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Talk Objective Outline

By the end of this talk you should be able to: ® Definition

1. cuss 3 nonpharmacologic treatment strategies for stable
COPD patients
¢ Diagnosis/ Assessment

Understand and app S ging-ba

pharmacotherapy S OPD patients * Management of Stable Discase

Discuss treatment of COPD exacerbation
* Management of Exacerbations

Recognize common COPD comorbidities, including the

asthma-COPD overlap syndrome e Comorbidities

Definition of COPD Diagnosis of COPD

® Persistent respiratory
. - ifestv] X
Need to account fi y lifesty g in older patients

¢ underdiagnosis in younger patients

¢ Lower limit of normal for FEV,/FVC ratio

* Caused by e . . . .
. * Re-testing patients with suggestive h

with FEV,/FVC ratio 0.7-0.8

® Tobacco ( ) pack years
* Biofuel burning-related
46 +/- 11, basilar disease,




Diagnosis of COPD

Management of Stable COPD

* Smoking cessation

* Uncertain role of

® Vaccination
¢ Annual influenza
* PPSV23if COPD, age <65 and FEV1 0% or sig comorbidities
* PCV13 and PPS for all patients 265

* Pharmacotherapy based on symptom burden and exacerbation
history/risk:

Assessing COPD Symptom Burden

’ MODIFIED MRC DYSPNEA SCALE*

PLOASE TICK IN THE BOX THAT APFLICS TO TOU | ONE BOS
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IDJETRE of COPD

CLASSIFICATION OF AIRFLOW LIMITATION SEVERITY
IN COPD (BASED ON POST-BRONCHODILATOR FEV,)

Assessing COPD Symptom Burden

| caT™ ASSESSMENT

' INITIAL PHARMACOLOGICAL TREATMENT

Groupp |AMA or

A Inng Arting Bronchadilator
[LABA or LAMA)




Pharmacotherap of COPD

Pharmacotherapy of COPD

* Roflumilast
¢ PDE4 inhibitor
. r in patients with FEV1<50%, chronic bronchitis, frequent
exacerbations

* Macrolides!
L ;'\Zithn)m_\'cin 250-5(](]mg MWEF for 3-12 months
* Former smokers (not active) w frequent exacerbations
* Cardiac risk, ototoxicity, and resistance are considerations

* Mucolytics (guaifenesin, N-acetylcy:
* Poor quality data to ort regular u; I ble individualized
role in patiénts with sig sputum production and frequent
exacerbations

Management of Stable COPD

Oxygen Therapy:
* PaO, < 55mHg or SaO, < 88% at rest

* Pa0, 55-60 mmHg o 88% at rest IF also w |
cor pulmonale i

* Goal Sa0, 29

* UNCERTAIN benefit in patients with only exertional
desaturation (LTOT trial)! and nocturnal desaturation (INOX
trial)

* Not included in GOLD recommend
s proach

Pharmacotherapy of COPD

LABASLAMAICS

Comcier adfison of soursiet®. mucshe® o assfrompan bor
frcpaert caarertatns
= SAMAY (1 rebed of rtermtton o bevsdhrough nemps

Porsmtert and raderpanisly corrfied sprptorss

Management of Stable COPD

® Education
* COPD Action Plan
* Advanced directive/ Palliative strategies GOLD C, D)

¢ Pulmonary rehabilitation/ Regular ex:
* 60-80% max effort (BORG scale 4-6)
¢ Combination interval training with strength training

* Increased activity by as little as 600 stL-I)s/’«ln)"

Management of Stable COPD

® Surgical considerations
* Bullectomy/ Lung volume reduction - refer
* Valv s = select pts, no high—quality data yet
* Tra ])lantation > r

* Noninvasive ventilation
* Patients with OSA overlap syndrome
® Patients with significant hy apnia (awake PaCO, 2 52
mmHg) AND nocturnal SaO, < 88% for 2 5 cumulative min
* Patients with hypercapnia (awake PaCO, >53 mmHg)
following hospital admission for COPD exacerbation'
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COPD Exacerbation Management COPD Exacerbation Management

Rule out comorbidities HF, Pneumonia, Pulmonary embolism emental oxygen to act saturation 88-92%, avoid
16% valence in COPD exacerbation! xygenation

short-acting bronchodilators (though no RCT evidence) alized pltient w7/ fmerened) ek off g
g g /i 2 a a g
(PaCO, >45 mmHg AND p]—rS

- no more than 40 mg for no more than 5-7 days

Caution against overly pessimistic attitude toward intubation of
Antibiotics when indicated, for 5-7 da COPD patients = better ICU survival than other caus
* Increased sputum purulence failure
vasive or invasive mechanical ventilation

* Procalcitonin guidance?

COPD Comorbiditie Asthma-COPD Overlap

¢ Cardiovascular * Up to 1/3 COPD patients may have asthma features

¢ Lung cancer

® Definition still murky:
* FEV1 bronchodilator respon?e on PFT >200mL / 12%

¢ Clinical asthma history

* Bronchiectasis

¢ Pulmonary hypertensi
® Osteo c * Blood eosinophilia = 300 cells/pL

* Anxiety/ depres » Worse outcomes than patients with either disease

* Nontuberculous alone
bacterial infection

Asthma-COPD Overlap Talk Summary

CHRONIC AIRWAY DISEASES

INITIAL THERAFY LABA or LAMA oS

* Nonpharmacologic treatment for stable COPD

v
LABA + LAMA
ADVANCED THERAPY

UNCONTROLLED SYMPTOMS
FREGUENT EXACERBATORS - e armacother:
4 >xacerbation
Refiumilast* Manoclanal setibodies’ / fex sx = SAMA or SABA or LAMA or LABA
Cheanic macrolides Anti-IgE, Anti-ILS)
' ' '
Elevated IE levels

Hnegative conslder <— . ipheral sounophilla

—= M positive cansider




Talk Summary

* Treatment of COPD exacerbation
* Recognize and eval for common comorbidities (cg PE)

than 40 mg for no more than 5-7d
BX in specific circumstan

* Common COPD comorbidities

Pulmona
Nontuberculous mycobacterial disease
thma overlap (1/3 of COPD pts)
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