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to Prevent
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Abbreviations

- CAT; COPD Assessment Test

- mMMRC; Modified British Medical Research Council

- SABA; short acting beta 2 agonists
- LABA; long acting beta 2 agonist
- SAMA; short acting muscarinic antagonist

- LAMA; long acting muscarinic antagonist

-+ ICS; inhaled corticosteroids

- PPV-23; 23-valent pneumococcal polysaccharide vaccine

- PCV-13; 13-valent pneumococcal conjugate vaccine



Global Initiative for Chronic
Obstructive

Lung

Disease

GLOBAL STRATEGY FOR THE DIAGNOSIS,
MANAGEMENT, AND PREVENTION OF
CHRONIC OBSTRUCTIVE PULMONARY DISEASE

- Individualized patient care

and highlights the importance
of patient symptoms and

exacerbation risks

(Airflow limitation correlates less well
with functional limitation and quality
of life)

- ABCD groups are now proposed to

be derived exclusively from patient
symptoms and their history of
exacerbations.

- Spirometry remains key in the

diagnosis, prognostication and
treatment with nonpharmacologic
therapies.



Symptoms; Risks;
* productive cough >3 months [__J- host factor
in each of two consecutive *+  smoking
years - outdoor/indoor air pollution
* poor lung growth
- others

Comorbidities;

- cardiovascular disease

- musculoskeletal impairment
- metabolic disorders

Spirometrically

| confirmed diagnosis

- Postbronchodilator
' FEV+/FVC<0.7

- mood disorders

- malignancy
- gastroesophageal reflux (GERD)

- bronchiectasis
- obstructive sleep apnea
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- COPD Assessment Test (CAT TM)
+ Chronic Respiratory Questionnaire (CCQ® )

- St George’s Respiratory Questionnaire (SGRQ)

- Chronic Respiratory Questionnaire (CRQ)

- Modified Medical Research Council (MMRC) questionnaire

Figure 2.3. CAT Assessment

For each item below, place a mark (X) in the box that best describes you currently. Be sure to only select one response for
each question.

Example: l'am very happy (@O XD B @ G lamvery sad
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OOOO OO |couhallthetime

| never cough

| have no phlegm (mucus) in my chest My chest i letely full of phl
ol phlegm ( ) Yy 000O 06 (myuccu:)s is completely full of phlegm

My chest does not feel tight at all O OO O O Nychestfeels very tight

When | walk up a hill or one flight of
stairs | am not breathless

COX 1 M2 X3 X4 X5) When | walk up a hill or one flight of

stairs | am very breathless

1 am notlimited doing any activities @ g @ @ @ @ | am very limited doing activities at home

| am confident leaving my home
despite my lung condition

| am not at all confident leaving my home
0006006 i

because of my lung condition

0000006 | don't sleep soundly because of my lung

condition

| sleep soundly

QOOOOOO |haenoenergyatall

| have lots of energy

TOTAL
SCORE

eeenans

Reference: Jones et al. ERJ 2009; 34 (3); 648-54.

Table 2.5. Modified MRC dyspnea scale®
PLEASE TICK IN THE BOX THAT APPLIES TO YOU
(ONE BOX ONLY) (Grades 0-4)

mMRC Grade 0. | only get breathless with strenuous exercise.

mMRC Grade 1. | get short of breath when hurrying on the level or walking up a slight hill.

mMRC Grade 2. | walk slower than people of the same age on the level because of breathlessness, or | have to stop for
breath when walking on my own pace on the level.

mMRC Grade 3. | stop for breath after walking about 100 meters or after a few minutes on the level.

mMRC Grade 4. | am too breathless to leave the house or | am breathless when dressing or undressing.

