessthan 7.3
Kpaor aPaQ between7.3and8Kpa
with signsof tissuehypoxia
(haematocritgreaterthan 55%,
pulmonaryhypertensionor cor
pulmonale)isrecommended(GradeA)

15.2Theprovisionof oxygenfor
patientswith moderatehypoxemia,
nocturnaldesaturation,or exercise
induceddesaturationin patientswith
COPDs not routinely recommended.
(GradeA)

GradeA

GradeA

Recommendatioril6
Nutritional support

16.1Nutritional supportshouldbe
consideredn all malnourishedpatients
with COP¥GradeB)

GradeB

Recommendationl7
Lungvolumereduction
surgery

17.1Lungvolumereductionsurgeryis
recommenckd for carefullyselected
patientswith upperlobe emphysema
andlow postrehabilitationexercise
capacity (GradeA)

17.2In selectedpatients,bullectomy
canalsoberecommended(GradeC)

17.3In selectedpatientswith advanced
emphysemabronchoscopic
interventionscanreduceend
expiratorylungvolumeandimprove
exercisetolerance;health statusand
lungfunctionat 6 to 12 months
following

GradeA

GradeC

Recommendationl8 18.11t isrecommendedhat GradeC

Lungtransplantation appropriately selectedpatientswith
verysevereCOPbe consideredor
lungtransplantationsurgery.(GradeC)

Recommendationl9 19.11In stable diagnosedCOPD ExpertOpinion

Monitoring of Spirometry

patients,FEVL canbe trackedby
spirometryeverytwo years.(Expert
Opinion)
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Recommendatior20 20.1ForadvancedCOPLxare,patients | ExpertOpinion
Roleof PalliativeCare shouldbe referredto apalliativecare
specialisiasappropriate.(Expert
Opinion)

Managementof Exacerbationsn COPD

Recommendatior21 21.1Theinitiation of shortactingacute | GradeC
Bronchodilatotherapy bronchodilatortherapy(salbutamol
plusor minusipratropium)is
recommendedor patientswith an
exacerbatiorof CO® (GradeC)

Recommendatior22 22.1 A courseof systemicsteroids GradeA
Steroids (prednisoneequivalentof 40mgsfor
five days)to be administeredorally to
all patientsisrecommendedTherapy
shouldnot routinely be administrated
for longerthan this. (GradeA)

Recommendatior23 23.10ralantibiotic usefor patients GradeB
Antibiotics with exacerbation®f COPassociated
with increaseddyspnoeaand
associatedncreasedsputumpurulent
or volumeisrecommendedFirstline
antibiotic choicesshouldinclude
doxycyclineamoxicillinor amacrolide.
Reservindgroaderspectrumantibiotics
suchasquinolonesfor specific
indicationsisrecommendedThe
choiceof antibioticsmaybe modified
dueto localbacterialresistance
patternsor anindiviR dzl spufuin

microbiology.(GradeB)
Recommendatior?4 24.1Theuseof non-invasiveventilation | GradeA
Noninvasiveventilation in patientswith acuteexacerbation®of
(NIV) COPDvho developacuterespiratory

failure associatedvith respiratory
acidosissrecommended.e.aPaCQ
greaterthan 6KPaandan arterial PH
lessthan 7.35whichis persistent
followingrationalizationof delivered
oxygentherapy. (GradeA) (GOLD)
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Recommendatior25 25.1Theinvolvementof the COPD ExpertOpinion
COPDDutreachservice outreachteamasearlyaspossiblefor
patientsadmitted to hospitalwith an
exacerbatiorof COPD(ExpertOpinion)
Recommendatior26 26.1 It isrecommendedhat ExpertOpinion
SpecialisRespiratory respiratoryspecialispphysiotherapists
Physiotherapist@and Nurses | andnursesare keyin deliveringCOPD
outreach,NIV,oxygenassessmenand
pulmonaryrehabilitationto patients
who haveexacerbation®f COPDand
stable COPOEXxpertOpinion)
Recommendatior27 27.1Theuseof theophyllinein acute | GradeB

Theophyllines

exacerbation®f COPDs not
recommended(GradeB)

Oxygentherapy prescribingand monitoring in COPD

Recommendatior28

28.10xygertherapyprescribingand
monitoringin COPD
Patientsdischargechomefollowing
hospitalisationon oxygentherapy
shouldbe evaluatedfor the needto
remainon longterm oxygentherapy
30-90 daysafter dischargeLongterm
oxygentherapyshouldnot be
continuedif patientsdo not meetthe
criteria. (ExpertOpinior)

28.2Routinelyofferingambulatory
LTOTor patientswith chronicstable
isolatedexercisehypoxemiais not
recommended(GradeA)

ExpertOpinion

GradeA
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Pathways,Bundlesand Checklistfor ManagingAcute Exacerbatiorof COPD

Recommendatior29

29.1It isrecommendedhat an
admissioranddischargebundlebe
appliedto all patientsadmittedto
hospitalwith an exacerbationof COPD.
(ExpertOpinion)(Guideline
DevelopmentGroup)

ExpertOpinion
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Section2: Developmentof the National ClinicalGuideline

The Global Initiative for Chronic Obstructive Lung Disease(GOLD)defines Chronic
Obstructive PulmonaryDisease(COPDJs (1): ta common preventableand treatable

diseasethat is characterisedby persistentrespiratory symptomsand airflow limitation

that is dueto airway and/or alveolarabnormalitiesusuallycausedby significantexposure
to noXousparticlesor3 | 4 Sa ¢ @

Thediseaseis pathologicallymade up of two components;obstructivebronchiolitiswith
chronicbronchitisand parenchymaldestruction (emphysema)Therelative contribution
of eachcomponentvariesfrom patientto patient.

COPDnhas considerableimpact on the quality of life of the patient, familiesand carers,
involving on-going medical care, frequent hospital admissions for treatment of
exacerbation@ndoften resultingin prematuredeath.

At least 1,500 patients die each year of this diseaseand over 15,000 patients are
admitted to hospital with COPDIt has a profound effect on patients but also has a
significant strainon the health service(2).

COPDs the most prevalentrespiratorydiseasein adults. AsCOPDprevalencein Ireland
hasneverbeenmeasuredat a nationallevel, exactfiguresfor its prevalenceand burden
in Ireland are not known. Basedon the 2011 consensusijt is estimated that almost
500,000people aged 40 yearsand over in Ireland have COPDpf whom over 200,000
havemoderateor severediseaseand only half are likely to be diagnosed34).Thelowest
estimatesof prevalenceare those basedon selfreporting of a doctor diagnosisof COPD
or equivalentcondition. For example,most national data showthat lessthan 6% of the
adult population has been told that they have COPD(1). Many with COPDmay be
undiagnosedgspeciallythose with milder disease but diagnosedat a late stage, COPD
health interventions are both less effective and more expensive. All studiesshow an
increasewith age;in peopleaged>70years,the prevalencemaybe 20%in men and 15%
in women(3). Most studiesconfirmanincreasedorevalencen men. Probablyin part due
to different age distribution and varying environmental exposures,prevalerce varies
consideraby between Europeancountries(4).Theglobalinternational, populationbased
Burdenof LungDiseaseBOLDstudies,which use standardisedsurveymethodsand a
spirometric criterion for COPDyeport a prevalenceof moderate ¢ severe CO® (i.e.
excludeamild disease)n Europeof 10%(3). Giventhe mortality and relatively high rate
of hospitalisationsfor COPDin Ireland, Irish prevalencefigures may well be as high.
Extrapolatingfrom studiesdone elsewherein Europesuggestsa prevalence of 275,000
casesbased on a doctor made diagnosis,to 500,000 casesbased on crosssectional
surveyg4).

Thepopulationaged>35yearsin Irelandcouldincreaseby a factor of 51%94%by 2036.
This ageing Irish population together with current and historical smoking prevalence
meansthat the health burden of COPDin Ireland will continue to increaseand be a
significantburdento people,health servicesand societyfor the foreseeablefuture. With
the increasingconvergencan smokingratesbetweenmalesand females,the prevalence
rate for COPDin women may in the future equal or even surpassthat of men (5).
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Projectedestimatesby the Institute for Public Health for 2020 suggestthat in Ireland
there is likely to be a 23%increasein the number of aduits with clinically diagnosed
chronicairway obstruction,with one third of this increasedue to increasesn the sizeof
the population and two thirds due to population ageing(6). Riskfactor identification is
important both for preventionandtreatment of COPL}2, 6-8).

Table 4 Riskfactorsfor COPD

HostFactors EnvironmentalFactors

GeneqC) Inhalationalparticles

Gender(A) Outdoor air pollution (Cif heavy)
Age(A) Indoorair pollution (Cif heavy)
Growthanddevelopmentof the lung (A) OccupationakxposuregCif heavy)
Oxidativestress Tobaccamoke(C)
Respiratoryairwayhypersensitivity (A) Socialand economicdevel* (A)
ComorbiditiegA) Respiratoryinfections(A)

(A) Additive,(C)causaldaptedfrom TheAustralianLungFoundation(2001)

*Socialand economicfactors are proxiesfor nutritional status,crowding,exposureto pollutants
including work exposuresand smokingexposure,accessto health care and early respiratory
infections

SmokingPrevalence

Smokings a factor in 85%o0f thosewith COPDTheprevalenceof COPDs directlyrelated
to the prevalenceof cigarette smokingbut not all peoplewith the samesmokinghistory
will developCOPDMost of those affected have smokedover 20 packyears(20 per day
for 20 years)(9-11). Up to 50%of lifelong smokersdevelop COPD. Geneticand other
factorsmodifyanA y R A @riskKfidzh $making(12). Theproportion of the risk of COPD
attributable to smokingis estimatedat 40¢60%,dependingon how manyrisk factorsare
takeninto account.Althoughneversmokersare lesslikely to have COPDneversmokers
comprise about one-quarter of those classifiedwith moderatesevee disease(GOLD
stagell+ COPDJ)14). Individualshighly exposedto passivesmoking(>40hr/weekfor >5
years)are 48%more likelyto presentwith COPRQhan are unexposedndividuals(13,14).
Theresultsof Healthylrelandsurveypublishedin 2015found that 19%o0f the population
(aged 15 and over) smoke on a daily basis(15). A further 4% identify themselvesas
occasionakmokers Figuresfrom the Irish National TobaccoControl Office in December
2012reported a smokingrate of 21.7%(22.6%of men, 20.9%o0f women). Smokingrates
were highestamongyoungadults(18-34 years),reaching29.4%in the 25-34 yearold age
group.Thehighestcigarettesmokingprevalencerateswere in the lower incomegroupsg
25.5% of those in C2 (skilled manual workers and those manual workers with
responsibilityfor other people) and 26% of those in DE (D Semiskilled and unskilled
manual workers, E Those entirely dependent on the state longterm plus those
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unemployedfor period exceedingé months) categories.The rate amongstthose in C1
was 18.7%.The lowest smokingrates (16.1%and 14%)were among farmers (F) and
higher sociceconomicgroups(AB).Giventhat the adverseeffectsof cigarettesin terms
of COPDcan have a lag period of 1520 years; these rates have significant health
implicationsfor the mediumandlongterm.

Socialand Economidractors

COPDs inverselyassociatedwvith sociceconomc status. Theassociatiorbetween COPD
and sociceconomic factors relates not just to an A y R A O Aféstjie 4n §enetic
determinantsbut alsoto sociceconomicpublic policiessuchas housingstandards,air

pollution, and nutrition and serviceprovisian. Theeffectsare reflectedin risk factorsfor

COPD¢ the smokingrates in Ireland amongthose in more deprived social groups as

reported above are high comparedwith the national rate. Among homelessmen in

Dublinthe smokingprevalencewas 78%(16). These socialand economicgradientsare

reflected not just in the prevalenceof smokingbut alsoin the prevalenceof COPDand

the outcomefor thosewith COPDN terms of morbidity and mortality.

Other Contributing Factors

A serious,but often unrecognisedrisk factor for COPDs lack of awarenessamongHCPs
and the public. Lackof awarenessis a risk factor in terms of delayed diagnosisand

delayed effective intervention to slow progressionof the disease.Peoplewith COPD
often delay seekingmedical help. Polymorphismsof many genesor combinationsof

genesmay increase(or decrease)the risk of an individual developingCOPDThe best

documented genetic risk factor for COPDis hereditary h ;-Antitrypsin Deficiency.The
incidenceof severe(ZZhomozygotes) ;-Antitrypsin Deficiencyin the Irish populationis

estimatedto be 1in 2,100(17).

Early Life Environmentalfactors such as mothers who smoke, frequent respiratory
infections and asthma in childhood and bronchial hyperreactivity are increasingly
recogrised as important risk factors for COPD.The proportion of the risk of COPD
attributable to these early childhood events may be as great as that attributable to

smoking.Thereis an overlapof up to 30%betweenpeoplewith a diagnosisof COPLCand

asthma(18, 19).

The World Health Organization(WHO)estimatesthat urban air pollution causesl% of

COPDcasesin high-income countries such as Ireland (20). It also playsa role in the

exacerbationof COPDIn those with the disease.In Dublin, in the year following the

banningof bituminouscoalthere were approximatdy 116 fewer respiratorydeaths(21).

Therelevanceof shortterm, high peak exposurescomparedwith longterm, low-level

exposuress not yet known.

Occupationadust, chemicalsand vapourscanboth causeand increasethe risk of COPD
independentlyof cigarette smokingbut they alsoincreasethe risk of the diseasein the
presenceof those exposedio smoke.(13)Amongadultsaged30-75 yearsthe percentage
portion of COPattributable to work is estimated at 19.2%overall.In neversmokersthe
percentageportion of COPattributable to occupationakxposures estimatedto be 30%
(22),

While current understandingof risk factors for COPDis incomplete, it is sufficient for
action.
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Burdenof Diseasen Ireland

COPDnhas considerableimpact on the quality of life of the patient, involvinglong term

medical care, frequent hospital admissionsfor many and often resulting in premature
death. Aswith many chronicconditions,COPDnot only affectsthe patient, but alsohas
significantimpacton the carerandfamily aswell asthe healthservicesandwider society.

The burden of COPDas for other chronic diseasesjs expressedn terms of disability

adjustedlife years(DALYs)which are a compositeof life lost due to premature death

from COPIYLL)andyearslived with disabilitydue to COPIXYLD)TheGlobalBurdenof

Disease(GBD)Study comparedthe contribution of major diseasesworldwide in 2010.

Amongleading causesof death, COPDranked 3", while for yearslived with disability
(YLD),it ranked 5™ (14, 34). When death and disability are combined as disability

adjustedlife years(DALYs)globallyCOPDranked 9" in 2010. In the samestudy, COPD
wasthe 4™ highestcauseof DALYin Ireland.

Morbidity

It is difficult to get a measureof the prevalenceof the burden of COPDOnN Ireland and
estimatesvary widely. The 2015 Irish Health Surveyconductedby the CSCaskedsurvey
respondents about whether they had suffered from chronic bronchitis, chronic

obstructive pulmonary disease,or emphysemain the previous12 months CSO(2017)
Personatommunication(23). Fromthis, they estimatedthe prevalenceof sameto be 3%
in thoseaged45to 54; 7%in thoseaged55to 64 yrs.,7%in thoseaged65to 74, and 8%
in those aged 75 and above.Thelink between sociceconomicstatus and prevalenceof

COPDs clear;with 2%of thosein the 'very affluent' categoryreporting on a diagnosisof

COPandrelated),and6%of thosein the 'very disadvantagedtategoryreportingsame.
The majority of those with COPDare managedin GeneralPracticeand GPpresentation
datawould providean excellentaccountof the burdenof COPDn Irish Society However,
data on the number of COPDconsultationsin GeneralPracticeare not available.It is

estimatedthat approximately14.5%of all GPconsultationsare for respiratory disease
(24).

Mortality

The GlobalBurden of Disease(GBD)study reported COPDas the 3rd leading causeof
death globallyin 2010(25). Theagestandardisedto the EuropeanStandardPopulation)
death rate for COPDasreported in 2011, was 27.87 for Ireland comparedwith 18 per
100,000 inhabitants for the WHO Europeanregion. Only three countries (Denmark,
Moldova,andHungaryhadrates higherthan Ireland(3).

In 2013, the most recent year for which comparableEU data are available,rates of
mortality from respiratorydiseasegincl. cancerof trachea,bronchusandlung)were 40%
higherin Irelandthan the EU28 average(193.1/100,000vs.137.1/100,000)26).

In Irelandin 2016, there were 3,856 deathsregisteredas respiratory disease(excluding
lung cancer).Deathsdue to chroniclower respiratorydiseasgn =1,711)and deathsdue
to pneumonia (n = 1049) account for 72% of these deaths. When cancer of the
larynx/trachea/bronchus/lungre included(a further 1,928deaths),respiratorydiseases
accountedfor 19%of all registereddeathsin 2016.

Deathsregisteredas due to chronic lower respiratory diseaseare under-estimates,as
peoplewith COPDbften sucumbto other COPxomorbiditiesespeciallypneumonia,or
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non-respiratorycausesn particularcardiovasculardisease While the sizeof this under-
estimationis unknownin Ireland,the literature would suggesthat for more than 60%of
peoplewith COPDg¢omorbidity other than COPDmay be listed asthe primary causeof
their death. Under recognition and under diagnosisof COPDaffect the accuracyof
mortality data. While COPDs frequently the primary causeof deathit maybe listed asa
contributory cause of death or omitted from that certificate entirely. An Irish audit
showedthat the in-hospital mortality for those with COPDwas 3.3%and the 90-day
mortality was8.3%(27).

