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COPD diagnosis using spirometry
The diagnosis should be confirmed by spirometry and spirometry is part of the assessment of 
COPD severity. It should be performed post-bronchodilator – patients do not need to withhold 
their usual bronchodilators.

Diagnosis
•	 Airflow obstruction that is not fully reversible is indicated by a post-bronchodilator  

FEV1/FVC ratio < 0.70, (or below the age-specific lower limit of normal (LLN).
•	 A very large response to bronchodilator (>400 mL) may indicate that a component of asthma 

is likely.  

Assess severity of obstruction 
The severity of the obstruction is assessed using the post-bronchodilator FEV1 as a % of the 
predicted value* or the z-score value.**

MILD MODERATE SEVERE

FEV1 60-80% predicted
or z-score –1.65 to –2.5

FEV1 40-59% predicted
or z-score -2.51 to –4

FEV1 < 40% predicted
or z-score < –4

* Predicted values are determined on the basis of age, height, sex, and ethnicity.

** For more information about the criteria for airflow obstruction, see pg 4 in the New Zealand COPD Guidelines: 2025 update  
    available at www.cardiacandrespiratory.org.nz/resource-hub

COPD symptoms
COPD should be considered in anyone over 
the age of 40 with any of these symptoms: 

•	 Chronic cough
•	 Chronic sputum production
•	 Recurrent or chronic wheeze
•	 Shortness of breath 

Causes of COPD
•	 Tobacco smoking is the main  

cause of COPD
•	 Chronic exposure to inhaled noxious 

gases, dust or fumes
•	 Chronic asthma
•	 Indoor and outdoor air pollution
•	 Evidence suggests that vaping may cause 

COPD, even in non-smokers
•	 Inhaled recreational substances
•	 Environmental tobacco smoke 
•	 Alpha-1 antitrypsin deficiency is a rare,  

genetic defect – consider in young 
patients (particularly under 40 years)

https://www.cardiacandrespiratory.org.nz/resource-hub/
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Assess severity of symptoms and exacerbations
Spirometry should be used in conjunction with the severity of symptoms and history of exacerbations.

MILD MODERATE SEVERE

Breathless on moderate exertion Breathless walking on level ground Breathless on minimal exertion

Little or no effect on daily activities Increasing limitation of daily activities Daily activities severely curtailed

Few symptoms Exacerbations requiring oral corticosteroids  
and/or antibiotics

Exacerbations of increasing frequency and severity

Cough and sputum production Recurrent chest infections

Assess impact of breathlessness on daily activities
The impact of breathlessness during daily activities can be quantified using the modified Medical Research Council (mMRC) Dyspnoea Scale.

Modified Medical Research Council (mMRC) Dyspnoea Scale

GRADE SYMPTOM COMPLEX

0 I only get breathless with strenuous exercise

1 I get short of breath when hurrying on level ground or walking up a slight hill

2 On level ground, I walk slower than people of the same age because of breathlessness, or I have to stop for breath when walking at my own pace on the level

3 I stop for breath after walking about 100 metres or after a few minutes on level ground

4 I am too breathless to leave the house or I am breathless when dressing or undressing

The COPD Assessment Test (CAT) can measure the impact of COPD and response to treatment, visit: www.catestonline.org

http://www.catestonline.org
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Non-pharmacological management of COPD

Smoking cessation
Smoking cessation is the most important component of COPD 
management, and every patient who is still smoking should be offered 
support to quit. Referral to a smoking cessation support service is 
recommended. As there is evidence that vaping/e-cigarette use is 
linked to severe lung injury and lung abnormalities, smokers using 
e-cigarettes to quit smoking should be advised to stop using them as 
soon as possible after quitting smoking.

Pulmonary rehabilitation
Offer pulmonary rehabilitation to all patients. If in-person pulmonary 
rehabilitation cannot be accessed, a home-based pulmonary 
rehabilitation programme should be considered. Patients may also 
benefit from local support groups. A list of groups can be found here:  
www.cardiacandrespiratory.org.nz/your-health/getting-help/
pulmonary-rehabilitation-classes/

Physical activity
Encourage 20-30 minutes per day of “huff and puff” exercise, or 
exercise which causes the patient to feel breathless. Exercise should 
include aerobic (five days per week), strengthening (two days per 
week), and flexibility (daily).