2 Fletcher CM. BMJ 1960; 2: 1662.



Goals for treatment of stable COPD

Relieve symptoms

Improve exercise tolerance REDUCE SYMPTOMS
Improve health status

and

Prevent disease progression
Prevent and treat exacerbations REDUCE RISK
Reduce mortality
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Metered dose inhaler (MDI)

Riainia
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Handihaler® ‘r’.:. t

Breezhaler®

depend on access, cost, prescriber and most
Swinghaler importantly patient’s ability and preference

- ®
Elli pta OptiHaler® /A 5 MediSpacer®  InspirEase®

e ol ~ Optichamber®
EZ-Spacer® Space Chambe

I

Respimat® Soft MistTM inhaler

Aerosol Cloud Enhancer (ACE) Spacer



Non pharmacological management

- Education, self-management and integrative care
* smoking cessation

*vaccination

* pulmonary rehabilitation

- long term oxygen therapy (LTOT)

* long term non-invasive ventilator

- Intervention bronchoscopy and surgery

- palliative and end of life care



Self-management education

“approach empowers patients to take greater
responsibility for their health and well-being”

+  smoking cessation
- basic information about COPD and treatment plan
- correct use of inhaler devices

- early recognition of exacerbation, decision making and
taking action

- advance directives and end-of-life issues

The intensity and content of these educational messages will
vary depending on the severity of the patient’s disease
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Influenza vaccine in COPD patients

Incidence and severity of influenza-related ARI in COPD patients

Events Total

Vaccinated Unvaccinated

M-H, Fixed
Events Total Risk Ratio (95% CI)

Influenza and Pneumox«

All influenza-related ARI episodes

Heterogeneity: Not applicable
Test for overall effect: Z = 2.72 (P =0.007)

Outpatient episodes

Heterogeneity: Not applicable
Test for overall effect: Z = 2.39 (P = 0.02)

Hospitalization episodes

Heterogeneity: Not applicable
Test for overall effect: Z=1.10 (P = 0.27)

Mechanical ventilation episodes

Heterogeneity: Not applicable
Test for overall effect: Z = 1.29 (P = 0.20)

Ontario Health Techno

Wongsurakiat et al, 2004 4 62

Wongsurakiat et al, 2004 2 62

Wongsurakiat et al, 2004 2 62

Wongsurakiat et al, 2004 0 62

17

12

63

63

63

63

0.24 [0.09, 0.67]

0.17 [0.04, 0.73]

0.41[0.08, 2.02]

0.15[0.01, 2.75]
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Influenza vaccine in COPD patients

Incidence and severity of influenza-related ARI in COPD patients

Vaccinated Unvaccinated M-H, Fixed
Events Total Events Total Risk Ratio (95% CI)

All influenza-related ARI episodes

Wongsurakiat et al, 2004 4 62 17 63 0.24[0.09, 0.67]

Heterogeneity: Not applicable
Test for overall effect: Z = 2.72 (P =0.007)

B S

overall, the vaccine effectiveness was 76%

(not related to age, sex, severity of COPD,

smoking status, or comorbid diseases)

Influenza and Pneumo
Ontario Health Techno

Mechanical ventilation episodes

Heterogeneity: Not applicable
Test for overall effect: Z = 1.29 (P = 0.20)

coccal Vaccinations for Patients With COPD: An Evidence-Based Review
ogy Assessment Series; Vol. 12: No. 3, pp. 1-64, March 2012

Wongsurakiat et al, 2004 0 62 3 63 0.15[0.01, 2.75] ‘
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Pneumococcal vaccine in COPD patients

Vaccinated Unvaccinated M-H, Fixed
Events Total Events Total Risk Ratio (95% CI)

All patients
Alfageme et al, 2006 25 298 33 298 0.76 [0.46, 1.24)

Heterogeneity: Not applicable

Test for overall effect: Z=1.10 (P =0.27)

First episode CAP of
Age < 65 years
Alfageme etal, 2006 3 91 16 116 0.24[0.07,0.80)] t unknown etiology and

Heterogeneity: Not applicable

Test for overall effect: Z = 2.33 (P = 0.02) pneu mococcal pneu mon ia

Age 2 65 years

Alfageme et al, 2006 22 207 17 182 1.14 [0.62, 2.07] ’ i n VaCCi nated and
Testfo overal effect Z - 042 (P = 0.67) unvaccinated patients

FEV; < 40%
Affageme etal, 2006 12 132 20 114  052[0.27, 1.01] t

Heterogeneity: Not applicable
Test for overall effect: Z = 1.92 (P = 0.05)

