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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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salicylates), hormones (pre-menstrual, oral contraceptive, HRT), chemicals (e.g. perfume, 
hair spray, cosmetics, antiperspirants/ deodorants, bleach and household cleaning 
agents), sawdust, cigarette smoke, occupational factors  and smog.22 Systemic diseases 
may also cause nasal symptoms (auto-immune disorders, immunoglobulin deficiencies, 
ciliary dyskinesia) as well as anatomical nasal deformities such as deviated nasal septum.23 

Infections, especially respiratory viral infections, are a common cause of NAR, as are lack 
of sleep, fatigue, stress and extreme cold. In mixed rhinitis, NAR can be complicated by the 
presence of AR.  

Sinus pain, acute bacterial rhinosinusitis, and otitis media may occur with any of these 
forms of rhinitis. This is due to excess mucous production coupled with blockage of the 
sinus ostia and /or eustachian tube leading to increased pressure in the sinuses/middle ear 
which causes the pain. Typically, acute bacterial rhinosinusitis occurs after a viral infection 
which has worsening of symptoms 5-7 days after the onset of the symptoms. It is 
characterised by sinus pain, fever of greater than 38C and often with systemic symptoms 
such as headache, muscle pains, fatigue, shivering and sweating. Unnecessary antibiotics 
may cause more harm than good, but topical nasal steroids may be beneficial.24,25 

Identifying the underlying cause of rhinitis is essential for correct diagnosis and appropriate 
management. NAR is primarily managed by eliminating the triggering factor, whereas AR 
can be effectively treated with a range of pharmacological therapies once accurately 
diagnosed.  
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 Table 2: Differential diagnosis of rhinitis    

 

 
Rhinitis 
 
 
 
 
  
Causes 
 
 
 
Onset 
 
Duration 
 
Family history 
 
 
Comorbidities 
 
 
 
Triggers 
 
 
 
 
 
 
 
 
Exacerbating 
factors

Allergic 
  

Allergic rhinitis (AR) 
 
 
 
Immune response to 
allergens 
 
 
Early in life 
 
Intermittent/ Persistent  
 
Rhinitis, atopic 
dermatitis, asthma 
 
Allergic conjunctivitis, 
asthma, atopic 
dermatitis 
 
Outdoor: pollens from 
trees, weeds and 
flowers, and mould  
(climate change may 
increase allergen levels) 
Indoor: house dust 
mite, cockroaches, 
animal dander and 
mould 

Non infectious  
Non allergic rhinitis  
 
 
 
Diverse: pharmacological, 
chronic use of 
decongestants 
 
Any age 
 
Intermittent/ Persistent  
 
Irrelevant  
 
 
 
 
 
 
- food additives (capsaicin,  
  spices, sulphites dietary 
  salicylates, occupational 
  causes 
- hormonal changes  
  (HRT, premenstrual)  
- sexual arousal 
- alcohol

Infectious  
Common cold viruses  
COVID 
Flu 
 
Infection 
 
 
 
Any age 
 
Intermittent, episodic 
 
If family member 
infected 
 
 
 

Non-allergic 

HOW TO MAKE A DIAGNOSIS?   
History taking 
Taking a detailed personal and family history is 
essential in the evaluation of AR, and questions 
should focus on the types of symptoms, their 
onset, duration and frequency, suspected 
exposures, exacerbating/alleviating factors, 
and seasonality [see Questions Box below]. 
History should also assess for associated 
conditions such as allergic conjunctivitis, 
asthma, atopic dermatitis, sleep-disordered 
breathing, rhinosinusitis, and otitis media. 

Physical examination 
Findings may include clear, sticky mucus and 
pale, swollen inferior turbinates. Mouth 
breathing, frequent sniffing and/or throat 
clearing are often apparent, together with 
signs such as dark circles under the eyes 
("allergic shiners"), infraorbital skin fold, and a 
transverse nasal crease (from the “allergic 
salute”, which is more common in children). It 
is important to exclude other causes of nasal 
obstruction, such as significant septal 
deviation, polyps, or sinonasal masses and, 
especially in children, foreign bodies, 
characterised by unilateral smelly nasal 
discharge. The sinuses might be tender to 
touch in people with chronic symptoms. 
 