Breathlessness management
In addition to pulmonary rehabilitation, patients may benefit from 

seeing a respiratory physiotherapist for breathing exercises or 
breathlessness  management strategies, including hand-held fans, 
diaphragmatic and pursed lip breathing exercises, and energy 
conservation techniques. 

Sputum management/sputum clearance techniques
Patients with chronic sputum production may benefit from seeing a 
respiratory physiotherapist for airway clearance strategies.

Nutrition
Both undernutrition and obesity are common in COPD – consider using 
the Malnutrition Universal Screening Tool:   
www.bapen.org.uk/pdfs/must/must_full.pdf and referral to a dietician. 

Undernutrition can usually be managed through dietary advice. In 
obese or overweight patients, the goal is to achieve weight reduction 
while preserving muscle mass. 

Housing 
A smoke-free, warm, dry home environment is likely to improve COPD 
control.

https://www.cardiacandrespiratory.org.nz/your-health/getting-help/pulmonary-rehabilitation-classes/
https://www.cardiacandrespiratory.org.nz/your-health/getting-help/pulmonary-rehabilitation-classes/
https://www.bapen.org.uk/pdfs/must/must_full.pdf
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Pharmacological management of COPD

Inhaled medication for COPD
The purpose of pharmacological management is symptom 
control and prevention of exacerbations.

Inhaler technique, device suitability, and adherence should be 
reviewed regularly and before any medication changes. 

•	 SABAs and SAMAs are used for short-term relief of 
breathlessness.

•	 LAMAs are the first-line long-acting bronchodilator, both for 
breathlessness and reduction of exacerbation risk.

•	 Escalate promptly to a LAMA/LABA if LAMA alone does not 
control breathlessness/exacerbations.

•	 ICS are to prevent exacerbations in patients with frequent 
exacerbations.

•	 Higher blood eosinophils (≥300 cells/μL) are associated 
with a greater response to ICS and may identify patients who 
should receive ICS/LAMA/LABA. A single combined inhaler 
should be considered for improved adherence.

•	 Escalate to triple therapy (ICS/LAMA/LABA) in patients who 
still continue to exacerbate (more than once a year) or have an 
exacerbation requiring hospital care.

•	 Patients with Asthma/COPD overlap should receive ICS. 

Practice points:
•	 Choice of specific inhaler should be guided by patient 

preferences and their ability to use the inhaler device. 
•	 Provide all patients with a written/electronic personalised 

COPD action plan (see resources p.10).

Simplified maintenance inhaler management of COPD

When treating Start with Escalate to

COPD without 
exacerbations LAMA LAMA/LABA

COPD with 
exacerbations LAMA

LAMA/LABA 
(consider ICS/LAMA/LABA 
if eosinophilia or frequent 
exacerbations)

Asthma/COPD 
overlap ICS/LABA ICS/LAMA/LAMA

DO NOT

•	 Do not prescribe a regular SABA.
•	 Do not routinely prescribe a SAMA to patients on a LAMA.
•	 Do not prescribe long-term oral corticosteroids as maintenance therapy.
•	 Do not routinely prescribe theophylline.
•	 Do not use short-term response to bronchodilator to predict benefit from 

long-term bronchodilator therapy.
•	 Do not routinely prescribe nebulised bronchodilators for stable COPD.

ICS withdrawal
Withdraw ICS if there is no evidence of benefit, the patient develops pneumonia 
or other adverse effects, or if the patient is stable.  
Do not withdraw ICS in patients with asthma/COPD overlap or raised  
blood eosinophils. Review patient 4-6 weeks after ICS withdrawal. 
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Oxygen therapy for COPD

Note: There is a fire risk associated with oxygen use and smoking or other flammable sources such as gas appliances, open flames, and 
vaping devices. Current smoking, use of heated tobacco, e-cigarettes, or vaping devices are absolute contra-indications to oxygen supply.

Evaluation of the patient and assessment for long-term oxygen 
therapy supply should be done by a specialist respiratory service. 
Oxygen does not reduce the sensation of breathlessness or improve 
quality of life in patients who are not hypoxic. Oxygen may not 
improve breathlessness even in those who are hypoxic.

Key points on oxygen therapy
•	 Oxygen is a drug therapy and must be prescribed.
•	 Oxygen is a treatment for hypoxia, not dyspnoea.
•	 Long-term oxygen therapy has survival benefits for patients with 

severe hypoxaemia but needs to be used for at least 15 hours a day.
•	 Using oxygen for 15 hours a day is adequate: oxygen therapy for 

24 hours per day does not lower the risk of hospitalisation or death 
compared with 15 hours per day.

