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THE SIZE OF THE PROBLEM  The overall median prevalence of allergic rhinitis (AR) and nonallergic rhinitis (NAR) are 18% and 12%, respectively, and appear to be increasing over time.2 Allergic rhinitis affects approximately 500 million people worldwide3  while displaying considerable geographical variation.4 
Rhinitis affects all ages, although the frequency of symptoms is higher in children and adolescents.5 AR is more frequent than NAR and has more persistent and moderate-to-severe symptoms.3 The frequency and severity of nasal and ocular symptoms with AR, together with sleep disturbances, result in a marked reduction of quality of life,4       

and an economic burden resulting from medication costs, clinic visits, absenteeism, presenteeism, impact on academic and work performance and on family members.6-8  
WHAT IS RHINITIS, AND WHAT ARE ITS CAUSES?  Rhinitis is inflammation of the nasal mucosa, characterized by at least 2 symptoms, more than one hour per day on most days:  1. runny nose (rhinorrhoea) 2. blocked/stuffy nose (congestion)  3. sneezing   

4. itchy nose 
5. itchy throat 
6. itchy eyes* 

There are three widely accepted distinct rhinitis subgroups: allergic rhinitis (AR); non-allergic, non-infectious rhinitis (NAR); and infectious rhinitis.10 AR refers to symptoms triggered by an immune-mediated response following exposure to allergens, while NAR refers to symptoms without allergic sensitisation.11 Sometimes both types (NAR and AR) coexist at the same time (mixed 

rhinitis). Identifying the cause of rhinitis is important for successful management.  
Allergic rhinitis (AR) is caused by aeroallergens, including exposure to occupational allergens. According to Allergic Rhinitis and its Impact on Asthma (ARIA): https://www.euforea.eu/aria/ it is classified based on the duration and severity of symptoms (Table 1). At least 50% of patients have persistent symptoms, and 40-60% have moderate-to-severe AR, which markedly impacts their quality of life. The diagnostic approach to AR is similar across all age groups. AR typically starts appearing in children around 4–6 years old, with incidence peaking at 14–16, but it can develop at any time in life.12,13 NAR is less common in children, except for infection-related NAR. 
AR is often underdiagnosed or misdiagnosed, and is frequently untreated.14  As the presenting symptoms are similar to other conditions, especially viral (e.g. common cold, rhinosinusitis, influenza, COVID-19, NAR), people with AR may think they have an  infection or another respiratory condition.15,16  This may lead them to expect an antibiotic prescription 

from their GPs17 (see below). In addition, people with AR often self-diagnose and self-manage with OTC treatment at community or online pharmacies for symptom relief without seeing their GP.18 This can lead to medication overuse, lack of established diagnosis, inadequate treatment, poor medication adherence, and poor self-management.19 OTC requests are an opportunity for pharmacists to identify probable rhinitis and to advise or direct individuals to a primary care consultation, where the diagnosis can be based on clinical and family history, physical examination and, in selected cases, referral. Severity of AR and NAR symptoms are frequently assessed using a Visual Analogue Scale (Figure 1), which ranges from 0 (not bothersome) to 10 (extremely bothersome). A score of 5 or more identifies moderate to severe disease. Using a VAS to assess the rhinitis severity enables measurement of any change after treatment.  
Non-allergic rhinitis (Table 2) is triggered by a variety of factors that inflame or irritate the nasal mucosa, such as certain medications e.g. aspirin, NSAIDs, food ingredients (capsaicin, spices, sulphites and dietary 

Rhinitis is a highly prevalent problem in all age groups that significantly impairs the lives of people with the condition, including 

their cohabitants. Underdiagnosis and misdiagnosis are common, which leads to under or inappropriate treatment, economic 

impact, and potential harm.1 
Most people with rhinitis manage the condition episodically, either with self-management or over-the-counter medications 

(OTC). Many underestimate and neglect their symptoms and often do not bring this to the attention of their general practitioner 

(GP). However, as this is a common problem and a frequent comorbidity affecting the management of other conditions, it needs 

to be recognised and managed appropriately in primary care.

 Table 1: Classification of allergic rhinitis (duration and severity)20,21 

 Intermittent 
< 4 days per week 

or 
< 4 consecutive weeks 

 
 

Persistent 
> 4 days per week 

and 
> 4 consecutive weeks 

Mild (All of the following) - Normal sleep - Normal work and school - Normal daily activity - No disturbing symptoms 
 Moderate / Severe (One or more) - Disturbed sleep -  Problems at work and school - Impairment of daily activities - Troublesome symptoms 

* This is a symptom of allergic conjunctivitis, which is  
present in at least 50% of the patients with AR

DTH No.19 Allergic Rhinitis.qxp_IPCRG  18/06/2025  17:58  Page 1

Usefulness of Peak Expiratory Flow (PEF) in Everyday 

Clinical Practice for Asthma

DESKTOP HELPER 

No. 18    January 2025

1

INTRODUCTION 

Spirometry is the gold standard test for confirming 

asthma diagnosis, assessing bronchodilator 

responsiveness and measuring airflow obstruction. 

However, its use is often limited because of cost and 

the need for training. 

Peak expiratory flow (PEF) monitoring offers a 

practical, cost-effective alternative that can be easily 

integrated into primary care settings, recommended 

by GINA. PEF measurements provide an effective 

method for monitoring asthma variability and 

control, enhancing the accessibility of asthma 

management.  

DIAGNOSIS 

Ensuring accurate asthma 

assessment 

Accurate diagnosis is essential to provide patients 

with appropriate treatment, including both 

pharmacological options (e.g., inhaled medications) 

and non-pharmacological interventions. However, 

diagnosing asthma presents challenges due to the 

absence of a single definitive test and the variable 

nature of symptoms over time. 

Structured diagnostic approach 

Diagnosis begins with a structured clinical approach 

that includes: 

• Patient history: Documenting previous

respiratory episodes and patterns. 

• Symptoms: Wheezing, shortness of breath

(dyspnoea), chest tightness, or cough.

• Airflow limitation: Variable expiratory airflow

observed through tests like PEF monitoring or

spirometry.

See Desktop Helper No. 15 (DTH15) for more on 

clinical assessment structure.1-4 

Key diagnostic challenges 

1. Normal results during asymptomatic periods:

Lung function tests, including peak flow,

FEV1/FVC, and reversibility testing, may yield

normal results when a patient is asymptomatic;

hence, these tests are most effective during

symptomatic episodes.

2. Symptom overlap with other respiratory

conditions:

Asthma symptoms often overlap with those of

other respiratory diseases, complicating

differential diagnosis. However, asthma

symptoms are distinct in their daily or

environmentally triggered fluctuations, which

provide a key differentiation point.

Variability 

Improvement and/or deterioration in symptoms and lung function. Excessive variability 

may be identified over the course of one day (diurnal variability), from day to day, from 

visit to visit, or seasonally. 

Calculation of daily variability in PEF   =  (Maximum PEF – Minimum PEF) x 100 

Maximum PEF 

For example: 

Given data: 

• Maximum PEF for the day = 500 L/min

• Minimum PEF for the day = 450 L/min

Calculation:

Daily variability = (500 – 450) x 100 = 50 x 100 = 0.1 x 100 = 10%

500
500 

Result: The daily variability in PEF is 10%. 

Peak flow technique 

Despite the various designs of peak flow meters, all standard non-electric meters operate 

using the same basic technique. Instruct the patient to perform the following process:5  

[see: https://www.ipcrg.org/resources/peak-flow-resources] 

1. Move the indicator to 0.

2. Stand or sit up straight.

3. Take in a breath as deep as possible.

4. Place the meter in the mouth and close the lips around the mouthpiece, ensuring the

tongue is not blocking or inside the opening and none of the fingers are blocking the

indicator.

5. As soon as the lips are closed, blow out as hard and fast as possible, using the chest

and abdominal muscles. This should take no more than 2 seconds.

6. Write down the result.

7. Repeat the steps above 2 more times.

8. Record and report the highest result to your provider.

Observe the patient's technique during in-office education and assist with necessary 

adjustments. The technique should be continually reviewed at follow-up visits. 

Common causes of flawed readings:

Diagnosis using airflow variability 

In clinical practice, assessing airflow variability through changes in PEF is useful for 

diagnosing asthma. Variability refers to fluctuations in symptoms and lung function, 

with significant changes often indicating asthma. These fluctuations can occur over 

a single day (diurnal variability), day-to-day, seasonally, across visits, or after 

responsiveness tests. The recommended metric for daily variability is PEF measured 

over 1–2 weeks, ideally before medication use (DTH15).1 

• Incorrect measurement position.

• Failure to take a full deep inspiration.

• Inadequate effort during exhalation.

• Improper mouthpiece positioning or

incomplete lip seal.

• Mouthpiece obstruction by the tongue.

• Facial paralysis affecting the mouth

seal.

• Exhaling with a “spitting” action into

the peak flow meter.

• Obstruction of the indicator.

• Incorrectly recording value(s).
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Resources for 
clinical practice
Introduction
IPCRG facilitates its global respiratory community of 
practice to share its knowledge, experience and expertise, 
particularly in areas of uncertainty, to create practical 
guidance for clinicians to apply in their daily work. These 
include “desktop helpers”, interactive tools to start new 
conversations about personalising care and motivating 
behaviour change, and innovative e-learning to build 
confidence and competence. Browse this brochure, 
thematically grouped by clinical topic, and with QR codes 
to see and download these resources. Go to www.ipcrg.org 
for further information.

http://www.ipcrg.org
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Diagnosis and assessment

Desktop Helpers
Evidence-based information sheets 
providing practical guidance and 
support for clinicians working in 
primary care on the diagnosis 
and management of respiratory 
diseases:

Desktop Helper No. 14
Quick guide to spirometry.

Desktop Helper No. 15
The ‘jigsaw puzzle’ 
approach to building 
a diagnostic picture of 
asthma in primary care 
over time.

INTRODUCTION 

Spirometry is an objective test that measures 

the volume of air a person can exhale and 

the speed (flow) at which they can do so.1-6 

It is mandatory in diagnosing and monitoring 

chronic obstructive pulmonary disease 

(COPD), and important for asthma, 

idiopathic pulmonary fibrosis and chronic 

cough. Spirometry is also helpful in the 

evaluation of the impact of some systemic 

diseases on the respiratory system and helps 

in determining personal risk before surgical 

intervention.  

WHAT DO WE NEED TO DO? 

Before the test   

When performing spirometry, consider 

potential contraindications (Table 1).  

This test is highly dependent on the 

person’s collaboration and the testing 

circumstances, therefore, the procedure 

should be explained beforehand and a 

decision made by the prescribing physician 

if the person should stop taking any 

respiratory medications prior to the test (see 

Table 2 for minimum timings). It may not be 

necessary to withhold medication if the 

purpose of the test is to determine whether 

the person’s lung function can be improved 

with therapy in addition to their regular 

treatment.  

Instruct the person not to smoke, vape 

or use a water pipe and abstain from any 

strenuous physical exercise for at least one 

hour prior to the test, or to consume 

intoxicants up to 8 hours before the test. 

Ask them to loosen any tight clothing. 

Spirometry must be conducted in a 

comfortable and well-ventilated room 

(ideally, specific for spirometry), with the 

person sitting on a chair without arms, 

wheels or height adjustment. There must be 

scales, a stadiometer and a basic weather 

station (if not already integrated with the test 

equipment). The spirometer should have a 

maximum error range of ±2.5% when 

tested with a 3L calibration syringe. 

Preparing the person for 

spirometry   

Not all people will be able to produce good 

quality spirometries, but the operator's 

competence can improve the quality of the 

results.  

• Input the person’s data including age,

height and sex at birth into the

spirometer.

• Ask them to remove any dental

prostheses if they are likely to move.

• Seat them in a chair without arms,

wheels or height adjustment with their

back against its backrest and both feet

flat on the ground, uncrossed. Advise

them to sit upright (avoid leaning 

forward) while blowing. 

• Explain the procedure simply: “This is a

straightforward test but you will need to

follow my instructions closely. When I say

‘inhale deeply and fully’ clasp your teeth

on to the mouthpiece, with your lips

tightly sealed and your  tongue out of

the way then blast the air out as fast and

hard as you can for as long as you can

until your lungs are completely empty or

I tell you to breathe in again. Then

Quick guide to spirometry

This desktop helper aims to provide primary care professionals with the information they need to prepare for, conduct, evaluate 

and interpret spirometry and understand its role and limitations in the diagnosis and monitoring of respiratory disease.

DESKTOP HELPER 
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 Table 1: Contraindications for spirometry. 

Situations in which minimal acceptable 

quality manoeuvres cannot be obtained 

such as: 

• Inability to understand directions or

unwillingness to follow the directions

• Not understanding the manoeuvre well

(e.g. children under 6 years old, mental

deterioration, some elderly people)

• Poor physical state (e.g. cachexia)

• Presence of a tracheotomy. If it is

considered necessary to perform spirometry

on a person with a tracheostomy, they

should be referred to a specialist clinic

• Oral and/or facial problems that prevent

correct sealing of the mouth around the

mouthpiece (e.g. facial paralysis)

• Uncomfortable nausea when inserting the

mouthpiece

Any situation that puts the person's health 

at serious risk when making a significant 

effort such as: 

• Significant haemoptysis

• Active or recent pneumothorax. Having

a pneumothorax in the past does not

contraindicate spirometry

• Unstable CV disease (e.g. angina, recent

MI, PTE)

• Brain, thoracic or abdominal aneurysms

• Recent retinal detachment or recent eye

surgery (e.g. cataracts)

• Recent chest or abdominal surgery

CV, cardiovascular; MI, myocardial infarction; PTE, pulmonary thromboembolism.

 Table 2: Minimum time between taking certain drugs and undergoing spirometry. 

Minimum allowable abstinence time (hours) 

6

12

24

12

24

8

12

24

Drug 

Salbutamol, terbutaline, ipratropium

Formoterol, salmeterol 

Indacaterol, olodaterol, vilanterol 

Aclidinium 

Tiotropium, glycopyrronium, umeclidium 

Short-acting theophyllines 

Sustained-release theophyllines 

Chromones 
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INTRODUCTION 
Asthma is a clinical syndrome consisting 
of symptoms of wheeze/noisy breathing, 
chest tightness and breathlessness, 
sometimes with cough, which vary in 
intensity and over time (fig 1).1 Asthma is 
one of the most common chronic 
diseases seen in primary care and the 
most common chronic disease in 
children. The reported prevalence of 
asthma varies between countries, 
ranging from 1% to as high as 18% of 
the population.2 Achieving the correct 
diagnosis is essential to ensure patients 
receive the right care including 
pharmacological treatment with inhaled 
medications and non-pharmacological 
interventions [Asthma Right Care]. The 
combination of the lack of a single 
diagnostic test and the heterogeneous 
and variable nature of symptoms over 
time poses a diagnostic challenge. A 
particular challenge is that lung function 
tests, such as peak flow or FEV1/FVC and 
bronchodilator responsiveness (reversi-
bility) testing, are frequently normal when 
a patient is asymptomatic and thus 
best performed when the patient is 
symptomatic. An additional challenge is 
that some of the clinical signs and 
symptoms experienced by people being 
investigated for possible asthma may 
overlap with other respiratory diseases and 
disorders, or may not fit the diagnosis of 
asthma (fig 2). However, unlike these, 
asthma symptoms vary over time, often 
daily or by location. For these reasons, 
assembling a diagnostic picture of 
asthma requires collation of supporting 
evidence to build a picture over time, like 
a jigsaw puzzle.  Pieces are assembled 
from symptoms, history, examination and 
investigations, with the key pieces being 
tests that identify airway variability 
and bronchodilator responsiveness of 
expiratory airflow limitation (airway 
dysfunction) (fig 3).1,2,4,5 Alternative 
diagnoses should be considered if the 
key piece or pieces do not fit. Diagnosis 

The ‘jigsaw puzzle’ approach to building a diagnostic picture of asthma in primary care over time
There is no single objective diagnostic test for asthma. Instead, we suggest an approach of collecting and assembling pieces of 
clinical information to create a diagnostic picture, like making a jigsaw puzzle. These pieces should include demonstration of 
symptom and airway variability and/or bronchodilator responsiveness over time, to support a clinical diagnosis. This process 
becomes easier with experience, as patterns become more recognisable. For those clinicians less confident with diagnosing 
asthma, this desktop helper demonstrates how to build the picture with the patient over time, ideally involving several scheduled 
appointments. 

DESKTOP HELPER 
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of asthma requires understanding of (1) the presentation, including the patient’s reason(s) for a visit to primary care; (2) symptoms, including an evaluation of historical respiratory symptoms, identified triggers and other treatable risk factors; and physical examination, including at least nose, throat, skin, lung, heart, respiratory rate, pulse rate and rhythm and pulse oximetry (where available); (3) history, including personal, occupational and family history and (4) objective test results. The jigsaw puzzle approach combines these elements over time and prioritises those elements that support a diagnosis of asthma and identifies pieces that do not fit, requiring the clinician to think again. No puzzle will be 100% complete, but the picture should be clear enough to allow a diagnosis (fig 4).  

BUILDING A PICTURE OVER TIME 
TO ACHIEVE DIAGNOSIS OF A 
VARIABLE DISEASE  
Must do  
Build the picture by asking the patient their reason(s) for coming now for a visit to primary care, and evaluating current and historical respiratory symptoms. If the patient is not symptomatic, consider serial peak flow (PEF) monitoring over time (e.g. 2 weeks). If the patient is symptomatic, administering 2-4 puffs of SABA (preferably through a spacer), preceded (and followed) by peak flow readings (if possible), should induce both a rapid improvement in symptoms and an improvement 

Figure 1: Asthma cardinal symptoms - wheeze, cough, chest tightness, breathlessness

Breathlessness

Wheeze Cough

Chest tightness

Figure 2: Pieces that do not fit the diagnosis of asthma

Figure 3: Available tests of airways 
dysfunction confirm our reasoning 

Figure 4: A clear picture

Productive 
cough

Breathlessness 
in isolation

Breathlessness Chest tightness

Airway 
dysfunctionAirway 

dysfunction
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INTRODUCTION Spirometry is the gold standard test for confirming 

asthma diagnosis, assessing bronchodilator 

responsiveness and measuring airflow obstruction. 

However, its use is often limited because of cost and 

the need for training. Peak expiratory flow (PEF) monitoring offers a 

practical, cost-effective alternative that can be easily 

integrated into primary care settings, recommended 

by GINA. PEF measurements provide an effective 

method for monitoring asthma variability and 

control, enhancing the accessibility of asthma 

management.  

DIAGNOSIS Ensuring accurate asthma assessment Accurate diagnosis is essential to provide patients 

with appropriate treatment, including both 

pharmacological options (e.g., inhaled medications) 

and non-pharmacological interventions. However, 

diagnosing asthma presents challenges due to the 

absence of a single definitive test and the variable 

nature of symptoms over time. 
Structured diagnostic approach 
Diagnosis begins with a structured clinical approach 

that includes: • Patient history: Documenting previous

respiratory episodes and patterns. 
• Symptoms: Wheezing, shortness of breath

(dyspnoea), chest tightness, or cough.
• Airflow limitation: Variable expiratory airflow

observed through tests like PEF monitoring or

spirometry.See Desktop Helper No. 15 (DTH15) for more on 

clinical assessment structure.1-4 Key diagnostic challenges 1. Normal results during asymptomatic periods:
Lung function tests, including peak flow,

FEV1/FVC, and reversibility testing, may yield

normal results when a patient is asymptomatic;

hence, these tests are most effective during

symptomatic episodes.2. Symptom overlap with other respiratory
conditions:
Asthma symptoms often overlap with those of

other respiratory diseases, complicating

differential diagnosis. However, asthma

symptoms are distinct in their daily or

environmentally triggered fluctuations, which

provide a key differentiation point.