Red flags 
Certain ‘red flags’ warrant immediate attention 
and indicate the need for referral to an 
otolaryngologist and/or allergist. These 
include persistent unilateral nasal obstruction, 

Questions to help identify AR: 
• Are you aware of anything or any place that 

triggers your symptoms? For example, house 
dust or pollen exposure, contact with 
animals, certain tasks at work or home or 
school, or exposure to chemicals.  

• What symptoms are causing you the most 
trouble? (check for rhinorrhoea, sneezing, 
itchy nose, nasal congestion, loss of smell, 
watery or itchy eyes). 

• How long have you had these symptoms? 
Did you have the same this time last year? 

• Has any member of your family ever had 
similar symptoms? 

• Were they ever diagnosed with allergic 
rhinitis (patients may know it as hay fever), 
allergic conjunctivitis, asthma or atopic 
dermatitis? 

• Do your symptoms come and go, or are they 
always present? Can you relate symptoms to 
a particular season / time of the year?  

• Is your nasal discharge clear and watery?  

• Are you experiencing any wheezing or 
shortness of breath? (“Yes” may indicate 
asthma, but may also indicate difficulty in 
breathing through the nose). 

• Do you have an earache or any pain in your 
face? (“Yes” may indicate otitis media or 
rhinosinusitis. This does not indicate bacterial 
infection, but is due to a combination of 
increased mucus production, accompanied 
by reduced drainage, leading to pressure 
(pain) in the middle ear or sinus (see above). 

Figure 1 - Visual Analogue Scale

Adapted from: Sousa-Pinto B, et al. Validity, reliability, and responsiveness of daily monitoring visual analog 
scales in MASK-air®. Clin Transl Allergy. 2021 Sep 19;11(7):e12062. doi: 10.1002/clt2.12062.

How much are your nose and/or eye symptoms bothering you today?

Nose symptoms: rhinorrhoea, sneezing, obstruction, pruritus, loss of smell 
Eye symptoms: pruritus, redness, watery eyes

Not at all 
bothersome

Extremely 
bothersome

0 1 2 3 4 5 6 7 8 9 10

- viral infection,  
- tobacco smoke,  

- environmental irritants: smog, air pollution
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progressive blood-stained discharge, malodorous nasal 
discharge, persistent sinus pain or nasal polyps (suggested 
by severe persistent nasal congestion and anosmia). Such 
signs suggest more serious underlying conditions that 
require further evaluation. 
 
Evaluation 
If history taking and clinical assessment suggest AR, and 
this is supported by a positive response to empiric 
treatment with a nonsedating H1-antihistamine and/or a 
nasal glucocorticoid (or a fixed combination of nasal 
glucocorticoid and nasal antihistamine in moderate to 
severe cases), history driven allergen confirmation is 
possible with either serum testing for allergen-specific 
immunoglobulin E (SIgE) or allergy skin prick testing, 
although these tests are usually negative in local allergic 
rhinitis.26,27 Local allergic rhinitis is typified by good 
treatment response but negative detection of systemic IgE, 
as this resides only in the nasal mucosa. Serum testing 
(SigE) is frequently available in primary care, does not 
require trained technicians, and does not require 
antihistamine cessation. Skin prick testing requires a 
trained professional to perform testing and interpret 
findings. It is rarely available in primary care, however 
results are available immediately. These tests are best 
reserved when there is diagnostic uncertainty or non-
response to treatment, but also if allergen immunotherapy 
is to be considered.28,29 

Radiographic imaging is not recommended for the 
diagnosis of AR.20 
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Practical tips:30  
• People may experience acute symptoms without having 

AR or NAR, most often as a result of incidental, 
momentary and non-pathological exposure to 
environmental irritants (e.g., extreme cold during winter, 
exposure to cigarette smoke or perfume). These causes 
frequently do not require medical care and will resolve 
once the cause is removed. 