Criteria for supply of long-term oxygen therapy
•	 Assess when the patient is stable, at least six weeks after  

hospital discharge or an acute respiratory illness.
•	 PaO2 (measured by arterial blood gas) less than 7.3 kPa  

(55 mmHg) indicates the need for long-term oxygen (saturation 
usually < 88%).

•	 PaO2 <8.0 kPa (60 mmHg) (oxygen saturation up to 91%)  
may also be an indication for long-term oxygen if there is evidence 
of polycythaemia (haematocrit > 0.55) and/or cor pulmonale/
right heart failure.

Criteria for oxygen in palliative care
•	 Terminal illness with a life expectancy less than 3 months.
•	 Oxygen saturation SpO2 <90%.
•	 Dyspnoea not adequately controlled by optimal treatment.
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COPD exacerbations
COPD exacerbations are characterised by a deterioration in 
symptoms that is beyond normal day-to-day variations, and is  
acute in onset.

Key symptoms
•	 Increased shortness of breath.
•	 Increased sputum purulence and volume. 
•	 Increased cough and wheeze.
Notes
•	 Exacerbations are associated with accelerated loss of  

lung function.
•	 Prolonged or repeated exacerbations are associated with worse 

health status, more frequent future exacerbations, and risk of death.
•	 Early diagnosis and management of exacerbations may prevent 

functional deterioration and reduce hospital admissions.

•	 Most exacerbations can be managed at home.
•	 Nebulisers are only to be used in severe or life-threatening exacerbations.
•	 SABAs with or without a SAMA are the initial bronchodilators of choice.
•	 Give short-course oral corticosteroids (e.g. prednisone 40 mg once daily for 5 days).
•	 Give short-course antibiotics for purulent sputum and/or other evidence of infection.
•	 Titrate oxygen to target saturations of 88 to 92%
•	 Non-invasive ventilation (NIV) reduces mortality in patients with hypercapnic 

respiratory failure.
•	 Careful discharge planning and referral to pulmonary rehabilitation may reduce  

the risk of future exacerbations and admissions.
•	 Review medication and inhaler technique after an exacerbation.

Key messages for exacerbation management 

Assessment of COPD exacerbation severity (Note: not all patients will have all of these features)

Mild to moderate Severe Life-threatening /imminent respiratory arrest

More short of breath than usual Very short of breath Extremely short of breath

Able to speak in sentences Only a few words per breath Unable to speak

Usually have wheeze May not have wheeze May not have wheeze

Some chest/neck indrawing Severe neck/chest indrawing May be no chest/neck indrawing

Tripod positioning

SpO2
 near usual level SpO2 well below their usual level SpO2 rapidly falling

Normal level of consciousness May be agitated Severe agitation and/or  
falling level of consciousness
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Pre-hospital management of acute exacerbation of COPD
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Hospital management of acute exacerbation of COPD
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4-step COPD consultation* 

* Please note: the 4-step consultation will likely take more than one visit.  
** The COPD Assessment test (CAT) can be accessed at www.catestonline.org.   
***The mMRC Dyspnoea Scale can be found on p.2

Assess COPD 
control and  
exacerbation risk

Consider  
other relevant 
clinical issues

Decide whether 
treatment plan 
needs to change

Complete  
a COPD  
Action Plan

•	 Review history of COPD 
exacerbations in last  
12 months (requiring oral 
corticosteroids or antibiotics)

•	 Complete CAT score**

•	 Complete mMRC Dyspnoea 
Scale with patient***  
(Breathlessness score)

•	 Review last spirometry

•	 Assess current status: 
a) 	Breathlessness 
b) 	Exercise tolerance 
c) 	Sputum volume  
d) 	Sputum colour 
e) 	Oxygen saturations 
f) 	 Vaccine 
g) 	Weight

•	 Assess the patient’s knowledge 
of their personal signs and 
symptoms of an exacerbation

•	 Ask about adherence with 
maintenance treatment

•	 Review smoking status and 
cessation strategies

•	 Assess whether the patient is 
coping with activities of daily 
living

•	 Consider a nutritional 
assessment

•	 Consider further specialist 
review if symptoms and 
presentation don’t correlate