In Ireland, almost 70%of excesswinter mortality from respiratory diseasearisesin the

poorestthree sociceconomicgroups(28). An Irish study which looked from respiratory
diseasewas greaterthan 200%betweenthe lowest and highestoccupationalclass(29).

More recentdata for the period 2007-2012,showsa differencein COPDmortality in the

order of 303%,in the lower classecomparedwith the upper classedor malesaged15+.
Forthe agegroup,15-64 years,the excesss evenhigherat 366%.In other words,deaths
from COPDin the period 20072012 were three times higher in the lower socialclass
comparedwith the upper socialclass,implyinga much greater mortality for lower social
classesfrom COPD(CS02014). Suchdata show that the greatestburden in terms of

COPDmortality isborne by thosein the lower socialclasses.

BURDENDNHEALTHERVICHS.USNVIDERECONOMIBNDSOCIABURDENDFCOPD
Associatedwith the diseaseburden of COPDevidencedin the above section, is a
significant economic and social cost. The impact of COPDon healthcare facilities is
profound, but it also haswider socialand economiceffects. For the individual patient,
COPDis associatedwith a significanteconomicburden in terms of the direct medical
costs associatedwith it and also indirect costs including care provided by family
members.

HOSPITAUTILISATION

Patients with severe disease may suffer frequent exacerbationsrequiring medical
attendance,potential hospitalisationand severedisruption of their quality-of-life. Data
for admissiondo acute public hospitalsare of use as proxy measuresof diseaseburden
especiallyfor those at the more severeend of the COPBspectrum.Of those hospitalised
in Ireland with COPD,over 90% have additional co-morbidities while 6.5% require
ventilation (24).
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Figl: Agesexstandardisedhospitalisationratesfor COPDper 100,000populationsfor
selectedOECL[zountries,2015(or nearestyear)

Ireland i67.6
Hungary 354
Australia 306

New Zeabind 2979
Austria ‘
Denmark g2
Germany 255,
Belglum 3
Canada 2129
United Kingdom 118
Norway 30.6
Korea ' 214.2
Istael
Iceland 203
Spain 89.1
OFCD{21) | 27
United States 727
Netherlands 6
Sweden W4 6
Luxembourg 1639
Ceech Republic |
Poland 517
Slovak Republic 45
Fintand |
France 704
Switzerland
Slovenia 030
Mexico B7.1
Chile 3
Portugal 57.9
Italy V 559
lapan 235

0 50 100 150 200 250 300 350 A00
Age-Sex Standardised Rate per 100,000 Population

Source:OECD Health Statistics.

Ireland hasthe highestrate of hospitalistion for COPDof all OECDrountries(Figl1). In
2015 (the latest yearfor which OECDdata are currently available) the age standardised
hospitalisationrate in Ireland basedon OECDage standardisation367/100,000,00,000
populations The national agesex standardisedhospitalisationrate for COPDincreased
slightly between 2009 and 2018, with 354 per 100,000populationsin 2018 compared
with 303 hospitalisationgper 100,000populationsin 2009 (Fig2). Most countriesin the
OECDhave reported a reduction in hospitalisationrates for COPDover recent years,
perhapsasa result of improvementsin accesdo, and the quality of, primary care.Asin
previousyears,the OECDreported that Ireland had the highestagesex standardized
hospitalisationrate for CAPD in 2015, the latest year for which international data is
available. While L NB f hvg¢r&g@rate has decreasedfrom 379 hospitalisationsper
100,000populationsin 2005to 367in 2016,the OECaveragealsodeclined(214to 187).
In Ireland during the three-year period from 20162018, the agesex standardised
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hospitalisationrate by county of residencerangedfrom 242 hospitalisationgper 100,000
populationsin Kerryto 552 hospitalisationger 100,000populationsin Offaly (Fig3) (34).

Hg. 2: Agesex standardisedhospitalisationrates for COPper 100,000populationin
Ireland,2009- 2018
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SourceHospitalln-PatientEnquiry(HIPE)

This discrepancymay be due ¢ in part - to differencesin how countries code their
hospitalisationdata; Irelandusesthe ICD10-AM/ACHIcodingsystemand other countries
that usethis systemwere also abovethe OECDaverage,suggestinghat comparability
acrossthe OECIasa whole may be inappropriate.Thiscaveatnotwithstandinghowever,
differencesin coding alone cannot explainwhy hospitalisationrates in Ireland are the
highestamongall of the countrieslisted.

The hospitalisationfigures for episodesof care for patients with a diagnosisof COPD
dischargedrom adult acute public hospitalsare shownin Table6 below. Alsopresented
are the numbersof inpatient bed daysused (BDU)and mean and medianlength of stay
(LOS)ver this time period. Acrossacute hospitalsin 2017, COPDaccountedfor 3.9%of
all dischargesand 4.4% of all bed days used (in adults aged 35 years and older). In
additionto the 15,127dischargesith a primary diagnosisof COPOrom thesehospitals,
there were a further 14,514episodesof carewhere COPDwasrecordedasa secondary
diagnosisimplying that for 7.6% of inpatient discharges(in adults aged 35 yearsand
older) in adult acute hospitals,COPDwas a factor. Episodesof care with a primary or
secondarydiagnosisof COPDaccountedfor almost 12%of in-patient bed daysin adult
acutehospitalsin 2016,againamongstadultsaged35 yearsandolder (seeTable 7).

Day caseactivity for COPDwas considerablylower: - 1,914 episodesin 2016 acrossall
hospitalsreportingto HIPE.
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Table 5COPD Hospital Admission Rates per 100,000 Population by Cour

of Residence, 20162018

Lower 95% Upper 95%

AgeSex Confidence Limit Confidence Limit

County of Standardised for Admission for Admission
Residence Number of Cases Admission Rate  Rate Rate
Carlow 622 495.0 456.1 533.9
Cavan 660 376.3 347.5 405.2
Clare 762 264.3 245.5 283.2
Cork 3,956 313.7 303.9 323.4
Donegal 2,013 488.4 467.1 509.7
Dublin 11,341 401.5 394.1 408.9
Galway 1,949 338.3 323.3 353.4
Kerry 890 224.6 209.7 239.4
Kildare 1,452 381.7 361.5 401.8
Kilkenny 776 327.0 304.0 350.0
Laois 815 506.5 471.2 541.9
Leitrim 268 289.9 255.0 324.8
Limerick 1,769 384.0 366.1 401.9
Longford 423 439.3 397.4 481.2
Louth 1,159 418.2 394.1 442.3
Mayo 1,346 3635 344.1 383.0
Meath 1,220 338.7 319.5 358.0
Monaghan 412 282.4 255.1 309.6
Offaly 975 552.8 518.1 587.6
Roscommon 758 407.0 378.0 436.0
Sligo 706 405.9 376.0 435.7
Tipperary 1,745 419.1 399.4 438.7
Waterford 826 292.2 272.2 312.1
Westmeath 1,005 520.2 488.0 552.4
Wexford 1,713 463.3 441.3 485.2
Wicklow 883 274.7 256.4 293.0
National 40,444 375.7 372.1 379.4
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Table6 In-patient dischargeswith a primary diagnosisof COPD*n adult acute public
hospitals,2009-2017 (adults aged35 yearsand older)

Year Discharges %of all Rate/100,000 Bed %of all Mean® Mediarf*
COPD* in-patient population days in-patient LOYSD) LOS
discharges used bed days (IQR)
COPBD  used
2009 11,026 3.6% 507 102,907 4.1% 9.3(13.5) 6(3-10)
2010 10,615 3.5% 478 98,718 4.0% 9.3(15.4) 6(3-10)
2011 11,364  3.7% 500 99,269  4.1% 8.7(132) 6(3-10)
2012 13,059 3.9% 567 105,132 4.3% 8.0(13.2) 5(39)
2013 13,830 4.0% 590 109,048 4.4% 7.8(13.5) 5(29)
2014 14,140  3.9% 591 111,349 4.4% 7.8(11.7 5(2-9)
2015 14,489 4.0% 592 115,593 4.4% 7.9(12.1) 5(29)
2016 15,460 4.1% 614 119,787 4.5% 7.7(11.8) 5(29)
2017 15,127  3.9% 591 119,845 4.4% 7.8(12.7) 5(2-9)

SourceHIPE2009-2017.
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Table7 In-patient dischargeswith a primary or secondarydiagnosisof COPD*n adult
acute public hospitals,2009-2017 (adultsaged35 yearsand older)

Year Discharges  %ofall Rate/100,000 Bed %of all
COPD* in-patient population daysused® in-patient
discharges COPD* beddaysused
2009 22,445 7.2% 1033 268,947 10.8%
2010 23,422 7.6% 1056 282,243 11.5%
2011 24,218 7.9% 1065 279,596 11.7%
2012 26,876 7.9% 1167 283,969 11.5%
2013 27,924 8.0% 1191 290,307 11.8%
2014 28,007 7.8% 1171 291,325 11.5%
2015 28,133 7.7% 1150 307,555 11.7%
2016 29,780 7.8% 1182 317,993 11.9%
2017 29,641 7.6% 1158 317,075 11.6%

SourceHIPE2009-2016

Putting respiratory in-patient admissionsin context, in 2016, lung disease(including
cancerof the trachea,bronchusandthe lung)accountedfor 14.0%of all dischargegrom

Irish hospitals(acrossall categoriesand agegroups)and 15.8%of bed daysused. COPD,
pneumoniaand other acute lower respiratory tract infections (as primary diagnoses)
were collectivelyresponsiblefor 7.0%o0f in-patient discharge and 9.7%of bed daysused
in 2016(Figure3) (30).
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Figure3 Percentageof in-patient dischargesand bed daysusedby respiratory

conditions
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Source:HIPEdata 2016. Denominatoris all in-patient admissionsdischargedfrom all hospitals

reportingdatato HIPHallages).

An analysisof emergencyin-patient admissionglischargedrom hospitalsin 2016reveals
that 19%o0f in-patient emergencyadmissiongacrossall ages)were due to lung disease
andrelated cancerqasdefinedabove)andtheseadmissonswere responsiblefor 20%of
bed days used by all emergencyadmissionsto hospital. COPD pneumoniaand other
acute lower respiratory tract infections (againas primary diagnoses)were collectively
responsiblefor 10.5%o0f emergencyin-patient admissons and 13.7%o0f bed daysused

(Figured) (30).

Figure4 Percentageof emergencyadmissionsand bed daysusedby respiratory

conditions, 2016
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SourceHIPEata2016.

Hospitalisationsor COPDclearly increasewith age. In 2016, acrossall age categories
there were almost 16,000in-patient dischargeswith a primary diagnosisof COPDwith

higher numbersseenin those over 60 years.Putting this in context of all hospital in-

patient activity, 6.5%o0f in-patient activity (acrossall hospitalsreporting datato HIPE)n

the 65 to 74-year age bracketwas for episodeswith a primary diagnosisof COPDand

5.4%in the 75 plusagegroup (Figure&6) (30).

If we look at thosewith a primary diagnosisof COPDpneumoniaor other acuteLRThsis

commonlyreported in the UK, the figures are even more startling (31). In total there

were over 45,000in-patient dischargeswith a primary diagnosisof COPDpneumoniaor

other acute LRTIin 2016, again heavily skewedto the older age groups (Figure6). In

those aged 65 to 74 years, 12.5%of all in-patient hospital episodeshad a primary
diagnosisof COPDpneumoniaor other acute LRTIThisnumberrisesto 15.4%in those

aged75andabove(Figure6) (30).

Hgure 5 In-patient respiratory dischargesand dischargeswith a primary diagnosisof
COPDpneumoniaor other acuterespiratorytract infection (LRTI1)2016
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SourceHIPElata2016.Includesall hospitalsreportingdatato HIPE
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Hgure 6 Proportion of in-patient dischageswith a primary diagnosisof COPDor a
primary diagnosisof COPDjneumonia/other acute LRTR016
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SourceHIPEata2016.

In Ireland in 2016, governmentreimbursementfor respiratory medicationsin the GMS
populationwas 113.7 million (11%of the GMSbudget)and 10.7 million (12%of the DPS
budget).Of that, expenditureon medicationsprescribedfor COPORO3Ak adrenergian

combinationwith corticosteroidsor other drugsfor obstructive airway diseaseairway,
and RO3BB - anticholinergics, and RO3Atadrenergics in combination with

anticholinergics)accountedfor approximately67.6 million in the GMSpopulation (32,

33).

Thesecostsdo not include additionaldrugssuchasantibioticsor steroidsnor longterm

oxygentherapy (LTOT)supplyof nebulisersyaccinesetc., or the supplyof medicationin

hospitals. Neither do they account for the out-of-pocket costs by patients who pay
privately for their medication(i.e., those not eligible for a GMScard, or whose monthly

medicafon costs fall below the 144 euro threshold). Hence these figures grossly
underestimatethe spendon pharmaceutical$or the managemenbf COPDn Ireland.

Thisdocumentdescribeghe Model for the National ClinicalProgrammefor Respiratory
following international best practice to be delivered within an integrated service
approach.t coversthe full spectrumof careprovidedin hospitalsandin the community.
TheModel for COPDoutlined in this documert detailshow physiciansnurses,and other
health care professionalstHCPswill work with patients to make the clinical decisions
most appropriate to their circumstancesto allow empowerment of patients to self
manage where possible and to promote collaboration with and between specialist
colleaguesn providingoptimal carefor patientsin the Irishhealthcaresystem.
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COPDs a major causeof morbidity and mortality for patientsin this country. At least
1500 patients die eachyear of this diseaseand over 15,000 patients are admitted to
hospitalwith COPDIt hasa profound effect on patients but also hasa significantstrain
on the health service.Furthermore,we do know there is considerablevariability in the
deliveryof carefor suchpatientswith, for instance,variationin length of stay between
varioushospitalsandin accesgo PulmonaryRehabilitationand COPDBDutreach.

Thereare manyreasonswvhy COPDmanagemenhasnot receivedthe attention and care
it merits. Thereis considerableconfusionabout the nameitself with patientsfrequently
being told that they have asthmaor getting confusedabout the possibilitythey have
emphysema.There is a long progressionfor the diseaseso that symptoms appear
gradually as opposedto other chronic diseasessuch as ischaemicheart diseaseand

cerebralvasculardisease which often havea suddenonset. Therehasbeena degreeof

therapeutic nihilism surrounding the disorder, which has led to undue pessimism
amongsthealthcare providers.Thishasled to a senseof inertia about determiningbest
carefor thesepatients. Theremay be other socialfactorsat work in that the diseaseand

associated mortality is concentrated in patients from more sociceconomic
disadvantagedgroups which are well recognisedto experienceinadequatehealthcare
provision. There may also be a degree of prejudice involved in that the diseaseis

frequently regardedas selfinflicted and this inhibits patients from seekingappropriate
levelsof hedthcare. Thisis not the casefor other chronicdiseaseswhich havelifestyle

relatedrisk factors. Thisis despitethe fact that 10%of patientshaveneverbeensmokers
and manypatientswith COPhavestoppedsmokingmanyyearspreviously.

The National Clinical Programmefor Respiratorywants Ireland to overcome these
attitudes and definesin their model of care (2) the best carethat shouldbe deliveredto
patientswith COPD.

The MOCtakesa holistic, personcenteredand life courseapproachto the provision of
services.It reflects the principles of integrated care which in essenceis to provide
patients with the right care at the right time by the right team in the right place. It
reflectsthe goalsof Healthylreland which are to increasethe proportion of peoplewho
are healthy at all stagesof life, to reducehealth inequalities,to protect the public from
threatsto healthandwellbeingandto createan environmentwhere everyindividualand
sector of societycan play their part in achievinga heathy Ireland. The HealthyIreland
Frameworksetsout a whole of governmentandwhole of societyapproachto addresshe
determinantsof healthandwellbeingacrosshe life course.
TheNationalClinicalProgrammefor Respiratoryproposesto changehow we deliver care
to peoplewith COPDand support a National Model of Integrated Care.The integrated
care will be developedwith the joint involvementof primary, secondaryand tertiary
sectors.

ThisNational ClinicalGuidelinefor Ca°Dhasbeen developedto define the way health
servicesfor people with COPDare delivered. This document is to assistheath care
professionalsin all healthcare settings in assessingand making decisionson the
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managementof COPLby outlining evidencebased treatment protocols. It alsoaimsto
assist policy makers and those planning servicesfor COPDpatients. The document
outlines the best practice integrated care and servicesfor a personwith, or at risk of
developing, COPIasthey progressthrough the stagesof their condition. Specificallythe
keyaimsof the Model areto:

1 preventor delaythe onsetof COPD
1 improvethe deliveryof careto peoplewith COPacrossall levelsof care
1 savethe livesof peoplewith COPD

Throughthe implementation of this Model of Care,the Irish health service will be
ensuringthat the right careis deliveredto peoplewith COPat the right time andin the
right place.

The Model of Carefor COPDreflects the full spectrumof care and serviceprovided in
hospitalsand in the communityfor people with COPDwhich is guided by international
bestpractice.Thespectrumof servicesrangingfrom primary preventionto tertiary care
includes:

1 Primarypreventionandhealthpromotion

Riskfactor identificationand management
Earlydetectionof diseaseand diagnosis
Secondaryprevention

GPled Primarycaremanagemenbf disease
Sharedprimaryand secondarycaremanagemenbf disease

Secondargaremanagemenbf chronicdisease

= =2 =_ =4 -4 A -

Tertiarycare

The spectrun of servicesis ideally delivered acrossfour Levelsof Servicedelivery
/settings which are (Levell) GeneralPractice,(Level2) SpecialistSupportfor General
Practice,(Level3) SpecialistAmbulatory Careand (Level4) Hospital Inpatient Specialist
Cae. Thefour levelsof serviceare descrbed in the Endto EndModel of Care for COPD
(2019)(2).