• Environmental causes of AR vary widely on a global scale 
as allergen exposures differ by region. Moreover, climate 
change is making aeroallergen patterns increasingly 
unpredictable. Therefore, all patients should be assessed 
based on local climatic conditions and allergen exposure. 

• Symptoms suggestive of AR (when related to allergen 
exposure) are 2 or more of the following for >1 h on 
most days: 
- Runny nose 
- Sneezing, especially paroxysmal 
- Nasal obstruction 
- Nasal itch 
- Ocular symptoms like itch, redness or tearing (think 

of allergic conjunctivitis) 

• Symptoms less suggestive of AR: 
- Unilateral symptoms 
- Discoloured secretions 
- Facial or nasal pain 
- Recurrent epistaxis 
- Smell disorder (anosmia) 
- Posterior rhinorrhoea (post-nasal drip) with thickened 

mucus 
- Isolated rhinorrhoea 
- Snoring / sleep apnoea 
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resources.
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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 
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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. 
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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 

See: https://www.btf.phpc.cam.ac.uk/

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
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Como personalizar a consulta da pessoa 
com asma durante: 
 
O diagnóstico  
A forma como é realizado e comunicado o diagnóstico é muito 
importante e tem um grande impacto na forma como o doente se sente 
enquanto asmático. Para além disso, influenciará a sua capacidade de 
autocuidados. Por exemplo, os doentes que não aceitam o diagnóstico 
têm uma maior probabilidade de serem não-aderentes. Para muitos 
doentes, o diagnóstico é um processo que ocorre durante várias 
consultas, em vez de um evento único, o que requer um diálogo contínuo 
entre o médico e o doente. 
 
PERGUNTE  
• Por que você está aqui hoje? 
• Tem ideia do que pode ser? 
• Já ouviu falar sobre asma? O que sabe sobre essa doença? 
• Como se sente ao ser diagnosticado com asma? 
 
ACONSELHE  
• Com o tratamento adequado, a asma pode permanecer bem 

controlada e não há necessidade de restringir a sua vida e as coisas 
que você gosta de fazer. De fato, muitos atletas famosos e pessoas 
públicas têm asma. 

• O autocuidado é fundamental. Isso significa que você tem que 
entender a asma, reconhecer o que a desencadeia, estar atento para 
o seu controle e tomar a medicação de maneira correta. 

• Os benefícios de um diagnóstico preciso incluem um tratamento mais 
eficaz, menos limitações nas atividades físicas e não receber 
tratamentos incorretos ou excessivos, como antibióticos para 
infecções respiratórias. 

 
ATUE  
• Faça um teste terapêutico supervisionado (corticosteroides inalatórios 

e beta 2 agonistas de curta duração), como uma forma de ajudar o 
doente a participar na decisão do seu próprio diagnóstico. 

• Explique o que é a asma usando modelos, desenhos, metáforas ou 
vídeos. 

• Forneça links para páginas de internet de confiança para que a 
pessoa possa obter informações, por exemplo, sites de associações 
de doentes. 

• Seja compassivo e use frases que demonstrem empatia e interesse 
para com o paciente, pois isso pode ajudar a desenvolver confiança. 