•	 Review for any co-morbid 
conditions

•	 Consider discussing or 
reviewing an advance care plan

•	 Consider if additional drug treatment 	
is required if COPD is not adequately 
controlled, such as increasing 	
breathlessness or recent exacerbation

•	 Consider withdrawal of ICS if patient is 
stable and there is no evidence of  benefit 
or recent pneumonia. If ICS is withdrawn, 
review patient in 4-6 weeks

•	 Consider if a home supply of antibiotics 
and oral corticosteroid is required

•	 Discuss an exercise plan and/or refer 
to pulmonary rehabilitation and/or  
physiotherapy

•	 Recommend annual flu, pneumococcal 
and RSV vaccines

•	 Refer for assessment for domiciliary 
oxygen if resting oxygen saturations 
<88% on room air when well and  
smoke free

•	 Refer for support services/specialist 
review if appropriate

•	 Complete the front page  
of the patient’s plan

•	 Review the signs and symptoms 
of worsening COPD and of a chest 
infection (e.g. unwell, very unwell 
and extremely unwell)

•	 Remind the patient what to do 
when unwell: 
a) 	breathing control techniques 
b) 	correct inhaler technique 
c) 	chest clearance (if required) 
d) 	energy conservation techniques

•	 Enter the antibiotic name and 
length of course (usually 5 days) 

•	 Enter the prednisone regimen 
(usually 40 mg daily for 5 days) 

•	 Set a time for clinical review 
after starting home supply of 
prednisone and antibiotics  
(if applicable)

http://www.catestonline.org
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Further COPD resources and tools

NEW ZEALAND 
COPD 
GUIDELINES
2025 UPDATE

Resources available to order or download at  
www.cardiacandrespiratory.org.nz/resource-hub/

•	 New Zealand COPD Guidelines: 2025 Update
•	 COPD Quick Reference Guide
•	 COPD Action Plans (print + digital)
•	 COPD patient education booklet
•	 Breathlessness guides

Breathlessness is a major symptom in COPD. It can often seem to come on for no apparent 
reason or with very little exertion. This can cause people to feel frightened, out of control 
and anxious.

Common activities that can  
cause breathlessness 

Many activities can cause breathlessness such as, walking, bending down, showering, getting dressed, going to the 
toilet, vacuuming, hanging out washing, and lifting things. 

Eating can be challenging as it can require effort to prepare food and then it is difficult to eat food due to 
breathlessness. Eating a large portion can also cause breathlessness.

Managing your breathlessness

These strategies can help manage chronic breathlessness in stable lung disease. If your breathlessness becomes 
out of control and unmanageable rapidly, please seek medical attention.

1. Conserve your energy and pace yourself
People who are breathless often rush to get tasks 
done. This is not a useful strategy. Learning to pace 
yourself helps keep control of your breathing so that 
you can manage independently for longer.

• Plan your day: Don’t try to fit too much in– allow 
plenty of time to carry out tasks. Cut bigger tasks 
down into smaller manageable parts and allow  
for plenty of rest periods between each task.

• Prioritise tasks: Which tasks can wait until you feel 
less breathless? 

• Adapt tasks: Can you sit down to complete the 
task? Is there a simpler way to complete the task?

• Delegate: Can someone help you with the task?

2. Use a fan       
A fan can help control breathlessness.  
Hand-held fans are a great option because 
they are cheap, quiet and easily portable.  
A free-standing fan, a desktop fan or the 

breeze through an open door or window can also help. 

To use the fan: Hold the fan about 15 centimetres 
from your face so you can feel the air on your top lip. 
Slowly move the fan from side to side so that the 
breeze covers the bottom half of your face.

3. Find a resting position
Find your resting position – this is a position which 
helps you relax and breathe better. You may already 
unconsciously use these.

• Lean forward with arms resting 
on your knees or the sides of 
a chair and position knees 
slightly apart.

• Lean forward over a table or 
surface resting on your arms up 
on some pillows or similar.

• Lean forward with arms resting 
on a surface e.g. supermarket 
trolley, or back of a chair.  
Alternatively, rest standing with 
your back against a wall.

Breathlessness 
Strategies for COPD

Stop what  
you’re doing

Rest your  
position

Use your  
fan

Start your  
breathing  technique

Conserve your energy and  
pace yourself
Plan your day: Will I have time for a break?
Prioritise tasks: What’s most important?
Adapt tasks: Can it be done easier?
Delegate: Can someone else help?