Thescopeof this guidelinewasbasedon the PIPOHormat: Population, Intervention,
Professionalgpatients, Outcomes and Healthcare setings and context
Gorrespondinghealth questionswere usedto definethe scopeof the guideline.
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Thepopulation wasdefined asdiagnosedwith COP|.e. confirmedas havingCOPD
on spirometry) and over the age of 35. For some questions this also included
experiencingan acuteexacerbationGenderwasmaleor female.
Theinterventionsincludedfive PIPOI&identified by the GDG.
Thesewere

1 Pharmacologicahanagemenbf COPD

Nonpharmacologicananagemenof COPD
Managementf acuteexacerbatiorof COPD

Oxygentherapyprescriptionand monitoringin COPD

= =2 =4 =4

Pathwayshundlesand checklistdor managingacute COPexacerbation

The providers included ConsultantPhysiciansGPs,PublicHealth Specialistshurses,
nurseprescribersambulatorycareservicesphysiotherapistand pharmacists

TheOutcomeswere stratified into:

1 Patient outcomesincludedsurvival,mortality, hospitalisationsreadmissions,
morbidity, diseasespecificquality of life, exercisetoleranceand lung function
e.g.FEVIDurationof episodeof an exacerbationjesshazardgo patientsdue
to inappropriateprescriptionsof oxygen

1 System outcomes included reduction of direct and indirect system costs.
Costsrelated to hospitalisationdue to exacerbationcostsfor prescriptionof
oxygen direct and indirect costs related to length of hospital stay and
readmissions.

1 PublicHealth Outcomeswere mortality and morbidity asprevious

The Healthcare settings included other stakeholderssuch as the HSE,Hospitals,
primary care and the Departmentof Healthaswell as patient groupssuchas COPD
Supportireland

The GDGadheredto the conflict of interest policy set out by the NCECAIl membersof
the group completed the required Conflict of Interest Declaation form. No interests
statedwere deemedto be conflictsin relation to the recommendation®f this guideline.

The Departmentof Health funded the literature search.The economicreview and the
budgetimpact analysisfor the guideline were carriedout by the HealthResearctBoard
Collaborationin Ireland for Clinical EffectivenessReviews(HRBCICER)The evidence
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synthesis team from NUI Galway prepared two reports: (1) Considerations of
Internationalclinicalguidelinesto inform an ADAPTEnethodology;and (2) a systematic
review of settingsfor deliveryof pulmonaryrehabilitationfor COPD.

Many clinicalguidelinesexistinternationallythat addressthe managementof COPDbut
none are specificallyadapted to the Irish context. The NCPCOPDapproachedthe NCEC
wishing to prepare a national clinical guideline. The first step involved assemblinga
GuidelineDevelopmentGroup (GDG)from relevant stakeholdersincludingmembersof
the NCPand other groups(seetable for members). Thefirst meetingof the GDGn 2016
establishedthe scopeof the guideline and the overall work plansthe project. It was
agreedthat the broadfocuswould be (1) Pharmacologicahanagemenbf COP¥2) Non
pharmacologicaimanagenent of COPI3) Managementof acute exacerbationof COPD
(4) Oxygentherapy prescriptionand monitoringin COPDand (5) Pathways pundlesand
checklistdor managingacute COP®xacerbation

Thedevelopmentof the guidelinewas supportedby evidencesynthesisteamsfrom NUI
Galwayand HRBCICERThe evidencesynthesisteam (ESTfrom NUI Galwayprepared
two reports: (1) Consideration®f International clinicalguidelinesto inform an ADAPTE
methodology; and (2) a systematic review of settings for delivery of pulmonary
rehabilitation for COPDHRBCICERompleteda systematicreview of costeffectiveness
andabudgetimpactanalysido supportthe developmentof the guideline

Stepl: Formulatethe key questions

This process began with the development of priority questions requiring evidence
synthesighat the GDelt were mostrelevantto the managemenof COPDnN Ireland.
The evidence synthesisteam (NUIG)implemented strategiesto ensure a shared and
clearly

articulated scopeand questionfor eachreview. Thiswould beginwith a scopingsearch
for the review,whichwill be usedto explorethe likely extent of literature on a particular
topic and to guide the developmentor refinement of the population, intervention,
comparisonand outcome (PICOparameers of the review. Theinitial scopingsearchwas
discussedy NUIGand the GDGand informed decisionson potential review objectives.
The evidencesynthesisteam following this initial discussionprepareddraft objectives,
whichwere sharedwith the GDGandagreementsought.

The GDGand NUIG developeda shared understandingof the scope,timeframe and
deliverablesfor eachreview question.Oncethis was agreed,a protocol for eachreview
was developed.The NUIG formulated 5 key health questions during their review of
international guidelines.The5 & K S Hj tdZSKa (i doddybé presentedin a table 8 with
full questionsdefinedusingthe PIPOHrameworkin AnnexA.
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Table8: 5 health questionsformulated during review by NUIG

Questionl What pharmacologich interventions (beta agonists (LABAS),long
acting muscarinicagents (LAMAS),inhaled corticosteroids(ICSsyand
phosphodiesterasd inhibitors) are effective at reducing mortality
andmorbidity in patientsover 35 yearsof agewith COPD?

Question2 What non pharmacologicalagents (such as pulmonary rehabilitation,
oxygentherapyand vaccinationspare effective at reducingmortality and
morbidity in patientsover 35 yearsof agewith COPD?

Question3 What interventions (nebulised bronchodilators, steroids, antibiotics,
chestphysiotherapyre effective at reducingmortality and morbidity in
patientsover 35 yearsof agewith exacerbation®f COPD?

Question4 What is the appropriate prescription of oxygen therapy effective to
reduce mortality and morbidity for patients over 35 yearsof age with
COPDand what are the optimal monitoring strategiesand assessmen
frequencyfor patientsreceivingoxygentherapy?

Question5 In patients admitted to hospital with an acute exacerbationof COPD
which clinicd pathways,admissionand dischargebundlesor checklists
are most effective at improving patient care by reducing length of
hospital stay and readmissionsand by reducing patient mortality and
morbidity?

Step2 Searchmethodologies,

In developinga national clinicalguidelinefor Ireland,the GDGdecidedto adaptexisting
guidelinesusing the ADAPTEprocess.The EvidenceSynthesisCentre conductedthree
parts of the ADAPTprocess:(1) Assistinghe guidelinegroupin definingthe scopeand
purposeof the guideline;(2) Conductinga systematicsearchfor existingguidelines;and
(3) Assessinghe quality of includedguidelinesoverview.SeeAnnex3.

A comprehensivesearchwas performed to identify relevant guidelines.This included
searchesn PubMed Embase CINAHIand DynaMeddatabasesaswell asgrey literature
sourcesincluding guideline clearinghousesand national websites, professionalbodies
Wg S 6 ankd Govgle.Searchesvere limited to guidelinespublishedin Englishin the last
10 years.Due to the large number of guidelinesmeetingthe inclusioncriteria, a second
round of screeningwas conductedto reduce the number of guidelinesto be made
availableto the GDG Thiswasbasedonthe & wA DR5dENJ S 2 IdiMié&hgiangf the
AGREH quality assessmentool, 3 asrecommendedn the ADAPTEnanual.1.TheRigour
of Developmentdimensioncontainseight items. Guidelineswere included only if they
met all items 1-6. SpecificPIPOHgPopulation,intervention, professionals,outcomes,
healthcaresetting) were identified for eachset of questionsthe GDGwishedto address
through the ADAPTprocess,ThesePIPOHgn=5)relate to (1) the pharmacologicabnd
(2) nonpharmacological management of COPD, (3) the management of acute
exacerbations,(4) the use and monitoring of oxygen therapy, and (5) the use of
checklists,bundles and pathwaysin the care of patients with acute exacerbationsof
COPD.
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Once the draft clinical recommendationswere formulated, HRBCICERconducted a
systematiaeviewof costeffectivenessThefull report is presentedin AnnexC.

In summary, 10 review questionswere developedin line with the PICOSramework
(Appendix3). A systematicsearchfor studies publishedsince 2008 was performed in
Medline, Embaseand grey literature souces. Screening,data extraction and critical
appraisalwere performed independentlyby two reviewerswith any conflicts resolve
through discussion Assessmenbf quality and applicabilityof the international studies
was conducted using the CHEGdist and ISPORtools, respectively. Due to the
heterogeneityof economicstudies,the eviderce wassynthesisedarratively.

Furthersearchmethodologycanbe found in Appendix2.

Step 3: Screen and appraise the evidence

Recordswere screenedby two reviewersindependentlyand a third reviewer resolved
any conflicts. Thequality of guidelineswasassessedby two independentreviewersusing
the AGREH tool 3 and averagepercentagescoreswere calculatedfor eachof the seven
domains. The findings of the quality assessmentof the 17 included guidelinesare

presentedin table 9. Theaveragepercentagescorefor eachdomainof the AGREH tool

and the averageoverall percentagescore judgementis also providedIf a procedureto

updatethe guidelinewasprovided,andthen this item (item 14) of the rigour domainwas

judgedsatisfactoryin accordancewith the AGREH manual,evenif no recentversionof

the guideline had been published.Hence,it was recommendedto look at the date of

publication of the guidelinesaswell asthe rating. Overll AGREH scoresrangedfrom

64.3%to 100%,andthe applicabilitydomainscoredthe lowestmostfrequently. TheNICE
guidelinescoredthe highestin all domainsand overall. However,certain guidelineswith

a more narrow scopethat answereda specificPIPOHalso scored high in quality; for

example the British Thoracicad 2 O A §uid@idedon pulmonary rehabilitation, home

oxygen,or emergencyoxygen.Thus,our recommendationsare primarily basedon the

recommendationgrom the high-quality existingguidelines Fordetailsof which guideline
informed each key question, please refer to individual guideline. The relevant
recommendationswithin these guidelineswere mainly adaptedrather than adopted, as
indicatedin the relevantsectonsandrelated evidencetables

Table9 AGREH Quality assessment
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Step4: Developand gradethe recommendations

TheGDGusedthe & ! R | RArdiceSe 2 NJ 06 ® guldéthe process.

This also involved looking at different processesincludng the Adapte process,
developingsubgroups draft recommendations,permissions,response tracker and
guidelinesrelevant to the PIPOHsMeetings continued which included using the
Adapte tool kit and Processworkbook which was an excel style workbook induded
sections on lists of guidelines, tool matrix, search and selection tool, validity,
applicabilityandtool applicationfor eachPIPOHANNexE).

Thesynthesizednformation wasmadeavailableto the GDGwith anemphasion concise
narrative and the use of evidenceprofiles. The GDGthen provided feedbackto the
evidencesynthesigeam on the information synthesizedThe GDGusedthis information
to generaterecommendationgrom the evidence.Thisinvolvedmeetingsfor discussions
about which recommendations from existing guidelinesto adopt and/or adapt where
pre-meetingemailedfeedbackirom GDGmemberswascollatedto guidethe discussions.

Once the recommendationswere developed, each recommendationwent through a

processof approval by the GDG Thiswas calledd ! OO S LJardd AJLX h&oF G A 2 y ¢
recommendationsEachrecommendationwas sentto eachGDGmembervia a web link

which graded the recommendations. The grading included § NS O2 YYSYWRI G A2y
I OO S LJandiedaS\es O 2 Y Y SigaBglicable® gatientsin the contextofdza S ¢ @
Recommendationsvere finalisedbasedon consensusesponses.

Some recommendationswere adapted from guidelines primarily GOLDand the US
Departmentof VeteranAffairs documenton the managementof COPDIn caseswhere
no recommendationsvere suitableor available expertopinion from the GDGgroup was
used Theprocessfor this includedthe group of expertsworking usinga nominal group
techniqueto brainstorm and talk through and agree the important issues.The system
reviews were used to assistand support these sessions.Eachrecommendationwas
assigneda gradefor quality of evidenceand strengthof recommendationasper Table3.
Thequality of evidence

gradereflectedthe overalllevel of evidenceuponwhichthe recommendationwasbased,
including the directnessof the evidenceto the clinical question, and whether further
researchis likely to changethe recommendation.The strength of recommendationwas
primarilybasedon the quality of evidence.

Finally,GoodPracticePointswere developedby the GDGo provideguidanceon
important aspectsof COPDmanagementthat had little existingevidencebasebut were
agreedby GDGconsensus.

The draft guideline was progressedthrough GDGsub-group meetingsin May to July
2020. Members were asked to verify if any key documents, resources, bodies or
organisationshad been omitted. Oncethe GDGagreedthe final recommendationsand
supporting text, the guideline document was forwarded to two expert reviewers for
consultationand was sent for national stakeholderreview in July 2020 (Appendix4:
Consultatiorreport).
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The COPDGDGensuredthat all stakeholdershad an opportunity to contribute to the
revisionof the COPDhationalclinicalguideline.

Thefinal draft of NCGCOP¥2020)was circulatedto the following for reviewand
feedbackGroup Directors and Directors of Nursingall Hospital Groupsand all
acutehospitals

ClinicalDirectorsHospital Groupsand acute hospitals Hospital/GroupCEOsand
GMs

ONMSDandallNMPDUs/CNMEs
NationalClinicalProgrammeClinicalLeads

(hief ClinicalOfficer,HSE

Nursingand Midwifery Boardof Ireland (NMBI)

Schoolf Nursingand Midwifery, HEIs]reland

Collegeof Medicine,HEIs]reland

Patientgroups- COPDBupprt Ireland,Irisht | { A Asgodidlién
Regulatorybodies

Departmentof Health

CNOoffice DOH

QualitylmprovementDivision

NationalQualityAssuranceand VerificationDivision

Qualityand PatientSafety,

AcuteHospitalsDivisionOffice of the Nursingand Midwifery Services
HospitalGroupClinicalDirectors

HospitalGroup/ 5 h b a Qa

HospitalDirectorsof Nursing,
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AcuteDivisionHospitalChiefExecutiveOfficersand GeneralManagers,
AcuteDivisionHospitalClinicalDirectors,
AcuteDivisionNationalDirectorfor ClinicalStrategyand Programme®ivision
NurseLeadsClinicalStrategyand Programme®ivision
ClinicalLeadsClinicalStrategyand Programmed®ivision
ProgrammeVianagersClinicalStrategyand Programme®ivision
DirectorateNationalClnical Advisorand GroupLeadfor AcuteHospitals
HSB\ationalDirectorof AcuteHospitals
HSBDeputyNationalDirectorof AcuteHospitals
HospitalGroupDirectorsof Nursing
HospitalGroupChiefExecutiveOfficers

NWIP

National AmbulanceService

PHECC

HPSC

HSPC

Microbiology

International external review of the revised COPDguideline was completed by two
expertsin their respectivefields:

Namesto beinsertedon completion
TheCOPDOGDGSs very gratefulto thesereviewersand appreciatesthe time commitment
and expertisethat wasinvolvedin their review. Reviewersvere askedto considerthe

guideline in accordancewith the questions recommendedby the National Quality
AssuranceCriteria for ClinicalGuidelinesVersion2 (HIQA/NCEC2015, p.14). External
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reviewerswere alsoaskedto provide any additionalfeedbackthey felt wasrelevant. All
feedback will be reviewed and incorporated into the revised guideline where
appropriate.

A comprehensivemplementéion plan for this guidelineis outlined in Appendixx. Each
K 2 a LIseniorin@agementteam and Primary care GeneralManagerin conjunction
with the designatedlocal implementation leads should review NCEGNCGNo.1 COPD
(2020), to appropriately plan implementation and recognise the systemwide

implications.

It is recommended that teams use quality improvement (QI) methodology when
implementing recommendations. Such methods enhance stakeholder engagement,
empowermentand adoption through the use of testing, measurementand feedbackon
key interventions. The plan advocatesfor local governancegroups are establishedto
direct ongoing implementation and evaluation. = Governance groups should be
multidisciplinary, have a designated senior clinical lead and senior management
sponsorship. There should be designated local COPD coordinators within the
membership of the governancegroup to coordinate implementation, education and
evaluation,inclusiveof audit. The governancegroup should regularlyreport diredly to
senior managementteam and should actively engage with the quality and risk
governancestructures. Patient representationshould be strongly consideredon these
governancegroups. Patientoutcomesalignedto effectivemanagemenbf COPD.