EsEstete GuiaGuia Práticorático temtem comocomo objetivoobjetivo ajudarajudar os proprofissssionaiionais dada AtençãoAtenção Primáriarimária à Saúdeaúde a promoverpromover cuidadocuidados 
perpersonalizadoonalizados aoaos pacientepacientes adultoadultos comcom asmama. Ofereceerece orientaçãoorientação práticaprática sobreobre o queque perguntarperguntar, o queque aconaconselharelhar e 
queque açõeações devemdevem serer realizadarealizadas nanas conconsultaultas. Centra-Centra-se nono diagnódiagnósticotico, nono planejamentoplanejamento e nanas revirevisõeões dodo tratamentotratamento 
comocomo nanas etapaetapas chavechave nana gegestãotão dada asmama. Foioi dedesenvolvidoenvolvido emem colaboraçãocolaboração comcom portadoreportadores, inveinvestigadoretigadores e clínicoclínicos.
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Cuidados personalizados: Adultos com asma

O que são cuidados personalizados?  
Os cuidados personalizados ajudam o doente a desenvolver o 
conhecimento, as capacidades e a confiança necessários para tratar 
a sua doença de modo efetivo e a tomar decisões informadas 
acerca dos seus próprios cuidados de saúde.1 Identificam o que é 
mais importante para cada pessoa e asseguram que os cuidados 
que recebem são projetados em função das suas necessidades 
individuais. São frequentemente designados como cuidados 
centrados na pessoa ou personalizados. Recentemente tem havido 
um interesse crescente no papel da medicina de precisão e na 
prescrição individualizada baseada em fenótipos para a asma. 
Embora estes aspectos façam parte dos cuidados personalizados, 
também incluem a decisão compartilhada, o plano de cuidados 
personalizados e o apoio aos autocuidados. 
 

Por que são importantes os cuidados 
personalizados nos portadores de asma?  
Evidências demonstram que a capacitação do paciente na 
autogestão da asma tem um grande impacto nos resultados 
incluindo o controle da asma, com diminuição das agudizações, das  
internações hospitalares e melhora da qualidade de vida.2 Os 
médicos podem ajudar as pessoas portadoras de asma a 
desenvolver o conhecimento, as capacidades e a confiança na 
autogestão ouvindo o ponto de vista e preferências do doente, 
compreendendo as circunstâncias e as prioridades pessoais, e tendo 
em conta todos estes fatores no momento da prescrição e no 
fornecimento de informação. Se os cuidados forem personalizados 
e as decisões compartilhadas, os doentes tendem a aceitar melhor 
a necessidade de medicação, apresentando menos preocupações 
com os efeitos adversos, compreendem   melhor os fatores 
desencadeantes e sentem-se capazes de controlar a sua própria 
asma. Isto melhora os resultados dos doentes e o uso eficiente dos 
recursos de saúde.

O que realmente está acontecendo?

Estou nitidamente  ouvindo sibilos. A asma 
está mal controlada. Como posso 

fazê-lo perceber que necessita  usar a sua 
medicação como foi prescrita? 

Não tenho asma - quase nunca tenho sintomas. 
Não vou dizer isso, não fique ofendido se eu 

disser que está errado. 
Vou concordar com o que sugere e vou  usar o 

inalador de alívio somente quando precisar. 

Como 
está hoje?  

Muito bem 
doutor, 

obrigado.

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 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

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:
� Varies by location
� Equal to men in some countries
� Increasing in many low and middle income

countries

In women with COPD there is evidence of:
� Greater harm vs men for same level of

tobacco smoke exposure
� Greater benefits of smoking cessation
� More difficulty with smoking cessation vs men

OCCUPATIONAL EXPOSURES
Women now work more frequently in
traditionally male occupations.
In some locations, women are more likely
than 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

Predicting diagnosis in primary care patients

suspected of obstructive respiratory disease

This desktop helper describes a tool

designed to support general

practitioners (GPs) in diagnosing their

patients with suspicion of obstructive

respiratory disease. Misdiagnoses and

under-diagnoses of asthma and COPD

are common.1-3 Many current

diagnostic tools are not based on

real-life data and hence lack

generalisability to clinical practice.4 The

tool was developed by analysing

real-life data from 9,297 primary care

patients (45% male, mean age 53±17

years) who were diagnosed by a

pulmonologist. These patients visited

their GP with respiratory symptoms and

were referred to an Asthma/

COPD(AC)-service for primary care in

the Netherlands5 for a diagnostic

assessment according to a strict

protocol. A local pulmonologist used

the results from this assessment to

diagnose the patients. These diagnoses

were the starting point for this desktop

tool. No exclusion criteria were used,

all patients assessed by the AC-service

were included for the development of

the tool.