Breathing techniques
• Breathing control/tummy control:  

Place hands on tummy, breathe in (tummy  
goes out), breathe out (tummy goes in).

• Pursed-lip breathing: Breathe in through  
your nose, breathe out like through a straw. 

• Blow as you go: Breathe in before exerting 
effort, breathe out while making the effort.

• Paced breathing: Breathe in for a few counts, 
breathe out for a few counts. 

• Breathe around the rectangle: breathe in on 
the short side, breathe out on the long side.

Distraction and meditation
Focus on things that bring you pleasure or 
calmness, such as mindfulness or meditation.

Exercise
Regular activity should be done in moderation. 
Ask to be referred to your local pulmonary 
rehabilitation programme.

Take your medication
Use your prescribed  
medication as directed.  
If you have difficulty managing  
your breathlessness, talk to  
your healthcare professional  
as there may be other  
medications that may help.

Change your position
• Lean forward with arms resting on 

your knees or the sides of a chair 
and position knees slightly apart.

• Lean forward over a table or 
surface resting on your arms up  
on some pillows or similar.

• Lean forward with arms resting  
on a surface e.g. supermarket 
trolley, or back of a chair. 
Alternately rest standing with  
your back against a wall.

Use a fan
Use either a hand-held fan,  
freestanding fan, a desktop fan,  
or the breeze through an open  
door or window. 

Hold the fan about 15 centimetres from your 
face so you can feel the air on your top lip.

cardiacandrespiratory.org.nz

When feeling 
breathless...

Breathlessness 
Quick Reference

 
Tips for 

managing 
breathlessness 

at home

This COPD Action Plan belongs to:

COPD  
Action Plan
(Chronic Obstructive Pulmonary Disease) 

This COPD action plan links to tips for 
managing your breathlessness and helps 
to identify what to do when you are well, 
unwell or need help in an emergency.

About me

 I am a known CO2  retainer

 I have an Advance Care Plan

 Long-term home  
 oxygen and flow rate:    L/min

Remember
• Keep your action plan up to date
• Make sure your inhalers aren’t empty or expired
• Take your medications as prescribed
• Regularly check your inhaler technique with your 

healthcare practitioner

Tips for managing  
your breathlessness
Scan this QR code for a guide on  
managing your breathlessness.

My breathlessness plan

 1. Stop what you are doing

 2. Find a resting position

 3. Use your fan, or the breeze

 4. Begin your preferred breathing 
        technique for 2-3 minutes

If you are still feeling breathless, follow your  
Action Plan on the next page.

(tick all that apply)

cardiacandrespiratory.org.nz

Using a spacer
If you use a metered dose inhaler (MDI), 
a spacer will help get the correct dose of 
medication into your lungs.  

Ask your healthcare professional about a 
spacer, they can provide them free of charge. 
If you don’t already have one, you need one. 
Spacers increase your medication’s 
effectiveness.

1. Shake the inhaler well  
(holding it upright).

2. Fit the inhaler into the opening at 
the end of the spacer.

3. Seal lips firmly around the mouth 
piece, press the inhaler once only.

4. Take 4–6 slow breaths in and out 
through your mouth.  
Do not remove the spacer from  
your mouth between breaths. 

 OR take one slow deep breath in  
and hold this for 10 seconds.

5. Repeat steps 1–4 for further doses.

Washing your spacer
Wash your spacer once a week with 
warm water and dishwashing liquid.  

Do not rinse, drip dry to ensure that 
your medicine gets into your lungs and 
doesn’t stick to the sides of the spacer.
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Ko tēnei te Mahere Mahi COPD a:

COPD  
(Chronic Obstructive Pulmonary Disease) 

Mahere Mahi

Mōku

 He kaipupuri CO2 ahau e mōhiotia ana

 He Mahere Manaaki Tōmua tāku

 E whakaae ana ahau kia tuarihia tēnei  
 mahere ki ētahi atu kaiwhakarato hauora

 Hāora kāinga wā roa me te  
 pāpātanga rerenga wā roa:  L/min

Kia maumahara
• Me whakahou i tō mahere mahi i ngā wā katoa
• Me whakarite kāore i te pau ō ngongō, kua eke 

rānei te wā
• Me kai ō rongoā e ai ki ngā tohutohu
•  Me mātua heri e koe tō ngongō
• Me tirotiro haere i tō tikanga whakamahi ngongō 

me tō ngaio hauora

Taku Mahere Hēmanawa

 1. Whakamutua ō mahi

 2. Kimihia he wāhi whakatā

 3. Whakamahia tō kōhauhau,  
       te kōangiangi rānei

 4. Tīmataria tō tikanga whakangā  
       mō te 2-3 meneti

Mēnā kei te hēmanawa tonu koe, me whai i tō  
Mahere Mahi kei te whārangi whai ake.