Someof the potential enablersand barriers for implementation of COPDare listed in
Table 4. Local issues should be identified and action plans initiated to manage
improvementat local hospital level. Hospital Groupsmay considerthe use of a quality
improvementcollaborativestyleapproach.
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Table10. Summaryof enablersand barriersto the implementation of recommendations
(2020)

Enablers Barriers

1 Stakeholdeengagement 1 Stafffamiliarity with current COPD
Model of Careandresistanceo

{ Clinicaichampion(sjandgoodIocal changeof practice

leadership
Absenceof clearlydefinedrolesand

1 Clearlydefinedrolesand responsibilities

responsibilities
T lll-definedor inappropriate

1 Effectivegovernancewith direct
governancearrangements

reportingto seniormanagement
teams fLackof adequateresources.g.staff,
equipment,audit, time designatedo

1 Effectivemultidisciplinaryteamwork orovideclinicalleadership

Effectivecommunicationpathways L
1 P y fInadequatecommunicationsystems

f Ongoingargetededucationand lackingin clarity, standardisation,
trainingandreinforcementof accountability
learnin :
g fInadequateaccesgo education,lack
1 Regularaudit andevaluationwith of developmentof appropriateskill
the resultsinformingquality setrequiredintegratedcare
improvement work . .
P fInadequateaudit and evaluation
1 Patient/family/carerengagement scheduleandresourceslLackof
and coproductionof improvements adequatesystemso supportaudit
1 HSEToolsfor SeltManagementand e.g.ICT dataandanalyticsexpertise
chronicdisease fResistanceo patient/family/carer
1 Supportgroupsandhelplines !nvolvementvvlth audit, evaluation,
Improvement

I Model of Carefor COPD
1 CPD

Barriers to implementation should be identified and addressed as part of the
organisationaquality improvementand patient safetyagenda. Attention to the enablers
listed above and in the implementation plan in Appendix6 (under completion draft
version) will provide guidanceto local sites and Hospital Groupsfor service planning,
developmen andimplementation.

For full implementationof this guideline,it is essentialthat all healthcareprofessionals

responsiblefor the careof adult COPunderstandtheir responsibility accountabilityand
authority for improving care. Improvement should occur in all phasesto include
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anticipation, recognition, escalation,response,assessmentintervention, reassessment,
evaluation, education and governance. This must be supported by clear lines of
accountability,which include systemsthat candetect, and correctlapsesin appropriate,
reliablesafecarein atimely basis.

Fundingfor COPDOimplementationand improvementis subjectto serviceplanningand
the estimatesprocess Howevermanyrecommendationsn COPDepresenta reiteration
of previousgood practice (full BIAreport availablein Annex D ¢ to be included once
availablefrom HRBCICER)

SeniorManagerResponsibilities:
1 Agree and provide a local governance structure to support the
implementation,ongoingaudit and evaluationof patient outcomes pertaining
to the recommendationsof the NCEQICGNo.x COP[§2020).

1 Assignpersonnelwith delegatedresponsibility,accountabilityauthority and
autonomy to implement and evaluate the NCECNCGNo. x COPD(2020).
Providedocumentedclearrolesandresponsibilitiesfor staff.

1 Provide managersand clinician leads with suppot to implement the NCEC
NCGNo. x COPI2020)and ensureclinicalstaff hasaccesgo and undertake
educationand training as appropriateto the successfulmplementationand
evaluatian of COPD.

1 Ensurelocal policies, protocols and procedures are in place to support
implementation and are regularly adapted basedon new learningand as a
resultof qualityimprovementwork.

1 Seekregular reports on implementation and evaluation of COPDfrom the
COPDovernancggroupandprovidedirectionon subsequentctionplans

1 Enableand support implementation coordinatorsand governancegroup by
providing a direct link to corporate governanceteam/senior management
team.

1 Plan for the procurement and implementation of digital technologies
through the estimates and service planning processes to support
implementationand evaluationof NCEQICGNo.x COP¥2020).

Clinicianresponsibilities:
1 Ensurefamiliarity with and complywith the NCEQVCGNo. COP¥2020)andrelated
policies,protocolsand procedures

1 Adhereto relevantcode of professionalkconductand scopeof professionalpractice
appropriateto role andresponsibilities

1 Developand maintainrelevantcompetenciesn the managemenbf COPD.

51



1 Beaware of the role of clinicaljudgment,anticipatorycare and delegation,in using
the NCEQICGNo.x COP[§2020)

1 Seekto provide clinical leadership, mentorship of staff and ongoing
educationof multidisciplinaryteam.

1 Advocateon behalf of patients and staff to hospital seniormanagementfor
the robust developmentof systemsand serviceimprovementto support
implementation, improvement and evaluation of NCECNCGNo.x COPD
(2020).

1 Createandleadengagementvith patient/family/carerto co-producequality
improvementinitiativesfor COPD.

1 Participatein relevant educationprogrammesand contribute to education
andtraining programmedevelopment

1 Advocatefor and use digital technologiesto support implementation and
evaluationof NCEQICGNo.x COP[§2020).

1 Pronote andengagen researcho improve COPD.

1 Assistwith the performanceof clinicaland healthcareauditsassociatedwith
COPD.

Toolsprovided assupportsfor the implementation of NCEQICGNo. x COP2020)
1 Modelof carefor COP2020

T Implementationguidanceisincludedin detail in Appendix 6
T ImplementationguidePulmonaryrehabilitation
1 Implementationguide COPDBDutreach

1 Bundlesof care

Monitoring and evaluation

The key implementation processoutcomes for this guideline overall, and for specific
recommendations,are listed in the logic model and the implementation table in

Appendix6. A key focus of monitoring and evaluationwill be the implementation of

recommendationsThus,the ImplementationTeamwill monitor the degreeto whichthe

guidelineis disseminatedand availablefor usein all clinicalareascaringfor peoplewith

COPDTheaimis that, in acuteand communitysettings,all doctors, nurses,pharmacists,
and health and socialcare professionalsare aware of the guideline and will understand,
accept

and adopt the guideline. This needs to be monitored during implementation by a
combination of methods, to allow the implementation processto be adapted and
tailored to the needs of certain settings/groups.The key serviee outcome for this
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guidelineis a more integrated servicewith careacrossthe continuum Thekey patient-
related outcome of successfuimplementationof this guidelineisimprovedpatient
safety,with decreasedmortality and morbidity associatedwvith inappropriate prescribing
of medicationsandaccesgo services

Monitoring, evaluationand audit are an important part of the implementation of this

initiative. Regularaudit is required to supportimplementationof the recommendations
within this revisedNCGIt is recommendedthat the audit processis coordinatedlocally

by the MDTin eachareaby the local Committee, asper the NCEQNCGNo x COP§2020)

recommendations.lt is recommendedthat the audit processis undertaken from a

multidisciplinaryperspective where appropriate.In planningthe auditsto be undertaken,
considerationshouldbe givento the frequencyof the auditsand competenciegequired

to conduct,interpret, and compilethe final report and recommendations.

COPDAudit Datasets Datasés currently existfor COPDOutreachand RICservicesand
are submittedto the NCPRespiratoryandthe BIU.

ProcessMeasures For processaudits the recommendedstandard required is 100%
compliance Wherethe complianceis lessthan 80%it is proposedthat local action plans
areputin place.

OutcomeMeasures
Thefollowing suggestedutcome measuresare basedon international best practiceand
shouldbe includedin plannedaudit cycle.
1 Patient outcome measurese.g. Hospital length of stay (HLOS)mortality rates
readmissiorrates

StructuralMeasures
Education/Trainingaudit

1 Auditof COPReducation/trainingandevaluationrecord

1 Databaseof staff trained - eachhospitalto maketheir own local arrangementto
bestmeettheir needs

KeyPerformancelndicators (KPIs)

COPDmplementationis supportedby NationalKPIswhich are reported quarterly to the
AcuteBusinesdnformation Unit (BIU) HSE.

Audit Results

Theaudit resultsand reports shouldbe discussedat the appropriate COPDGovernance
group and findings fed upwards to the Hospital Clinical Governance Committee/
Hospital SeniorManagementTeamand to all levelsof staff .TheK 2 & LJhéalthtate a
audit/clinicalaudit cycleas part of the continuousquality improvementprocessshould
inform the audi plan.
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Resultsand learning points can be used in the on-going education delivered by the
designatedCOPDCoordinatorandin the localquality improvementinitiatives.

Additional databases

NQAISClinicalis an online interactive applicationthat analyss K 2 & LI P Edataafd
can provide detailed feedbackto cliniciansand managers.Hospitalscan explore NQAIS
Clinicatlto look at patient outcomes,for example,cardiopulmonaryarrestand ICUlength
of stay.

Furtherdetailson Monitoring andauditin appendix8

The COPDGDGagreedthat the COPDguidelineshould be reviewed on a three-yearly
basisand updatedin line with NCE@roceduresAsa resultNCGNo. 1 (COPD§2020)will
requireupdatingin 2023 by the GDG
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Section3 National ClinicalGuideline

3.1 Pharmacologicalnterventionsfor the Managementof COPD

HEALTHQUESTION: What pharmacologicainterventions (beta agonists(LABAS)long

actingmuscarinicagents(LAMASs),nhaled corticosteroids (ICSsand phosphodiesterase
4 inhibitors) are effective at reducingmortality and morbidity in patients over 35years
of agewith COPD?

POPULATIOKSpecifypatient and conditioncharacteristics)

Age

Ageover35

Clinicalcircumstances

Patients diagnosedvith COPi.e. confirmedashavingCOPbn spirometry)

Gender

Male or female

INTERVENTIONSpecifyintervention(s)type(s)and characteristics)

Treatments/care

Pharmacologicahterventions(includingbeta agonistsLABAs)ongacting
muscarinicagents(LAMAs)inhaledcorticosteroidgICSsand phosphodiesterasé
inhibitors)

Followup

Anyfollow up time betweenreceivingthe diagnosiof COPCanddeath

PROFESSIONALBATIENTS)Targetedusers)

Providers

Physicianspurseprescribers

Stakeholders

Dept.of Health,HSEhospitals primarycare

Patients

Patientswith COPD
OUTCOMEPurposeof the guideline)

Patient outcomes
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Survivalmortality, exacerbationshospitalisationsreadmissionsmorbidity
(diseasespecificquality of life, exerciseolerance,lungfunctione.g.FEV1)

Systemoutcomes

Reducdirect andindirect systemcosts

Publichealth outcomes

Mortality and morbidity asabove

HEALTHCARESETTING/CONTEXT

Organisations

Hospitalsand primary care

Evidencestatementfor Questionl

Asneededuseof SABAsnd LAMAsSmprovesFEVL and symptoms.Bronchodilatordose
response(FEV1 change)curvesare relatively flat with all classesof bronchodilators.
Increasingthe dose of either a beta 2 -agonistor an anticholinergicby an order of
magnitude especiallywhen givenby a nebulizer,appearsto provide subjectivebenefitin
acute episodesbut is not necessarilyhelpful in stable disease.Combinationsof SABAs
and SAMAsare superior comparedto either medication alone in improving FEV1 and
symptoms.

LAMAtreatments (tiotropium) improve symptomsand health status. Theyalsoimprove
the effectivenessof pulmonary rehabilitation and reduce exacerbationsand related
hospitalizations.Clinicaltrials have showvn a greater effect on exacerbationrates for
LAMAtreatment versusLABAreatment.

There are numerous combinationsof a LABAand LAMAIn a single inhaler available.
Thesecombinationsimprove lung function comparedto placebo;this improvementis
consistantly greater than long acting bronchodilator monotherapy effects although the
magnitude of improvement is less than the fully additive effect predicted by the
individualcomponentresponses.

One study in patients with a history of exacerbationsndicated that a combination of
long-acting bronchodilators is more effective than longacting bronchodilator
monotherapyfor preventingexacerbationsAnother study in patients with a history of
exacerbationsconfirmed that a combination LABA/LAMAdecreasedexacerbdions to a
greaterextentthan anICS/LAB&ombination.

In vitro evidencesuggestshat COPEassociatednflammationhaslimited responsiveness
to corticosteroids.In vivo data suggestthat the doseresponserelationshipsand long
term (>3 years)safetyof inhaledcorticosteroids(ICS)n patientswith COPDare unclear
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and require further investigation.Most studieshave found that regulartreatment with
ICSalone doesnot modify the long-term declineof FEV1 nor mortality in patients with
COPDsStudiesand meta-analysesassessinghe effect of regulartreatment with ICSalone
on mortality in patientswith COPDhavenot providedconclusiveevidenceof benefit.

In patientswith moderateto very severeCOPIand exacerbationsan ICScombinedwith
a LABAis more effectivethan either componentalonein improvinglung function, health
status and reducingexacerbationsClinicaltrials powered on all-causemortality as the
primary outcome failed to demonstratea statistically significanteffect of combination
therapyon survival.

Posthoc analysedrom severaltrials suggesthat eosinophilcountsin sputumand blood
may serve as a biomarker to predict the efficacy of ICSin particular regarding
exacerbatiormprevention.

Thereis high quality evidencefrom randomized controlled trials (RCTs}hat ICSuse is
associatedwith higher prevalenceof oral candidiasishoarse voice, skin bruising and
pneumonia.Patientsat higherrisk of pneumoniaincludethose who currently smoke,are
aged> 55 years,havea history of prior exacerbation®r pneumonia,a body massindex
(BMI)<25kg/m 2, apoor MRCdyspnoeagradeand/or severeairflow limitation.

Adding a LAMA to existing LABA/ICSmproves lung function and patient reported
outcomes,in particularexacerbatiorrisk. A recent RCTdemonstratedthat addinglCSto
LABAplus LAMAIn patients with severeCOPDas basedon spirometrywith a history of
exacerbationsvasassociatedvith areductionin exacerbationsnd hospitalisations.

A number of recent studieshave shownthat blood eoisinophilcounts may protect the
magnitudeof the effect of ICSaddedto regularmaintenancebronchodilatortreatmentin
preventingfuture exacerbationsincreasingeffectsmay be observedat highereosinophil
counts.Datahassuggestedhat ICScontaining regimenshavelittle or no effect with an
eosinophilcount of <100cellsper microlitre. Thisthresholdis usedto identify patients
with a low likelihood of treatment benefit with ICS Patientswith an eosinophilcount of
>300cellsper microlitre appearto havethe greatestlikelihoodof treatment benefit with
ICS.

Consequently,|ICStreatment can be consideredin patients with a strong history of
exacerbation®f COPDQvith more thantwo exacerbationger yearor one hospitalisation,
an eosinophi count of >300 cells per microlitre or a history suggestiveof asthma.
Converselyfactors againstthe use of ICSwould include repeated pneumoniasor an
eosinophilcountof <100cellsper microlitre.

Whenatreatmentis givenby the inhaledroute the importanceof educationandtraining
in inhaler device technique cannot be overemphasized.Inhalation devices include
nebulizers,metered-dose inhalers (MDIs) used without spacers,soft-mist inhalersand
breath-actuateddevices.e., breath-actuatedMDIs(BAls)and singledoseand multi-dose
dry powderinhalers(DPIs).

Randomizedcontrolled trials have not identified superiority of one device/formulation.
However, patients included in these trials are usually those who master inhalation
techniqueandreceiveproper educationandfollow-up regardingthis issue,andtherefore
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may not be reflective of normal clinical practice. On averagemore than two thirds of
patientsmakeat leastone error in usingan inhalationaldevice.

Observationabktudieshaveidentified a significantrelationshipbetweenpoor inhaleruse
and symptomcontrol in patientswith COPDDeterminantsof poor inhalertechniquein

COPDpatientsinclude:older age,useof multiple devices,andlackof previouseducation
on inhaler technique. In such populations,educationimprovesinhalation techniquein

some but not all patients, especiallywhen the & i S-b D Rdpgroach (patients being
askedto show how the devicehasto be used)is implemented.It is important to check
that patientscontinueto usetheir devicecorrectly.Lackof placebodeviceswithin clinical
areasis often a limitation andbarrierto providingquality inhalertechniqueinstructionto

patients.Encouraging patient to bring their own devicesto clinicis a usefulalternative.
Thosewho do not reachmasterymayrequire a changein inhalationaldeliverydevice.

Themainerrorsin deliverydeviceuserelate to problemswith inspiratoryflow, inhalation
duration, coordination, dose preparation, exhalationmaneuverprior to inhalation and
breath holding following dose inhalation. There is no evidence for superiority of
nebulizedtherapy over hand-held devicesin patientswho are ableto usethesedevices

properly.

The PDE4 inhibitor roflumilast is a once daily oral medication with no direct
bronchodilatoractivity. Roflumilastreducesmoderate and severeexacerbationdreated
with systemiccorticosteroidsin patients with chronic bronchitis, severeto very severe
COPDanda history of exacerbationsTheeffectsare alsoseenwhenroflumilastis added
to long-acting bronchodilators,and in patients who are not controlled on fixed-dose
LABA/ICSombinations.The major issuewith roflumilastis tolerability with weight loss,
abdominal discomfort, nausea and diarrhea often causing discortinuation.

Thereis limited and contradictoryevidenceregardingthe effect of low-dosetheophylline
on exacerbatiorrates. Toxicityis a particularproblemwith xanthinederivativesandis
doserelated,whichisa particularproblemwith xanthinederivatvesbecauseheir
therapeuticratio issosmall.

Recent studies have demonstrated a reduction in exacerbationfrequency with the
macrolideantibiotic azithromycintaken250mgoncedaily for 12 monthsandalsousinga
dosing regimen of 500mg three times weekly. There was a statistical significant
associationwith hearinglossin the treatment group in 1 study while a further study
identified diarrheaasa frequent side-effect. In a post hoc analysist wassuggestedhat
the benefit observedwith azithromycin maybe reducedin activesmokers.

In COPDpatientsnot receivinginhaledcorticosteroidsyegulartreatment with mucolytics
such as carbocysteineand N-acetylcysteinemay reduce exacerbationsand modestly
improve health status. Due to the heterogeneity of studied populations, treatment
dosingand concomitanttreatments, currently availabledata do not allow one to identify
preciselythe potential target populationfor antioxidantagentsin COPD.
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Leukotrienemodifiershavenot demonstratedrepeatedbeneit in COPalthoughstudies
examiningtheir utility in COPDpatientsare limited.