Statistical analyses were used to

evaluate which parameters predicted

asthma, COPD, Asthma/COPD

overlap syndrome (ACOS) or other.

Metting et al showed that most patients

in the Dutch Asthma/COPD-service

could be correctly diagnosed with this

tool (asthma 79% correct, COPD 85%

correct, ACOS 32% correct).
6 The tool

was validated in another primary care

population (n=3215) and showed a

comparable accuracy (asthma 78%,

COPD 83%, ACOS 24%).

HOW TO USE THE TOOL

This desktop helper can be used to predict a working diagnosis in primary care patients along with an estimation of the probability. In
itiating and

monitoring response to treatment is the next step. The predicted working diagnosis should be evaluated 3 months after diagnosis and treatment onset to

confirm or reject the working diagnosis. Th
is tool is suitable for: 

• Regular primary care patients, including those with comorbidities 

• Patients older than 15 years

• Patients with respiratory complaints suggestive of obstructive airways disease

• Patients with available spirometry data including reversibility testing

Unclear

77% Asthma

74% COPD

39% ACOS

Unclear

74% Asthma

Unclear

Unclear

72%  Asthma

89% Asthma

78% Asthma
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Reversibility <7%

Reversibility ≥7%

Reversibility <7%

No wheezing

Wheezing

Reversibility ≥7%

No allergy

Allergy

No allergy

Allergy

No obstruction

Onset ≥38 years

Onset <38 years

Obstruction

Never smoked

Smoked

No allergy

Allergy

Onset ≥38 years

Onset <38 years

Primary 

care adult

patient with

respiratory

complaints 

Simplified decision tree showing the important pathways. Originally published in 

ERJ Open Res 2016; 2: 00077-2015 | DOI: 10.1183/23120541.00077-2015
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INTRODUCCIÓN    

La enfermedad pulmonar obstructiva crónica 

(EPOC)  típicamente se acompaña por 

múltiples comorbilidades. Sin embargo, las 

guías clínicas para el manejo de la EPOC 

están enfocadas en la enfermedad en sí, y 

ofrecen escasa orientación práctica en el 

manejo rutinario de las comorbilidades. 

Nuestro objetivo es revisar el impacto de las 

comorbilidades en las opciones terapéuticas 

de los pacientes con EPOC, especialmente 

respecto a los riesgos y beneficios de los 

fármacos inhalados como los beta-agonistas 

de acción larga (LABA), los antimuscarínicos 

de acción larga (LAMA) y centrándonos 

especialmente en los corticoides inhalados 

(CI). 