(tohua ngā mea katoa e hāngai ana)

cardiacandrespiratory.org.nz

Te whakamahi puotongā
Mēnā e whakamahia ana e koe he 
ngongō horopeta ine (MDI), ko tā te 
puotongā he whāngai i te horopeta tika 
o te rongoā ki ō pūkahukahu. 
Me pātai atu ki tō ngaio hauora mō tētahi puotongā,  
māna e tuku mō te koreutu. Ki te kore 
i a koe tētahi, me whiwhi. Ka piki i ngā 
puotongā te whaitake o ō rongoā.

1. Kia kaha te rurerure i te ngongō  
(me torotika).

2. Whakamaua te ngongō ki te pito  
o te puotongā.

3. Me mau ō ngutu ki te ngutu o te 
ngongō, kia kotahi te pēhi i te ngongō.

4. Kia 4-6 ngā whakangā pōturi mā tō 
waha. Kaua e tango i te puotongā  
mai i tō waha i waenga whakangā  
TĒRĀ RĀNEI, kia kotahi te pūmanawa 
ka pupuri mō te 10 hēkona.

5. Mahia anō ngā upane 1-4 mō ngā 
horopeta atu anō.

Te horoi i tō puotongā
Horoia tō puotongā i ia wiki ki te wai 
mahana me te hopi horoi rīhi. 

Kaua e opeope, me waiho kia maroke kia mātua uru  
atu ai ō rongoā ki ō pūkahukahu, ā, kāore e piri ki ngā  
taha o tō puotongā.
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Ko e Tu‘utu‘uni ki he Me‘a ke Fai ‘e:

COPD  
Ko e (Chronic Obstructive Pulmonary Disease) ko 
e Mahaki Mānava-nounou ‘o e Halanga Mānava 

Ko e Tu‘utu‘uni  
ki he Me‘a Ke Fai  
(Action Plan)  
koe‘uhi ko e COPD

Fekau‘aki mo au

 ‘Oku ‘ilo‘i au ko e CO2 retainer

 ‘Oku ‘i ai ‘a e Fakahinohino ki hono Tauhi Au  
 (Advance Care Plan)

 ‘‘Oku ou loto fiemālie ke vahevahe atu ‘a e  
 Fakahinohino ni (Plan) ki he kau ngāue ‘oku  
 nau tokoni ki hono tauhi au

 Ko hono faka‘aonga‘i ‘o e  
 ‘okisena ‘i ‘api pea mo e lahi 
 ‘o ‘ene tafe (oxygen and flow-rate):  L/min

Manatu‘i
• Muimui ma‘u pe ki he Fakahinohino ‘o e Me‘a ke Fai ‘o 

fai fakatatau ki ai
• Manatu‘i ke ‘oua na‘a ‘osi pe maha ‘a e pamu pe kuo 

‘osi fakalaka atu he taimi na‘e tonu ke ‘osi ki ai (out of 
date) ‘a hono faka‘aonga‘i

•  Muimui pau ki he tu‘utu‘uni ‘oku ‘oatu fakataha mo 
ho‘o faito‘o

• Toutou vakai ki he toketā pe neesi ke vakai‘i pe ‘oku 
tonu ho‘o founga faka‘aonga‘i ‘o e pamu

Ko e Ngaahi Me‘a ke Fai ‘i he Nounou 
‘a ‘Eku Mānava (Breathlessness Plan)

 1. Tuku ‘a ho‘o ngāue ‘oku fai

 2. Fakafiemālie ho sino he founga fakanonga 
  taha kiate koe. Tangutu pe tokoto

 3. Faka‘aonga‘i ‘a e ī fakamokomoko, pe ko  
 ha‘o fakahavilivili

 4. Faka‘aonga‘i ‘a e founga mānava kuo  
 ke ‘osi anga ki ai ‘i ha miniti ‘e 2-3

Kapau ‘oku kei faingata‘a‘ia pe ‘a e mānava, muimui ki he 
Tu‘utu‘uni ki he Me‘a ke Fai (Action Plan) ‘i he peesi hono hoko.