Because AATD is rare, formal clinical trials to assessefficacy with conventional
spirometricoutcome have never beenundertaken.However,a number of observational
studies suggesta reduction in spirometric progressionin treated versus non-treated

patients and that this reduction is most effective for patients with FEV1 35-49%
predicted.Neveror ex-smokerswith an FEVL of 35-60%predictedhavebeensuggested
asthosemostsuitablefor AATDaugmentationtherapy.

More recentlystudiesusingsensitiveparametersof emphysemarogressiordetermined
by CTscanshaveprovidedevidencefor an effect on preservingungtissuecomparedto
placebo.However not all patientswith AATDdevelopor persistwith rapid spirometric
progressiorespeciallyfollowing smokingcessation Sincethe purposeof augmentation
therapyisto preservelungfunctionandstructureit seemdogicalto reservesuch
expensiveherapyfor thosewith eviderce of continuedand rapid progressiorfollowing
smokingcessationIndividualdiscussioris recommendedwith considerationof the cost
of therapyandlackof evidencefor muchbenefit. Themainlimitation for this therapyis
veryhighcost.

Recommendation 1

Short acting bronchodilators

Inhaledshortactingbeta 2 agonisty SABAs3houldbe prescribedto patientswith
confirmedCOPDwhererescuetherapyis needed.

Grade of recommendation: (Grade A)

Recommendation 2

Long acting bronchodilators

2.1. Longactingbronchodilatorsshouldbe offered to patientswith confirmed
stableCOPDwho continueto haverespiratorysymptoms(e.g.dyspnoeaor cough)
(Grade A)

2.2. Inhaledlongactingmuscarinicagents(LAMAsshouldbe offered to patientsas
first line maintenancetherapyin patientswith confirmedstable COPDQvho have
continuedrespiratorysymptoms(e.g.dyspnoeagcough)or who havea history of
exacerbationsvith COPD(Grade A)

2.3. In patientswith confirmedstable COPDRvho are on inhaledLAMASor inhaled
LABAsloneand havepersistentdyspnoeaon monotherapycombinationtherapy
with both LAMAsand LABASs superiorto LAMAsr LABAsloneandis
recommended(Grade A)

Strength of recommendation: Grade A
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Recommendatior3

Inhaledcorticosteroids

3.1. Offeringaninhaledcorticosteroid(ICS)n symptomaticpatientswith confirmed
stableCOPZasfirst line therapyis not recommended(GradeA)

3.2 Regulartreatmentwith ICSncreasegshe risk of pneumoniaespeciallyin those
with severediseasgGradeA)

3.3AnICSombinedwith a LABAs more effectivethan individualcomponentsn
improvingfunctionand health statusand reducingexacerbationsn patientswith
exacerbationgnoderateto verysevereCOP¥GradeA)

3.41In patientswith confirmedCOPDwvho are on combinationtherapywith LAMAS
and LABAsnd havepersistentdyspnoeaor frequent COPexacerbationsit is
suggestedhat the additionof an ICSmaybe reasonableBloodeosinophilcount
may be usedasa biomarkerfor estimatingthe efficacyof inhaledcorticosteroids
(ICS¥or the preventionof exacerbationslt hasbeenrecognisedhat thereisa
continualrelationshipbetweenthe effectsof an ICSand eosinophilcounts.(Grade
B)

Strengthof recommendation:GradeA & B

Recommendation 4

Inhaler technique

4.1. It isrecommendedthat eachpatient commencedon an inhaler devicewould
be providedwith instructionsand a demonstrationof proper inhalationtechnique
prior to usingthe device and that suchtechniqueis checkedon a regular basis
subsequently.Inhaler technique and adherenceto therapy should be assesse
before concludingthat current therapy is insufficient and a changein therapy
considered.

o

Strength of recom mendation: Expert Opinion
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Recommendatiorb

Roflumilast

In selectedpatientswith the chronicbronchiticphenotypeof COPDwith severeto
verysevereair flow obstructionand history of exacerbationsa phosphodiesterase
4 (PDE4) inhibitor maybe reasonableadd on to therapywith a LAMAand LABA
and possiblyiICSThisrecommendationis not reimbursementby the HSE.(GradeB)

Strengthof recommendation:GradeB

Recommendatiorb

Theophyllines
In certainselectal patients,the addition of atheophyllinemaybe reasonable.

Strengthof recommendation:GradeB

Recommendation/

Prophylactiaiseof MacrolideAntibiotics

In patientswho havesevereCOPDwith two treated exacerbation&ndare non-
smokersthe addition of azithromycinmaybe consideredor one year.
Thisneedsto be donein conjunctionwith RespiratorySpecialisadvicewith
surveillanceor bacterialresistanceand sideeffectssuchasimpairedhearingand
cardiacarrhythmias.

Strengh of recommendation:GradeA
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RecommendatiorB

Antioxidantsand mucolytics

Theuseof mucolyticand antioxidantsin routine practicefor managemenof
patientswith COPDs not recommended

Srength of recommendation:ExpertOpinion

Recomnendation 9

Leukotrieneantagonists

Arole for leukotrienereceptorantagonistdn the managemenbf patientswith
COPDs not recommended

Strengthof recommendation:ExpertOpinion

Recommendatiori0

AlphaOneAnti-trypsin (AATDAugmentationTherapy

It isrecommendedhat AATDaugmentationtherapymight be consideredn young
patientswho are neveror ex-smokerswith an FEVL of 35-60%predictedwith
continuedand progressivalisease Thisrecommendationis dependenton
reimbursementapprovalby HSE.

Srength of recommendation:GradeB
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POPULATIOKSpecifypatient and conditioncharacteristics)

Age

Ageover35

Clinicalcircumstances

Patientsdiagnosedvith COPLi.e. confirmedashavingCOPDbn spirometry)

Gender

Male or female

INTERVENTIONSpecifyintervention(s)type(s)and characteristics)

Treatments/care

Prescriptiorand monitoring of oxygentherapy

Followup

Anyfollow up time betweenprescriptionof oxygenand death

PROFESSIONALBATIENTS)Targeteduserg

Providers

Physicianspurseprescribersphysiotherapists

Stakeholders

Dept.of Health,HSEhospitals primarycare

Patients

Patientswith COPD

OUTCOMEPurposeof the guideline)

Patientoutcomes

Survivalmortality, readmissionsgorbidity (diseasespecificquality of life, exercise

tolerance,lungfunctione.g.FEV1)lesshazardfor patientsdueto inappropriate

prescription

Systemoutcomes
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Costdor prescriptionof oxygen,

Publichealth outcomes

Mortality and morbidity asabove

HEALTHCARESETTING/CONTEXT

Organisations

Hospitalsand primary care,ambulatorycare/homecare

Evidencestatementfor Question2
Recommendatiorll SmokingCessation

Smokingcessationhasthe greatestcapacityto influencethe natural history of COPDIf
effective resourcesand time are dedicatedto smokingcessationjJong-term quit success
ratesof up to 25%can be achieved.Pharmacotherapynd nicotine replacementreliably
increaseongterm smokingabstinencerates.

The effectivenessand safety of e-cigarettesas a smokingcessationaid is uncertain at
present.

Recommendationl 2 InfluenzaVaccination

Influenzavaccinationcanreduceseriousillness(suchaslower respiratorytract infections
requiring hospitalization)and death in COPDpatients.Only a few studieshaveevaluated
exacerbationsand they have shown significant reduction in the total number of

exacerbationsper vaccinated subject compared with those who received placebo.
Findingsfrom a populationbasedstudy suggestedthat COPDpatients particularly the

elderly, had decreasedrisk of ischemicheart diseasewhen they were vaccinatedwith

influenzavaccineover manyyears.Occurrenceof adversereactionsis generallymild and
transient.

Recommendationl3 Pneumococca¥/accination

The 23-valent pneumococcapolysaccharideraccinePPSV23asbeen shownto reduce
the incidenceof communityacquired pneumoniain COPDpatients aged <65 with an
FEV1< 40% predicted and in those with comorbidities).In the general population of
adults over 65 years the 13-valent conjugated pneumococcalvaccine (PCV13) has
demonstrated significant efficacy in reducing bacteraemia and serious invasive
pneumococcatlisease.

Recommendationl4 Pulmonaryrehabilitation

Pulmonaryrehabilitationis definedasd lcomprehersiveintervention basedon thorough
patient assessmentfollowed by patient-tailored therapies that include, but are not
limited to, exercise training, education, SelfManagement intervention aiming at
behaviour change, designedto improve the physicaland psychologicalcondition of
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people with chronic respiratory diseaseand to promote the longterm adherenceto
health-enhancingd S K @A 2 dzNB& ® ¢

Pulmonaryrehabilitation should be consideredpart of integrated patient management,
and usuallyincludesa range of healthcareprofessionaldo ensureoptimum coverageof
the many aspects involved. Patients should undergo careful assessmentprior to
enrolment, including identification of the LJ- (i A §oAl§, §pécific healthcare needs,
smoking status, nutritional health, SelfManagement capacity, health literacy,
psychologicalhealth status and social circumstancescomorbid conditions as well as
exercise capabilitiesand limitations. Optimum benefits are achievedfrom programs
lasting6 to 8 weeks.

Pulmonaryrehabilitation is appropriate for most patients with COPD The benefits to
COPDpatients from pulmonary rehabilitation are considerableand rehabilitation has
been shown to be the most effective therapeutic strategy to improve shortnessof
breath, health statusandexercisetolerance.

Limiteddata existregardingthe effectivenessf pulmonaryrehabilitation after an acute
exacerbationof COPDput systematicreviews have shown that among those patients
who have had a recent exacerbationd XXweeksfrom prior hospitalzation), pulmonary
rehabilitation can reduce readmissionsand mortality. However, initiating pulmonary
rehabilitation beforethe LJI i A @sghar@einay compromisesurvivalthrough unknown
mechanisms.

Pulmonaryrehabilitationcanbe conductedat a rangeof sitesandthere doesnot appear
to be any advantageof delivering pulmonary rehabilitation in a hospital setting over
servicesgn the community.

Pulmonary rehabilitation also allows the promotion of SelfManagement initiatives.
Systematigeviewshaveprovidedevidencethat SelfManagementinterventionsimprove
outcomesin COPDA Cochranereview on COPDSelfManagementreported that Self
Managementinterventions that include written negotiated action plans for worsening
symptomsled to a lower probability of both respiratoryrelated hospitalizationand all
causehospitalizationsSelfManagementinterventionsalsoimprovedhealth status.

Recommendationl5 OxygenTherapy

The longterm administration of oxygen(> 15 hours per day) to patients with chronic
respiratory failure has been shownto increasesurvivalin patients with severeresting
hypoxemia. Long term oxygen therapy does not lengthen time to death or first
hospitalizationor provide sustainedoenefit for any of the measuredoutcomesin patients
with stableCOPandrestingor exerciseinducedmoderatearterial oxygendesaturation.

Althoughair travel is safe for most patients with chronicrespiratoryfailure who are on
longterm oxygentherapy, patients should ideally maintain an in-flight PaG of at least
6.7 kPa. Studiesindicate that this can be achievedin those with moderate to severe
hypoxemiaat sealevel by supplementaryoxygenat 3 liters/min by nasalcannula.Those
with a restingoxygensaturation> 95%and 6-minute walk oxygensaturation> 84%may
travel without further assessmentalthough it is important to emphasizethat resting
oxygenationat sealevel doesnot excludethe developmentof severehypoxemiawhen
travelling by air. Careful considerationshould be given to any comorbidity that may
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impair oxygendeliveryto tissues(e.g.,cardiacimpairment,anaemia) Also,walkingalong
the aislemay profoundlyaggravatenypoxemia.

Recommendatioril6 Nutritional Support

Low body mass index and particularly low-fat free massis associatedwith worse
outcomes in people with COPD.In malnourished patients with  COPD,nutritional

supplementationpromotessignificantweight gainand leadsto significantimprovements
in respiratorymusclestrengthand overallhealth-related quality of life.

Recommadation 17 LungVolumeReductionSurgery

LVRSis a surgical procedure in which parts of the lungs are resected to reduce
hyperinflation, making respiratory muscles more effective pressure generators by
improvingtheir mechanicalefficiency., LVRSncrease the elasticrecoil pressureof the
lung andthus improvesexpiratoryflow ratesand reducesexacerbations, In an RCTthat
included severe emphysemapatients, with an upper lobe emphysemaand low post
rehabilitation exercisecapacity,LVRSesulted in improved survivalwhen comparedto
medicaltreatment.

Bullectomyis an older surgicalprocedurefor bullous emphysema.Removalof a large
bulla that does not contribute to gas exchangeand is, or has been, responsiblefor

complicationsdecompressegshe adjacent lung parenchyma.ln selected patients with

relatively preservedunderlyinglung, bullectomyis associatedwvith decreaseddyspnoea,
improvedlungfunction and exercisetolerance.

Bronchoscopi@approacheshavebeenusedto providea lessinvasiveappraachto reduce
hyperinflation. These techniques have different approachesbut all have a similar
objective of reducing thoracic volume to improve respiratory mechanics.Bronchial
stentinghasbeendemonstratednot to be effective but a large multi centre, prospective
randomised controlled trial of endobronchial valve placement in patients with
heterogenous emphysema distribution and little or no collateral ventilation
demonstrated significant clinically meaningful benefits over standard care in lung
function, dyspnoea.exercisecapacityand quality of their life out to at least 12 months
post procedure.Other studieshave shown similar results howeverthe proceduredoes
have a high pneumothoraxrate. Other smallerstudiesusingthermal paper ablation or
implanted coilshaveshownsimilarresults.

Recommendationl8 LungTransplantation

In appropriatelyselectedpatients with very severeCOPDIung transplantationhasbeen
shown to improve health status and functional capacitybut not prolong survival.Lung
transplantationis limited by the shortageof donor organs.

Recommendatioril9 Monitoring of Spirometry

COPDs a slowly progressivedisorder which does not display significantdifferencesin

spirometricvaluesover a short period of time. Thereis someevidencein clinicalpractice
that pulmonaryfunction studiesare done repetitively in patientsfor no apparentclinical
benefit. Thereare obviouslycostsinvolvedin doingthesestudiesand an opportunity cost
in terms of other patientsnot beenableto acces studiesdue to pressureon resources.
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Consequentlyit isreasonableo perform spirometryonly at an interval of approximately
two yearsin stablepatients.

Recommendatior?0 Roleof Palliative Care

Palliativecareis a broadterm that encompassespproachesto symptomcontrol aswell
as managementof terminal patients closeto death. The goal of palliative care is to
preventand relieve suffering,andto supportthe bestpossiblequality of life for patients
andtheir families,regardlessf the stageof diseaseor the needfor other therapies.Even
when receiving optimal medical therapy many patients with COPD continue to
experiencedistressingbreathlessnessjmpaired exercise capacity, fatigue, and suffer
panic,anxiety & depression.Someof these synptoms can be improvedby wider use of
palliativetherapiesthat in the pasthaveoften beenrestrictedto end-of-life situations.

Opiates,neuromuscularelectrical stimulation (NMES) chest wall vibration (CWV)and
fans blowing air onto the face can relieve breathlessnessThereis no evidencefor a
beneficialeffect of benzodiazepinesOxygenmay offer somebenefit evenif the patientis
not hypoxemic(Sp02 > 92%).Pulmonaryrehabilitation is effective and in severecases
non-invasiveventilation can also reduce daytime breathlessnessRefractorydyspnoea
may be more effectively managedwith a multidisciplinary integrated palliative and
respiratorycareservice.

In many patients,the diseasedrajectory in COPDs markedby a gradualdeclinein health

status and increasingsymptoms,punctuatedby acute exacerbationghat are associated
with an increasedrisk of dying. End of life care should also include discussionswith

patients and their families about their views on resuscitation,advancedirectives and

place of death preferences.At an individual level, prediction of 6-month survival in

patients with COPDis unreliable and therefore early discussionof these issuesis

important.

Recommendationll

SmokingCessation

Smokingcessatiormeasuresare reconmendedfor the preventionof COPDio
includeadviceon smokingcessationnicotinereplacementherapyand
pharmacotherapy.

At the moment, the effectivenessand safetyof E.cigarettesasa smokingcessation
aidisuncertain

Strengthof recommenddion: GradeA
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Recommendationl2
Influenzavaccination
Theprovisionof annualinfluenzavaccinationisrecommended. -1 1)

Strengthof recommendation:GradeA

Recommendation13
Pneumococcalaccination
Theprovisionof the pneumococcataccinationsrecommended. - 1))

Strengthof recommendation:GradeB

God practicepoint
When offering vaccinationsstaff shouldillustrate benefits, potential side effects
and provide HSBpatient information leaflets on flu and pneumoniavaccinations.