Variability 
Improvement and/or deterioration in symptoms and lung function. Excessive variability 

may be identified over the course of one day (diurnal variability), from day to day, from 

visit to visit, or seasonally. Calculation of daily variability in PEF   =  (Maximum PEF – Minimum PEF) x 100 Maximum PEF 

For example: 
Given data: 
• Maximum PEF for the day = 500 L/min
• Minimum PEF for the day = 450 L/min
Calculation:
Daily variability = (500 – 450) x 100 = 50 x 100 = 0.1 x 100 = 10%

500
500 

Result: The daily variability in PEF is 10%. 

Peak flow technique Despite the various designs of peak flow meters, all standard non-electric meters operate 

using the same basic technique. Instruct the patient to perform the following process:5  

[see: https://www.ipcrg.org/resources/peak-flow-resources] 

1. Move the indicator to 0.2. Stand or sit up straight.3. Take in a breath as deep as possible.
4. Place the meter in the mouth and close the lips around the mouthpiece, ensuring the

tongue is not blocking or inside the opening and none of the fingers are blocking the

indicator.
5. As soon as the lips are closed, blow out as hard and fast as possible, using the chest

and abdominal muscles. This should take no more than 2 seconds.

6. Write down the result.7. Repeat the steps above 2 more times.
8. Record and report the highest result to your provider.

Observe the patient's technique during in-office education and assist with necessary 

adjustments. The technique should be continually reviewed at follow-up visits. 

Common causes of flawed readings:

Diagnosis using airflow variability 
In clinical practice, assessing airflow variability through changes in PEF is useful for 

diagnosing asthma. Variability refers to fluctuations in symptoms and lung function, 

with significant changes often indicating asthma. These fluctuations can occur over 

a single day (diurnal variability), day-to-day, seasonally, across visits, or after 

responsiveness tests. The recommended metric for daily variability is PEF measured 

over 1–2 weeks, ideally before medication use (DTH15).1 

• Incorrect measurement position.• Failure to take a full deep inspiration.
• Inadequate effort during exhalation.
• Improper mouthpiece positioning or

incomplete lip seal.• Mouthpiece obstruction by the tongue.

• Facial paralysis affecting the mouth
seal.

• Exhaling with a “spitting” action into
the peak flow meter.• Obstruction of the indicator.• Incorrectly recording value(s).
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INTRODUCTION Asthma is a clinical syndrome consisting of symptoms of wheeze/noisy breathing, chest tightness and breathlessness, sometimes with cough, which vary in intensity and over time (fig 1).1 Asthma is one of the most common chronic diseases seen in primary care and the most common chronic disease in children. The reported prevalence of asthma varies between countries, ranging from 1% to as high as 18% of the population.2 Achieving the correct diagnosis is essential to ensure patients receive the right care including pharmacological treatment with inhaled medications and non-pharmacological interventions [Asthma Right Care]. The combination of the lack of a single diagnostic test and the heterogeneous and variable nature of symptoms over time poses a diagnostic challenge. A particular challenge is that lung function tests, such as peak flow or FEV1/FVC and bronchodilator responsiveness (reversi-bility) testing, are frequently normal when a patient is asymptomatic and thus best performed when the patient is symptomatic. An additional challenge is that some of the clinical signs and symptoms experienced by people being investigated for possible asthma may overlap with other respiratory diseases and disorders, or may not fit the diagnosis of asthma (fig 2). However, unlike these, asthma symptoms vary over time, often daily or by location. For these reasons, assembling a diagnostic picture of asthma requires collation of supporting evidence to build a picture over time, like a jigsaw puzzle.  Pieces are assembled from symptoms, history, examination and investigations, with the key pieces being tests that identify airway variability and bronchodilator responsiveness of expiratory airflow limitation (airway dysfunction) (fig 3).1,2,4,5 Alternative diagnoses should be considered if the key piece or pieces do not fit. Diagnosis 

The ‘jigsaw puzzle’ approach to building a diagnostic 
picture of asthma in primary care over time
There is no single objective diagnostic test for asthma. Instead, we suggest an approach of collecting and assembling pieces of 

clinical information to create a diagnostic picture, like making a jigsaw puzzle. These pieces should include demonstration of 

symptom and airway variability and/or bronchodilator responsiveness over time, to support a clinical diagnosis. This process 

becomes easier with experience, as patterns become more recognisable. For those clinicians less confident with diagnosing 

asthma, this desktop helper demonstrates how to build the picture with the patient over time, ideally involving several scheduled 

appointments. 
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of asthma requires understanding of (1) the 
presentation, including the patient’s reason(s) for 
a visit to primary care; (2) symptoms, including an 
evaluation of historical respiratory symptoms, 
identified triggers and other treatable risk factors; 
and physical examination, including at least nose, 
throat, skin, lung, heart, respiratory rate, pulse 
rate and rhythm and pulse oximetry (where 
available); (3) history, including personal, 
occupational and family history and (4) objective 
test results. The jigsaw puzzle approach combines 
these elements over time and prioritises those 
elements that support a diagnosis of asthma and 
identifies pieces that do not fit, requiring the 
clinician to think again. No puzzle will be 100% 
complete, but the picture should be clear enough 
to allow a diagnosis (fig 4).  

BUILDING A PICTURE OVER TIME TO ACHIEVE DIAGNOSIS OF A VARIABLE DISEASE  
Must do  
Build the picture by asking the patient their 
reason(s) for coming now for a visit to primary 
care, and evaluating current and historical 
respiratory symptoms. If the patient is not 
symptomatic, consider serial peak flow (PEF) 
monitoring over time (e.g. 2 weeks). If the 
patient is symptomatic, administering 2-4 puffs 
of SABA (preferably through a spacer), 
preceded (and followed) by peak flow readings 
(if possible), should induce both a rapid 
improvement in symptoms and an improvement 

Figure 1: Asthma cardinal symptoms - wheeze, cough, chest tightness, breathlessness

Breathlessness

Wheeze
Cough

Chest tightness

Figure 2: Pieces that do not fit the diagnosis 
of asthma

Figure 3: Available tests of airways dysfunction confirm our reasoning Figure 4: A clear picture

Productive 
cough

Breathlessness 
in isolation

Breathlessness Chest tightness

Airway 
dysfunction

Airway 
dysfunction
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INTRODUCTION 
Asthma is a clinical syndrome consisting 

of symptoms of wheeze/noisy breathing, 

chest tightness and breathlessness, 

sometimes with cough, which vary in 
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combination of the lack of a single 
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and variable nature of symptoms over 
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tests, such as peak flow or FEV1/FVC and 

bronchodilator responsiveness (reversi-

bility) testing, are frequently normal when 
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best performed when the patient is 
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that some of the clinical signs and 
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investigated for possible asthma may 
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disorders, or may not fit the diagnosis of 
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picture of asthma in primary care over time

There is no single objective diagnostic test for asthma. Instead, we suggest an approach of collecting and assembling pieces of 

clinical information to create a diagnostic picture, like making a jigsaw puzzle. These pieces should include demonstration of 

symptom and airway variability and/or bronchodilator responsiveness over time, to support a clinical diagnosis. This process 

becomes easier with experience, as patterns become more recognisable. For those clinicians less confident with diagnosing 

asthma, this desktop helper demonstrates how to build the picture with the patient over time, ideally involving several scheduled 

appointments. 
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of asthma requires understanding of (1) the 

presentation, including the patient’s reason(s) for 

a visit to primary care; (2) symptoms, including an 

evaluation of historical respiratory symptoms, 

identified triggers and other treatable risk factors; 

and physical examination, including at least nose, 

throat, skin, lung, heart, respiratory rate, pulse 

rate and rhythm and pulse oximetry (where 

available); (3) history, including personal, 

occupational and family history and (4) objective 

test results. The jigsaw puzzle approach combines 

these elements over time and prioritises those 

elements that support a diagnosis of asthma and 

identifies pieces that do not fit, requiring the 

clinician to think again. No puzzle will be 100% 

complete, but the picture should be clear enough 

to allow a diagnosis (fig 4).  

BUILDING A PICTURE OVER TIME 

TO ACHIEVE DIAGNOSIS OF A 

VARIABLE DISEASE 
 
Must do  
Build the picture by asking the patient their 

reason(s) for coming now for a visit to primary 

care, and evaluating current and historical 

respiratory symptoms. If the patient is not 

symptomatic, consider serial peak flow (PEF) 

monitoring over time (e.g. 2 weeks). If the 

patient is symptomatic, administering 2-4 puffs 

of SABA (preferably through a spacer), 

preceded (and followed) by peak flow readings 

(if possible), should induce both a rapid 

improvement in symptoms and an improvement 
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INTRODUCTION Spirometry is an objective test that measures 
the volume of air a person can exhale and 
the speed (flow) at which they can do so.1-6 
It is mandatory in diagnosing and monitoring 
chronic obstructive pulmonary disease 
(COPD), and important for asthma, 
idiopathic pulmonary fibrosis and chronic 
cough. Spirometry is also helpful in the 
evaluation of the impact of some systemic 
diseases on the respiratory system and helps 
in determining personal risk before surgical 
intervention.  

WHAT DO WE NEED TO DO? 
Before the test   When performing spirometry, consider 
potential contraindications (Table 1).  This test is highly dependent on the 
person’s collaboration and the testing 
circumstances, therefore, the procedure 
should be explained beforehand and a 
decision made by the prescribing physician 
if the person should stop taking any 
respiratory medications prior to the test (see 
Table 2 for minimum timings). It may not be 
necessary to withhold medication if the 
purpose of the test is to determine whether 
the person’s lung function can be improved 
with therapy in addition to their regular 
treatment.  

Instruct the person not to smoke, vape 
or use a water pipe and abstain from any 
strenuous physical exercise for at least one 
hour prior to the test, or to consume 
intoxicants up to 8 hours before the test. 
Ask them to loosen any tight clothing. 
Spirometry must be conducted in a 
comfortable and well-ventilated room 
(ideally, specific for spirometry), with the 
person sitting on a chair without arms, 
wheels or height adjustment. There must be 
scales, a stadiometer and a basic weather 
station (if not already integrated with the test 
equipment). The spirometer should have a 
maximum error range of ±2.5% when 
tested with a 3L calibration syringe. 
Preparing the person for spirometry   

Not all people will be able to produce good 

quality spirometries, but the operator's 
competence can improve the quality of the 
results.  
• Input the person’s data including age,height and sex at birth into thespirometer.• Ask them to remove any dentalprostheses if they are likely to move.• Seat them in a chair without arms,wheels or height adjustment with theirback against its backrest and both feetflat on the ground, uncrossed. Advise

them to sit upright (avoid leaning forward) while blowing. • Explain the procedure simply: “This is astraightforward test but you will need tofollow my instructions closely. When I say‘inhale deeply and fully’ clasp your teethon to the mouthpiece, with your lipstightly sealed and your  tongue out ofthe way then blast the air out as fast andhard as you can for as long as you canuntil your lungs are completely empty orI tell you to breathe in again. Then

Quick guide to spirometry
This desktop helper aims to provide primary care professionals with the information they need to prepare for, conduct, evaluate 

and interpret spirometry and understand its role and limitations in the diagnosis and monitoring of respiratory disease.
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 Table 1: Contraindications for spirometry. 

Situations in which minimal acceptable quality manoeuvres cannot be obtained such as: 
• Inability to understand directions orunwillingness to follow the directions• Not understanding the manoeuvre well(e.g. children under 6 years old, mentaldeterioration, some elderly people)• Poor physical state (e.g. cachexia)• Presence of a tracheotomy. If it isconsidered necessary to perform spirometryon a person with a tracheostomy, theyshould be referred to a specialist clinic• Oral and/or facial problems that preventcorrect sealing of the mouth around themouthpiece (e.g. facial paralysis)• Uncomfortable nausea when inserting themouthpiece

Any situation that puts the person's health at serious risk when making a significant effort such as: 
• Significant haemoptysis
• Active or recent pneumothorax. Havinga pneumothorax in the past does notcontraindicate spirometry• Unstable CV disease (e.g. angina, recentMI, PTE)

• Brain, thoracic or abdominal aneurysms• Recent retinal detachment or recent eyesurgery (e.g. cataracts)
• Recent chest or abdominal surgery

CV, cardiovascular; MI, myocardial infarction; PTE, pulmonary thromboembolism.
 Table 2: Minimum time between taking certain drugs and undergoing spirometry. 

Minimum allowable abstinence time (hours) 
6

12

24

12

24

8

12

24

Drug 

Salbutamol, terbutaline, ipratropiumFormoterol, salmeterol 
Indacaterol, olodaterol, vilanterol Aclidinium 

Tiotropium, glycopyrronium, umeclidium Short-acting theophyllines Sustained-release theophyllines Chromones 
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INTRODUCTION 
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This test is highly dependent on the 
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wheels or height adjustment. There must be 

scales, a stadiometer and a basic weather 

station (if not already integrated with the test 

equipment). The spirometer should have a 

maximum error range of ±2.5% when 

tested with a 3L calibration syringe. 

Preparing the person for 
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Not all people will be able to produce good 

quality spirometries, but the operator's 

competence can improve the quality of the 

results.  
• Input the person’s data including age,

height and sex at birth into the

spirometer.

• Ask them to remove any dental

prostheses if they are likely to move.

• Seat them in a chair without arms,

wheels or height adjustment with their

back against its backrest and both feet

flat on the ground, uncrossed. Advise

them to sit upright (avoid leaning 

forward) while blowing. 

• Explain the procedure simply: “This is a

straightforward test but you will need to

follow my instructions closely. When I say

‘inhale deeply and fully’ clasp your teeth

on to the mouthpiece, with your lips

tightly sealed and your  tongue out of

the way then blast the air out as fast and

hard as you can for as long as you can

until your lungs are completely empty or

I tell you to breathe in again. Then

Quick guide to spirometry

This desktop helper aims to provide primary care professionals with the information they need to prepare for, conduct, evaluate 

and interpret spirometry and understand its role and limitations in the diagnosis and monitoring of respiratory disease.
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 Table 1: Contraindications for spirometry. 

Situations in which minimal acceptable 

quality manoeuvres cannot be obtained 

such as: 

• Inability to understand directions or

unwillingness to follow the directions

• Not understanding the manoeuvre well

(e.g. children under 6 years old, mental

deterioration, some elderly people)

• Poor physical state (e.g. cachexia)

• Presence of a tracheotomy. If it is

considered necessary to perform spirometry

on a person with a tracheostomy, they

should be referred to a specialist clinic

• Oral and/or facial problems that prevent

correct sealing of the mouth around the

mouthpiece (e.g. facial paralysis)

• Uncomfortable nausea when inserting the

mouthpiece

Any situation that puts the person's health 

at serious risk when making a significant 

effort such as: 

• Significant haemoptysis

• Active or recent pneumothorax. Having

a pneumothorax in the past does not

contraindicate spirometry

• Unstable CV disease (e.g. angina, recent

MI, PTE)

• Brain, thoracic or abdominal aneurysms

• Recent retinal detachment or recent eye
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CV, cardiovascular; MI, myocardial infarction; PTE, pulmonary thromboembolism.

 Table 2: Minimum time between taking certain drugs and undergoing spirometry. 
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THE SIZE OF THE PROBLEM  The overall median prevalence of allergic 
rhinitis (AR) and nonallergic rhinitis (NAR) are 
18% and 12%, respectively, and appear to be 
increasing over time.2 Allergic rhinitis affects 
approximately 500 million people worldwide3  
while displaying considerable geographical 
variation.4 

Rhinitis affects all ages, although the 
frequency of symptoms is higher in children 
and adolescents.5 AR is more frequent than 
NAR and has more persistent and moderate-
to-severe symptoms.3 The frequency and 
severity of nasal and ocular symptoms with 
AR, together with sleep disturbances, result 
in a marked reduction of quality of life,4       
and an economic burden resulting from 
medication costs, clinic visits, absenteeism, 
presenteeism, impact on academic and work 
performance and on family members.6-8  
WHAT IS RHINITIS, AND WHAT ARE ITS CAUSES?  Rhinitis is inflammation of the nasal mucosa, 

characterized by at least 2 symptoms, more 
than one hour per day on most days:  1. runny nose (rhinorrhoea) 2. blocked/stuffy nose (congestion)  3. sneezing   4. itchy nose 5. itchy throat 6. itchy eyes* 

There are three widely accepted distinct 
rhinitis subgroups: allergic rhinitis (AR); non-
allergic, non-infectious rhinitis (NAR); and 
infectious rhinitis.10 AR refers to symptoms 
triggered by an immune-mediated response 
following exposure to allergens, while NAR 
refers to symptoms without allergic 
sensitisation.11 Sometimes both types (NAR 
and AR) coexist at the same time (mixed 

rhinitis). Identifying the cause of rhinitis is 
important for successful management. 
 
Allergic rhinitis (AR) is caused by 
aeroallergens, including exposure to 
occupational allergens. According to Allergic 
Rhinitis and its Impact on Asthma (ARIA): 
https://www.euforea.eu/aria/ it is classified 
based on the duration and severity of 
symptoms (Table 1). At least 50% of patients 
have persistent symptoms, and 40-60% have 
moderate-to-severe AR, which markedly 
impacts their quality of life. The diagnostic 
approach to AR is similar across all age 
groups. AR typically starts appearing in 
children around 4–6 years old, with 
incidence peaking at 14–16, but it can 
develop at any time in life.12,13 NAR is less 
common in children, except for infection-
related NAR. 

AR is often underdiagnosed or 
misdiagnosed, and is frequently 
untreated.14  As the presenting symptoms 
are similar to other conditions, especially 
viral (e.g. common cold, rhinosinusitis, 
influenza, COVID-19, NAR), people with AR 
may think they have an  infection or another 
respiratory condition.15,16  This may lead 
them to expect an antibiotic prescription 

from their GPs17 (see below). In addition, 
people with AR often self-diagnose and self-
manage with OTC treatment at community 
or online pharmacies for symptom relief 
without seeing their GP.18 This can lead to 
medication overuse, lack of established 
diagnosis, inadequate treatment, poor 
medication adherence, and poor self-
management.19 OTC requests are an 
opportunity for pharmacists to identify 
probable rhinitis and to advise or direct 
individuals to a primary care consultation, 
where the diagnosis can be based on clinical 
and family history, physical examination 
and, in selected cases, referral. Severity of AR and NAR symptoms are 
frequently assessed using a Visual Analogue 
Scale (Figure 1), which ranges from 0 (not 
bothersome) to 10 (extremely bothersome). 
A score of 5 or more identifies moderate to 
severe disease. Using a VAS to assess the 
rhinitis severity enables measurement of any 
change after treatment.  
Non-allergic rhinitis (Table 2) is triggered by 
a variety of factors that inflame or irritate the 
nasal mucosa, such as certain medications 
e.g. aspirin, NSAIDs, food ingredients 
(capsaicin, spices, sulphites and dietary 

Rhinitis is a highly prevalent problem in all age groups that significantly impairs the lives of people with the condition, including 

their cohabitants. Underdiagnosis and misdiagnosis are common, which leads to under or inappropriate treatment, economic 

impact, and potential harm.1 Most people with rhinitis manage the condition episodically, either with self-management or over-the-counter medications 

(OTC). Many underestimate and neglect their symptoms and often do not bring this to the attention of their general practitioner 

(GP). However, as this is a common problem and a frequent comorbidity affecting the management of other conditions, it needs 

to be recognised and managed appropriately in primary care.