(tiki‘i kotoa ‘a e ngaahi me‘a ‘oku tonu)

cardiacandrespiratory.org.nz

Ko hono faka‘aonga‘i ‘o 
e hina tafenga ‘ea pe ko e 
sipeisa (spacer)

Kapau ‘oku ke ngāue‘aki ha pamu (MDI inhaler) mo  
hano mita fua, ‘e tokoni ‘a e sipeisa ke lava  
‘o hū kotoa ‘a e faito‘ó ki ho ma‘ama‘a. 
‘E ma‘u atu ta‘etotongi ‘a e sipeisa mei he 
neesi pe ko e tokotaha tauhi ‘i he kiliniki. 
‘Oku totonu ke ‘i ai ha‘o sipeisa kapau kuo 
te‘eki ai ke ma‘u ia. ‘E tokoni ‘a e sipeisa ke 
‘aonga ange ai ‘a e faito‘o.

1. Lulu‘i ‘a e pamu (pukepuke ke tu‘utonu).

2. Fakahū ‘a e mui‘i pamu ki he ava ‘o e 
sipeisa.

3. Fakahū ki ho ngutu ‘o puke ma‘u ‘aki ‘a 
ho loungutu, pea ke lomi‘i tu‘o taha ‘a e 
pamu.

4. Toutou komo māmālie ki loto mo 
tukuange ki tu‘a tu‘o 4-6. ‘Oua na‘a ke 
to‘o ‘a e sipeisa mei ho ngutú lolotonga 
‘a ho‘o mānava‘aki ia.  
PE ko ho‘o mihi‘i māmālie ki loto ‘o puke 
fakamānavaloloa ‘i ha sekoni ‘e 10.

5. Fa‘ifa‘itaki ki he sitepu 1 ki he 4 ‘i ho‘o 
ngāue‘aki ‘a e pamú he kaha‘u. 

Washing your spacer
Fufulu ‘a e sipeisa ‘aki ha vai māmāfana 
mo e koa fuluipu tu‘o 1 he uike. 
Oua na‘a ke holomātu‘u, tuku pe ke mōmoa lelei 
ke ‘oua na‘a pipiki e faito‘ó he sipeisa kae lava ke 
hū kotoa ki he ma‘ama‘á.
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O le Fuafuaga mo Gaioiga Faatino a le COPD e faasino ia:

COPD  
(Chronic Obstructive Pulmonary Disease) 

Fuafuaga mo 
Gaioiga Faatino

E Faatatau ia te A‘u

 Ua iloa a‘u o se tagata e tau lē lava le okesene 
 ou te mānavaina (CO2 retainer)

 Ua iai la‘u Fuafuaga mo le Tausiga o a‘u i le 
 Lumanai (Advance Care Plan)

 Ou te fiafia e faasoa lenei fuafuaga ma isi  
 vaega o loo faatinoina le tausiga faasoifua  
 maloloina

 Okesene mo se taimi umi   
 i aiga ma fua faatatau:          L/min

Remember
• Ia faafouina pea lau fuafuaga mo gaioiga faatino
• Ia mautinoa e lē o gaogao pe ua uma le aogā o au 

pamu sela
• Ave au talavai na faatonuina atu e le foma‘i
• Ia siaki e lē aunoa e le tagata ua iai le tomai faapitoa 

e tausia lou soifua maloloina, le auala e 
te faaaogāina ai lau pamusela

O La‘u Fuafuaga mo taimi e  
tau lē lava ai la‘u mānava

 1. Taofi nei au mea o loo fai

 2. Saili se pito talafeagai e te malolo ai

 3. Faaaogā lou ili, poo le savili

 4. Amata faataitai le auala o loo e manao  
       e te manava ai mo le 2-3 minute

Afai o loo e lagonaina pea le lē lava o lau mānava, 
mulimuli i lau Fuafuaga mo Gaioiga Faatino i le isi itulau.

(‘oosi uma tali talafeagai)
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Faaaogāina o le spacer

Afai o loo e faaaogāina le pamusela lea e  
iai lona vaega e fua ai le vailaau pe a mimiti  
(metered dose inhaler - MDI) o le a fesoasoani lau spacer  
i lou mimitiina o le aofaiga sa‘o o le vailaau i ou māmā.