 
MULTIMORBILIDAD Y EPOC     

Los pacientes con EPOC presentan 

típicamente múltiples enfermedades 

simultáneas que requieren de un manejo a 

largo plazo conjuntamente con su EPOC.1 

Resulta un desafío adicional, puesto que 

dichas enfermedades concomitantes como 

el asma o  las bronquiectasias pueden ser 

pasadas por alto al solaparse sus signos y 

síntomas con los de la EPOC. Más del 85% 

de los adultos con EPOC tendrán al menos 

una enfermedad asociada de relevancia 

clínica, y la mitad de ellos tendrán tres o 

más.1,2 La prevalencia de comorbilidades 

aumenta con el empeoramiento de la 

gravedad de la EPOC tanto en hombres 

como en mujeres. Las mujeres tienden a una 

mayor susceptibilidad de padecer asma, 

osteoporosis, ansiedad y depresión, pero 

una menor tendencia a padecer 

enfermedades cardiovasculares que los 

hombres.2-4  

Las comorbilidades suelen aparecer en 

grupos, lo que sugiere la existencia de 

factores de riesgo comunes (el tabaquismo y 

el sedentarismo son factores de riesgo para   

la EPOC y para el cáncer), mecanismos 

patológicos subyacentes compartidos (el 

envejecimiento acelerado se asocia tanto con 

la EPOC como con la hipertensión) y efectos 

secundarios del tratamiento de la EPOC 

(desarrollo de diabetes).5-7 

 
MANEJO DEL PACIENTE EPOC    

Según las últimas recomendaciones de la 

Global Initiative for Chronic Obstructive Lung 

Disease (GOLD), los broncodilatadores 

siguen siendo el pilar del tratamiento de la 

EPOC estable. Los pacientes deberían iniciar 

tratamiento con uno o dos broncodilatadores 

de acción larga.8 Se puede valorar la 

combinación CI/LABA como tratamiento 

inicial en pacientes con GOLD D con 

recuento de eosinófilos en sangre superior a 

300cel/μl.8 Sin embargo, como los CI se 

pueden asociar a un incremento del riesgo    

de neumonía, hay que justificar dicho 

tratamiento con una evaluación riesgo-

beneficio de forma individualizada y valorar 

retirarlos en caso de neumonía incipiente. 

 
MANEJO DEL PACIENTE EPOC 

CON COMORBILIDADES 

El manejo del paciente con EPOC con 

comorbilidades de forma individualizada es 

a menudo complejo, requiriendo la 

aplicación de varias guías clínicas 

específicas para cada enfermedad de forma 

simultánea. Estas guías raramente se adaptan  

a las recomendaciones terapéuticas9 por lo 

que resulta  de particular importancia un  

enfoque holístico en el paciente con 

multimorbilidades. Animamos a los 

profesionales de atención primaria a llevar a 

cabo (re)evaluaciones periódicas (al menos 

anuales) y reajustes de tratamiento a sus 

pacientes con EPOC. La aparición de 

multimorbilidad debe ser contemplada como 

una señal y una llamada de atención para 

llevar a cabo una revisión del tratamiento de 

la EPOC, sobre todo de la relación entre        

los distintos síntomas de las distintas 

enfermedades, el cumplimiento terapéutico y 

los efectos secundarios de la medicación. 

En pacientes con EPOC, la 

multimorbilidad se asocia con mayor 

polifarmacia, con un mayor riesgo de 

interacciones y de reacciones adversas a los 

fármacos así como a un aumento del riesgo 

de ingreso hospitalario y de muerte 

prematura.1,5,10-14 La polifarmacia es 

especialmente preocupante cuando se 

combinan fármacos con potenciales efectos 

adversos similares. 

En general, la multimorbilidad no debería 

retrasar ni alterar el tratamiento de la EPOC 

y las comorbilidades deberían tratarse según 

los estándares habituales; hay que prestar 

especial atención en asegurar que los 

tratamientos sean sencillos y minimizar la 

polifarmacia.8 

 
COMORBILIDADES DE INTERÉS 

ESPECIAL 

El manejo del paciente con EPOC y múltiples 

enfermedades asociadas precisa de un 

enfoque personalizado. Los médicos de 

atención primaria deberían adoptar procesos 

sistemáticos para monitorizar a los pacientes 

con EPOC. La relación entre los síntomas de 

las enfermedades comórbidas y los efectos 

secundarios de los fármacos debe tenerse en 

cuenta con especial atención en las siguientes 

enfermedades:    

• Asma 

• Osteoporosis/fracturas 

• Diabetes 

• Neumonía y tuberculosis 

• Fibrilación auricular 

• Dolor crónico 

• Enfermedad renal crónica 

• Enfermedad prostática 

• Reflujo gastroesofágico 

• Ansiedad y/o depresión 

• Apnea obstructiva del sueño 

 
 

USO RACIONAL DE LA MEDICACIÓN INHALADA 

EN PACIENTES EPOC CON COMORBILIDAD 

MÚLTIPLE: GUÍA PARA ATENCIÓN PRIMARIA

Esta guía describe los desafíos relacionados con el tratamiento farmacológico del paciente con EPOC y múltiples 

comorbilidades, enfocando específicamente el uso racional de corticoides inhalados. Además orienta hacia una atención 

holística
 de este tipo de pacientes en las consultas de atención primaria.
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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 
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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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QUAL É A ESSÊNCIA DA REABILITAÇÃO PULMONAR?  