If patient isrecommendedto havevaccinationsby specialiststaff this shouldbe

documentedin letters to their GP

Recommendatiorl4

Pulmonaryrehabilitation

Theprovisionof pulmonaryrehabilitationto stablepatientswith exercisdimitation
despitepharmacologicaireatmentisrecommended(GradeA) (-1 1)
Theprovisionof pulmonaryrehabilitationto patientswho haverecentlybeen
hospitalisedfor an acuteexacerbaton of COPDsrecommended(GradeB) (-1 1

Strengthof recommendation: GradeA &B

God practicepoint

All patientswho fit the criteriashouldbe offeredreferralto a Pulmonary
RehabilitationProgramme

SeltManagementeducationis keyto supportingpatientwith COPDo give
them the skills,knowledgeand confidentto managetheir condition. HCP
provideeducationon COPDmedicationmanagementSeltManagement
andlife stylechanges.
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Recommendationl5

OxygenTherapy

15.1Theprovisionof longterm oxygentherapyto patientswith chronicstable
hypoxemiawith a PaO2essthan 7.3 Kpaor a Pa02between7.3and 8Kpawith
signsof tissuehypoxia(haematocritgreaterthan 55%,pulmonaryhypertensionor
cor pulmonale)isrecommended(GradeA) (GOLD)

15.2The provisionof oxygenfor patientswith moderatehypoxemianocturnal
desaturation,or exerciseinduceddesaturationin patientswith COPDs not
routinely recommended(GradeA) (-1 1)

Strength of recommendation: Grade A

Goodpracticepoint

w Patientswho require anassessmentor oxygentherapyshouldbe referredto
an oxygenassessmentlinicfor aformal assessment

w Patientson LTOTshouldbe reviewedon aregularbasis

w Educationandtrainingon the safeuseof LTOTshouldbe part of initial and
subsequentissessmentand on commencemenbf AmbulatoryOxygenTherapy
(AOT)

Recommendatiornl6

Nutritional support

Nutritional supportshouldbe consideredn all malnourishedpatientswith COPD
(GOLD)

Strengthof recommendation:GradeB

God practicepoint
w Weightshouldbe monitored on aregularbasis
w Referralto dietetic servicesshouldbe consideredin patients with obesityand

evidenceof malnourishment
w Thosewith musclewastagecanbe consideredfor referral alongwith exercise
prescription
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Recommendationl?7

Lungvolumereductionsurgery

17.1 Lungvolumereductionsurgeryisrecommendedor carefullyselected
patientswith upperlobe emphysemaandlow postrehabilitationexercisecapacity.
(GradeA)

17.2 In selectedpatients, bullectomycanalsobe recommended(GradeC)
17.3In selectedpatientswith advancedemphysemabronchoscopignterventions
canreduceend-expiratorylungvolumeandimproveexerciseolerance;health
statusandlungfunctionat 6 to 12 monthsfollowing treatment. Interventionscan
includeendobronchialvalves(GradeA); lung coils(GradeB);and paperablation
(GradeB)

Strength of recommendation: Grade A & C

Recommendatiorl8

Lungtransplantation

It isrecommendedhat appropriatelyseleded patientswith very severeCOPbe
consideredor lungtransplantationsurgery.

Strengthof recommendation:GradeC

Recommendationl9

Monitoring of Spirometry

In stablediagnosedCOPDpatients,declinein FEVL neednot be trackedby
spirometrymore frequentlythan everytwo years.

Strengthof recommendation:(ExpertOpinion)

Recommendatior?0

Roleof PalliativeCare

ForadvancedCOPL[xare, patientsshouldbe referredto a palliativecarespecialist
asappropriate.

Strengthof recommendation:(ExpertOpinion)
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God practicepoint
w Patientsexperiencingefractorycoughor breathlessnestavingbeenprovided
optimal treatment shouldhavereferralto palliativecareconsideredor support

andopinionregardlesof stageof disease.
w Carefulsensitiveexplanationasto the nature of the referral needsto be had
with patientsprior to referral.

3.1.3. Managementof acute exacerbationsof COP

HEALTH QUESTION3. What interventions (nebulised bronchodilators, steroids,
antibiotics, chest physibtherapy) are effective at reducing mortality and morbidity in

patients over 35 yearsof agewith exacerbationsof COPD?

POPULATIOKSpecifypatient and conditioncharacteristics)

Age

Ageover35

Clinicalcircumstances

Patients diagnosedwith COPD(i.e. confirmed as having COPDon spirometry)
experiencingan acuteexacerbation

Gender

Male or female

INTERVENTIONSpecifyintervention(s)type(s)and characteristics)

Treatments/care

Pharmacologicaland non-pharmacological interventions (including nebulised
bronchodilators steroids,antibiotics,chestphysiotherapy)

Followup

Followup time of up to 30 dayspost-exacerbation
PROFESSIONALBATIENTS)Targetedusers)

Providers

Physicianspurseprescribers,nurseqhysiotherapists

Stakehotlers

Dept.of Health,HSEhospitals primarycare

Patients

Patientswith COPD
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OUTCOMEPurposeof the guideline)

Patientoutcomes

Survivalmortality, readmissionsmorbidity (diseasespecificquality of life, exercise
tolerance,)
Durationof episodeof the exacerbation

Systemoutcomes

Costgelatedto hospitalisationdue to exacerbation.

Publichealth outcomes

Mortality and morbidity asabove

HEALTHCARESETTING/CONTEXT

Organisations

Hospitalsand primary care

Recommendatior?1 Bronchodilatortherapy

Shortacting inhaled beta agonists,with or without short-acting anticholinergics,are
recommendedasthe initial bronchodilatorsto treat an acute exacerbation A systematic
review of the route of delivery of short-acting bronchodilatorsfound no significant
differencesin FEV1 between using metered dose inhalers (MDI) (with or without a
spacerdevice)or nebulisersto deliver the agent, althoughthe latter may be an easier
deliverymethodfor sickerpatients.

Recommendatior?2 Steroids

Shortacting inhaled beta agonists,with or without short-acting anticholinergics,are
recommendedasthe initial bronchodilatorsto treat an acute exacerbation A systematic
review of the route of delivery of short-acting bronchodilators found no significant
differencesin FEV1 between using metered dose inhalers (MDI) (with or without a
spacerdevice)or nebulisersto deliver the agent, althoughthe latter may be an easier
deliverymethodfor sickerpatients.

Recommaedation 23 Antibiotics

Datafrom studiesindicate that systemicglucocorticoidan COPDexacerbationsshorten
recoverytime andimprovelungfunction (FEVL). Theyalsoimprove oxygenationthe risk
of early relapse,treatment failure, and the length of hospitalization.A dose of 40 mg
prednisoneper day for 5 daysis recommended.Thereis no need to taper the dose.
Therapywith oral prednisoloneis equally effective to intravenousadministration. Oral
therapy is associatedwith lower overall dosesof corticosteroid and may be associated
with earlierdischarge.
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Althoughthe infectiousagentsin COPDexacerbationsanbe viral or bacterialthe use of
antibiotics in exacerbationsremains controversial. The uncertainties originate from
studies that did not differentiate between bronchitis (acute or chronic) and COPD
exacerbationsstudieswithout placebacontrol, and/or studieswithout chestX-raysthat
do not excludethat patients may have had underlying pneumonia. There is evidence
supportingthe use of antibiotics in exacerbationsvhen patients have clinical signsof a
bacterial infection e.g., increasedsputum purulence. A systematicreview of placeboe
controlled studieshas shownthat antibiotics reducethe risk of shortterm mortality by
77%, treatment failure by 53% and sputum purulence by 44%. The review provides
evidenceto treat moderately or severelyill patients with COPDexacerbationsand
increasedcoughand sputumpurulencewith antibiotics.

Therecommendedlength of antibiotic therapy is 5-7 days. The choice of the antibiotic
should be based on the local bacterial resistance pattern. Usually initial empirical
treatmentis anaminopenicillinwith clavulanicacid,macrolide,or tetracycline.

Recommendatior?4 Non InvasiveVentilation

Norrinvasiveventilation (NIV)in the form of non-invasivepositive pressureventilation
(NPPV)is the standard of care for decreasingmorbidity and mortality in patients
hospitalizedwith an exacerbationof COPDand acute respiratory failure. Norn-invasive
ventilation should be the first mode of ventilation used in COPDpatients with acute
respiratoryfailure.

NIVisindicatedif at leastone of the followingis present:respiratoryacidosisfaCO2x6.0
K PAand arterial pH >K7.35. Severedyspnoeawith clinicalsignsjust respiratory muscle
fatigueand persistenthyperaemiadespitesupplementabxygentherapy.

NIV hasbeen studiedin RCTshowinga successate of 8085%.NIV hasbeen shownto
improve oxygenationand acuterespiratoryacidosisi.e., NIVincreasepH and decreases
PaCO2. NIV also decreasesrespiratory rate, work of breathing and the severity of
breathlessnessbut also decreases complications such as ventilator associated
pneumonia,andlengthof hospitalstay. More importantly, mortality andintubation rates
arereducedby this intervention.

Recommendation®5 COPDBDutreachservice

Early SupportedDischargeby Outreach Servicesis a specific subtype of intermediate
care,where activetreatment is providedby healthcareprofessionalsnthe LJ- (G A &wf (i Q &
homefor a conditionthat otherwisewould haverequired hospitalcare;this treatment is
alwaysfor a limited time period. Researctshowsthat for a proportion of COPDpatients,
earlydischargeto an outreachserviceis safe,well tolerated and an economicalternative

to hospital admissionsThe benefitsto the patient include being able to recuperatein

their own environmentwith family support and reduced cost associatedwith hospital
visits. The scheme provides for a high quality, professional,holistic patient focused
servicein the LJ- G A Boyhd, ®hich aimsto improve the LI G A Gudlity @fdife and
increasetheir socialfunctioning.

An outreach Team comprisesa Clinical Nurse Specialist(Respiratory)and a Senior
Physiotherapistecruitedto eachsite. Therole of the CNSand Physiotherapists to work
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within the hospitaland communitysetting as part of the OutreachTeam,in consultation
with the RespiratoryPhysiciangnd other relevantclinicalservices.

Recommendatior?6 Specialistespiratory physiotherapistsand nurses
RespiratoryPhysiotherapistaind RespiratoryNurseSpecialistplay anintegralrole in the
treatment of people with an exacerbationof COPD,with high level evidence that
interventions aid recoveryand prevent reoccurrence.n addition to their role in COPD
outreach,Physiotherapistsvith their backgroundn exerciseprescription,are usuallythe
coordinatorsof Pulmorary Rehabilitationsservicesand are involvedin all processesof
the rehabilitation programme from recruitment of patients, assessment and
identification of problems,delivery of the rehabilitation and liaisonwith the community
servicesto enhance lifelong behavioural change. Respiratory Physiotherapistsand
RespiratoryNurse Specialistsare frequently involved in the delivery of non-invasive
ventilation, including assessmentand referral of appropriate patients, establishing
patientson treatment, titration of pressurespptimisingpatient toleranceand monitoring
treatment effects. Norrinvasiveventilation may assistin the deliveryof other treatments
such as early mobilisation and airway clearance. Respiratory Physiotherapistsand
RespiratoryNurse Speialists play a key role in oxygenassessmentcarrying out six
minute walk tests, overnightoximetry and can perform arterial blood gasesto facilitate
the prescriptionof longterm oxygentherapy. Physiotherapist@and Nursesalso provide
oxygeneducationto patients, familiesand carersboth in inpatient settingsand in their
homesaspart of the COPutreachServices.

Recommendatior?7 Theophyllines

Intravenousmethylxanthines(theophylline or aminophylline)are not recommendedto
use in patients with an exacerbationof COPDdue to significantside effects and no
appreciableadvantageover nebulisedoronchodilators.

Recommendatior?21

BronchodilatofTherapy

Theinitiation of shortactingacutebronchodilatortherapy(salbutamolplusor
minusipratropium)is recommendedor patientswith anexacerbatiorof COPD

Strengthof recommendation:GradeC

Recommendatior22

Steroids

A courseof systemicsteroids(prednisoneequivalentof 40mgsfor five days)to be
administeredorallyto all patientsisrecommendedTherapyshouldnot be
routinely administratedfor more than this.

Strengthof recommendation:GradeA
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Recommendatior23

Antibiotics

Oralantibiotic usefor patientswith exacerbation®f COPassociatedvith
increaseddyspnoeaandassociatedncreasedsputumpurulentor volumeis
recommendedFirstline antibiotic choicesshouldincludedoxycyclineamoxicillin
or amacrolide.Reservindroaderspectrumantibioticssuchasquinolonesfor
specificindicationsisrecommendedThechoice of antibioticsmaybe modifieddue
to localbacterialresistancepatternsor anA y R A @dpiRudnmicrobiology (Grade
B) (GOLD/Expe®pinion)

Strengthof recommendation:GradeB

Recommendatior?4

Nonrinvasiveventilation

Theuseof non-invasiveventilationin patientswith acuteexacerbation®©f COPD
who developacuterespiratoryfailure associatedvith respiratoryacidosiss
recommended.e.aPaCO2Qreaterthan 6KPaandan arterial PHlessthan 7.35
whichis persistentfollowing rationalizaton of deliveredoxygentherapy(GradeA)
(GOLD)

Strengthof recommendation:GradeA.

Recommendatior25

COPDDutreachService
The involvementof the COPDoutreachteam as early as possibleduring a COPD
exacerbationwvhenit is beingtreated in hospitalisrecommended

Strengthof recommendation:(ExpertOpinion)

Recommendatior26
RespiratoryPhysiotherapy Respiratoy NurseSpecialists

It isrecommendedhat respiratoryphysiotherapistsandrespiratorynursesare key
in deliveringCOPDutreach,NIV,oxygenassessmenand pulmonaryrehabilitation
to patientswho haveexacerbation®f COPandstable COPD

Strengthof recommendation:(ExpertOpinion)
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Goodpracticepoint:
SpecialistPhysiotherapistsand Nursesshould be involved as appropriate in all

aspectsof patients care in hospitaland community settingsin providing specialis
support,adviceand education

Recommendatior27

Theophyllines
Theuseof theophyllinein acuteexacerbation®f COPDs not recommended.

Strengthof recommendation:(GradeB) (-1 1)

3.1.4. Oxygentherapy prescriptionand monitoring in COPD

HEALTHQUESTION.

What is the appropriate prescriptionof oxygentherapy effective to reducemortality and
morbidity for patients over 35 years of age with COPD,and what are the optimal
monitoring strategiesand assessmenfrequencyfor patients receivingoxygentherapy?

POPULATIOKSpeciy patient and condition characteristics)

Age

Ageover35

Clinicalcircumstances

Patientsdiagnosedvith COP[i.e. confirmedashavingCOPDn spirometry)

Gender

Male or female

INTERVENTIONSpecifyintervention(s)type(s)and characteristics)

Treatments/care

Prescriptionrand monitoring of oxygentherapy

Followup

Anyfollow up time betweenprescriptionof oxygenanddeath

PROFESSIONALBATIENTY)Targetedusers)

Providers

Physicianspurseprescribersnurses physiotherapists

Stakehdders
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Dept.of Health,HSEhospitals primarycare

Patients

Patientswith COPD

OUTCOMEPurposeof the guideline)

Patientoutcomes

Survivalmortality, readmissionsmorbidity (diseasespecificquality of life, exercise
tolerance, lung function e.g. FEV1)Jesshazardfor patients due to inappropriate
prescription

Systemoutcomes

Costdor prescriptionof oxygen,

Publichealth outcomes

Mortality and morbidity asabove

HEALTHCARESETTING/CONTEXT

Organisations

Hospitalsand primary care,ambulatorycare/homecare

.Recommendatior?8 Oxygentherapy Prescribingand monitoring

Onceplacedon long-term oxygentherapy (LTOT)he patient shouldbe re-evaluatedafter
60 to 90 dayswith repeat arterial blood gas(ABG)or oxygensaturationwhile inspiring
the samelevel of oxygenor room air to determine if oxygenis therapeutic and still
indicated

Recommendatior28

Oxygentherapyprescribingand monitoringin COPD
28.1Patientsdischargechomefrom hospitalsationon oxygentherapyshouldbe
evaluatedfor the needfor longterm oxygentherapy30-90 daysafter discharge.
Longterm oxygentherapyshouldnot be continuedif patientsdo not meetthe
criteria.

(ExpertOpinion)(GuidelineDevelopmentGroup)

28.2RoutinelyofferingambulatoryLTOTor patientswith chronicstableisolated
exercisenypoxemias not recommended(GradeA) (GOLD)

28.3.0ncethe causef nocturnalhypoxiahavebeenevaluated routinely offering
oxygentherapyfor the treatment of isdated nocturnalhypoxiais not
recommended(GradeA)

Strengthof recommendation:(GradeA)
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POPULATIOKBpeify patient and conditioncharacteristics)

Age

Ageover35

Clinicalcircumstances

Patients diagnosedwith COPD(i.e. confirmed as having COPDon spirometry),
admitted to hospitalwith anacuteexacerbation

Gender

Male or female

INTERVENTIONSpeify intervention(s)type(s)and characteristics)

Treatments/care

Any clinical pathway, admissionand dischargebundle or checklistused for the
managemenbf acuteexacerbation®f COPDN hospital.

9 Carebundles,definedasa structuredway of improving the processe®f care
and patient outcomes: a small, straightforward set of evidencebased
practicest generallythree to five 1 that, when performed collectivelyand
reliably,havebeenprovento improve patient outcomes(HIQA2014).

1 Checklistsgefined astools that condensea large volume of information and
allow for systematicverification of stepsor practices(Hewsonet al., 2006;
Haleset al.,2008; WHO2008).

1 Patient care pathways are defined as a multidisciplinary care plan that
outlines the main clinical interventions that are carried out by different
healthcare practitioners for patients with a specific condition or set of
symptoms.Theyare usuallylocally agreed, evidencedbasedplansthat can

incorporatelocaland national guidelinesinto everydaypractice(NCECHIQA,
2015.