 Table 1: Classification of allergic rhinitis (duration and severity)20,21 

 Intermittent < 4 days per week 
or 

< 4 consecutive weeks 
 
 

Persistent 
> 4 days per week 

and 
> 4 consecutive weeks 

Mild (All of the following) - Normal sleep - Normal work and school - Normal daily activity - No disturbing symptoms 
 Moderate / Severe (One or more) - Disturbed sleep -  Problems at work and school - Impairment of daily activities - Troublesome symptoms 

* This is a symptom of allergic conjunctivitis, which is  
present in at least 50% of the patients with AR
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THE SIZE OF THE PROBLEM  

The overall median prevalence of allergic 

rhinitis (AR) and nonallergic rhinitis (NAR) are 

18% and 12%, respectively, and appear to be 

increasing over time.2 Allergic rhinitis affects 

approximately 500 million people worldwide3  

while displaying considerable geographical 

variation.4 
Rhinitis affects all ages, although the 

frequency of symptoms is higher in children 

and adolescents.5 AR is more frequent than 

NAR and has more persistent and moderate-

to-severe symptoms.3 The frequency and 

severity of nasal and ocular symptoms with 

AR, together with sleep disturbances, result 

in a marked reduction of quality of life,4       

and an economic burden resulting from 

medication costs, clinic visits, absenteeism, 

presenteeism, impact on academic and work 

performance and on family members.6-8 

 
WHAT IS RHINITIS, AND WHAT 

ARE ITS CAUSES?  
Rhinitis is inflammation of the nasal mucosa, 

characterized by at least 2 symptoms, more 

than one hour per day on most days:  

1. runny nose (rhinorrhoea) 

2. blocked/stuffy nose (congestion)  

3. sneezing   

4. itchy nose 

5. itchy throat 

6. itchy eyes* 

There are three widely accepted distinct 

rhinitis subgroups: allergic rhinitis (AR); non-

allergic, non-infectious rhinitis (NAR); and 

infectious rhinitis.10 AR refers to symptoms 

triggered by an immune-mediated response 

following exposure to allergens, while NAR 

refers to symptoms without allergic 

sensitisation.11 Sometimes both types (NAR 

and AR) coexist at the same time (mixed 

rhinitis). Identifying the cause of rhinitis is 

important for successful management. 

 
Allergic rhinitis (AR) is caused by 

aeroallergens, including exposure to 

occupational allergens. According to Allergic 

Rhinitis and its Impact on Asthma (ARIA): 

https://www.euforea.eu/aria/ it is classified 

based on the duration and severity of 

symptoms (Table 1). At least 50% of patients 

have persistent symptoms, and 40-60% have 

moderate-to-severe AR, which markedly 

impacts their quality of life. The diagnostic 

approach to AR is similar across all age 

groups. AR typically starts appearing in 

children around 4–6 years old, with 

incidence peaking at 14–16, but it can 

develop at any time in life.12,13 NAR is less 

common in children, except for infection-

related NAR. 
AR is often underdiagnosed or 

misdiagnosed, and is frequently 

untreated.14  As the presenting symptoms 

are similar to other conditions, especially 

viral (e.g. common cold, rhinosinusitis, 

influenza, COVID-19, NAR), people with AR 

may think they have an  infection or another 

respiratory condition.15,16  This may lead 

them to expect an antibiotic prescription 

from their GPs17 (see below). In addition, 

people with AR often self-diagnose and self-

manage with OTC treatment at community 

or online pharmacies for symptom relief 

without seeing their GP.18 This can lead to 

medication overuse, lack of established 

diagnosis, inadequate treatment, poor 

medication adherence, and poor self-

management.19 OTC requests are an 

opportunity for pharmacists to identify 

probable rhinitis and to advise or direct 

individuals to a primary care consultation, 

where the diagnosis can be based on clinical 

and family history, physical examination 

and, in selected cases, referral. 

Severity of AR and NAR symptoms are 

frequently assessed using a Visual Analogue 

Scale (Figure 1), which ranges from 0 (not 

bothersome) to 10 (extremely bothersome). 

A score of 5 or more identifies moderate to 

severe disease. Using a VAS to assess the 

rhinitis severity enables measurement of any 

change after treatment. 

 
Non-allergic rhinitis (Table 2) is triggered by 

a variety of factors that inflame or irritate the 

nasal mucosa, such as certain medications 

e.g. aspirin, NSAIDs, food ingredients 

(capsaicin, spices, sulphites and dietary 

Rhinitis is a highly prevalent problem in all age groups that significantly impairs the lives of people with the condition, including 

their cohabitants. Underdiagnosis and misdiagnosis are common, which leads to under or inappropriate treatment, economic 

impact, and potential harm.1 

Most people with rhinitis manage the condition episodically, either with self-management or over-the-counter medications 

(OTC). Many underestimate and neglect their symptoms and often do not bring this to the attention of their general practitioner 

(GP). However, as this is a common problem and a frequent comorbidity affecting the management of other conditions, it needs 

to be recognised and managed appropriately in primary care.

 Table 1: Classification of allergic rhinitis (duration and severity)20,21

 

 
Intermittent 

< 4 days per week 
or 

< 4 consecutive weeks 
 
 

Persistent 
> 4 days per week 

and 

> 4 consecutive weeks 

Mild (All of the following) 

- Normal sleep 

- Normal work and school 

- Normal daily activity 

- No disturbing symptoms 

 

Moderate / Severe (One or more) 

- Disturbed sleep 

-  Problems at work and school 

- Impairment of daily activities 

- Troublesome symptoms 

* This is a symptom of allergic conjunctivitis, which is  

present in at least 50% of the patients with AR
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INTRODUCTION Spirometry is the gold standard test for confirming 
asthma diagnosis, assessing bronchodilator 
responsiveness and measuring airflow obstruction. 
However, its use is often limited because of cost and 
the need for training. Peak expiratory flow (PEF) monitoring offers a 
practical, cost-effective alternative that can be easily 
integrated into primary care settings, recommended 
by GINA. PEF measurements provide an effective 
method for monitoring asthma variability and 
control, enhancing the accessibility of asthma 
management.  

DIAGNOSIS 
Ensuring accurate asthma assessment 

Accurate diagnosis is essential to provide patients 
with appropriate treatment, including both 
pharmacological options (e.g., inhaled medications) 
and non-pharmacological interventions. However, 
diagnosing asthma presents challenges due to the 
absence of a single definitive test and the variable 
nature of symptoms over time. 
Structured diagnostic approach Diagnosis begins with a structured clinical approach 
that includes: • Patient history: Documenting previous

respiratory episodes and patterns. • Symptoms: Wheezing, shortness of breath
(dyspnoea), chest tightness, or cough.

• Airflow limitation: Variable expiratory airflow
observed through tests like PEF monitoring or
spirometry.See Desktop Helper No. 15 (DTH15) for more on 

clinical assessment structure.1-4 
Key diagnostic challenges 1. Normal results during asymptomatic periods:

Lung function tests, including peak flow,
FEV1/FVC, and reversibility testing, may yield
normal results when a patient is asymptomatic;
hence, these tests are most effective during
symptomatic episodes.2. Symptom overlap with other respiratoryconditions:

Asthma symptoms often overlap with those of
other respiratory diseases, complicating
differential diagnosis. However, asthma
symptoms are distinct in their daily or
environmentally triggered fluctuations, which
provide a key differentiation point.

Variability 
Improvement and/or deterioration in symptoms and lung function. Excessive variability 

may be identified over the course of one day (diurnal variability), from day to day, from 

visit to visit, or seasonally. Calculation of daily variability in PEF   =  (Maximum PEF – Minimum PEF) x 100 Maximum PEF 

For example: 
Given data: 
• Maximum PEF for the day = 500 L/min• Minimum PEF for the day = 450 L/minCalculation:

Daily variability = (500 – 450) x 100 = 50 x 100 = 0.1 x 100 = 10%
500

500 Result: The daily variability in PEF is 10%. 

Peak flow technique Despite the various designs of peak flow meters, all standard non-electric meters operate 

using the same basic technique. Instruct the patient to perform the following process:5  

[see: https://www.ipcrg.org/resources/peak-flow-resources] 
1. Move the indicator to 0.2. Stand or sit up straight.3. Take in a breath as deep as possible.4. Place the meter in the mouth and close the lips around the mouthpiece, ensuring the

tongue is not blocking or inside the opening and none of the fingers are blocking the

indicator.
5. As soon as the lips are closed, blow out as hard and fast as possible, using the chest

and abdominal muscles. This should take no more than 2 seconds.

6. Write down the result.7. Repeat the steps above 2 more times.8. Record and report the highest result to your provider.
Observe the patient's technique during in-office education and assist with necessary 

adjustments. The technique should be continually reviewed at follow-up visits. 
Common causes of flawed readings:

Diagnosis using airflow variability 
In clinical practice, assessing airflow variability through changes in PEF is useful for 

diagnosing asthma. Variability refers to fluctuations in symptoms and lung function, 

with significant changes often indicating asthma. These fluctuations can occur over 

a single day (diurnal variability), day-to-day, seasonally, across visits, or after 

responsiveness tests. The recommended metric for daily variability is PEF measured 

over 1–2 weeks, ideally before medication use (DTH15).1 

• Incorrect measurement position.• Failure to take a full deep inspiration.• Inadequate effort during exhalation.• Improper mouthpiece positioning orincomplete lip seal.• Mouthpiece obstruction by the tongue.

• Facial paralysis affecting the mouthseal.
• Exhaling with a “spitting” action intothe peak flow meter.• Obstruction of the indicator.• Incorrectly recording value(s).
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INTRODUCTION 
Spirometry is the gold standard test for confirming 

asthma diagnosis, assessing bronchodilator 

responsiveness and measuring airflow obstruction. 

However, its use is often limited because of cost and 

the need for training. 

Peak expiratory flow (PEF) monitoring offers a 

practical, cost-effective alternative that can be easily 

integrated into primary care settings, recommended 

by GINA. PEF measurements provide an effective 

method for monitoring asthma variability and 

control, enhancing the accessibility of asthma 

management.  

DIAGNOSIS 
Ensuring accurate asthma 

assessment 
Accurate diagnosis is essential to provide patients 

with appropriate treatment, including both 

pharmacological options (e.g., inhaled medications) 

and non-pharmacological interventions. However, 

diagnosing asthma presents challenges due to the 

absence of a single definitive test and the variable 

nature of symptoms over time. 

Structured diagnostic approach 

Diagnosis begins with a structured clinical approach 

that includes: 
• Patient history: Documenting previous

respiratory episodes and patterns. 

• Symptoms: Wheezing, shortness of breath

(dyspnoea), chest tightness, or cough.

• Airflow limitation: Variable expiratory airflow

observed through tests like PEF monitoring or

spirometry.

See Desktop Helper No. 15 (DTH15) for more on 

clinical assessment structure.1-4 

Key diagnostic challenges 

1. Normal results during asymptomatic periods:

Lung function tests, including peak flow,

FEV1/FVC, and reversibility testing, may yield

normal results when a patient is asymptomatic;

hence, these tests are most effective during

symptomatic episodes.

2. Symptom overlap with other respiratory

conditions:
Asthma symptoms often overlap with those of

other respiratory diseases, complicating

differential diagnosis. However, asthma

symptoms are distinct in their daily or

environmentally triggered fluctuations, which

provide a key differentiation point.

Variability 
Improvement and/or deterioration in symptoms and lung function. Excessive variability 

may be identified over the course of one day (diurnal variability), from day to day, from 

visit to visit, or seasonally. 

Calculation of daily variability in PEF   =  (Maximum PEF – Minimum PEF) x 100 

Maximum PEF 

For example: 

Given data: 

• Maximum PEF for the day = 500 L/min

• Minimum PEF for the day = 450 L/min

Calculation:

Daily variability = (500 – 450) x 100 = 50 x 100 = 0.1 x 100 = 10%

500 500 

Result: The daily variability in PEF is 10%. 

Peak flow technique 

Despite the various designs of peak flow meters, all standard non-electric meters operate 

using the same basic technique. Instruct the patient to perform the following process:5  

[see: https://www.ipcrg.org/resources/peak-flow-resources] 

1. Move the indicator to 0.

2. Stand or sit up straight.

3. Take in a breath as deep as possible.

4. Place the meter in the mouth and close the lips around the mouthpiece, ensuring the

tongue is not blocking or inside the opening and none of the fingers are blocking the

indicator.

5. As soon as the lips are closed, blow out as hard and fast as possible, using the chest

and abdominal muscles. This should take no more than 2 seconds.

6. Write down the result.

7. Repeat the steps above 2 more times.

8. Record and report the highest result to your provider.

Observe the patient's technique during in-office education and assist with necessary 

adjustments. The technique should be continually reviewed at follow-up visits. 

Common causes of flawed readings:

Diagnosis using airflow variability 

In clinical practice, assessing airflow variability through changes in PEF is useful for 

diagnosing asthma. Variability refers to fluctuations in symptoms and lung function, 

with significant changes often indicating asthma. These fluctuations can occur over 

a single day (diurnal variability), day-to-day, seasonally, across visits, or after 

responsiveness tests. The recommended metric for daily variability is PEF measured 

over 1–2 weeks, ideally before medication use (DTH15).1 

• Incorrect measurement position.

• Failure to take a full deep inspiration.

• Inadequate effort during exhalation.

• Improper mouthpiece positioning or

incomplete lip seal.

• Mouthpiece obstruction by the tongue.

• Facial paralysis affecting the mouth

seal.

• Exhaling with a “spitting” action into

the peak flow meter.

• Obstruction of the indicator.

• Incorrectly recording value(s).
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What does good quality COPD care look like? 
We have summarised what good quality care should 
look like from a patient perspective and how clinicians 
can provide that in 10 person-centred statements.

COPD Wheel with guidance notes
Drawing on GOLD strategy and 
behavioural science, start new 
conversations about personalising 
care for people with COPD.

COPD Question & Challenge Cards
Create more awareness of shortcomings in knowledge 
and understanding about COPD by discussing 
provocative questions with clinical peers, students and 
people with lived experience.

COPD Magazine
Support patients to self-
manage their COPD by 
offering curated guidance, 
infographics and videos.

Plan, Take 
Action, Live Well 

with COPD
Live a normal life 
and stay safe with 
well-managed COPD

Resources to protect your lungs

Consultation guide
Personalised COPD action plan

Issue 3, February 2025

Eat Well, 
Sleep Well, 

Feel WellManage your mood, 

energy and diet to 

live well with COPD

Infographics

Instructional videos

Top tips

Issue 2, November 2024

Cartoons for emotional self-assessment for 
people with chronic respiratory diseases
“How are you feeling right now?” Use this tool with 
patients and the public to identify, understand, control, 
express and act on their emotions.

COPD Right Care

Onset of symptoms

Severe disability

stopped 

at age 65

Death

0

20

25

50

FEV1 (% of value at age 25)

Age (years)

75

50

70

100

stopped

at age 45

Never smoked or not susceptible to smoke

Smoked regularly and

susceptible to its e�ects

Other causes

Chronic – a long-term health condition that does not go away

Obstructive – your airways are narrowed, it’s harder to breathe 
out quickly and air gets trapped in your chest

Pulmonary – it a�ects your lungs

Disease – a medical condition

C

O

P

D

m
ed

ici
ne

s
pre

sc
rib

ed
Ta

ke
 ot

he
r

support

nutrit
ional

Health
y diet &

inhaler

Use your

vaccinations

recommended

Get factor exposure

Reduce risk

qu
al

ity
 o

f l
ife

Re
du

ce
d

re
du

ct
io

n

Lu
ng

 v
ol

um
e

Oxy
gen

Sm
all lungs

Sm
all lungs

A
sthm

a
exposure

Chem
ical

Pollution

re
ha

b
& 

pu
lm

on
ar

y
Ph

ys
ica

l a
ct

iv
ity

Identity
What is it called?

Co
ns

eq
ue

nc
es

H
ow

 d
o 

m
y 

ch
oi

ce
s a

�e
ct

m
y 

fu
tu

re
?

Cure or treat

What can we do about it
?

Timeline

What will happen next?

Cause

W
hy do I have it?

Making sense of COPD

Open questions
A�rmation
Re�ection
Summarising

O

A

R

S

https://www.ipcrg.org/rightcare/copd-right-care/what-does-good-quality-copd-care-look-like
https://www.ipcrg.org/copdwheel
https://www.ipcrg.org/copd-right-care-question-challenge-cards
https://www.ipcrg.org/copdmagazine
https://www.ipcrg.org/emotions
https://www.ipcrg.org/emotions


7

COPD Desktop Helpers
Evidence-based information sheets 
providing practical guidance and 
support for clinicians working in 
primary care on the diagnosis and 
management of respiratory diseases:

Desktop Helper No. 3
Improving the life of people with COPD by integrating 
a supportive and palliative approach from diagnosis to 
end of life.

Desktop Helper No. 6
Evaluation of 
appropriateness of inhaled 
corticosteroid (ICS) therapy 
in COPD and guidance on 
ICS withdrawal.

Desktop Helper No. 7
Pulmonary rehabilitation in the community. Covers 
how to set up a service and how to encourage uptake.

Desktop Helper No. 8
Improving care for women 
with COPD: Guidance for 
primary care.

INTRODUCTION  

Mental health problems, including anxiety 

and depression, are common among people 

with COPD and substantially impact their 

quality of life (QoL). In countries where 

tobacco smoking is prevalent, tobacco 

dependence is an additional factor that can 

significantly impact on QoL of people with 

COPD. However, PCPs often have low 

confidence to treat these problems due to   

the complex inter-relationships between them 

and symptoms such as breathlessness, which 

make assessment and treatment challenging. 

Estimates suggest that about 30% of people 

with COPD have comorbid depression 

(increasing to up to 80% with increasing 

COPD severity), and between 10% and 50% 

have comorbid anxiety.1–3 Prevalence 

increases with age and as symptoms of 

COPD worsen, and they can co-exist.3–6 

Globally, about 20% of people smoke 

tobacco,7 although this varies by country, 

and about 20% of them will develop COPD.8 

Despite this increased risk, smoking rates 

remain high following a diagnosis of 

COPD.9,10 Mono-disease guidelines that 

focus on only one element are inadequate 

and guidance for PCPs is lacking.  

 
COPD AND MENTAL HEALTH     

Despite strong evidence of a high 

prevalence of depression and anxiety in 

people with COPD these comorbidities are 

underdiagnosed and undertreated. COPD-

related depression and/or anxiety is 

associated with poorer QoL, more 

persistent smoking, worse adherence to 

treatment plans, more hospital admissions, 

readmissions and exacerbations, lower self-

management rates, poorer survival and 

higher care costs than for people without 

psychological comorbidities.11 Indeed, 

breathlessness, depression, anxiety and 

exercise tolerance are more correlated with 

health status than the widely used 

spirometric values.12 People with COPD 

often report feelings of isolation and mental 

illness can increase this isolation due to 

societal and self-imposed stigma resulting 

in a cycle of decline which can impact      

QoL and impair adherence to COPD 

treatment.13,14  

 
BREATHLESSNESS AND 

PSYCHOLOGICAL DISTRESS     

Breathlessness is a core and complex 

symptom among people with COPD. It is 

not only the subjective perception of 

breathlessness but a person’s reactions and 

responses to the sensation that matter.15 

The ‘Thinking’ negative cycle in the 

Breathing-Thinking-Functioning (BTF) model 

(see diagram above) offers a way of 

understanding how thoughts affect and are 

affected by breathing and also physical 

activity; it also suggests how we can break 

these cycles.15  

Attention to the sensation of 

breathlessness, memories of past 

experiences, misconceptions and thoughts 

about dying can contribute to anxiety, 

feelings of panic, frustration, anger and low 

mood, which in turn reinforce unhelpful     

and unrealistic thoughts and images. 

Conversely, interventions to address these 

negative thoughts in relation to 

breathlessness and manage symptoms of 

anxiety and low mood have the potential to 

improve QoL and improve adherence to 

COPD treatment. 

 
TOBACCO USE AND POOR 

MENTAL HEALTH      

While smoking rates are not high among 

people with COPD in all countries, where 

COPD and Mental Health: Holistic and 

Practical Guidance for Primary Care

This desktop helper aims to raise awareness of the challenge of identifying and managing mental health problems in 

people with chronic obstructive pulmonary disease (COPD) and to direct primary care professionals (PCPs) to assessment 

tools as well as non-pharmacological and pharmacological interventions. 