A Reabilitação Pulmonar (RP) é um programa estruturado adaptado às 

necessidades individuais para reduzir a sua falta de ar, melhorar a sua 

qualidade de vida (incluindo o seu medo de falta de ar), e melhorar a 

sua capacidade de exercício. Essa intervenção melhora a capacidade 

das pessoas nas suas atividades de vida diária. É um programa 

baseado em exercício, acompanhado por educação de autocuidado 

para ajudar as pessoas com doenças pulmonares crônicas a viverem 

melhor. É fundamental e deve ser integrado nos seus cuidados globais. 

As políticas públicas também demonstraram reduzir a utilização           

de serviços onerosos, tais como os internações hospitalares. Pode         

ser realizado em segurança na comunidade, fora do hospital. Apesar 

do seu comprovado custo clínico e efetividade, a RP é ainda 

subutilizada.1,2  
 

PARA QUEM É A RP?  

RP é para adultos de todas as idades que estão limitados 

funcionalmente pela sua falta de ar. 

 
PORQUE É IMPORTANTE?      

Pessoas com condições pulmonares crônicas como a DPOC podem 

ficar com falta de ar aos mínimos esforços e isto pode ser muito 

assustador tanto para elas quanto para seus familiares ou cuidadores. 

Como consequência, as pessoas evitam atividades que as deixem com 

falta de ar, levando ao descondicionamento físico, à desmotivação e 

potencialmente ao isolamento social. Estas mensagens são essenciais 

para demonstrar aos profissionais de saúde a dificuldade de muitas 

pessoas com falta de ar: 
 "A falta de ar enquanto se movimenta é NORMAL". 

"Não é prejudicial ou perigoso sentir falta de ar enquanto  

se movimenta".  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
  

 
 

QUAL SEU PAPEL NO DESENVOLVIMENTO E  NA 

UTILIZAÇÃO DE RP: CONSULTE: VEJA OS EXEMPLOS EM 

www.ipcrg.org/PR  
PERGUNTE sobre a falta de ar "Como a falta de ar mudou a sua vida"?   

"O que mais te incomoda em ficar  sem fôlego ?" Use uma escala de 

falta de ar, por exemplo, MRC 

ACONSELHE: "RP ajuda a respirar melhor, a se sentir bem, e a fazer 

mais/retornar ao trabalho (se aplicável) e recomendo ativamente. 

Pesquisar sobre o que outras pessoas com falta de  ar dizem sobre isso". 

ACT: Os pacientes interessados em participar da reabilitação  

precisarão de apoio. O que  você lhes disser dependerá do apoio que 

estiver disponível e acessível. Mas cada paciente pode ser 

parabenizado  e informado sobre o próximo passo:  

"Esta é uma decisão importante. Vou agora encaminhá-lo..." ou "... 

para o programa de Reabilitação Pulmonar" ou "... procurar um 

especialista que possa avaliar a sua falta de ar e decidir sobre o 

programa certo para seu tratamento" ou 

ACT: Se eles disserem não/ ainda não "A escolha é sua, por isso me 

avise se  mudar de ideia e eu voltarei a perguntar quando nos 

encontrarmos novamente. É uma grande oportunidade de conhecer 

pessoas com a mesma experiência, de aprender a controlar a sua falta 

de ar e de reduzir o impacto da falta de ar na sua vida". 