Followup

Fromhospitaladmissiorto 90 dayspostdischarggreadmissions)
PROFESSIONALBATIENT)Targetedusers)

Providers
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Physicianspurseprescribersnurses physiotherapists

Stakeholders

Dept.of Heath, HSEhospitals

Patients

Patientswith COPD

OUTCOMEPurposeof the guideline)

Patientoutcomes

Length of stay in hospital, readmissions,survival, mortality, possibly morbidity
(diseasespecificquality of life, exerciseolerance,)

Systemoutcomes

Directandindirect costsrelatedto length of hospitalstayand readmissions.

Publichealth outcomes

Mortality and morbidity relatedto COPD

HEALTHCARESETTING/CONTEXT

Organisations

Hospitals

Theintroduction of carebundlesat hospitaldischargeto include education,optimization
of medication,supervisionand correction of inhalertechnique,assessmenand optimal

managemenbf comorbidities,early rehabilitation, telemonitoringand continuedpatient

contact haveall beeninvestigatedto addressthese issues.Whereasthese measuresall

seemsensiblethere is insufficient data that they influence either readmissionrates or

shortterm mortality and there is little evidenceof costeffectiveness.Nevertheless, it

remainsgood clinical practiceto coverthese issuesbefore dischargewith the possible
exceptionof instituting rehabilitationbefore dischargeasthere is someevidencethat this
factoris associatedvith increasedmortality, althoughthe reasonsemainunknown.

Recommendatior29

PathwaysBundlesand Checklist§or ManagingAcute Exacerbatiorof COPD
It isrecommendedhat an admissioranddischargebundlebe appliedto all
patientsadmitted acutelywith an exacerbatiorof COPD.

Strengthof recommendation:(ExpertOpinion)
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Goodpracticepoint:

A COPDadmissionand dischargebundle should be initiated on patients admitted with
exacerbationsvith COPassoonasarrivalin the EDdepartment
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Section4: Appendices

GDGTermsof ReferenceTodevelopa nationalevidencebasedclinicalguidelinefor the
managemenbf COPD.

COPD2020)NCGNo.X GuidelineDevelopmentGroup
Termsof Referencelagreed31® January2016)

1. Purpose

The purposeof this GuidelineDevelopmentGroup (GDG)is to developthe NCGfor
COPDo reflectcurrentbestevidence.

2. Objectives

Theobjectivesof the GDGareto:

T
1
1

= =4 a4 4 - -2

Ensureadherenceto the NCE@nethodologyin drafting the clinicalguideline
Includea budgetimpactanalysign the updatedguideline

Translate evidence from the HRBCICERIiterature review to guidelne
recommendationsandbest practicepoints

Includeanimprovementstrategyin the guideline
Prepareadraft guideline

Circulatedraft guidelinefor consultationand externalreview
Finaliseand approvethe updatedclinicalguideline
Submitto stakehotlersfor reviewandapproval

Submit finalised updated guideline to NPSO/NCECDOH for approval,
endorsementand ministeriallaunch

3. Scope

Thescopeof the GDGis to draft the NCGCOPDo reflect the Endto EndModel of
COP[ndthe careof individualswith COPD

4. Working Arrangements
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a) A scheduleof meetingswill be agreedwith the Chairfor the year. Work will
be undertaken between meetings and members will contribute to, and
approve work, via e-mail correspondence (and teleconference when
available).

b) The Chairand Deputy Chair will be responsiblefor circulating papers and
minutes of meetings. Papersfor meetingswill be circulatedno later than 3
working daysbefore meetingsand minuteswill be circulatedno later than 2
weeksafter meetings.

c) Thegroupwill be quorateif athird of total membership(8)is present.

d) Apologiesshouldbe sentin advanceof meetings. If a groupmemberdoesnot
attend more than three consecutivemeetingsthe Chairor Deputy Chairwill
contact him/her to seek confirmation of continued participation or if they
would like to nominateareplacement.

e) Members of the GDGwill be accountableto the specialist groups and
individual organisationsthey representand will report through the relevant
2 NH | y A §oveiinAn2esfr(ciures.

f) Decisioamaking: the agenda will identify items that require important
decisionsto be made at the meeting. Where group membersare unableto
attend they may submitcommentsto the DeputyChair,by e-mail, by 5pm on
the day prior to the meeting. The Deputy Chair will bring forward all
commentsreceivedfor considerationby the group in attendance. Decisions
will be made by the group attendingthe meeting. Meeting notes will detail
suchdecisiongo groupmemberswho are not in attendance.

g) Theremay be a requirementto establishvariousworking groupsto advance
actionsasguidelinedevelopmentprogresses.The Chairof the workinggroup
will report to the GDGon progressand outputs and seekfurther adviceor
decisionswvhere appropriate.

h) GDG membeas may be required to participate in educational workshops
relevant to guideline developmentwork at various stagesthroughout the
guidelinedevelopmentprocess

NEWSGDGmemberRolesand Responsibilities
Note: Asthe guidelinereview processevolvedand the magnitudeof the work became
apparentthe Chairand DeputyChairroleswere reconfiguredto Co-Chairroles.

GDGChairperson/DeputyChairpersorRoleand Responsibility
1 Developandagreetermsof reference

1 Ensureguidelineis developedusingNCEQGnethodologyandthat eachstageof the
stagesof the clinicalguidelinepath are addressed

1 Setand agreetimelines (usinga standardproject managementapproachwhere
possible)
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T

Setandcirculatethe agendaof eachmeetingto members
Encouragdroad participation from membersin discussion
Identify and assigrtasks

Agreea procesdor dealingwith conflictsof interest
Identify and overseethe progressof specificsub-groups
Endeachmeetingwith a summaryof decisionsand actions

Actasa point of contactfor GDGmembers

GDGMember Rolesand Responsibilities

M

T
T
T
T

= =A =2 =2 =4

Reviewand agreegroupmembershipto reflectall key stakeholders
Agreetimelinesfor meetingsandthe clinicalguidelinedevelopmentprocess
Conveneasrequired

Giveconsideratiorto eachof the stagesof the clinicalguidelinepath

Reviewexisting policies,guidelines,national and international evidenceof best
practice, relevant scientificand clinical expert opinion pertainingto the clinical
guidelinearea

Determinewhetherto adapt,adoptor devebp a new clinicalguideline
Draft clinicalguidelineusingNCEQnethodology

Consultwith relevantinterestedpartiesandthe public

Reviewand incorporatefeedbackfrom consultationprocessasappropriate

Finaliseand approveclinicalguidelinefor submssionto SteeringGroup

GDGServiceuserRolesand Responsibilitiegin addition to above)

T
T
T

Ensurethat keyquestionsare informed by issueghat matter to the serviceuser
Identify outcomemeasureghey think are important for eachkeyquestion

Assistthe GDGwith the collectionof serviceuserviewse.g.by helpingto prepare
questionsfor focusgroups

Helpthe GDGwith consultationarrangements

Identify areas where servicedza S pt&fefencesand choicesmay need to be
acknowledgedn the clinicalguidelne

Help write the information for the serviceuserssectionof the clinicalguideline
includingidentifyingsourcesof further information
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1 Helpensurethat the clinicalguidelineis clearlyand sensitivelyworded

*List of GDGmemberscanbe seenin Tablel, page4.
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ExternalReviewers
<Namestitles and organisations>

Tobe addedoncecompleted
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TheEvidenceSynthesisCentreconductedthree parts of the ADAPTBprocess,which we
have presentedin this report: (1) Assistingthe guideline group in defining the scope
and purposeof the guideline;(2) Conductinga systematicsearchfor existingguidelines;
and (3) Assessinghe quality of included guidelines.An overview of the role of the ESC
is providedin below.

Overview of ADAPTE process and defailed steps of the three modules in which the ESC are involved

ADAPTE Process and gl Evidence Synthesis Centre’s role
1P y Phase; 2. Phase 3. Finalis Phase|
£
2.15cope & 22 Search & 23 25 3.4 Final
1.3 Preperation 2.4 Dwcalon & 3.1 Externsd 3.2 Afmrcars
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The methods, describedin this section, were adapted from ADAPTEcollaboration
manuall.Dataextractiontool and quality assessmentools were alsoadaptedfrom the
CANIMPLEMENTG®@oolkit, which usesthe ADAPTIprocessand wasoriginallydeveloped
for the CanadianGuideline Adaptation Group.5 Thesetoolkits are availablein the
referencelinksprovided.

Screeningor inclusion

All retrieved recordswere screenedby at leasttwo reviewersindependently(FW,BW,
MM), usingthe PIPOHRriteria. Consensusvasreachedby involvinga third reviewer(DD).
Dueto the large number of guidelinesmeetingthe inclusioncriteria, a secondround of
screeningvasconductedto reducethe numberof guidelinesto be madeavailableto the
GDG Thiswasbasedonthe wA D25d8\Nd S f 2 Hiviéhsiond#the AGREH quality
assessmentool,3 asrecommendedn the ADAPTHEranual.1TheRigourof Developnent
dimensioncontainseight items (Table1). Guidelineswere includedonly if they met all
items 1-6. Thiswas again conductedindependentlyby two reviewers (FW, BM) who
subsequenthdiscussedndresolvedanydiscrepancies.
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Systematieanethodswere usedto searchfor evidence.

2. Thecriteriafor selectingthe evidenceare clearlydescribed.

3. Thestrengthsandlimitations of the body of evidenceare clearlydescribed.

4. Themethodsfor formulatingthe recommendationsre clearlydescribed.

5. Thehealth benefits,side effects,and riskshavebeenconsideredn formulatingthe
recommendations.

6. There is an explicit link between the recommendationsand the supporting
evidence.

7. Theguidelinehasbeenexternallyreviewedby expertsprior to its publication.

8. Aprocedurefor updatingthe guidelineis provided.

Quality assessment

Tworeviewers(FW,BM) independentlyassessedhe quality of includedguidelinesusing
the AGREH instrument3. Scoreswere calculatedand reported in acordancewith the
AGREHI manual, including the averagepercentagescore and the overall assessment
score. Inter-rater agreementwas also assessedy subtractingthe scoresof the two
reviewers, and, if there was a difference of more than two for any item, this was
discussedo reachconsensus

Searchand screeningresults

1962recordswere identified from searchingdatabasesTheinformation specialist sifted
all 1962recordsand removedduplicates,leaving558 recordsto screen.Followingtitle

and abstract screening,553 records were excluded. The remaining 25 records were
screened at full-text. In addition, we identified 150 records from grey literature
resourcespf which54 were screenedat full-text level. Thirty-eight recordsof the total of
79 were excludedat full-text. Themost commonreasonfor exclusionwasthat a record
wasnot a clinicalguideline(n=22);usingthe b / 9 Hdéediritionl.

Documentsthat were not guidelinesbut thought to be of interest to the guideline
committee (n=12)were not includedbut are listed in this report for GDGinformation.
Followingscreeningoasedon the rigour of developmentdimensionof the AGREH tool,

27 recordsthat relatedto 17 guidelinesmet the inclusioncriteria and were includedfor

complete quality asessment and mapping of the content accordingto the scope
(Sections3.2and 3.3).Anoverviewof the searchresultsis presentedbelow.
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Fig1 Flowdiagram of searchand screening
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Search strateqy for guidelines for COPD management in adults

Main databases to be searched :

1T PubMed
1 Embase
T CINAHL
1 DynaMed

Guideline Internet Sites

URL

Department of Health (including National
Clinical Guidelines)

http://health.gov.ie

Health Service Executive (HSE)

www.hse.ie

Health Information and Quality Authority (HIQA)

www.higa.ie

National Institute for Health and Care
Excellence (NICE)

http://www.nice.org.uk/page.as

px?o=ourquidance

Guidelines and Audit Implementation Network /
The Regulation and Quality Im  provement
Authority

http://gain -
ni.org/index.php/audits/quidelin

es

NHS Evidence ( incorporating Scottish
Intercollegiate Guidelines Network (SIGN) &
Guidelines International Network (GIN))

www.evidence.nhs.uk

Institute for Clinical Systems Improvement (ICSI)

http://www.icsi.org/knowledge

Food and Drug Administration

http://www.fda.gov/cder/quida

ncel/index.htm

National Guidelines Clearinghouse (NGC)

www.quideline.gov

New Zealand Guidelines Group

http://www.nzgg.org.nz

National Health and Medical Research Council
(NHMRC) Australian Clinical Guidelines

www.clinicalguidelines.gov.au

Canadian Agency for Drugs and Technology in
Health

http://www.cadth.ca

Canadian Medical Association Infobase

https://www.cma.ca/En/Pages/

clinical -practice -guidelines.aspx

Haute Autorite lde Sante YHAS)

http://www.has -
sante.fr/portail/jcms/c_6056/fr/re

cherche -
avancee?portlet=c_39085&sear

ch_antidot=&lang=en _ &typesf=g

uidelines

Ontario Guidelines Advisory Committee (GAC)
Recommended Clinical Practice Guidelines

http://www.gacguidelines.ca

Finnish Medical Society Duodecim

http ://www.kaypahoito.fi

World Health Organisation

www.who.int
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A Professional b o d i web Sites searched

Professional Bodies

IrishThoracic Society

www.irishthoracicsociety.com

Respiratory Nurses Association  of

www.anail.ie

Ireland Ireland
Royal College of Physicians Ireland WwWw.rcpi.ie
Royal College of Surgeons Ireland WWW.rcsi.ie
IrishMedical Council www.medicalcouncil.ie
Iish College General Practitioners www.icgp.ie
Irish Society of Chartered | www.iscp.ie
Physiotherapists
Irish Nurses and Midwives | www.inm o.ie
Organisation
British Thoracic Society www.brit -thoracic.org.uk

UK Scottish Thoracic Society https://sts.rcpe.ac.uk
Welsh Thoracic Society www.welshthoracicsociety.org.

uk

Royal College of Physicians London www.rcplondon.ac.uk
Association  of Respiratory Nurse | http://arns.co .uk
Specialists (UK)
European Respiratory Society www.ersnet.org

Europe European Respiratory Nurses | www.erna.eu
Association
Forum for European Respiratory | www.fersnet.org
Societies
European Society of  Thoracic | www.ests.org
Surgeons
American Thoracic Society www.thoracic.org
American  Association for Thoracic | www.aats.org
Surgery
American College of Chest | www.chestnet.org
Physicians
American Association for Respiratory | www.aarc.org

North c

i are
America

Califor nia Thoracic Society

https://03e5d8e.netsolhost.com

[CalThoracic

Oregon Thoracic Society

http://action.lung.org/site/TR?fr

id=13880&pag=entry

Canadian Thoracic Society

www.respiratoryguidelines.ca

Registered Nurses Association of | http://www.rnao.org
Ontario
Australia & | Thoracic Society of Australia and | www.thoracic.org.au

Oceana

New Zealand
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http://www.irishthoracicsociety.com/
http://www.anail.ie/
http://www.rcpi.ie/
http://www.rcsi.ie/
http://www.medicalcouncil.ie/
http://www.icgp.ie/
http://www.iscp.ie/
http://www.inmo.ie/
http://www.brit-thoracic.org.uk/
https://sts.rcpe.ac.uk/
http://www.welshthoracicsociety.org.uk/
http://www.welshthoracicsociety.org.uk/
https://www.rcplondon.ac.uk/
http://arns.co.uk/
http://www.ersnet.org/
http://www.erna.eu/
http://www.fersnet.org/
http://www.ests.org/
http://www.thoracic.org/
http://www.aats.org/
http://www.chestnet.org/
http://www.aarc.org/
https://03e5d8e.netsolhost.com/CalThoracic
https://03e5d8e.netsolhost.com/CalThoracic
http://action.lung.org/site/TR?fr_id=13880&pg=entry
http://action.lung.org/site/TR?fr_id=13880&pg=entry
http://www.respiratoryguidelines.ca/
http://www.rnao.org/
http://www.thoracic.org.au/

Professional Bodies

Hong Kong Thoracic Society http://hkresp.com/index.php/a
bout -joomla

Asia Malaysian Thoracic Society www.mts.org.my/index.asp
Thoracic Society of Nepal http://thoracicsociety.org
Saudi Thoracic Society http://saudithoraci c.com

Africa South African Thoracic Society www.pulmonology.co.za
Pan African Thoracic Society www.africanthoracic.org
Forum of International Respiratory | www.firsnet.org

Other Societies
International Primary Care | www.theipcrg.org
Respiratory Group
Global Initiative for Chronic | http://new2.goldcopd.it
Obstructive Lung Disease (GOLD)

B Google search

The first 10 pages of Google were searched.

a. Search terms used

Search Terms

Details Free Text Terms Thesauri Terms

Population: Adult | COPD OR chronic obstructive | MeSH: pulmonary

patients over 35 years of | pulmonary disease OR COAD | disease, chronic

age with a diagnosis of | OR chronic obstructive airway | obstructive

COPD disease OR chronic obstructive | Emtree: chronic
lung disease OR chronic airflow | obstructive lung disease
obstruction OR chronic airflow | CINAHL: pulmonary
obstructions disease, chronic

obstructive

adult OR adults OR adulthood

MeSH: adult (explode)
Emtree : adult (explode)
CINAHL: adult (explode)

Guidance
documentation

guideline  OR guidelines OR
guidance OR policy OR policies
OR procedure OR procedures

OR protocol OR protocols OR
position statement OR position
statements OR consensus
statement OR consensus
statements OR practice
parameter OR practice
parameters OR best practice

OR best practices OR standard
OR standards OR CPG OR CPGs
OR pathway OR pathways OR

MeSH: Guideline
[Publication Type],
guidelines as  topics,
Practice Guideline

[Publication Type], Health
Planning Guidelines
Emtree: practice
guideline (explode term)
CINAHL: practice
guidelines

path OR paths
recommendation

OR
OR
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http://hkresp.com/index.php/about-joomla
http://hkresp.com/index.php/about-joomla
http://www.mts.org.my/index.asp
http://thoracicsociety.org/
http://saudithoracic.com/
http://www.pulmonology.co.za/
http://www.africanthoracic.org/
http://www.firsnet.org/
http://www.theipcrg.org/
http://new2.goldcopd.it/

recommendations OR care
plan OR care plans OR good
clinical  practice OR good
clinical practices OR map OR
maps OR algorithm OR
algorithms

b. Filters/limits used

Limits/filters:
- Date: past 10 years
- Language: Englishonly

Field headings (eg. title, abstract, and keyword ) were wused if deemed
appropriate.