DESKTOP HELPER 
No. 12    March 2022

BREATHING

THINKING

FUNCTIONING

Inefficient breathing 

Increased work of 

breathing

Increased respiratory rate 

Use of accessory muscles 

Dynamic hyperinflation

Deconditioning of limb, 

chest wall and 

accessory muscles

Reproduced with permission of the Cambridge Breathlessness Intervention Service.15

Reduced activity 

Tendency to self-isolate 

More help from others

BREATHLESSNESS Anxiety, distress 

Feelings of panic

Thoughts about dying 

Misconceptions 

Attention to the      

    sensation 

Memories, past          

    experiences

1
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THE NEED FOR INCREASED
AWARENESS OF COPD IN
WOMEN 
Prevention and early diagnosis strategies for
women usually focus on early cancer
detection, despite the fact that women are
more likely to die from COPD than from
breast and lung cancer combined.1,2 Until
recently, COPD diagnosis in women has
been neglected because it has been
considered predominantly a disease of
men.1,3 However, because of an increase
in smoking and/or on-going exposure to
biomass smoke in many countries, COPD
prevalence now seems to be similar between
women and men. Indeed, data suggest that
women could be at greater risk of smoking-induced lung function impairment, and could
suffer from more severe symptoms for the
same level of tobacco exposure than men.1,4

Non-smokers with COPD are also more
likely to be female. Women bear a
disproportionate burden of exposure to risk
factors such as biomass smoke, due to a

greater role in cooking and domestic
responsibilities, occupational exposure in
specific industries that generate smoke and
dust, and from second-hand smoke.1

WOMEN HAVE DIFFERENT
PHENOTYPES AND 
SOCIOECONOMIC STATUS1,3 

Globally, women with COPD are usually
younger, have a lower BMI, less first-hand
tobacco smoke exposure, greater risk of
significant lung impairment, more severe
symptoms with the same level of exposure
and a lower socioeconomic status (SES)
which affects their access to care. They
often disregard their symptoms and tend to
be more reluctant to seek care, therefore
diagnosis is delayed and they often have
more severe disease by the time they are
identified. Therefore, we need to support
initiatives and campaigns to increase
awareness amongst individuals and
communities. Women with low socio-economic status are particularly vulnerable

and may need special social support.
Women experience more symptoms

(especially breathlessness), have a more
impaired quality of life and suffer from
more exacerbations than men.1,3,5 This
means that women may benefit from closer
monitoring of their exacerbation risk,
symptoms and quality of life. Primary care
professionals need to be aware of these
differences and use validated tools to
assess breathlessness and impaired
quality of life. Practical tools such as
Medical Research Council (MRC) and
modified Medical Research Council
(mMRC) Breathlessness Scale, Clinical
COPD Questionnaire (CCQ) and COPD
Assessment Test score (CAT)TM have been
suggested for use in primary care. See the
IPCRG COPD wellness assessment tools
desktop helper for more information.6

Asthma is more common in women,7 so
Asthma-COPD overlap (ACO) is also more
prevalent in women than in men and both
diagnoses need to be considered in order
to institute correct treatment.

DIFFERENT COMORBIDITIES:
MORE DEPRESSION, ANXIETY
AND OSTEOPOROSIS1,3

Women are more likely to suffer from
depression and anxiety than men.8 This
is important as anxiety influences
breathlessness, and depression and/or
anxiety are strong determinants of quality
of life. A prompt diagnosis enables the
depression and/or anxiety to be
appropriately managed and will improve
quality of life. Simple questionnaires like
PHQ4 and PHQ9 have been tested and
validated in primary care. Osteoporosis,
which may be a side effect of high dose
inhaled and/or frequent oral corticosteroid
use, is also more prevalent in women than

Improving care for women with COPD:
guidance for primary care 
The scope of global primary care includes not only disease management, but also prevention and early risk identification,finding those people in the community who need special attention, diagnosis, treatment and management.  One suchchallenge is to identify early, diagnose, and treat women with chronic obstructive pulmonary disease (COPD).  The mainchallenges of COPD in women and the reasons that they need special attention, are depicted in Figure 1.1
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Figure 1  The impact of COPD in women. Reprinted from Chest, 151(3), Jenkins CR, Chapman KR, Donohue JF, Roche N, Tsiligianni I, Han MK. Improvingthe management of COPD in women, 686-696, Copyright (2017) with permission from Elsevier
UNDER-DIAGNOSIS AND
SUBOPTIMAL TREATMENT

Women with COPD are more likely to
be misdiagnosed, potentially leading

to suboptimal treatment

COPD DISEASE PRESENTATION
Women are generally younger, 

smoke less and have lower 
body mass index (BMI) than men.  
Evidence of more breathlessness

SOCIOECONOMIC STATUS
Women with COPD are likely to be of
lower socioeconomic status than men

COPD DISEASE PRESENTATION
Differential burden of comorbidities in

women vs men.  More asthma,
osteoporosis and depression vs men.

Evidence of greater psychological
impairment in women vs men

TOBACCO USE
Prevalence:
l Varies by location
l Equal to men in some countries
l Increasing in many low and middle incomecountries
In women with COPD there is evidence of:l Greater harm vs men for same level oftobacco smoke exposure
l Greater benefits of smoking cessationl More difficulty with smoking cessation vs men
OCCUPATIONAL EXPOSURES
Women now work more frequently in
traditionally male occupations.
In some locations, women are more likelythan men to be exposed to risks from
unregulated ‘cottage’ industries, such as fish smoking and textile working

NON-OCCUPATIONAL 
EXPOSURES
Biomass fuel exposure greater as a result 
of more domestic responsibilities
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WHY DOES EARLIER DIAGNOSIS MATTER?  COPD is a common global condition with 
considerable morbidity and mortality.1 
Underdiagnosis of COPD is a persistent 
problem worldwide and continues to be a 
major reason for the undertreatment of the 
condition despite the availability of effective 
non-pharmacotherapeutic and pharmaco-
therapeutic interventions.2 The global 
prevalence of COPD is estimated to be 
10.3%.2 The rates of underdiagnosis in low 
and middle-income countries may be 
particularly high, with some estimates 
suggesting underdiagnosis rates in excess of 
90%.3  

Undiagnosed, symptomatic COPD is 
associated with an increased risk for 
exacerbations, pneumonia, a marked 
detrimental impact on quality of life (QoL), 
and even premature death.1,4-6 COPD 

diagnosis usually occurs only after significant 
lung function has already been lost. By the 
time people seek help for their symptoms, 
their FEV1 has often fallen to ~50% of 
predicted, a level at which health status is 
substantially reduced. In addition, other 
consequences of COPD such as 
breathlessness, depression and anxiety, often 
cause people to be less active and less able 
to cope with the disease.1 The reasons for 
delayed diagnosis of COPD are numerous 
and complex including personal-, HCP- and 
system-level factors that prevent the 
reporting, recognition or identification of 
symptoms suggestive of COPD, or the 
availability of spirometry, essential to 
diagnose COPD (see the IPCRG Quick guide                 

to spirometry at: https://www.ipcrg.org/ 
DTH14).2 It has been considered by some 
practitioners and public as a self-inflicted 
disease if the person has smoked tobacco 
and this has led to stigma, self-blame and 

care-seeking delays. This under appreciates 
the fact that tobacco use is a chronic 
dependency that often begins in childhood 
which is itself often underdiagnosed and 
undertreated. In addition, new scientific 
evidence has shown that there are many 
genetic and environmental factors associated 
with reduced lung function, that vary, 
accumulate, and interact over time, even 
before birth.2,7  

CAN EARLIER INTERVENTION 
HELP?     
Earlier intervention for symptomatic COPD 
can result in better quality of life (QoL).1         

A wide body of research indicates that 
earlier diagnosis accompanied by earlier 
intervention delays lung function decline, 
reduces symptom burden and improves 
QoL.2 To reduce the risk of exacerbations 
caused by respiratory infections ensure     

Achieving earlier diagnosis of COPD
This desktop helper reviews the evidence for the benefits of earlier detection and diagnosis of COPD and provides 

healthcare practitioners (HCPs) with tools they can use to achieve this for the patients in their care. 

DESKTOP HELPER No. 13    July 2023
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Figure 1: Barriers to earlier diagnosis in COPD and strategies to overcome them.
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THE NEED FOR INCREASEDAWARENESS OF COPD INWOMEN 
Prevention and early diagnosis strategies forwomen usually focus on early cancerdetection, despite the fact that women aremore likely to die from COPD than frombreast and lung cancer combined.1,2 Untilrecently, COPD diagnosis in women hasbeen neglected because it has beenconsidered predominantly a disease ofmen.1,3 However, because of an increasein smoking and/or on-going exposure tobiomass smoke in many countries, COPDprevalence now seems to be similar betweenwomen and men. Indeed, data suggest thatwomen could be at greater risk of smoking-induced lung function impairment, and couldsuffer from more severe symptoms for thesame level of tobacco exposure than men.1,4Non-smokers with COPD are also morelikely to be female. Women bear adisproportionate burden of exposure to riskfactors such as biomass smoke, due to a

greater role in cooking and domesticresponsibilities, occupational exposure inspecific industries that generate smoke anddust, and from second-hand smoke.1

WOMEN HAVE DIFFERENTPHENOTYPES AND SOCIOECONOMIC STATUS1,3 Globally, women with COPD are usuallyyounger, have a lower BMI, less first-handtobacco smoke exposure, greater risk ofsignificant lung impairment, more severesymptoms with the same level of exposureand a lower socioeconomic status (SES)which affects their access to care. Theyoften disregard their symptoms and tend tobe more reluctant to seek care, thereforediagnosis is delayed and they often havemore severe disease by the time they areidentified. Therefore, we need to supportinitiatives and campaigns to increaseawareness amongst individuals andcommunities. Women with low socio-economic status are particularly vulnerable

and may need special social support.Women experience more symptoms(especially breathlessness), have a moreimpaired quality of life and suffer frommore exacerbations than men.1,3,5 Thismeans that women may benefit from closermonitoring of their exacerbation risk,symptoms and quality of life. Primary careprofessionals need to be aware of thesedifferences and use validated tools toassess breathlessness and impairedquality of life. Practical tools such asMedical Research Council (MRC) andmodified Medical Research Council(mMRC) Breathlessness Scale, ClinicalCOPD Questionnaire (CCQ) and COPDAssessment Test score (CAT)TM have beensuggested for use in primary care. See theIPCRG COPD wellness assessment toolsdesktop helper for more information.6Asthma is more common in women,7 soAsthma-COPD overlap (ACO) is also moreprevalent in women than in men and bothdiagnoses need to be considered in orderto institute correct treatment.
DIFFERENT COMORBIDITIES:MORE DEPRESSION, ANXIETYAND OSTEOPOROSIS1,3Women are more likely to suffer fromdepression and anxiety than men.8 Thisis important as anxiety influencesbreathlessness, and depression and/oranxiety are strong determinants of qualityof life. A prompt diagnosis enables thedepression and/or anxiety to beappropriately managed and will improvequality of life. Simple questionnaires likePHQ4 and PHQ9 have been tested andvalidated in primary care. Osteoporosis,which may be a side effect of high doseinhaled and/or frequent oral corticosteroiduse, is also more prevalent in women than

Improving care for women with COPD:guidance for primary care 
The scope of global primary care includes not only disease management, but also prevention and early risk identification,

finding those people in the community who need special attention, diagnosis, treatment and management.  One such

challenge is to identify early, diagnose, and treat women with chronic obstructive pulmonary disease (COPD).  The main

challenges of COPD in women and the reasons that they need special attention, are depicted in Figure 1.1
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Figure 1  The impact of COPD in women. 
Reprinted from Chest, 151(3), Jenkins CR, Chapman KR, Donohue JF, Roche N, Tsiligianni I, Han MK. Improving

the management of COPD in women, 686-696, Copyright (2017) with permission from Elsevier
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THE NEED FOR INCREASED

AWARENESS OF COPD IN

WOMEN 
Prevention and early diagnosis strategies for

women usually focus on early cancer

detection, despite the fact that women are

more likely to die from COPD than from

breast and lung cancer combined.1,2 Until

recently, COPD diagnosis in women has

been neglected because it has been

considered predominantly a disease of

men.1,3 However, because of an increase

in smoking and/or on-going exposure to

biomass smoke in many countries, COPD

prevalence now seems to be similar between

women and men. Indeed, data suggest that

women could be at greater risk of smoking-

induced lung function impairment, and could

suffer from more severe symptoms for the

same level of tobacco exposure than men.1,4

Non-smokers with COPD are also more

likely to be female. Women bear a

disproportionate burden of exposure to risk

factors such as biomass smoke, due to a

greater role in cooking and domestic

responsibilities, occupational exposure in

specific industries that generate smoke and

dust, and from second-hand smoke.1

WOMEN HAVE DIFFERENT

PHENOTYPES AND 

SOCIOECONOMIC STATUS1,3 

Globally, women with COPD are usually

younger, have a lower BMI, less first-hand

tobacco smoke exposure, greater risk of

significant lung impairment, more severe

symptoms with the same level of exposure

and a lower socioeconomic status (SES)

which affects their access to care. They

often disregard their symptoms and tend to

be more reluctant to seek care, therefore

diagnosis is delayed and they often have

more severe disease by the time they are

identified. Therefore, we need to support

initiatives and campaigns to increase

awareness amongst individuals and

communities. Women with low socio-

economic status are particularly vulnerable

and may need special social support.

Women experience more symptoms

(especially breathlessness), have a more

impaired quality of life and suffer from

more exacerbations than men.1,3,5 This

means that women may benefit from closer

monitoring of their exacerbation risk,

symptoms and quality of life. Primary care

professionals need to be aware of these

differences and use validated tools to

assess breathlessness and impaired

quality of life. Practical tools such as

Medical Research Council (MRC) and

modified Medical Research Council

(mMRC) Breathlessness Scale, Clinical

COPD Questionnaire (CCQ) and COPD

Assessment Test score (CAT)TM have been

suggested for use in primary care. See the

IPCRG COPD wellness assessment tools

desktop helper for more information.6

Asthma is more common in women,7 so

Asthma-COPD overlap (ACO) is also more

prevalent in women than in men and both

diagnoses need to be considered in order

to institute correct treatment.

DIFFERENT COMORBIDITIES:

MORE DEPRESSION, ANXIETY

AND OSTEOPOROSIS1,3

Women are more likely to suffer from

depression and anxiety than men.8 This

is important as anxiety influences

breathlessness, and depression and/or

anxiety are strong determinants of quality

of life. A prompt diagnosis enables the

depression and/or anxiety to be

appropriately managed and will improve

quality of life. Simple questionnaires like

PHQ4 and PHQ9 have been tested and

validated in primary care. Osteoporosis,

which may be a side effect of high dose

inhaled and/or frequent oral corticosteroid

use, is also more prevalent in women than

Improving care for women with COPD:
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Appropriate use and withdrawal of inhaled corticosteroids (ICS) in patients with chronic obstructive pulmonary disease (COPD)

DESKTOP HELPER 
No. 6 2nd edition May 2020

THE ROLE OF ICS IN THE 
TREATMENT OF PATIENTS  
WITH COPD     
In COPD, evidence supports the use of an inhaled corticosteroid (ICS) in combination with a long acting beta-agonist (LABA) or as part of a triple therapy regimen with the addition of a long acting muscarinic-antagonist (LAMA) to reduce the risk of symptomatic exacerbations.1 The effect of these regimens (ICS/LAMA/LABA and ICS/ LABA vs LABA/LAMA) is greater in patients with high exacerbation risk (≥2 exacerbations and/or 1 hospitalization in the previous year).2–4 However, until recently there has been no consistent evidence on the long-term effects of ICS on mortality or the group of patients who would benefit most.1 Recent studies have shown that blood eosinophil counts predict the effect of ICS in preventing future exacerbations in COPD3,5 and they can be used as a biomarker to estimate the benefits of adding ICS to regular bronchodilator treatment for individual patients.1  

 
ADVERSE EFFECTS ASSOCIATED WITH ICS THERAPY 
There is high quality evidence from randomized controlled trials (RCTs) that ICS use is associated with many adverse effects including oral candidiasis, hoarse voice, skin bruising and pneumonia and results of observational studies suggest that ICS treatment could also be associated with increased risk of diabetes/poor control of diabetes, cataracts, osteoporosis, fracture and mycobacterial infection including tuberculosis.1 

CURRENT RECOMMENDATIONS ON ICS USE FOR PATIENTS 
WITH COPD  
For all patients with COPD, LABDs are recommended as first-line treatment. For patients whose disease is classified as GOLD ‘D’ (i.e. symptomatic with exacerbations) with a history of asthma or with blood eosinophil counts ≥300 cells/µL, initial therapy with LABA/ICS combination may be the first choice.1 Patients with concomitant asthma should be treated with ICS combined with a LABA.6 After initial therapy, clinical response should be reviewed and adjustments made to pharmacological treatment, increasing or decreasing therapy, to obtain optimal symptom control. When patients with COPD are experiencing increased breathlessness and other symptoms, adjustment of therapy to ensure maximal bronchodilation is warranted. Current guidelines do not recommend ICS therapy if deterioration is driven by symptoms.1  
In COPD patients who continue to experience frequent exacerbations despite appropriate bronchodilator therapy and have blood eosinophils <100 µL-1, ICS are not recommended unless the individual patient has a history of asthma; alternative treatments such as roflumilast and azithromycin can be considered.  In patients with blood eosinophils       >300 µL-1, the addition of ICS to LABA therapy is recommended. For patients with blood eosinophils of 100–300 µL-1, careful consideration of the potential benefits        and risks of ICS therapy should be undertaken.7 

IPCRG GUIDANCE ON WHEN TO BEGIN ICS IN PATIENTS 
WITH COPD  
1. Consider ICS combined with broncho-dilators as initial treatment in a recently diagnosed patient and/or a patient who is pharmacological treatment “naïve” based on the history of asthma, risk of exacerbation, and eosinophils as shown in Table 1. 

2. Consider ICS after reassessment of patients with COPD not previously treated with ICS based on risk of exacerbations and eosinophils as shown in Table 1. 
In both cases, optimal bronchodilation is critical.  
CURRENT USE OF ICS FOR 
PATIENTS WITH COPD 
Despite recent recommendations that ICS use should be reserved for a small proportion of patients with COPD, there is evidence of continued inappropriate use of ICS in these patients. Guidelines implementation has been inconsistent as evidenced by numerous studies showing inappropriate prescription or over-prescription of ICS by up to 50%, a situation that has also been shown in the IPCRG UNLOCK study.8 

 
EVIDENCE FOR ICS 
WITHDRAWAL IN PATIENTS 
WITH COPD 
Updated COPD guidelines support ICS withdrawal1 and recent studies indicate ICS can be withdrawn in both low- and high-risk patients, provided adequate bronchodilator therapy is in place.9-17  

The purpose of this desktop helper for the appropriate use and withdrawal of inhaled corticosteroids (ICS) is to:  
1.   Help primary care clinicians identify patients with chronic obstructive pulmonary disease (COPD) who would benefit from ICS 
       treatment compared to those in whom it may not be appropriate, and  2.   Provide guidance on how to withdraw ICS in patients with COPD in whom it is not needed. 
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with a long acting beta-agonist (LABA) or as 

part of a triple therapy regimen with the 

addition of a long acting muscarinic-

antagonist (LAMA) to reduce the risk of 

symptomatic exacerbations.1 The effect of 

these regimens (ICS/LAMA/LABA and ICS/ 

LABA vs LABA/LAMA) is greater in patients 

with high exacerbation risk (≥2 exacerbations 

and/or 1 hospitalization in the previous 

year).2–4 However, until recently there has 

been no consistent evidence on the long-term 

effects of ICS on mortality or the group of 

patients who would benefit most.1 

Recent studies have shown that blood 

eosinophil counts predict the effect of ICS in 

preventing future exacerbations in COPD3,5 

and they can be used as a biomarker to 

estimate the benefits of adding ICS to regular 

bronchodilator treatment for individual 

patients.1  
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WITH ICS THERAPY 
There is high quality evidence from 

randomized controlled trials (RCTs) that ICS 

use is associated with many adverse effects 

including oral candidiasis, hoarse voice, skin 

bruising and pneumonia and results of 

observational studies suggest that ICS 

treatment could also be associated with 

increased risk of diabetes/poor control of 

diabetes, cataracts, osteoporosis, fracture 

and mycobacterial infection including 

tuberculosis.1 

CURRENT RECOMMENDATIONS 

ON ICS USE FOR PATIENTS 

WITH COPD  
For all patients with COPD, LABDs are 

recommended as first-line treatment. For 

patients whose disease is classified as 

GOLD ‘D’ (i.e. symptomatic with 

exacerbations) with a history of asthma or 

with blood eosinophil counts ≥300 cells/µL, 

initial therapy with LABA/ICS combination 

may be the first choice.1 Patients with 

concomitant asthma should be treated with 

ICS combined with a LABA.6 After initial 

therapy, clinical response should be 

reviewed and adjustments made to 

pharmacological treatment, increasing or 

decreasing therapy, to obtain optimal 

symptom control. When patients with COPD 

are experiencing increased breathlessness 

and other symptoms, adjustment of therapy 

to ensure maximal bronchodilation is 

warranted. Current guidelines do not 

recommend ICS therapy if deterioration is 

driven by symptoms.1  
In COPD patients who continue to 

experience frequent exacerbations despite 

appropriate bronchodilator therapy and 

have blood eosinophils <100 µL-1, ICS are 

not recommended unless the individual 

patient has a history of asthma; alternative 

treatments such as roflumilast and 

azithromycin can be considered.  