Forneça informações e educação sobre a sua condição e como eles 

podem  melhorar a  forma de viver e administrando seus problemas e 

medicamentos, por exemplo, reforçados com os programas Viver 

Bem e IPCRG.  
 

O SEU PAPEL NA OTIMIZAÇÃO DO USO DE RP: 

PLANEJAMENTO EXEMPLOS DESTACADOS EM www.ipcrg.org/PR      

Como uma referência você  pode contribuir para a obtenção de 

melhores resultados e eficiência do programa ,porque podem existir 

obstáculos:3  

1. Conheça os critérios e saiba como  encaminhar. Defenda   os 

critérios de inclusão e utilize-os  para o  encaminhamento. 

2. Limite as transferências entre os médicos: por exemplo, consulte um 

especialista para avaliar a falta de ar ou referencie diretamente 

para um programa de RP. 

3. Adote uma abordagem sistemática à avaliação da falta de ar: 

através da Escala de falta de ar da MRC;  

4. Esclareça o pagamento - saiba quem vai pagar e como obter o seu 

pagamento. 
5. Informe-se de como é uma RP, vá e veja uma sessão. 

6. Antecipe as preocupações individuais sobre a percepção de falta de 

benefícios/adequação: busque provas de sucesso, por exemplo, 

testemunhos escritos à mão e fotografias (com consentimento). Seja 

confiante e animado! 

7. Informe a comunidade em geral dos seus benefícios e promova-as 

utilizando linguagem e histórias familiares acessíveis. 

8. Obtenha feedback dos gestores sobre os progressos e desafios de 

cada indivíduo (terão 24 horas ou mais de contato direto). 

9. Ofereça apoio psicológico, que pode ser de um psicólogo do 

programa, ou cuidados diretos ou encaminhamento para um 

serviço de psicologia. 

10. Participe de auditoria para identificar a não aderência. Modifique 

os seus conselhos em conformidade. 

11. Planeje as desistências e permitir a reentrada no programa. 

 
O QUE CARACTERIZA UM BOM PROGRAMA?       

Se existir a possibilidade de escolha  ou você tiver  autoridade para  

influenciar o fornecimento , selecione um serviço que: 

• Tenha uma equipe treinada com experiência em doenças 

pulmonares crônicas 

• Adapte o programa às necessidades físicas, sociais, cognitivas e 

psicológicas específicas de cada indivíduo. 

• Ofereça aconselhamento local sobre técnicas de respiração, e a 

gestão psicológica  sobre o medo da falta de ar. 

• Prescreva e ajuste o exercício usando os princípios FITT (ver página 

seguinte).

Um Guia de Referência: O que é essencial saber sobre a reabilitação pulmonar para 

ajudar as pessoas com falta de ar a respirar melhor, a sentir-se bem e a fazer mais!
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Reabilitação Pulmonar na comunidade 
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 "Isto me deu um novo sopro de vida. Saio de 

novo. Posso combinar em ter (uma condição 

pulmonar) e  viver uma vida normal. Já não me 

sinto com 50 anos, sinto-me novamente com 20."

"Quando se aprende a controlar a 

respiração, pode-se aprender a fazer 

exercício corretamente." 

"Até vocês (profissionais do grupo) aparecerem, 

a minha vida era o purgatório. Não sabia 

como passar nem como lidar com isso. Agora 

sei o que fazer quando fico sem ar. Já não 

entro em pânico. Estou no controle  

da minha respiração."

Diagnostico  Individuo não é 
diagnosticado ou 

recebe um diagnóstico errado.

Indicação do Clínico geral(CG)   
CG não  acredita     
e  nem comunica   
o  indivíduo a 
importância e os 
benefícios da RP.

Avaliação    Individuo não está 
presente para a 

sua avaliação.

Manutenção  Individuo não mantém atividade 
após o programa.

Programa em 
curso   Individuo não 

completa o programa.

Início do  Programa    Individuo não aparece para iniciar o seu programa.
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