Table1.PICOSfor reviewquestionl i pulmonaryrehabilitation

Population Adults with stable COPDwho have exerciselimitation despite

pharmacologicalreatmentor adultswith COPDRQhat haverecently
been

hospitalisedwith an acuteexacerbatiorof COPD

Intervention Pulmonaryrehabilitation* plususualcare

Comparator Usualcare (without pulmonaryrehabilitation)

Outcomes Anyrelevantmeasuref costsand benefits

Studydesign Systematiceviewsof economicevaluationsfull economicevaluation

studies(costeffectivenessaanalysiscostutility analysisand cost

benefit analysis), costing studies and comparative resource use
studies.
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Key:COPLx, chronicobstructive pulmonarydisease.

*Minimum inclusion criteria for pulmonary rehabilitation programmesare defined in
section2.7.1

COPDutreachservice(recommendation25

Table2 PICO$%or reviewquestion2 ¢ COPutreachservice*

Adultswho havebeenhospitalisedwith an exacerbatiorof COPD

COPDutreachservicewithin 72 hoursof admission**

No outreachservice

Anyrelevantmeasureof costsand benefits

Systematiaeviewsof economicevaluationsfull economicevaluation

studies(costeffectivenessanalysiscostutility analysisand cost

benefitanalysispnd comparativeresourceusestudies.

Key:COPLx, chronicobstructive pulmonarydisease.
*Minimum inclusioncriteria for outreachservicesare definedin section2.7.2

**This broad inclusioncriterion was appliedto the intervention to enablereview of all
relevantliterature.

Longterm oxygentherapy (recommendationl5)

Table3 PICO$%or reviewquestion3 ¢ longterm oxygentherapy
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Population Adultsdiagnosedwith chronicstablehypoxemiawith a PaO2essthan
7.3Kpaor a Pa02between7.3and8Kpawith signsof tissuehypoxia
(haematocrit greater than 55%, pulmonary hypertensionor cor
pulmonale)

Intervention LTOTplususualcare

Comparator Usualcare

Outcomes Anyrelevantmeasureof costsand benefits

Studydesign Systematiceviewsof economicevaluationsfull economicevaluation

studies(cost-effectivenessanalysiscostutility analysisand cost

benefit analysis), costing studies and comparative resource use
studies.

Key: Kpa ¢ kilopascal;LTOT¢ long-term oxygen therapy; PaQ ¢ partial pressure of

oxygen.

*Recommending against the provision of oxygen does not require economic
consideration.Therecommendationis basedon evidencefrom the clinicalliterature and
a reductionin inappropriateoxygenprovisionis likely to lead to costsavingsTherefore,
the economicquestiondoes not addresshe secondcomponentof recommendationl5.
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Pharmacologicamanagementof COPD

Longactingbronchodilator combinationtherapy (recommendation2)

Table4 PICO$%or reviewquestion4 ¢ longactingbronchodilatorcombinationtherapy

Adults diagnosedwith stable COPDon either LABAor
LAMA

monotherapy that present with continued respiratory
symptoms(e.g.

persistentdyspnoea)pr with a history of exacerbations**

InhaledLABAand LAMAcombinaton therapy

InhaledLABAor LAMAmMonotherapy

Anyrelevantmeasureof costsand benefits

Systematicreviews of economic
evaluations,  full economic
evaluation studies (cost
effectivenessanalysis,costutility
analysis and cost benefit
analysis), costing studies and
comparativeresourceusestudies

Key: COPLx, chronicobstructive pulmonary disease;,LABAC long acting beta2-agonist;
LAMA( long actingmuscarinicantagonist.

*Offering long acting bronchodilators (LABAs or LAMAs)to COPDpatients who
continueto haverespiratorysymptomsis consideredstandardpractice.Therefore the
economicquestiondoesnot addresshe first two componentsof recommendatior?.

**Exacerbationsare defined by GOLDas an acute and sustained worsening of
respiratory symptomsthat result in additional therapy. Theseevents may be: mild
(wherethe patientistreated with shortactingbronchodilatorsonly); moderate(where
the patientistreated with steroids);or severe(wherethe patient is hospitalised).
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Inhaled corticosteroids(recommendation3)

Table5 PICO$%or reviewquestion5 ¢ inhaledcorticosteroids

Adults diagnosedwith COPDwho have persistentdyspnoeg
or frequent

exacerbationslespiteLABAand LAMAcombinationtherapy

ICSin addition to inhaled LABAand LAMA combination
therapy

InhaledLABAand LAMAcombinationtherapyonly

Anyrelevantmeasureof costsand benefits

Systematicreviews of economic evaluations, full economic|
evaluation studies (costeffectiveness analysis, costutility
analysis and cost benefit analysis), costing studies and
comparativeresourceusestudies.

Key: COPLY, chronicobstructive pulmonary disease;lCSc inhaled corticosteroid; LABA
¢ long actingbeta2-agonist;LAMAC long actingmuscarinicantagonist.

*Recommendingagainst offering ICSdoes not require economic consideration.The
recommendationis based on evidence from clinical literature and a reduction in
inappropriate provisionof ICSis likely to lead to cost savings.Therefore,the economic
guestiondoesnot addresghe first componentof recommendatior3.
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Prophylacticuseof Macrolide Antibiotics (recommendation?)

Table6 PICO%or reviewquestion6 ¢ prophylacticuseof azithromycin

Population Adults with severe COPDthat have had one or more treated

exacerbationgandare non-smokergformer or neversmokers)**

Addition of oral azithromycinprophylaxisto usual care for one year
Intervention only

Comparator Usualcare(inhaledLABALAMA combinationor triple therapy)

Outcomes Anyrelevantmeasuref costsand benefits

Studydesign Systematiceviewsof economicevaluationsfull economicevaluation

studies(costeffectivenessanalysiscostutility analysisand cost

benefit analysis), costing studies and comparative resource use
studies.

Key: COPLX, chronicobstructive pulmonary disease;|CS¢ inhaled corticosteroid; LABA
¢ long actingbeta2-agonst; LAMAC long actingmuscarinicantagonist.

*A broader inclusion criterion of one or more exacerbationswas consideredfor the
economicreviewquestionto captureall availablerelevantliterature.

**Exacerbationsare definedby GOLDasan acuteand sustainedworseningof respiratory
symptomsthat result in additional therapy. Theseevents may be: mild (where the
patient is treated with SABAsonly); moderate (where the patient is treated with
corticosteroids);or severe(wherethe patient is hospitalisal). In this case,severerefers
to patientsthat fall into the severecategoryor GroupD accordingto the GOLDrefined
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ABCD assessmenttool. The refined ABCD assessmenttool combines information
regarding severity of airflow limitation (see Table 1.2) with information regarding
symptomburdenandrisk of exacerbation.

Non-pharmacologicamanagementof COPD

Lungvolumereductionproceduregrecommendatiori?)

Table7 PICO$%or reviewquestion7.1¢ lungvolumereductionprocedures

Adults with upper lobe emphysemaand low-post rehabilitation
exercise

capacity

Lungvolumereductionproceduregincludingsurgery,endobronchial

coilsandendobronchialalves)

No surgeryor delayedsurgery

Anyrelevant measuref costsand benefits

Systematiaeviewsof economicevaluationsfull economicevaluation

studies(costeffectivenessanalysiscostutility analysisand cost

benefit analysis), costing studies and comparative resour@ use
studies.

Table8 PICO%or reviewquestion7.2 ¢ lungvolumereductionsurgery

Adults with upper lobe emphysemaand low-post rehabilitation
exercise

capacity

98



Intervention Lungvolumereductionsurgerywith bullectomy

Comparator Nosurgery

Outcomes Anyrelevantmeasureof costsand benefits

Table9 PICO$%or reviewquestion8 ¢ lungtransplantation

Population Adultswith verysevereCOPD*

Intervention Lungtransplntation surgeryplususualcare

Comparator Usualcarewithout transplantsurgery

Outcomes Anyrelevantmeasuref costsand benefits

Studydesign Systematiaeviewsof economicevaluationsfull economicevaluation

studies(costeffectivenessanalysiscostutility analysisand cost

benefit analysis), costing studies and comparative resource use
studies.

Key:COPL, chronicobstructive pulmonarydisease.




*Very severe COPDor Group D as defined accordingto the GOLDrefined ABO
assessmentool. The refined ABCDassessmentool combinesinformation regarding
severityof airflow limitation (seeTablel.2) with information regardingsymptomburden
andrisk of exacerbation.

Monitoring of spirometry (recommendation19)

Table10 PICOSor reviewquestion9 ¢ monitoring of spirometry

Adultsdiagnosedvith COPDhat is stable

Spirometryperformedeverytwo years

Spirometryperformedmore frequentlythan everytwo years

Anyrelevantmeasuref costsand benefits

Systematiceviewsof economicevaluationsfull economicevaluation

studies(costeffectivenessanalysiscostutility analysisand cost

benefit analysis), costing studies and comparative resource use
studies.

Key:COPLx, chronicobstructivepulmonarydisease.

Managementof exacerbationan COPD

Norrinvasiveventilation (recommendation24)

Tablel1 PICO%or reviewquestion10 ¢ non-invasiveventilation

- Adultswith acuteexacerbationof COPDhat developrespiratory
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acidosis*

Nonrinvasiveventilation plususualcare

Usualcare

Anyrelevantmeasureof costsand benefits

Systematiceviewsof economicevduations,full economicevaluation

studies(costeffectivenessanalysiscostutility analysisand cost

benefit analysis), costing studies and comparative resource use
studies.

Key:COPLx, chronicobstructive pulmonarydisease.

*Respiratoryacidosiswasdefinedasan arterial pHlessthan 7.35.

Appendix4 Consultationprocess

Tobe completedpost consultation

Date

Patientsgroups

Externalreview

Clinical
Programmes
and healthcare
divisions
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National
committees

Professional
groups

Appendix5 Economicassessment

ANNEX D: Budget impact analysis currently in draft awaiting final version
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SeeAnnexE& F

Endto EndCOPDModelof Care
https://www.hse.ie/eng/about/who/cspd/ncps/copd/modiemthd copd modetof-care
decembe2019.pdf

COPBCommunicatiorCard:
https://www.hse.ie/eng/about/who/cspd/ncps/copd/resourcestompohunicatiorcard. pdf

COPZLseltcareplan
https://www.hse.ie/eng/about/who/cspd/ncps/copd/resourcessadipchre plan.pdf

COPDAcutemanagemenbundle
https://www.hse.ie/eng/services/publications/clinishtegyandprogrammes/copdcute
managemenrbundle.pdf

COPIDischargéllan
https://www.hse.ie/eng/about/who/cspd/ncps/copd/resourcestisguhrgebundlencecp
2018.pdf
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https://www.hse.ie/eng/about/who/cspd/ncps/copd/moc/end-to-end-copd-model-of-care-december-2019.pdf
https://www.hse.ie/eng/about/who/cspd/ncps/copd/moc/end-to-end-copd-model-of-care-december-2019.pdf
https://www.hse.ie/eng/about/who/cspd/ncps/copd/resources/copd-communication-card.pdf
https://www.hse.ie/eng/about/who/cspd/ncps/copd/resources/copd-self-care-plan.pdf
https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/copd-acute-management-bundle.pdf
https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/copd-acute-management-bundle.pdf
https://www.hse.ie/eng/about/who/cspd/ncps/copd/resources/copd-discharge-bundle-nccp-2018.pdf
https://www.hse.ie/eng/about/who/cspd/ncps/copd/resources/copd-discharge-bundle-nccp-2018.pdf

1 Monitoring

1.1 Monitoring the implementation process

The key implementation process outcomes for this guideline overall, and for specific
recommendationsare listedin the logicmodelandthe implementationtable in Appendix6.

One focus of monitoring and evaluation will be that that the guideline is widely

disseminatedand availablefor usein all clinicalareascaringfor peoplewith COPDandthat

all doctors,nursesand pharmacistsn acuteand communitysettingshaveaccesgo it.

The other key implementation processoutcome is that doctors, nurses and pharmacists
understand acceptandadoptthe NCG.

1.2 Monitoring the outcomeon service

The key serviceoutcome for this guideline overall is that a more appropriate prescribing
processis usedwhen consideringCOPDmedications A key purposeof the guidelineis to

decreasevariation (both within and between servicesand regions)and to guide careto an
appropriatestandardacrosshe healthcaresystem.Thisoutcomewill be monitoredthrough
chartaudit, by localchampions

1.3Monitoring the outcome on patient-related outcomes

Thekey patient-related outcome of successfuimplementationof this guidelineis improved
patient safety, with decreasedmortality and morbidity associatedwith inappropriate
prescribingof pharmacologicahnd non-pharmacolgicaltreatments.

In addition, usersatisfactionwith the decisionmakingprocessaround

COPDmedication prescribing will be proposed for inclusion in the national patient
experiencesurvey

2 Evaluations

2.1 Formalevaluationof the implementation programme
TheGuidelineDevelopmeniGroupstronglyrecommendghat there is a formal evaluationof
the implementationof this guideline,to guide future implementationof related guidelines,
and other national quality improvementinitiatives. Most of the data will be availablefrom
the within implementation and monitoring proces®s (pre-and postimplementation data,
where available). A collation and presentation of key implementation data in an
implementationreport isrecommended.

3 Audit plan
Thereis aneed for two levelsof clinicalauditto maximisethe succes®f implementationof
the guidelinelocalselfaudit, and nationalmonitoring audit.

3.1 Localself-audit

It is important that the implementation of the guidelineis audited to ensure that this
guideline positivelyimpactson the care of a personwith COPDIt is envisionedthat local
serviceswill selfaudit to supportlocal implementation¢ feedbackof local resultsto local
clinicians and managementcan support culture change by demonstrating a need for
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improvedpractice,or demonstratinggood practice,and/or cansupportlocalbusinessases
for enhancedresourcedo supportqualityimprovement.Thus,it isrecommendedhat local
servicesideally perform a & 6 I & SpraktiéeSréview early on in the implementation
programme andfollow-up audit oncelocalstaffshasreceivedtrainingand practice
changeis expectedto have embedded Dependingon the results, it is recommendedthat
the auditis repeatedannuallyto year5 of implementation.

Thefollowing settingsshouldconsiderselfaudit, asfollows:

wAll acutehospitals the localimplementationteam shouldwork closelywith the acute unit

to identify audit championsand potentially non-consultant hospital doctors willing to

perform the audit as part of their annualaudit requirementfor professionalcompetence
assuranceTheresultsof the audit shouldalsobe fed backto the local teamsfor broader
considerationincludingthe needfor enhancedresourceso facilitate best practice.Results
shauld alsobe availableto the NationallmplementationTeam.

wGeneralPractitioners(GPs)/PrimaryCareTeams:deally, GPsand GPpracticeswould self
audit as per other services.However,although GPshaveto perform one audit annually,
there isno onuson them to choosean audit on COPDnanagementTheNational
Implementation Team will work closely with the Irish College of GPsand GP COPD
championgo promote the valueof this audit, aspart of the engagementroundGPtraining
in the guidelinecontent. The possibilityof PrimaryCareTeamsperformingan audit within
their servicewill be exploredwith the CommunityHealthcareOrganisatioriocalteams

3.2 National monitoring/evaluation audits

As well as local selfaudits that will support local implemertation, it is important to
ultimately demonstratethat the national implementation programmewas successfuland
also, during implementation,to highlight settingsor regionswhere it hasnot reachedfull
potential and who may need further support or resouces to improve practice. The
Guideline Development Group consider this monitoring mid-implementation and final
evaluationto be a key part of the overallimplementation programme,but recognisethat
this level of audit requiresresourcing.

Thefollowing national audits are recommended:

w An external audit in a sample of all acute hospitals at years 3 and 5 of guideline
implementation,purposivelysampledwithin and acrosshospitalgroups.It is proposedthat
this would be performed by the HSEQuality Assuranceand Verification team, using the
hospitalwith the requiredquality assuranceand collationof datainto a nationalreport.
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Appendix9 Procesgor NCEGuideline

Step 1 Formation of G0E with
identification of fons of guideline

¥

PICOH detined Step I Formulation of key questions tor
for each question guideling
Search strategy Ttep3 MHMMW Gukdeling data exiracted
formulated ﬁtﬂmhmnﬂlﬂt‘fﬂpﬂ'ﬁ aind fesdbad 1o GDG
Step 4 Evidence from guidelines
arithcally sppratsed

Step 5 Formulation of guideling by GDG

¥

¥

Ewidence suitabie Ve

Evidence sutable Mo

¥

Siep & Recommendathons semt out for cxpert revies and wide external consultation
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Meoessary changes fram
fioedbark od

Step 7 Submikssion to NCEC for quallty appraisal
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