In patients with blood eosinophils       

>300 µL-1, the addition of ICS to LABA 

therapy is recommended. For patients with 

blood eosinophils of 100–300 µL-1, careful 

consideration of the potential benefits        

and risks of ICS therapy should be 

undertaken.7 

IPCRG GUIDANCE ON WHEN 

TO BEGIN ICS IN PATIENTS 

WITH COPD  
1. Consider ICS combined with broncho-

dilators as initial treatment in a recently 

diagnosed patient and/or a patient who 

is pharmacological treatment “naïve” 

based on the history of asthma, risk of 

exacerbation, and eosinophils as shown 

in Table 1. 
2. Consider ICS after reassessment of 

patients with COPD not previously 

treated with ICS based on risk of 

exacerbations and eosinophils as shown 

in Table 1. 
In both cases, optimal bronchodilation is critical. 

 
CURRENT USE OF ICS FOR 

PATIENTS WITH COPD 
Despite recent recommendations that ICS use 

should be reserved for a small proportion of 

patients with COPD, there is evidence of 

continued inappropriate use of ICS in these 

patients. Guidelines implementation has 

been inconsistent as evidenced by numerous 

studies showing inappropriate prescription 

or over-prescription of ICS by up to 50%, a 

situation that has also been shown in the 

IPCRG UNLOCK study.8 
 
EVIDENCE FOR ICS 

WITHDRAWAL IN PATIENTS 

WITH COPD 
Updated COPD guidelines support ICS 

withdrawal1 and recent studies indicate ICS 

can be withdrawn in both low- and high-risk 

patients, provided adequate bronchodilator 

therapy is in place.9-17  

The purpose of this desktop helper for the appropriate use and withdrawal of inhaled corticosteroids (ICS) is to:  

1.   Help primary care clinicians identify patients with chronic obstructive pulmonary disease (COPD) who would benefit from ICS 

       treatment compared to those in whom it may not be appropriate, and  

2.   Provide guidance on how to withdraw ICS in patients with COPD in whom it is not needed. 
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INTRODUCTION    Chronic obstructive pulmonary disease (COPD) is typically accompanied by multiple comorbid conditions. However, guidelines for the management of patients with COPD focus on the disease itself, providing little practical guidance on the routine management of comorbidities. Our objective is to review the impact of comorbidities on treatment choices for patients with COPD, especially with regard to the risks and benefits of inhaled medications including long-acting beta-agonists (LABA) and long-acting muscarinic antagonist (LAMA) and with a special focus on inhaled corticosteroids (ICS).  
MULTIMORBIDITY IN COPD     Patients with COPD typically present with multiple comorbid conditions which require long-term management alongside their COPD.1 An additional challenge is that concomitant conditions, such as asthma or bronchiectasis, can be overlooked because signs and symptoms may overlap with those associated with COPD. Over 85% of adult patients with COPD will have at least one comorbid condition of clinical relevance, half of them have three or more.1,2 The prevalence of comorbidities increases with worsening COPD severity in both men and women and women appear to have            

a greater susceptibility to asthma, osteoporosis, anxiety and depression but appear less likely to have cardiovascular disease than men.2-4 Comorbidities often appear in clusters which suggests common risk factors (smoking and inactivity are risk factors for both COPD and lung cancer), shared underlying pathobiological mechanisms (accelerated ageing is associated with both 

COPD and hypertension) and side effects       
of COPD treatment (development of diabetes).5-7 
 
MANAGING THE PATIENT WITH COPD    According to the latest recommendations of the Global Initiative for Chronic Obstructive Lung Disease (GOLD), bronchodilation remains the mainstay of treatment for patients with stable COPD. Patients should be initiated on single or dual long-acting bronchodilator therapy.8 ICS/LABA can be considered as an initial therapy for patients in GOLD D with blood eosinophil counts ≥300 cells/µl.8 However, as ICS treatment may be associated with an increased risk of pneumonia, a risk-benefit evaluation is warranted for individual patients and withdrawal of ICS must be considered in case of emergent pneumonia.  

MANAGING THE MULTIMORBID PATIENT WITH COPD The management of individual patients with COPD and multimorbidity is often complex requiring the simultaneous application         
of several disease-specific treatment guidelines. These guidelines are rarely aligned with regard to treatment recommendations9 therefore a holistic approach is of particular importance for patients with multimorbidity. We would encourage primary care physicians to undertake regular (at least annual) (re)assessment and treatment adjustment for patients with COPD. Emergence of multimorbidity should be regarded as a signal and call to action to undertake a review of COPD treatment with a focus on 

the interface between symptoms of their comorbid diseases, treatment adherence and side effects of medication.   For patients with COPD, multimorbidity is associated with a high level of polypharmacy and an increased risk for adverse drug reactions and interactions as well as an increased risk of hospitalisation and premature death.1,5,10-14 Polypharm-acy is of particular concern when drugs with potential for similar adverse reactions are combined.15 
In general, multimorbidity should not delay or alter the treatment of COPD       

and comorbidities should be managed according to usual standards; attention should be directed to ensure treatment simplicity and to minimise polypharmacy.8  
COMORBIDITIES OF SPECIAL INTEREST 

The management of patients with COPD    
and multimorbid conditions requires a personalised approach. Primary care physicians should adopt systematic ways to monitor patients with COPD. Τhe interface between symptoms of comorbid diseases and side effects of medication should also be considered with special attention paid to the following comorbidities:    • Asthma 

• Osteoporosis/fractures • Diabetes 
• Pneumonia and tuberculosis • Atrial fibrillation • Chronic pain • Chronic kidney disease • Prostate disease • Gastroesophageal reflux • Anxiety and/or depression • Obstructive sleep apnoea     

Rational Use of Inhaled Medications for the 
Patient with COPD and Multiple Comorbid 
Conditions: Guidance for Primary CareThis desktop helper describes the challenges associated with the pharmacological management of the patient with COPD 

and multiple comorbid conditions with a particular focus on the rational use of inhaled corticosteroids and provides 

guidance for the holistic care of such patients in the primary care setting.
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INTRODUCTION    
Chronic obstructive pulmonary disease 

(COPD) is typically accompanied by multiple 

comorbid conditions. However, guidelines for 

the management of patients with COPD focus 

on the disease itself, providing little practical 

guidance on the routine management of 

comorbidities. Our objective is to review the 

impact of comorbidities on treatment choices 

for patients with COPD, especially with 

regard to the risks and benefits of inhaled 

medications including long-acting beta-

agonists (LABA) and long-acting muscarinic 

antagonist (LAMA) and with a special focus 

on inhaled corticosteroids (ICS). 

 
MULTIMORBIDITY IN COPD     

Patients with COPD typically present with 

multiple comorbid conditions which require 

long-term management alongside their 

COPD.1 An additional challenge is that 

concomitant conditions, such as asthma or 

bronchiectasis, can be overlooked because 

signs and symptoms may overlap with those 

associated with COPD. Over 85% of adult 

patients with COPD will have at least one 

comorbid condition of clinical relevance, 

half of them have three or more.1,2 The 

prevalence of comorbidities increases with 

worsening COPD severity in both men and 

women and women appear to have            

a greater susceptibility to asthma, 

osteoporosis, anxiety and depression but 

appear less likely to have cardiovascular 

disease than men.2-4 

Comorbidities often appear in clusters 

which suggests common risk factors 

(smoking and inactivity are risk factors for 

both COPD and lung cancer), shared 

underlying pathobiological mechanisms 

(accelerated ageing is associated with both 

COPD and hypertension) and side effects       

of COPD treatment (development of 

diabetes).5-7 

 
MANAGING THE PATIENT 

WITH COPD    
According to the latest recommendations of 

the Global Initiative for Chronic Obstructive 

Lung Disease (GOLD), bronchodilation 

remains the mainstay of treatment for 

patients with stable COPD. Patients should 

be initiated on single or dual long-acting 

bronchodilator therapy.8 ICS/LABA can be 

considered as an initial therapy for patients 

in GOLD D with blood eosinophil counts 

≥300 cells/µl.8 However, as ICS treatment 

may be associated with an increased risk of 

pneumonia, a risk-benefit evaluation is 

warranted for individual patients and 

withdrawal of ICS must be considered in 

case of emergent pneumonia. 

 
MANAGING THE MULTIMORBID 

PATIENT WITH COPD 

The management of individual patients with 

COPD and multimorbidity is often complex 

requiring the simultaneous application         

of several disease-specific treatment 

guidelines. These guidelines are rarely 

aligned with regard to treatment 

recommendations9 therefore a holistic 

approach is of particular importance for 

patients with multimorbidity. We would 

encourage primary care physicians to 

undertake regular (at least annual) 

(re)assessment and treatment adjustment 

for patients with COPD. Emergence of 

multimorbidity should be regarded as a 

signal and call to action to undertake a 

review of COPD treatment with a focus on 

the interface between symptoms of their 

comorbid diseases, treatment adherence 

and side effects of medication.   

For patients with COPD, multimorbidity 

is associated with a high level of 

polypharmacy and an increased risk for 

adverse drug reactions and interactions as 

well as an increased risk of hospitalisation 

and premature death.1,5,10-14 Polypharm-

acy is of particular concern when drugs 

with potential for similar adverse reactions 

are combined.15 
In general, multimorbidity should not 

delay or alter the treatment of COPD       

and comorbidities should be managed 

according to usual standards; attention 

should be directed to ensure treatment 

simplicity and to minimise polypharmacy.8 

 
COMORBIDITIES OF SPECIAL 
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The management of patients with COPD    

and multimorbid conditions requires a 

personalised approach. Primary care 

physicians should adopt systematic ways to 

monitor patients with COPD. Τhe interface 

between symptoms of comorbid diseases 

and side effects of medication should also 

be considered with special attention paid to 

the following comorbidities:    
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Rational Use of Inhaled Medications for the 

Patient with COPD and Multiple Comorbid 

Conditions: Guidance for Primary Care

This desktop helper describes the challenges associated with the pharmacological management of the patient with COPD 

and multiple comorbid conditions with a particular focus on the rational use of inhaled corticosteroids and provides 

guidance for the holistic care of such patients in the primary care setting.
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WHY DOES EARLIER DIAGNOSIS MATTER?  COPD is a common global condition with 
considerable morbidity and mortality.1 
Underdiagnosis of COPD is a persistent 
problem worldwide and continues to be a 
major reason for the undertreatment of the 
condition despite the availability of effective 
non-pharmacotherapeutic and pharmaco-
therapeutic interventions.2 The global 
prevalence of COPD is estimated to be 
10.3%.2 The rates of underdiagnosis in low 
and middle-income countries may be 
particularly high, with some estimates 
suggesting underdiagnosis rates in excess of 
90%.3  

Undiagnosed, symptomatic COPD is 
associated with an increased risk for 
exacerbations, pneumonia, a marked 
detrimental impact on quality of life (QoL), 
and even premature death.1,4-6 COPD 

diagnosis usually occurs only after significant 
lung function has already been lost. By the 
time people seek help for their symptoms, 
their FEV1 has often fallen to ~50% of 
predicted, a level at which health status is 
substantially reduced. In addition, other 
consequences of COPD such as 
breathlessness, depression and anxiety, often 
cause people to be less active and less able 
to cope with the disease.1 The reasons for 
delayed diagnosis of COPD are numerous 
and complex including personal-, HCP- and 
system-level factors that prevent the 
reporting, recognition or identification of 
symptoms suggestive of COPD, or the 
availability of spirometry, essential to 
diagnose COPD (see the IPCRG Quick guide                 
to spirometry at: https://www.ipcrg.org/ 
DTH14).2 It has been considered by some 
practitioners and public as a self-inflicted 
disease if the person has smoked tobacco 
and this has led to stigma, self-blame and 

care-seeking delays. This under appreciates 
the fact that tobacco use is a chronic 
dependency that often begins in childhood 
which is itself often underdiagnosed and 
undertreated. In addition, new scientific 
evidence has shown that there are many 
genetic and environmental factors associated 
with reduced lung function, that vary, 
accumulate, and interact over time, even 
before birth.2,7  
CAN EARLIER INTERVENTION HELP?     

Earlier intervention for symptomatic COPD 
can result in better quality of life (QoL).1         
A wide body of research indicates that 
earlier diagnosis accompanied by earlier 
intervention delays lung function decline, 
reduces symptom burden and improves 
QoL.2 To reduce the risk of exacerbations 
caused by respiratory infections ensure     

Achieving earlier diagnosis of COPDThis desktop helper reviews the evidence for the benefits of earlier detection and diagnosis of COPD and provides 

healthcare practitioners (HCPs) with tools they can use to achieve this for the patients in their care. 
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Figure 1: Barriers to earlier diagnosis in COPD and strategies to overcome them.

DTH No.13 Early diagnosis... 270623 REV - IPCRG Made further amends see final PDF.qxp_IPCRG  08/08/2023  16:46  Page 1

WHY DOES EARLIER 
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condition despite the availability of effective 
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therapeutic interventions.2 The global 

prevalence of COPD is estimated to be 

10.3%.2 The rates of underdiagnosis in low 

and middle-income countries may be 

particularly high, with some estimates 
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90%.3  
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associated with an increased risk for 

exacerbations, pneumonia, a marked 

detrimental impact on quality of life (QoL), 

and even premature death.1,4-6 COPD 
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lung function has already been lost. By the 
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breathlessness, depression and anxiety, often 

cause people to be less active and less able 

to cope with the disease.1 The reasons for 
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practitioners and public as a self-inflicted 

disease if the person has smoked tobacco 

and this has led to stigma, self-blame and 

care-seeking delays. This under appreciates 

the fact that tobacco use is a chronic 

dependency that often begins in childhood 

which is itself often underdiagnosed and 

undertreated. In addition, new scientific 

evidence has shown that there are many 

genetic and environmental factors associated 

with reduced lung function, that vary, 

accumulate, and interact over time, even 

before birth.2,7 

 
CAN EARLIER INTERVENTION 

HELP?     
Earlier intervention for symptomatic COPD 

can result in better quality of life (QoL).1         

A wide body of research indicates that 

earlier diagnosis accompanied by earlier 

intervention delays lung function decline, 

reduces symptom burden and improves 

QoL.2 To reduce the risk of exacerbations 

caused by respiratory infections ensure     

Achieving earlier diagnosis of COPD

This desktop helper reviews the evidence for the benefits of earlier detection and diagnosis of COPD and provides 

healthcare practitioners (HCPs) with tools they can use to achieve this for the patients in their care. 
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Figure 1: Barriers to earlier diagnosis in COPD and strategies to overcome them.
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SEVERE MENTAL ILLNESS AND PHYSICAL HEALTH INEQUALITIES  Severe mental illness (SMI) includes 
schizophrenia (SZ), bipolar disorder (BD) and 
affective disorder with psychosis.2-5 SMI 
causes serious functional impairment that 
limits life activities and is related to worse 
health outcomes compared to those without 
SMI. The diagnosis is based on the Diagnostic 
and Statistical Manual of Mental Disorders, 
5th Edition (DSM-5), and is often made by 
secondary care psychiatrists. One of the major 
causes of COPD continues to be tobacco 
smoking.6 There is a higher prevalence of 
tobacco smoking and regular exposure to 
other smoked drugs such as cannabis or 
heroin, which also may cause COPD/ 
emphysema, in people living with SMI. It is important for primary care 
physicians to recognize SMI in patients in 
order to identify potential related 
comorbidity, because approximately 1 in 4 
people with SMI who smoke may have 
undiagnosed COPD.2 Also, the prevalence 
of COPD is higher in patients with SMI and 
they may die up to 20 years earlier than the 
general population and are 3-9 times more 
likely to die from COPD.7  Unfortunately, 
COPD is also often missed in this patient 
group due to a later age of diagnosis 
compared to concurrent SMI (their early 
twenties compared to early forties, 
respectively1) and underreporting or 
minimisation of symptoms. Regular lung 
function testing throughout life is therefore 
warranted in people with SMI who are 
tobacco dependent. Therefore, there is a substantial 
opportunity to make measurable improve-
ments in health outcomes and equity by 
diagnosing and treating COPD in people 
with SMI specifically by focusing on 
diagnosing and treating their tobacco 
dependence.  

Severe mental illness, tobacco dependence and 
chronic obstructive pulmonary disease (COPD) 
About one in a hundred people cared for in primary care might suffer from severe mental illness.1 The prevalence of tobacco 

dependence and risk of COPD alongside other non-communicable diseases such as heart disease and lung cancer are 

substantially higher in patients with SMI in primary care practices and mental health services compared to the general 

population, which forms both a huge health burden and a significant opportunity for improvement of COPD care.  

 
This desktop helper aims to assist general primary care teams and those in mental health services providing general medical 

care in assessing, diagnosing and treating patients with severe mental illness with tobacco dependence and COPD. This helper 

can be read in conjunction with our desktop helpers on Helping people quit and COPD and associated mental health problems. 
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1

Recommended practical action for diagnosing and treating COPD in people with SMI 

 
DIAGNOSIS            
1. Take a smoking history to understand the risk from cumulative exposure to tobacco and other 

drugs. 
2. Identify symptoms suggestive of COPD using simple clinical scales such as the MRC breathlessness 

scale, combined with observation where necessary.19 
3. Be aware that this patient group may be less likely to report and identify symptoms such as 

breathlessness and may be hypoxic without reporting breathlessness. This is why it is useful to use 

clinical measures of breathlessness.  4. Have a low threshold for performing a lung function test through an expiratory spirometry, or if a 

lung function test is not at hand, use a portable micro-spirometer which may be easier and indicate 

a diagnosis of COPD.20 5. Have and use a pulse oximeter because patients with SMI may report fewer symptoms / be less 

aware that they are unwell; take action on low readings. The COPD-phenotype in patients with 

significant smoked drug history may be more that of emphysema with relatively preserved 

spirometry and drop in blood oxygen saturations on exertion.21 

6. The person may have other reasons for low blood oxygen saturation levels including obesity. 

Therefore, measure BMI because obesity is a common comorbidity of SMI.22 

 
INTERVENTION 
7. Explain what COPD is ….’smoker’s lung’ and then use an evidence-based non-judgmental 

approach to offering treatment for tobacco dependence as the key treatment [see Helping people 

quit desktop helper and here for more detailed information on first-line pharmacotherapy for 

treating tobacco dependence. 8. If possible, measure CO-levels as this may also aid in motivating the smoker to quit.23 

9. In people with COPD explain about and offer vaccinations.  Recommended vaccines include flu, 

pneumococcal and COVID-19, as well as Tdap (pertussis, tetanus and diphtheria) if not vaccinated 

in adolescence, and shingles.6  10. Work with the mental health team who knows the patient on a shared agenda to ensure access to 

treatment for their tobacco dependence, vaccination and to enable those patients reporting 

breathlessness to attend pulmonary rehabilitation (see our desktop helper on PR to help explain it, 

as well as our video on how we breathe, and the Breathing Thinking Functioning model explained 

in our desktop helper.). 11. Cost is a significant factor that prevents patients from using these helpful interventions. Help 

improve access to these for free, either by signposting to a free service or advocating for your 

health service to provide this.  12. When collaborating with the mental health team on treating tobacco dependence, it may be 

helpful to address any potential myths about smoking within mental health services. Educating 

mental health professionals and addressing unhelpful views such as “smoking is the only pleasure 

our patients have”, “smoking helps to reduce patients’ agitation”, “we shouldn’t be telling patients 

what to do”, “banning smoking in inpatient settings is against patients’ human rights” is important 

because these views have all been demonstrated to be clinically and legally incorrect. 