FEV, 2 40%
Alfageme et al, 2006 13 166 13 184 1.11[0.53, 2.32]

vaccine effectiveness was 91%
(95% CI, 35-99; P = 0.002)

Heterogeneity: Not applicable
Test for overall effect: Z = 0.27 (P =0.78)

Age < 65 years & FEV; < 40% |
Alsf;agemeital. 2006 1 46 10 40  0.09[0.01,0.65] i | age <65 yrs & FEV1<40%

Heterogeneity: Not applicable
Test for overall effect: Z =2.38 (P = 0.02)

Favours vaccinated oo o1 1 10 20  Fayours unvaccinated

Favours vaccinated Favours unvaccinated

Influenza and Pneumococcal Vaccinations for Patients With COPD: An Evidence-Based Review
Ontario Health Technology Assessment Series; Vol. 12: No. 3, pp. 1-64, March 2012



Long term oxygen therapy (LTOT)

- Pa02 <55 mmHg or Sp0: < 88%,
with/without hypercapnia confirmed 2 in 3 week period

- Pa02 56 - 59 mmHg, or SpO2 of 89%, with evidence of pulmonary
hypertension, RHF or polycythemia (Hct > 55%)

v

prescribe supplement oxygen > 15 hr/d and

titrate to keep PaO2 >60 mmHg or Sa02 > 90%

v

recheck in 60 - 90 days to assess:

- If oxygen is still indicated

- If prescribed supplemental oxygen is effective




Air travel

- those with a resting SpO2 > 95% and 6-minute walk SpO2 > 84%

may travel without further assessment

- for most patients with chronic respiratory failure who are on long-
term oxygen therapy, patients should ideally maintain an in-
flight PaO2 > 50 mmHg).

- careful consideration should be given to any comorbidity that

may impair oxygen delivery to tissues (e.g., cardiac impairment,
anemia)

- walking along the aisle may profoundly aggravate hypoxemia



Palliative therapy

Palliative therapy relevant to all patients with COPD
- treatment of dyspnea;
- Opiates
- neuromuscular electrical stimulation (NMES)
- chest wall vibration (CWYV)
- fans blowing air onto the face

- oxygen may offer some benefit even if the patient is not
hypoxemic

- pulmonary rehabilitation
- treatment of panic, anxiety & depression

End-of-life and hospice care



Exacerbation prevention (= 2 exacerbation or = 1 hospitalization in the previous 12 months:
ICS/LABA and/or LAMA

Consider roflumilast in chronic bronchitis

Maintenance Rx: long acting muscarinic antagonist (LAMA) and/or long acting betaz-agonist

(LABA)

Consider low dose sustained-release theophylline

Short acting inhaled reliever medication :
salbutamol (SABA), ipratropium bromide (SAMA) or SABA+SAMA

Pharmacological

Check device usage technique and adherence at each visit

intervention
Exacerbation No AE AE no corticosteroid/ AE requiring corticosteroid and/or | AE requiring
antibiotics antibiotics, hospitalization corticosteroid and/or
antibiotics, hospitalization
Symptoms Breathlessness on Breathlessness on Increasing dyspnea, Dyspnea at rest,
severe exertion, moderate exertion, Dyspnea on minimal exertion, Severe limitation of daily
Few symptoms, Recurrent chest infection, Breathlessness walking on level activities,
No effect on daily Little or no effect on daily ground, Chronic cough
activities activities Increasing limitation of daily regular sputum production
activities,
Cough and sputum production
mMRC 0-1 1-2 2-3 3-4

Lung function

FEV1 = 80%

FEV: 50 - 79%

FEV: 30 - 49%

FEV1 < 30%

Severity

Mild

Moderate

Severe

Very severe

Non-pharmacological
intervention

Risk reduction: check smoking status, support smoking cessation, recommend annual influenza vaccine and pneumococcal vaccine

Encourage physical activity

Pulmonary rehabilitation program

Consider long term oxygen therapy, surgery,

palliative care
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Care assessment

Identification of
- the patient’s goals and specific healthcare needs
-+ smoking status
- comorbid conditions
- exercise capabilities and limitations
- nutritional health
- psychological health status and social circumstances

- health literacy & self-management capacity