Fesili i le tagata ua iai le tomai faapitoa 
e tausia lou soifua maloloina e uiga i le 
spacer, e latou te tuuina atu e aunoa ma 
se totogi. Afai e lē o iai sau spacer, e tatau 
ona iai. O spacers e faaopoopoina le lelei 
o au talavai.

1. Lūlū lelei le pamusela (taofi sa‘o  
agai luga)

2. Faaofi le pamusela i le itu o loo matala 
i le pito o le spacer

3. Faamau lelei laugutu i le li‘o o le vaega 
e tuu ai lou gutu, na‘o le oomi tasi lava 
o le pamusela

4. Mānava lemu faa 4-6 i totonu ma 
fafo i lou gutu Aua ne‘i e aveesea 
mai le spacer mai lou fofoga i le va o 
mānavaga 
PE tasi lava se mānava umi i totonu 
ona taofi lea mo le 10 sekone.

5. Toe fai sitepu 1-4 mo nisi feulaga.

Fufuluina o lau spacer
E faatasi ona fufulu mamā lau spacer i le vaiaso i le vai 
mafanafana ma faaaogā le vailaau fuluipu 
Aua ne‘i tau ina lūlū i le vai, faasisina i lalo e faamatūtū 
ina ia mautinoa le sao i totonu o le vailaau i ou māmā ma 
aua ne‘i pipii i autafa o le spacer.
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本行动计划属于：

COPD  
(慢性阻塞性肺病) 

行动计划

关于我

 我是一名CO2潴留患者

 我有一套预先护理计划

 我很乐意与其他医疗保健提供者分享该计划

 长期居家使用氧气， 流速为   L/min

请记住：
• 及时更新您的行动计划
• 确保您的吸入器不是空的或过期的
• 按处方服药
• 定期让医疗专业人员检查您的吸入器使用技巧

呼吸困难应对计划

 1.  停下正在做的事情

 2.  寻找一个休息的位置

 3.  利用风扇或借助微风

 4.  以首选方式开始呼吸2-3分钟

如果您仍感到呼吸困难，请按照下页执行行动计划

(勾选所有适用项)
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使用储雾罐
如果您使用的是定量雾化吸入器  
(MDI)，储雾罐可以帮助您将适量 药物
送入肺部。

向您的医疗保健专家咨询储雾罐，  
他们可以免费为您提供。如果您还没有
的话， 需要准备一个。储雾罐可以提高
您的药物疗效。

1. 充分振摇吸入器(使其保持直立)

2. 将吸入器装入储雾罐末端的开口中

3. 将吸嘴完全含在双唇之间， 
仅按压吸入器一次

4. 用口缓慢吸气和呼气4-6次。在呼吸  
间隔期间，不要从嘴里取出储雾罐

 或慢慢深吸一口气，保持10秒

5. 重复步骤1-4以获得更多剂量

清洗储雾罐
每周使用温水和洗洁精清洗储雾罐一
次。

切勿冲洗，悬挂滴干 ，以确保药物能吸
入您的肺部， 而不会粘在储雾罐内侧。
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This handbook provides information about COPD, from the various symptoms you may experience, 
to the different types of medication you may be prescribed. Importantly, this handbook also 
provides tips and advice about how to manage your condition and live a fulfilling life. 

COPD 
Fundamental information on  
Chronic Obstructive Pulmonary Disease

https://www.cardiacandrespiratory.org.nz/resource-hub/
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Abbreviations used throughout this guide

BNP		  Brain natriuretic peptide

CAT		  COPD Assessment Test

COPD	 Chronic obstructive pulmonary disease

CPR		  Cardiopulmonary resuscitation

ECG		  Electrocardiogram

FEV1		  Forced expiratory volume in one second

FVC		  Forced vital capacity

ICS		  Inhaled corticosteroid

IV		  Intravenous

LABA	 Long-acting beta agonist

LAMA	 Long-acting muscarinic antagonist

mMRC	 Modified Medical Research Council

NIV		  Non-invasive ventilation

O2		  Oxygen

PaO2		  Partial pressure of oxygen

RSV		  Respiratory syncytial virus

SABA	 Short-acting beta agonist

SAMA	 Short-acting muscarinic antagonist

SPO2		  Oxygen saturation by pulse oximetry
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