13. Do not start inhalers without a full respiratory assessment, or without a diagnosis – if new 

breathlessness is reported, order a chest X-ray as there could be other causes including lung 

cancer/heart failure.   14. Include deaths in people with serious mental illness under the age of 75 in reviews of adverse 

incidents.to learn more as an integrated system about missed opportunities to preserve and extend 

life. 
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2. Identify symptoms suggestive of COPD using simple clinical scales such as the MRC breathlessness 
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4. Have a low threshold for performing a lung function test through an expiratory spirometry, or if a 

lung function test is not at hand, use a portable micro-spirometer which may be easier and indicate 

a diagnosis of COPD.20 

5. Have and use a pulse oximeter because patients with SMI may report fewer symptoms / be less 

aware that they are unwell; take action on low readings. The COPD-phenotype in patients with 

significant smoked drug history may be more that of emphysema with relatively preserved 

spirometry and drop in blood oxygen saturations on exertion.21 

6. The person may have other reasons for low blood oxygen saturation levels including obesity. 

Therefore, measure BMI because obesity is a common comorbidity of SMI.22 

 
INTERVENTION 

7. Explain what COPD is ….’smoker’s lung’ and then use an evidence-based non-judgmental 

approach to offering treatment for tobacco dependence as the key treatment [see Helping people 

quit desktop helper and here for more detailed information on first-line pharmacotherapy for 

treating tobacco dependence. 

8. If possible, measure CO-levels as this may also aid in motivating the smoker to quit.23 

9. In people with COPD explain about and offer vaccinations.  Recommended vaccines include flu, 

pneumococcal and COVID-19, as well as Tdap (pertussis, tetanus and diphtheria) if not vaccinated 

in adolescence, and shingles.6  

10. Work with the mental health team who knows the patient on a shared agenda to ensure access to 

treatment for their tobacco dependence, vaccination and to enable those patients reporting 

breathlessness to attend pulmonary rehabilitation (see our desktop helper on PR to help explain it, 

as well as our video on how we breathe, and the Breathing Thinking Functioning model explained 

in our desktop helper.). 

11. Cost is a significant factor that prevents patients from using these helpful interventions. Help 

improve access to these for free, either by signposting to a free service or advocating for your 

health service to provide this.  

12. When collaborating with the mental health team on treating tobacco dependence, it may be 

helpful to address any potential myths about smoking within mental health services. Educating 

mental health professionals and addressing unhelpful views such as “smoking is the only pleasure 
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Asthma Right Care
What does good quality 
asthma care look like?
We have summarised 
what good quality care 
should look like from a 
patient perspective and 
how clinicians can provide 
that in 8 person-centred 
statements.

What does good quality asthma care look like? IPCRG is regularly asked by primary care clinicians to define good 

quality care. We take the view that primary care is person-centred, 

and therefore the best way to define quality is from the perspective 

of the person at risk of, or with the condition. From our regular 
conversations with expert patients and clinicians we have summarised 

what good quality care should look like from a patient perspective and 

how can clinicians provide that in 8 person-centred statements. These are 

divided into four areas: Diagnosis, Management, Review, When control is 

poor. Our vision is that clinical teams will use them to benchmark their practice 

and potentially identify an area for improvement. Our own programme of work is 

steered by these statements. We are currently defining the competencies required to 

deliver them and the teaching methods and tools to enable delivery.  
IPCRG tools that we already offer are listed in green italics.*People with asthma deserve... Diagnosis 
A timely, accurate and formal/objective diagnosis of their asthma by their primary healthcare team. 

1
The ‘jigsaw puzzle’ approach to building a diagnostic picture of asthma in primary care over time. 

Management 
To receive adequate inhaler treatment for their asthma according to the best practice recommendations 

2
for their level of disease severity. Asthma Right Care Key Resources 
To participate in the choice of treatment for their asthma, including the decision between different 

3
options of inhaler devices eg rightbreathe To have appropriate inhaler technique training and to agree an asthma action plan shared with their 

4
health care providers eg Inhaler videos, Canadian action plan, SMART action plan 

Counselling and treatment if they are tobacco dependent, a yearly flu vaccination and COVID-19 

5
vaccination Desktop helper helping people quit Review 

Follow-up appointments at acceptable intervals or after a change in management, for the management 

6
of their asthma that must include structured assessment of control eg  

ACT, wellbeing & evaluation of future risk That their difficult-to-manage asthma is evaluated by their primary health care 

7
team following a structured approach in order to identify any solvable 

questions before they are referred to secondary care. Difficult to manage 

asthma desktop helper [under review] When control is poor To have easy and timely access/referral to a primary or secondary 

8
health care professional who is skilful in asthma management 
whenever their symptoms cannot be self-managed or when their 

asthma cannot be managed in primary care eg referral letter

*Interactive versionavailable with hyperlinks. Scan the QR code.

Oct 2023
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asthma care look like? 

IPCRG is regularly asked by primary care clinicians to define good 
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steered by these statements. We are currently defining the competencies required to 

deliver them and the teaching methods and tools to enable delivery.  

IPCRG tools that we already offer are listed in green italics.*

People with asthma deserve... 

Diagnosis 
A timely, accurate and formal/objective diagnosis of their asthma by their primary healthcare team. 

1
The ‘jigsaw puzzle’ approach to building a diagnostic picture of asthma in primary care over time. 
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2
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To participate in the choice of treatment for their asthma, including the decision between different 

3
options of inhaler devices eg rightbreathe 
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vaccination Desktop helper helping people quit 

Review 
Follow-up appointments at acceptable intervals or after a change in management, for the management 

6
of their asthma that must include structured assessment of control eg  
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That their difficult-to-manage asthma is evaluated by their primary health care 

7
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Slide Rule with guidance notes
A practical tool to stimulate discussions about SABA 
over-reliance in asthma management, exploring SABA 
usage and building confidence to have a conversation 
about a review.

Reliever Reliance Test
A tool which helps a person with asthma to explore 
why they use the amount they use and whether a 
change might improve their symptoms.

Asthma Question & 
Challenge Cards
Create more awareness 
of shortcomings in 
asthma care by discussing 
provocative questions with 
clinical peers, students 
and people with lived 
experience.

Question 
& Challenge

Cards
Patients

Question & ChallengeCards
Pharmacists

Question 

& Challenge

Cards

Health and Care

Professionals

Question 
& Challenge

Cards
All Practitioners 

and Patients

https://www.ipcrg.org/rightcare/asthma-right-care/what-does-good-quality-asthma-care-look-like
https://www.ipcrg.org/rightcare/asthma-right-care/what-does-good-quality-asthma-care-look-like
https://www.ipcrg.org/rightcare/asthma-right-care/asthma-right-care-resources/asthma-right-care-key-resources
https://www.ipcrg.org/rightcare/asthma-right-care/asthma-right-care-resources/asthma-right-care-key-resources
https://www.ipcrg.org/rightcare/asthma-right-care/asthma-right-care-resources/asthma-right-care-key-resources
https://www.ipcrg.org/rightcare/asthma-right-care/asthma-right-care-resources/asthma-right-care-key-resources
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Asthma Desktop Helpers
Evidence-based information sheets providing practical guidance 
and support for clinicians working in primary care on the 
diagnosis and management of respiratory diseases:

Desktop Helper No. 2
A practical guide to 
improve difficult-to-
manage asthma in 
primary care. 

Desktop Helper No. 9
Personalised care: Adults with asthma.

Desktop Helper No. 11
Remote Consultations. 

Desktop Helper No. 15
The ‘jigsaw puzzle’ approach to building a diagnostic 
picture of asthma in primary care over time.

Desktop Helper No. 18
Usefulness of Peak 
Expiratory Flow (PEF) in 
Everyday Clinical Practice 
for Asthma.

ASTHMA: A PROBLEM THAT CAN BE MANAGED   Studies estimate that in primary care about 
one out of every six people living with asthma 
have difficult-to-manage asthma, and of 
those, between a quarter and a half will have 
severe asthma.2,3 Having difficult-to-manage 
asthma puts people at higher risk of 
exacerbations and even death, which are 
preventable with effective management. 
Similarly, they are at greater risk of steroid-
related adverse effects (if treated with high-
dose ICS or avoidable courses of OCS or 
low-dose OCS over a period of time), and 
their morbidity and health costs are 
disproportionately higher. People with well-
controlled asthma have a better quality of 
life, reduced symptoms and exacerbations, 
reduced hospital visits and admissions and 
lower risk of premature death.4-7 But most 
importantly, difficult-to-manage asthma can 
be managed using a structured approach.8  

People with asthma and clinicians 
should collaborate to improve asthma 
control, especially those with difficult-to-
manage asthma, supporting the individual 
to take an active role in setting goals and 
targets, self-monitoring, and adopting a 
healthier lifestyle. This guide provides 
practical support to primary care and other 
community healthcare professionals to 
improve the care of people with difficult-to-
manage asthma and to avoid unnecessary 
referrals of patients who could be better 
managed in primary care.  
HOW TO IDENTIFY A PERSON WITH DIFFICULT-TO-MANAGE ASTHMA?  

Ensure that the diagnosis is correct 
Over one-third of people living with asthma 
have an incorrect diagnosis.9-13 Confirm 
that the person really has asthma before 
stepping up treatment as a surprising 
number of people diagnosed and treated 
for asthma (from 12 to 50%)14 either do not 

have the disease or have it in association 
with other conditions causing persistent 
symptoms (see below).15,16   Potential confounding factors for the 
diagnosis of asthma or its severity are 
dysfunctional breathing, anxiety, exercise-
induced laryngeal obstruction (EILO), vocal 
cord dysfunction (VCD), obesity and low 
level of fitness (deconditioning) (Figure 1). 
All of which may also co-exist with asthma. 

Diagnosis can be achieved by reviewing 
clinical history; the diagnostic probability is 
significantly increased using a lung function 

A practical guide to improve difficult-to-manage 
asthma in primary careDifficult-to-manage asthma occurs either when the person or their clinician finds control and treatment challenging, despite

the (apparent) best possible treatment. This leads to the person facing difficulties dealing with some of the following: 

• Daytime asthma symptoms, more than twice/week
• Any night awakening due to asthma-related symptoms
• More than two exacerbations per year requiring rescue systemic corticosteroids1

• Frequent use of SABA (≥3 canisters per year or ≥3 times per week)

• Poor control despite prescription of high-dose ICS often in combination with LABA/LAMA or use of OCS1

• Frequent primary care out-of-hours contacts (one or more per month).

DESKTOP HELPER 
No. 22    April 2024 

1

Figure 1 – Potential confounding factors for the diagnosis of asthma or its severity: 

reflection points      

Footnote: these are some more common examples and not a comprehensive list. Social problems include 

economic problems (poverty, unemployment), poor housing, gender or ethnic discrimination, low literacy, etc.  

Have you excluded conditions that mimic asthma symptoms? 
Have you checked that other conditions or their treatment are not affecting asthma management? (e.g., drug interaction, efficacy  and side effects)  

Have you asked about other comorbidities 
that can worsen asthma symptoms? 
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DH 15 - The ‘jigsaw puzzle’ approach to building a diagnostic picture of  asthma in primary care over time 
DH 14 - Quick guide to spirometry 
Spirometry Simplified (pilot) 

ICS Inhaled corticosteroid, SABA short-acting beta-agonist, LABA long-acting beta-agonist, LAMA long-acting muscarinic antagonist, OCS oral corticosteroid 

Anaemia
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INTRODUCTION  Remote consultations have become a normal, and in some regions, the only, method of contact for routine visits for respiratory conditions during the COVID-19 pandemic. This has arisen to protect both patients and healthcare professionals. Our expectation is that this situation will influence future provision: new “desire lines” have been created and we anticipate both face to face and remote consultations will become a normal part of the model of respiratory care globally. Questions remain about the balance, how to protect patient choice, clinician and patient safety and how to reduce inequity. This desktop helper provides some answers. Policy implications are described separately.  
WHAT, WHERE, WHEN?      Remote respiratory consultation is any consultation without physical contact between the HCP and the patient, for example via videocall, telephone or web-based devices. It may also include consultations where patients are in a separate room and communication is via a telephone or intercom for viral infection control.  
Telephone consultations have been a common feature of primary care (typically not reimbursed), usually accompanied by face to face later, the use of video-consultation was previously rare but has accelerated during the COVID-19 pandemic.   Primary care relies on developing close, continuous relationships with patients, using talk, eye contact and touch; where the way the patient behaves, walks and coughs drives the diagnosis. These and “doorknob”/ secondary agenda moments can be hard to replicate remotely. In addition to patient choice, sustainability may be a challenge. 

HCPs report online consultation fatigue and cognitive stress as well as a loss of connection, satisfaction and identity when the rituals of face to face contacts are lost.1 But remote consultations reduce travel, improving the carbon footprint.  
Routine management & review      This is the best opportunity for remote consultations, with appropriate preparation by both HCPs and patients. However, consider:2-5 

Multidisciplinary consultations     Patients with multiple comorbidities may benefit from a joint remote consultation with their primary HCP and other specialists. However, be mindful that speaking with several people at the same time remotely can be overwhelming. Check understanding during the call, or in a follow-up call.  
Telephone triage6,7     This can be used to decide which patients need face to face contact.  However, there 

is currently limited evidence on value beyond infection control. If a patient reports any red flag symptoms during a remote consultation, conduct a usual urgent review either face to face or via video, or direct them to emergency care.8   
Assessment of exacerbations     If a patient is already under the care of a community respiratory service and is well-known to you, assessment of new onset breathlessness and decisions about the diagnosis, whether to escalate treatment and action may be possible remotely even using the telephone alone. Provide self-management tips; check these are understood.   

Diagnosis      
IPCRG colleagues advise remote consultations for diagnosis are only appropriate when the need for infection control is paramount. They may be sufficient to assess probability of diagnosis and inform a trial of treatment alongside mitigation of any risk factors.9 Video offers the closest match to a face-to-face consultation that employs looking and listening. Include a structured clinical assessment with a focus on meticulous history taking. If the patient has a peak flow meter, diaries can be useful. Questionnaires may help. Defer referral for additional testing such as spirometry (if this is available safely),    

chest X-ray or computed tomography but follow up later if circumstances allow. Asthma is a variable disease therefore several consultations will probably be needed to confirm the diagnosis and perhaps with more than one HCP if additional tests are needed. Communicate this to the patient in terms of probability, explaining the diagnosis has been reached by their clinical team who ‘suspect that’ it is, for example, asthma.      
Help your patient navigate to approved information and ensure they are clear what to do if their symptoms do not improve or worsen. Be sure to spend time on your patient’s understanding of the situation.    

Group consultations Effective group and supportive consultations can be carried out remotely and offer the opportunity to gain from several experts in 

Remote respiratory consultations 

DESKTOP HELPER No. 11  January 2021 First edition

Use remote respiratory consultations for: • Routine reviews • Medication review, including polypharmacy 
• Inhaler technique training and evaluation (single or group) • Triage of known patient with new onset breathlessness • Education and support (individual or group) 

• Pulmonary rehabilitation (individual or group)

Suggests remote consultation: • Patient preference eg neutral location • Their comfort with technology, e.g. apps for 
 monitoring; note-taking; record-keeping • Access to smartphone or webcam • Travel or parking difficulties, financial issues 

• Value of involving family living apart from patient 
• Opportunity to gain insight into home situation 
• Has equipment for observations: O2 saturation, temperature, blood pressure, peak flow 

• Where face to face puts individual at risk 
 
Suggests face to face: • Preference for the traditional approach • Complex needs • Hearing or sight problems • Low digital literacy • No access to internet • Low trust for accuracy, safety or confidentiality of remote consultation • Lack of privacy at home  

Be conscious of how the community might 
perceive any variation in approach between  
patients. Avoid increasing inequity for those 
who cannot use or afford apps or other  
home-based technology. 
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Usefulness of Peak Expiratory Flow (PEF) in Everyday 
Clinical Practice for Asthma
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INTRODUCTION Spirometry is the gold standard test for confirming 
asthma diagnosis, assessing bronchodilator 
responsiveness and measuring airflow obstruction. 
However, its use is often limited because of cost and 
the need for training. Peak expiratory flow (PEF) monitoring offers a 
practical, cost-effective alternative that can be easily 
integrated into primary care settings, recommended 
by GINA. PEF measurements provide an effective 
method for monitoring asthma variability and 
control, enhancing the accessibility of asthma 
management.  

DIAGNOSIS 
Ensuring accurate asthma assessment 

Accurate diagnosis is essential to provide patients 
with appropriate treatment, including both 
pharmacological options (e.g., inhaled medications) 
and non-pharmacological interventions. However, 
diagnosing asthma presents challenges due to the 
absence of a single definitive test and the variable 
nature of symptoms over time. 
Structured diagnostic approach Diagnosis begins with a structured clinical approach 
that includes: • Patient history: Documenting previous

respiratory episodes and patterns. • Symptoms: Wheezing, shortness of breath
(dyspnoea), chest tightness, or cough.

• Airflow limitation: Variable expiratory airflow
observed through tests like PEF monitoring or
spirometry.See Desktop Helper No. 15 (DTH15) for more on 

clinical assessment structure.1-4 
Key diagnostic challenges 1. Normal results during asymptomatic periods:

Lung function tests, including peak flow,
FEV1/FVC, and reversibility testing, may yield
normal results when a patient is asymptomatic;
hence, these tests are most effective during
symptomatic episodes.2. Symptom overlap with other respiratoryconditions:

Asthma symptoms often overlap with those of
other respiratory diseases, complicating
differential diagnosis. However, asthma
symptoms are distinct in their daily or
environmentally triggered fluctuations, which
provide a key differentiation point.

Variability 
Improvement and/or deterioration in symptoms and lung function. Excessive variability 

may be identified over the course of one day (diurnal variability), from day to day, from 

visit to visit, or seasonally. Calculation of daily variability in PEF   =  (Maximum PEF – Minimum PEF) x 100 Maximum PEF 

For example: 
Given data: 
• Maximum PEF for the day = 500 L/min• Minimum PEF for the day = 450 L/minCalculation:

Daily variability = (500 – 450) x 100 = 50 x 100 = 0.1 x 100 = 10%
500

500 Result: The daily variability in PEF is 10%. 

Peak flow technique Despite the various designs of peak flow meters, all standard non-electric meters operate 

using the same basic technique. Instruct the patient to perform the following process:5  

[see: https://www.ipcrg.org/resources/peak-flow-resources] 
1. Move the indicator to 0.2. Stand or sit up straight.3. Take in a breath as deep as possible.4. Place the meter in the mouth and close the lips around the mouthpiece, ensuring the

tongue is not blocking or inside the opening and none of the fingers are blocking the

indicator.
5. As soon as the lips are closed, blow out as hard and fast as possible, using the chest

and abdominal muscles. This should take no more than 2 seconds.

6. Write down the result.7. Repeat the steps above 2 more times.8. Record and report the highest result to your provider.
Observe the patient's technique during in-office education and assist with necessary 

adjustments. The technique should be continually reviewed at follow-up visits. 
Common causes of flawed readings:

Diagnosis using airflow variability 
In clinical practice, assessing airflow variability through changes in PEF is useful for 

diagnosing asthma. Variability refers to fluctuations in symptoms and lung function, 

with significant changes often indicating asthma. These fluctuations can occur over 

a single day (diurnal variability), day-to-day, seasonally, across visits, or after 

responsiveness tests. The recommended metric for daily variability is PEF measured 

over 1–2 weeks, ideally before medication use (DTH15).1 

• Incorrect measurement position.• Failure to take a full deep inspiration.• Inadequate effort during exhalation.• Improper mouthpiece positioning orincomplete lip seal.• Mouthpiece obstruction by the tongue.

• Facial paralysis affecting the mouthseal.
• Exhaling with a “spitting” action intothe peak flow meter.• Obstruction of the indicator.• Incorrectly recording value(s).
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4. Place the meter in the mouth and close the lips around the mouthpiece, ensuring the

tongue is not blocking or inside the opening and none of the fingers are blocking the

indicator.

5. As soon as the lips are closed, blow out as hard and fast as possible, using the chest

and abdominal muscles. This should take no more than 2 seconds.

6. Write down the result.

7. Repeat the steps above 2 more times.

8. Record and report the highest result to your provider.

Observe the patient's technique during in-office education and assist with necessary 
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with significant changes often indicating asthma. These fluctuations can occur over 

a single day (diurnal variability), day-to-day, seasonally, across visits, or after 

responsiveness tests. The recommended metric for daily variability is PEF measured 

over 1–2 weeks, ideally before medication use (DTH15).1 

• Incorrect measurement position.

• Failure to take a full deep inspiration.

• Inadequate effort during exhalation.

• Improper mouthpiece positioning or

incomplete lip seal.

• Mouthpiece obstruction by the tongue.

• Facial paralysis affecting the mouth

seal.

• Exhaling with a “spitting” action into

the peak flow meter.

• Obstruction of the indicator.

• Incorrectly recording value(s).

DTH No.18 Peak flow.qxp_IPCRG  20/12/2024  11:47  Page 1

https://www.ipcrg.org/dth2
https://www.ipcrg.org/dth2
https://www.ipcrg.org/dth2
https://www.ipcrg.org/dth2
https://www.ipcrg.org/dth2
https://www.ipcrg.org/DTH9
https://www.ipcrg.org/DTH9
https://www.ipcrg.org/DTH11
https://www.ipcrg.org/DTH11
https://www.ipcrg.org/DTH15
https://www.ipcrg.org/DTH15
https://www.ipcrg.org/DTH15
https://www.ipcrg.org/DTH18
https://www.ipcrg.org/DTH18
https://www.ipcrg.org/DTH18
https://www.ipcrg.org/DTH18
https://www.ipcrg.org/DTH18


11
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Desktop Helpers
Evidence-based information sheets 
providing practical guidance and 
support for clinicians working in 
primary care on the diagnosis 
and management of respiratory 
diseases:

Desktop Helper No. 19
A practical guide to improve rhinitis diagnosis in 
primary care. Case studies now available.

More coming soon!

A practical guide to improve rhinitis 

diagnosis in primary care
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THE SIZE OF THE PROBLEM  

The overall median prevalence of allergic 

rhinitis (AR) and nonallergic rhinitis (NAR) are 

18% and 12%, respectively, and appear to be 

increasing over time.2 Allergic rhinitis affects 

approximately 500 million people worldwide3  

while displaying considerable geographical 

variation.4 
Rhinitis affects all ages, although the 

frequency of symptoms is higher in children 

and adolescents.5 AR is more frequent than 

NAR and has more persistent and moderate-

to-severe symptoms.3 The frequency and 

severity of nasal and ocular symptoms with 

AR, together with sleep disturbances, result 

in a marked reduction of quality of life,4       

and an economic burden resulting from 

medication costs, clinic visits, absenteeism, 

presenteeism, impact on academic and work 

performance and on family members.6-8 

 
WHAT IS RHINITIS, AND WHAT 

ARE ITS CAUSES?  

Rhinitis is inflammation of the nasal mucosa, 

characterized by at least 2 symptoms, more 

than one hour per day on most days:  

1. runny nose (rhinorrhoea) 

2. blocked/stuffy nose (congestion)  

3. sneezing   

4. itchy nose 

5. itchy throat 

6. itchy eyes* 

There are three widely accepted distinct 

rhinitis subgroups: allergic rhinitis (AR); non-

allergic, non-infectious rhinitis (NAR); and 

infectious rhinitis.10 AR refers to symptoms 

triggered by an immune-mediated response 

following exposure to allergens, while NAR 

refers to symptoms without allergic 

sensitisation.11 Sometimes both types (NAR 

and AR) coexist at the same time (mixed 

rhinitis). Identifying the cause of rhinitis is 

important for successful management. 

 
Allergic rhinitis (AR) is caused by 

aeroallergens, including exposure to 

occupational allergens. According to Allergic 

Rhinitis and its Impact on Asthma (ARIA): 

https://www.euforea.eu/aria/ it is classified 

based on the duration and severity of 

symptoms (Table 1). At least 50% of patients 

have persistent symptoms, and 40-60% have 

moderate-to-severe AR, which markedly 

impacts their quality of life. The diagnostic 

approach to AR is similar across all age 

groups. AR typically starts appearing in 

children around 4–6 years old, with 

incidence peaking at 14–16, but it can 

develop at any time in life.12,13 NAR is less 

common in children, except for infection-

related NAR. 

AR is often underdiagnosed or 

misdiagnosed, and is frequently 

untreated.14  As the presenting symptoms 

are similar to other conditions, especially 

viral (e.g. common cold, rhinosinusitis, 

influenza, COVID-19, NAR), people with AR 

may think they have an  infection or another 

respiratory condition.15,16  This may lead 

them to expect an antibiotic prescription 

from their GPs17 (see below). In addition, 

people with AR often self-diagnose and self-

manage with OTC treatment at community 

or online pharmacies for symptom relief 

without seeing their GP.18 This can lead to 

medication overuse, lack of established 

diagnosis, inadequate treatment, poor 

medication adherence, and poor self-

management.19 OTC requests are an 

opportunity for pharmacists to identify 

probable rhinitis and to advise or direct 

individuals to a primary care consultation, 

where the diagnosis can be based on clinical 

and family history, physical examination 

and, in selected cases, referral. 

Severity of AR and NAR symptoms are 

frequently assessed using a Visual Analogue 

Scale (Figure 1), which ranges from 0 (not 

bothersome) to 10 (extremely bothersome). 

A score of 5 or more identifies moderate to 

severe disease. Using a VAS to assess the 

rhinitis severity enables measurement of any 

change after treatment. 

 
Non-allergic rhinitis (Table 2) is triggered by 

a variety of factors that inflame or irritate the 

nasal mucosa, such as certain medications 

e.g. aspirin, NSAIDs, food ingredients 

(capsaicin, spices, sulphites and dietary 

Rhinitis is a highly prevalent problem in all age groups that significantly impairs the lives of people with the condition, including 

their cohabitants. Underdiagnosis and misdiagnosis are common, which leads to under or inappropriate treatment, economic 

impact, and potential harm.1 

Most people with rhinitis manage the condition episodically, either with self-management or over-the-counter medications 

(OTC). Many underestimate and neglect their symptoms and often do not bring this to the attention of their general practitioner 

(GP). However, as this is a common problem and a frequent comorbidity affecting the management of other conditions, it needs 

to be recognised and managed appropriately in primary care.

 Table 1: Classification of allergic rhinitis (duration and severity)20,21

 

 
Intermittent 

< 4 days per week 

or 

< 4 consecutive weeks 

 
 

Persistent 

> 4 days per week 

and 

> 4 consecutive weeks 

Mild (All of the following) 

- Normal sleep 

- Normal work and school 

- Normal daily activity 

- No disturbing symptoms 

 

Moderate / Severe (One or more) 

- Disturbed sleep 

-  Problems at work and school 

- Impairment of daily activities 

- Troublesome symptoms 

* This is a symptom of allergic conjunctivitis, which is  

present in at least 50% of the patients with AR

DTH No.19 Allergic Rhinitis.qxp_IPCRG  18/06/2025  17:58  Page 1

A practical guide to improve rhinitis diagnosis in primary care

DESKTOP 
HELPER 
No. 19    April 2025 

1

THE SIZE OF THE PROBLEM  
The overall median prevalence of allergic rhinitis (AR) and nonallergic rhinitis (NAR) are 18% and 12%, respectively, and appear to be increasing over time.2 Allergic rhinitis affects approximately 500 million people worldwide3  while displaying considerable geographical variation.4 

Rhinitis affects all ages, although the frequency of symptoms is higher in children and adolescents.5 AR is more frequent than NAR and has more persistent and moderate-to-severe symptoms.3 The frequency and severity of nasal and ocular symptoms with AR, together with sleep disturbances, result in a marked reduction of quality of life,4       and an economic burden resulting from medication costs, clinic visits, absenteeism, presenteeism, impact on academic and work performance and on family members.6-8 
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Severity of AR and NAR symptoms are frequently assessed using a Visual Analogue Scale (Figure 1), which ranges from 0 (not bothersome) to 10 (extremely bothersome). A score of 5 or more identifies moderate to severe disease. Using a VAS to assess the rhinitis severity enables measurement of any change after treatment. 

 
Non-allergic rhinitis (Table 2) is triggered by a variety of factors that inflame or irritate the nasal mucosa, such as certain medications e.g. aspirin, NSAIDs, food ingredients (capsaicin, spices, sulphites and dietary 

Rhinitis is a highly prevalent problem in all age groups that significantly impairs the lives of people with the condition, including 
their cohabitants. Underdiagnosis and misdiagnosis are common, which leads to under or inappropriate treatment, economic 
impact, and potential harm.1 
Most people with rhinitis manage the condition episodically, either with self-management or over-the-counter medications 
(OTC). Many underestimate and neglect their symptoms and often do not bring this to the attention of their general practitioner 
(GP). However, as this is a common problem and a frequent comorbidity affecting the management of other conditions, it needs 
to be recognised and managed appropriately in primary care.

 Table 1: Classification of allergic rhinitis (duration and severity)20,21
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or 
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Persistent 
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and 
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- Normal work and school 
- Normal daily activity 

- No disturbing symptoms 
 

Moderate / Severe (One or more) 
- Disturbed sleep 

-  Problems at work and school 
- Impairment of daily activities 

- Troublesome symptoms 

* This is a symptom of allergic conjunctivitis, which is  present in at least 50% of the patients with AR
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A practical guide to improve rhinitis 
diagnosis in primary care

DESKTOP HELPER No. 19    April 2025 

1

THE SIZE OF THE PROBLEM  
The overall median prevalence of allergic 
rhinitis (AR) and nonallergic rhinitis (NAR) are 
18% and 12%, respectively, and appear to be 
increasing over time.2 Allergic rhinitis affects 
approximately 500 million people worldwide3  
while displaying considerable geographical 
variation.4 

Rhinitis affects all ages, although the 
frequency of symptoms is higher in children 
and adolescents.5 AR is more frequent than 
NAR and has more persistent and moderate-
to-severe symptoms.3 The frequency and 
severity of nasal and ocular symptoms with 
AR, together with sleep disturbances, result 
in a marked reduction of quality of life,4       

and an economic burden resulting from 
medication costs, clinic visits, absenteeism, 
presenteeism, impact on academic and work 
performance and on family members.6-8 
 
WHAT IS RHINITIS, AND WHAT 
ARE ITS CAUSES?  Rhinitis is inflammation of the nasal mucosa, 

characterized by at least 2 symptoms, more 
than one hour per day on most days:  
1. runny nose (rhinorrhoea) 2. blocked/stuffy nose (congestion)  

3. sneezing   4. itchy nose 5. itchy throat 6. itchy eyes* 

There are three widely accepted distinct 
rhinitis subgroups: allergic rhinitis (AR); non-
allergic, non-infectious rhinitis (NAR); and 
infectious rhinitis.10 AR refers to symptoms 
triggered by an immune-mediated response 
following exposure to allergens, while NAR 
refers to symptoms without allergic 
sensitisation.11 Sometimes both types (NAR 
and AR) coexist at the same time (mixed 

rhinitis). Identifying the cause of rhinitis is 
important for successful management. 
 
Allergic rhinitis (AR) is caused by 
aeroallergens, including exposure to 
occupational allergens. According to Allergic 
Rhinitis and its Impact on Asthma (ARIA): 
https://www.euforea.eu/aria/ it is classified 
based on the duration and severity of 
symptoms (Table 1). At least 50% of patients 
have persistent symptoms, and 40-60% have 
moderate-to-severe AR, which markedly 
impacts their quality of life. The diagnostic 
approach to AR is similar across all age 
groups. AR typically starts appearing in 
children around 4–6 years old, with 
incidence peaking at 14–16, but it can 
develop at any time in life.12,13 NAR is less 
common in children, except for infection-
related NAR. 

AR is often underdiagnosed or 
misdiagnosed, and is frequently 
untreated.14  As the presenting symptoms 
are similar to other conditions, especially 
viral (e.g. common cold, rhinosinusitis, 
influenza, COVID-19, NAR), people with AR 
may think they have an  infection or another 
respiratory condition.15,16  This may lead 
them to expect an antibiotic prescription 

from their GPs17 (see below). In addition, 
people with AR often self-diagnose and self-
manage with OTC treatment at community 
or online pharmacies for symptom relief 
without seeing their GP.18 This can lead to 
medication overuse, lack of established 
diagnosis, inadequate treatment, poor 
medication adherence, and poor self-
management.19 OTC requests are an 
opportunity for pharmacists to identify 
probable rhinitis and to advise or direct 
individuals to a primary care consultation, 
where the diagnosis can be based on clinical 
and family history, physical examination 
and, in selected cases, referral. Severity of AR and NAR symptoms are 

frequently assessed using a Visual Analogue 
Scale (Figure 1), which ranges from 0 (not 
bothersome) to 10 (extremely bothersome). 
A score of 5 or more identifies moderate to 
severe disease. Using a VAS to assess the 
rhinitis severity enables measurement of any 
change after treatment.  

Non-allergic rhinitis (Table 2) is triggered by 
a variety of factors that inflame or irritate the 
nasal mucosa, such as certain medications 
e.g. aspirin, NSAIDs, food ingredients 
(capsaicin, spices, sulphites and dietary 

Rhinitis is a highly prevalent problem in all age groups that significantly impairs the lives of people with the condition, including 

their cohabitants. Underdiagnosis and misdiagnosis are common, which leads to under or inappropriate treatment, economic 

impact, and potential harm.1 Most people with rhinitis manage the condition episodically, either with self-management or over-the-counter medications 

(OTC). Many underestimate and neglect their symptoms and often do not bring this to the attention of their general practitioner 

(GP). However, as this is a common problem and a frequent comorbidity affecting the management of other conditions, it needs 

to be recognised and managed appropriately in primary care.

 Table 1: Classification of allergic rhinitis (duration and severity)20,21
 

 Intermittent < 4 days per week or < 4 consecutive weeks  
 

Persistent > 4 days per week and > 4 consecutive weeks 

Mild (All of the following) - Normal sleep - Normal work and school - Normal daily activity - No disturbing symptoms  Moderate / Severe (One or more) - Disturbed sleep -  Problems at work and school - Impairment of daily activities - Troublesome symptoms 

* This is a symptom of allergic conjunctivitis, which is  

present in at least 50% of the patients with AR
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Chronic respiratory 
disease, tobacco 
dependence and  
mental health

Cartoons for 
emotional self-
assessment for 
people with chronic 
respiratory diseases
“How are you feeling right 
now?” Use this tool with 
patients and the public 
to identify, understand, 
control, express and act 
on their emotions.

Video: Identifying 
anxiety and 
depression

FRESHAIR4Life
Implementation research targeting tobacco and air 
pollution exposure in mid- to late adolescents in 
disadvantaged populations.

https://www.ipcrg.org/emotions
https://www.ipcrg.org/emotions
https://www.ipcrg.org/emotions
https://www.ipcrg.org/emotions
https://www.ipcrg.org/emotions
https://www.ipcrg.org/resources/search-resources/identifying-anxiety-and-depression-3-min-38-sec-english
https://www.ipcrg.org/resources/search-resources/identifying-anxiety-and-depression-3-min-38-sec-english
https://www.ipcrg.org/resources/search-resources/identifying-anxiety-and-depression-3-min-38-sec-english
https://www.ipcrg.org/freshair4life
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Tobacco dependence  
resources

Desktop Helper No. 4
Helping patients quit 
tobacco.

3rd edition.

Desktop Helper No. 12
COPD and Mental Health: Holistic and Practical 
Guidance for Primary Care including additional 
resources.

Desktop Helper No. 16
Severe mental illness, 
tobacco dependence 
and chronic obstructive 
pulmonary disease (COPD).

More tobacco dependence  
resources available here

Helping patients quit tobacco: Very Brief Advice (VBA) An easy, positive and effective way to help tobacco users quit:Ask, Advise & Act1

Ask ALL patients about tobacco use (smoking or smokeless tobacco) at every clinical contact. Document tobacco/smoking* status because this makes it easier for

colleagues in your health system to ask the question next time, especially if you have a shared record with patients and colleagues.

IT DOES NOT NEED ANY ASSESSMENT OF READINESS TO QUIT

“Have you used tobacco at all in the last year?” OR“I can see from your records that you have used tobacco recently. Is that still the case?”

1. ASK: during a consultation about another health matter

2.  ADVISE: about effective ways to quit (and if necessary, about the harms of tobacco)

DESKTOP HELPER
for healthcare professionals

No. 4  May 2019  3rd edition

In most IPCRG member countries public health programmes use the media to communicate the harm caused and so the population usually knows that the use of

tobacco  is harmful. Where it is well understood that tobacco causes harm then advising this again can be counter-productive and not seen by the patient as a supportive

position. However, the impact on awareness across a population can vary. Therefore base your advice on what you understand your patient and your local population’s

awareness to be and personalise a clear strong  message. If your Public Health system has been effective in raising the TENSION around tobacco then your role is to

enact the TRIGGER. Give your advice on quitting with a positive and supportive tone and with a sense of hope.“Do you know the best way of stopping using tobacco or reducing its harm? We know from research studies that the
best way of stopping using tobacco is through the use of stop tobacco medicines combined with regular help, support

and encouragement, especially in the first 4 weeks and ideally for 3 months of an attempt“  3.  ACT: according to the patient’s response and available behavioural support and first line quit tobacco 
medication2

You will now need to ACT. The best way to stop tobacco is with the combination of behavioural support from a trained clinician and the use of a first line quit tobacco

medication.  At the optimal end of the scale, IPCRG member countries have many modalities of nicotine replacement therapy and a number of anti-nicotine receptor

medicines that are available free for patients as part of a national health system. These countries will also have a trained stop tobacco workforce that can provide 20-30

minute appointments for the behavioural support element of the intervention. We have also worked with countries where stop tobacco medicines are not available at all

or only available to purchase privately and where there is no programme of stop tobacco specialists. We illustrate these scenarios below. Refer to the most appropriate.“Would you like to talk about the options available to help with your tobacco use today?” No: That’s OK. Could I ask your permission totalk about this again next time we meet in caseyou have changed your mind? If you doreconsider before then I would be happy to seeyou for an appointment to talk about this more.

Yes: That’s great, here are some of the options that are open to you now: (tailor
each to your situation eg you may not yet have a CO monitor)Option 1 – Well developed stop tobacco service and free medicines Option 2 – No/limited stop tobacco service and some free medicinesOption 3 – No/limited stop tobacco service and private only medicinesOption 1• Consider exhaled carbon monoxide (CO) testingprior to referral and advise that this is one measurefor you both to monitor success.• Ensure that the service you refer to offers bothbehavioural and pharmacotherapy interventions andthat staff are trained and updated.• Assure the patient that you will prescribe appropriatemedicines if requested by the service for as long as isrequired. Reassure about the value and safety ofthese medicines.

• Hand out written material/contact numbers to showyour support.
• Make sure your referral happens: have a system tocheck: Ask for feedback from the service.• Consider offering initial prescription of NRT patches.  

Option 2 & 3 (See section 4) • Consider exhaled carbon monoxide (CO) (if available) testing before startingtreatment. Advise that this is one measure for you both to monitor success.• Ensure that in addition to VBA, you or a colleague within your organisationhas been trained and updated to provide brief behavioural andpharmacotherapy interventions for tobacco (that is, more than VBA which isvery brief and may include motivational interviewing (MI)).• Explore with the patient the options for over the counter (OTC) or prescribedfree and private medicines. Reassure about the value and safety of thesemedicines.
• Explain that they will have greater success if they see a health professionalas well as taking medicines. Taking stop tobacco medicines OTC withoutsupport is no more effective than an unassisted quit and could be a waste ofmoney for your patient.• Hand out any written material/contact numbers to enhance the support youhave offered. 

VBA works at any point during a consultation about another health matter. VBA is proven to increase the chances of an individual making a

quit attempt. It is a trigger; its effectiveness increases if more clinicians use it more of the time: the readiness of the patient to respond is

variable therefore if we increase the chance of them encountering a VBA trained clinician, we are more likely to catch a ready patient on the

right day.

* we have used "tobacco" rather than "smoking".  If, in your context it is better to use "smoking" please adapt.
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Helping patients quit tobacco: Very Brief Advice (VBA) 
An easy, positive and effective way to help tobacco users quit:

Ask, Advise & Act1

Ask ALL patients about tobacco use (smoking or smokeless tobacco) at every clinical contact. Document tobacco/smoking* status because this makes it easier for

colleagues in your health system to ask the question next time, especially if you have a shared record with patients and colleagues.

IT DOES NOT NEED ANY ASSESSMENT OF READINESS TO QUIT

“Have you used tobacco at all in the last year?” OR

“I can see from your records that you have used tobacco recently. Is that still the case?”

1. ASK: during a consultation about another health matter

2.  ADVISE: about effective ways to quit (and if necessary, about the harms of tobacco)

DESKTOP HELPER
for healthcare professionals

No. 4  May 2019  3rd edition

In most IPCRG member countries public health programmes use the media to communicate the harm caused and so the population usually knows that the use of

tobacco  is harmful. Where it is well understood that tobacco causes harm then advising this again can be counter-productive and not seen by the patient as a supportive

position. However, the impact on awareness across a population can vary. Therefore base your advice on what you understand your patient and your local population’s

awareness to be and personalise a clear strong  message. If your Public Health system has been effective in raising the TENSION around tobacco then your role is to

enact the TRIGGER. Give your advice on quitting with a positive and supportive tone and with a sense of hope.

“Do you know the best way of stopping using tobacco or reducing its harm? We know from research studies that the

best way of stopping using tobacco is through the use of stop tobacco medicines combined with regular help, support

and encouragement, especially in the first 4 weeks and ideally for 3 months of an attempt“  

3.  ACT: according to the patient’s response and available behavioural support and first line quit tobacco 

medication2

You will now need to ACT. The best way to stop tobacco is with the combination of behavioural support from a trained clinician and the use of a first line quit tobacco

medication.  At the optimal end of the scale, IPCRG member countries have many modalities of nicotine replacement therapy and a number of anti-nicotine receptor

medicines that are available free for patients as part of a national health system. These countries will also have a trained stop tobacco workforce that can provide 20-30

minute appointments for the behavioural support element of the intervention. We have also worked with countries where stop tobacco medicines are not available at all

or only available to purchase privately and where there is no programme of stop tobacco specialists. We illustrate these scenarios below. Refer to the most appropriate.

“Would you like to talk about the options available to help with your tobacco use today?” 

No: That’s OK. Could I ask your permission to

talk about this again next time we meet in case

you have changed your mind? If you do

reconsider before then I would be happy to see

you for an appointment to talk about this more.

Yes: That’s great, here are some of the options that are open to you now: (tailor

each to your situation eg you may not yet have a CO monitor)

Option 1 – Well developed stop tobacco service and free medicines 

Option 2 – No/limited stop tobacco service and some free medicines

Option 3 – No/limited stop tobacco service and private only medicines

Option 1
• Consider exhaled carbon monoxide (CO) testing

prior to referral and advise that this is one measure

for you both to monitor success.

• Ensure that the service you refer to offers both

behavioural and pharmacotherapy interventions and

that staff are trained and updated.

• Assure the patient that you will prescribe appropriate

medicines if requested by the service for as long as is

required. Reassure about the value and safety of

these medicines.
• Hand out written material/contact numbers to show

your support.
• Make sure your referral happens: have a system to

check: Ask for feedback from the service.

• Consider offering initial prescription of NRT patches.  

Option 2 & 3 (See section 4) 

• Consider exhaled carbon monoxide (CO) (if available) testing before starting

treatment. Advise that this is one measure for you both to monitor success.

• Ensure that in addition to VBA, you or a colleague within your organisation

has been trained and updated to provide brief behavioural and

pharmacotherapy interventions for tobacco (that is, more than VBA which is

very brief and may include motivational interviewing (MI)).

• Explore with the patient the options for over the counter (OTC) or prescribed

free and private medicines. Reassure about the value and safety of these

medicines.
• Explain that they will have greater success if they see a health professional

as well as taking medicines. Taking stop tobacco medicines OTC without

support is no more effective than an unassisted quit and could be a waste of

money for your patient.
• Hand out any written material/contact numbers to enhance the support you

have offered. 

VBA works at any point during a consultation about another health matter. VBA is proven to increase the chances of an individual making a

quit attempt. It is a trigger; its effectiveness increases if more clinicians use it more of the time: the readiness of the patient to respond is

variable therefore if we increase the chance of them encountering a VBA trained clinician, we are more likely to catch a ready patient on the

right day.

* we have used "tobacco" rather than "smoking".  If, in your context it is better to use "smoking" please adapt.
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SEVERE MENTAL ILLNESS AND PHYSICAL HEALTH 
INEQUALITIES  
Severe mental illness (SMI) includes schizophrenia (SZ), bipolar disorder (BD) and affective disorder with psychosis.2-5 SMI causes serious functional impairment that limits life activities and is related to worse health outcomes compared to those without SMI. The diagnosis is based on the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5), and is often made by secondary care psychiatrists. One of the major causes of COPD continues to be tobacco smoking.6 There is a higher prevalence of tobacco smoking and regular exposure to other smoked drugs such as cannabis or heroin, which also may cause COPD/ emphysema, in people living with SMI. It is important for primary care physicians to recognize SMI in patients in order to identify potential related comorbidity, because approximately 1 in 4 people with SMI who smoke may have undiagnosed COPD.2 Also, the prevalence of COPD is higher in patients with SMI and they may die up to 20 years earlier than the general population and are 3-9 times more likely to die from COPD.7  Unfortunately, COPD is also often missed in this patient group due to a later age of diagnosis compared to concurrent SMI (their early twenties compared to early forties, respectively1) and underreporting or minimisation of symptoms. Regular lung function testing throughout life is therefore warranted in people with SMI who are tobacco dependent. 

Therefore, there is a substantial opportunity to make measurable improve-ments in health outcomes and equity by diagnosing and treating COPD in people with SMI specifically by focusing on diagnosing and treating their tobacco dependence.  

Severe mental illness, tobacco dependence and chronic obstructive pulmonary disease (COPD) About one in a hundred people cared for in primary care might suffer from severe mental illness.1 The prevalence of tobacco 

dependence and risk of COPD alongside other non-communicable diseases such as heart disease and lung cancer are 

substantially higher in patients with SMI in primary care practices and mental health services compared to the general 

population, which forms both a huge health burden and a significant opportunity for improvement of COPD care.  

 
This desktop helper aims to assist general primary care teams and those in mental health services providing general medical 

care in assessing, diagnosing and treating patients with severe mental illness with tobacco dependence and COPD. This helper 

can be read in conjunction with our desktop helpers on Helping people quit and COPD and associated mental health problems. 

DESKTOP HELPER 
No. 16    November 2023 

1

Recommended practical action for diagnosing and treating COPD in people with SMI 
 
DIAGNOSIS            
1. Take a smoking history to understand the risk from cumulative exposure to tobacco and other 

drugs. 
2. Identify symptoms suggestive of COPD using simple clinical scales such as the MRC breathlessness 

scale, combined with observation where necessary.19 3. Be aware that this patient group may be less likely to report and identify symptoms such as 
breathlessness and may be hypoxic without reporting breathlessness. This is why it is useful to use 
clinical measures of breathlessness.  4. Have a low threshold for performing a lung function test through an expiratory spirometry, or if a 
lung function test is not at hand, use a portable micro-spirometer which may be easier and indicate 
a diagnosis of COPD.20 5. Have and use a pulse oximeter because patients with SMI may report fewer symptoms / be less 
aware that they are unwell; take action on low readings. The COPD-phenotype in patients with 
significant smoked drug history may be more that of emphysema with relatively preserved 
spirometry and drop in blood oxygen saturations on exertion.21 6. The person may have other reasons for low blood oxygen saturation levels including obesity. 
Therefore, measure BMI because obesity is a common comorbidity of SMI.22 

 
INTERVENTION 
7. Explain what COPD is ….’smoker’s lung’ and then use an evidence-based non-judgmental 

approach to offering treatment for tobacco dependence as the key treatment [see Helping people 
quit desktop helper and here for more detailed information on first-line pharmacotherapy for 
treating tobacco dependence. 8. If possible, measure CO-levels as this may also aid in motivating the smoker to quit.23 

9. In people with COPD explain about and offer vaccinations.  Recommended vaccines include flu, 
pneumococcal and COVID-19, as well as Tdap (pertussis, tetanus and diphtheria) if not vaccinated 
in adolescence, and shingles.6  10. Work with the mental health team who knows the patient on a shared agenda to ensure access to 
treatment for their tobacco dependence, vaccination and to enable those patients reporting 
breathlessness to attend pulmonary rehabilitation (see our desktop helper on PR to help explain it, 
as well as our video on how we breathe, and the Breathing Thinking Functioning model explained 
in our desktop helper.). 

11. Cost is a significant factor that prevents patients from using these helpful interventions. Help 
improve access to these for free, either by signposting to a free service or advocating for your 
health service to provide this.  12. When collaborating with the mental health team on treating tobacco dependence, it may be 
helpful to address any potential myths about smoking within mental health services. Educating 
mental health professionals and addressing unhelpful views such as “smoking is the only pleasure 
our patients have”, “smoking helps to reduce patients’ agitation”, “we shouldn’t be telling patients 
what to do”, “banning smoking in inpatient settings is against patients’ human rights” is important 
because these views have all been demonstrated to be clinically and legally incorrect. 

13. Do not start inhalers without a full respiratory assessment, or without a diagnosis – if new 
breathlessness is reported, order a chest X-ray as there could be other causes including lung 
cancer/heart failure.   

14. Include deaths in people with serious mental illness under the age of 75 in reviews of adverse 
incidents.to learn more as an integrated system about missed opportunities to preserve and extend 
life. 

                                 

DTH No.16 SMI, tobacco and COPD.qxp_IPCRG  14/11/2023  12:34  Page 1
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PHYSICAL HEALTH 
INEQUALITIES  
Severe mental illness (SMI) includes 
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causes serious functional impairment that 

limits life activities and is related to worse 
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SMI. The diagnosis is based on the Diagnostic 

and Statistical Manual of Mental Disorders, 

5th Edition (DSM-5), and is often made by 

secondary care psychiatrists. One of the major 
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Severe mental illness, tobacco dependence and 

chronic obstructive pulmonary disease (COPD) 

About one in a hundred people cared for in primary care might suffer from severe mental illness.1 The prevalence of tobacco 

dependence and risk of COPD alongside other non-communicable diseases such as heart disease and lung cancer are 

substantially higher in patients with SMI in primary care practices and mental health services compared to the general 

population, which forms both a huge health burden and a significant opportunity for improvement of COPD care.  

 
This desktop helper aims to assist general primary care teams and those in mental health services providing general medical 

care in assessing, diagnosing and treating patients with severe mental illness with tobacco dependence and COPD. This helper 

can be read in conjunction with our desktop helpers on Helping people quit and COPD and associated mental health problems. 
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Recommended practical action for diagnosing and treating COPD in people with SMI 

 
DIAGNOSIS            

1. Take a smoking history to understand the risk from cumulative exposure to tobacco and other 

drugs. 
2. Identify symptoms suggestive of COPD using simple clinical scales such as the MRC breathlessness 

scale, combined with observation where necessary.19 

3. Be aware that this patient group may be less likely to report and identify symptoms such as 

breathlessness and may be hypoxic without reporting breathlessness. This is why it is useful to use 

clinical measures of breathlessness.  

4. Have a low threshold for performing a lung function test through an expiratory spirometry, or if a 

lung function test is not at hand, use a portable micro-spirometer which may be easier and indicate 

a diagnosis of COPD.20 

5. Have and use a pulse oximeter because patients with SMI may report fewer symptoms / be less 

aware that they are unwell; take action on low readings. The COPD-phenotype in patients with 

significant smoked drug history may be more that of emphysema with relatively preserved 

spirometry and drop in blood oxygen saturations on exertion.21 

6. The person may have other reasons for low blood oxygen saturation levels including obesity. 

Therefore, measure BMI because obesity is a common comorbidity of SMI.22 

 
INTERVENTION 

7. Explain what COPD is ….’smoker’s lung’ and then use an evidence-based non-judgmental 

approach to offering treatment for tobacco dependence as the key treatment [see Helping people 

quit desktop helper and here for more detailed information on first-line pharmacotherapy for 

treating tobacco dependence. 

8. If possible, measure CO-levels as this may also aid in motivating the smoker to quit.23 

9. In people with COPD explain about and offer vaccinations.  Recommended vaccines include flu, 

pneumococcal and COVID-19, as well as Tdap (pertussis, tetanus and diphtheria) if not vaccinated 

in adolescence, and shingles.6  

10. Work with the mental health team who knows the patient on a shared agenda to ensure access to 

treatment for their tobacco dependence, vaccination and to enable those patients reporting 

breathlessness to attend pulmonary rehabilitation (see our desktop helper on PR to help explain it, 

as well as our video on how we breathe, and the Breathing Thinking Functioning model explained 

in our desktop helper.). 

11. Cost is a significant factor that prevents patients from using these helpful interventions. Help 

improve access to these for free, either by signposting to a free service or advocating for your 

health service to provide this.  

12. When collaborating with the mental health team on treating tobacco dependence, it may be 

helpful to address any potential myths about smoking within mental health services. Educating 

mental health professionals and addressing unhelpful views such as “smoking is the only pleasure 

our patients have”, “smoking helps to reduce patients’ agitation”, “we shouldn’t be telling patients 

what to do”, “banning smoking in inpatient settings is against patients’ human rights” is important 

because these views have all been demonstrated to be clinically and legally incorrect. 

13. Do not start inhalers without a full respiratory assessment, or without a diagnosis – if new 

breathlessness is reported, order a chest X-ray as there could be other causes including lung 

cancer/heart failure.   

14. Include deaths in people with serious mental illness under the age of 75 in reviews of adverse 

incidents.to learn more as an integrated system about missed opportunities to preserve and extend 

life. 
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Symptom-based 
approaches
Desktop Helpers
Evidence-based information sheets providing practical guidance and 
support for clinicians working in primary care on the diagnosis and 
management of respiratory diseases:

Desktop Helper No. 3
Improving the life of people with COPD by 
integrating a supportive and palliative approach 
from diagnosis to end of life. 

Desktop Helper No. 17
Breathlessness in adults: A practical guide for primary 
care clinicians.

Is there an algorithm for diagnosing chronic 
cough in adults?

Is there an algorithm for diagnosing chronic 
cough in children?

https://www.ipcrg.org/DTH3
https://www.ipcrg.org/DTH3
https://www.ipcrg.org/DTH3
https://www.ipcrg.org/DTH3
https://www.ipcrg.org/DTH17
https://www.ipcrg.org/DTH17
https://www.ipcrg.org/DTH17
https://www.ipcrg.org/resources/search-resources/is-there-an-algorithm-for-diagnosing-chronic-cough-in-adults
https://www.ipcrg.org/resources/search-resources/is-there-an-algorithm-for-diagnosing-chronic-cough-in-adults
https://www.ipcrg.org/resources/search-resources/is-there-an-algorithm-for-diagnosing-chronic-cough-in-children
https://www.ipcrg.org/resources/search-resources/is-there-an-algorithm-for-diagnosing-chronic-cough-in-children
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E-Learning
Breaths
Free, bite-sized micro-
learning exercises 
to enhance busy 
primary care providers, 
capability, confidence 
and motivation in 
delivering high-quality 
respiratory care.

Primary Care Education on COVID-19 and 
Respiratory Disease
Free, accredited e-learning modules developed 
by leading IPCRG experts. Each module works 
independently and you can study at your own pace.

Chronic Respiratory Diseases in Primary  
Care Settings
A free online course giving learners the skills to 
recognise, diagnose and manage chronic respiratory 
diseases, developed for RESPIRE by The University of 
Edinburgh and IPCRG.

How We Breathe
An educational short film to 
help patients improve their 
“breathing literacy” with 
moving images enabling 
you to see all around the 
body. Shorter chapters and 
excerpts are available for 
targeted learning.

https://share.minicoursegenerator.com/category/-1/de8d3fbb-3858-4511-b3ee-0bc73305d767?shr=1
https://www.ipcrg.org/education/education-programmes/e-learning/primary-care-education-on-covid-19-and-respiratory-disease
https://www.ipcrg.org/education/education-programmes/e-learning/primary-care-education-on-covid-19-and-respiratory-disease
https://www.ipcrg.org/news-and-events/free-online-course-chronic-respiratory-diseases-crd-in-primary-care-settings
https://www.ipcrg.org/news-and-events/free-online-course-chronic-respiratory-diseases-crd-in-primary-care-settings
https://www.ipcrg.org/howwebreathe


16

Spirometry Simplified

Spirometry Simplified 
introductory video 

Spirometry Simplified
A certified e-learning 
course to empower 
primary care clinicians 
worldwide by promoting 
the widespread and 
equitable adoption 
of spirometry. Online 
learning with an in-
person masterclass and 
portfolio assessment with 
personalised support.

https://youtu.be/U30Iv_uM9s4?si=cBt6EEgf4v_c5CuN
https://youtu.be/U30Iv_uM9s4?si=cBt6EEgf4v_c5CuN
https://www.ipcrg.org/education/spirometry-simplified
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Education and knowledge 
resources for our 
global network

Visit our resources page www.ipcrg.org/resources/
search-resources to view over 2500 resources 
produced by IPCRG and others in the global respiratory 
community. As a global network, IPCRG is committed 
to making its resources available in as many languages 
as possible. The resources in this booklet, and many 
others, are available in a wide range of languages – 
filter by languages in the left-hand column.

Our image gallery offers free downloadable images that 
can be used by healthcare professionals, journalists 
and others who influence public and professional 
knowledge about respiratory diseases to illustrate 
the correct use of medicines and devices, the range of 
people worldwide who live with respiratory diseases, 
and the types of people and organisations most likely 
to deliver respiratory care.

The Global Health Respiratory Network brings together 
UK-funded global respiratory research partnerships 
to build value through collaboration, enhance the 
funders’ investment and meet our aim of improving the 
respiratory health of the world’s poorest. The full list 
of over 200 publications by GHRN members is available 
here. This list can be used as a resource to help 
researchers interested in global respiratory health.

http://www.ipcrg.org/resources/search-resources
http://www.ipcrg.org/resources/search-resources
https://www.ipcrg.org/resources/gallery
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13th IPCRG 
World Conference 
& 1st North African 
Interdisciplinary 
Respiratory Forum
Listening deeply to respiratory needs  
emerging from our community!

Join us in Tunis, Tunisia on 11–14 June 2026! 
We aim to utilise the IPCRG’s experience in 
primary respiratory care to bring together 
pulmonologists, pharmacists and primary 
care physicians to address respiratory 
challenges globally. This conference 
coincides with the 25th anniversary of 
IPCRG’s founding, so we hope you 
will join us to celebrate at what is set 
to be a memorable conference.

Call for abstracts opens:  
1 October 2025
Abstract submission deadline:  
22 February 2026 (19 April for late-
breaking abstracts)

Visit the website for more information  
about abstract submission and registration. 
Save the dates and prepare your abstracts – 
we look forward to seeing you in Tunis.

www.ipcrg.org.uk 
www.ipcrg2026.org



Follow IPCRG on social media  
Visit the page below to follow IPCRG on 
our social media platforms (Facebook, 
Instagram, LinkedIn, X/Twitter, YouTube) 

and our monthly newsletter



The International Primary Care Respiratory Group (IPCRG) 
is a clinically-led charitable organisation. Our scope is 

research and education to improve prevention, diagnosis 
and care of respiratory diseases in global community and 

primary care settings.

www.ipcrg.org
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