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• ผู้ป่วยรายที่ 1

ชายอายุ 70 ปี Dx COPD (FEV1 45%, SpO2 94%) 
Fc I-II, กลางคืนและเช้าไม่มีอาการผิดปกติ 
บางวันขณะออกแรงรู้สึกเหนื่อย แต่พ่นยาขยายหลอดลมและนั่งพักก็หาย 

• ผู้ป่วยรายที่ 2

ชายอายุ 60 ปี Dx COPD (FEV1 50%, SpO2 96%), L-spondylosis  
Fc II, ต้องใช้พ่นยาขยายหลอดลมเกือบทุกคืน  
เมื่อ 3 เดือนก่อนเคยนอนรพ.ด้วย acute exacerbation of chronic bronchitis

• ผู้ป่วยรายที่ 3

ชายอายุ 60 ปี Dx COPD (FEV1 60%), SpO2 96%, alcoholism, malnutrition, 
dementia, 
Fc III-IV, ใช้พ่นยาขยายหลอดลมทุกวันเพราะรู้สึกเหนื่อย

• ผู้ป่วยรายที่ 4

ชายอายุ 70 ปี Dx COPD (FEV1 40%), SpO2 90%, HT, AF, chronic CHF, old CVA 
status; bed ridden 3yr



Abbreviations
• CAT; COPD Assessment Test 

• mMRC; 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



• 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. 

GOLD 2017



Symptoms;
• productive cough > 3 months 

in each of two consecutive 
years 

Risks;
• host factor
• smoking 
• outdoor/indoor air pollution 
• poor lung growth 
• others

Spirometrically 
confirmed diagnosis

Postbronchodilator  
FEV1/FVC < 0.7

Comorbidities;
• cardiovascular disease
• musculoskeletal impairment 
• metabolic disorders
• mood disorders
• malignancy
• gastroesophageal reflux (GERD) 
• bronchiectasis 
• obstructive sleep apnea 



GOLD 2017

Postbronchodilator 
FEV1/FVC < 0.7

Spirometrically 
confirmed 
diagnosis

assessment of 
airflow limitation

assessment of 
symptoms/risk 

of exacerbations
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Postbronchodilator 
FEV1/FVC < 0.7

GOLD FEV1  
(% PREDICTED)

1  
(mild) > 80

2  
(moderate) 50 - 79

3  
(severe) 30 - 49

4  
(very severe) < 30

Spirometrically 
confirmed 
diagnosis

assessment of 
airflow limitation

assessment of 
symptoms/risk 

of exacerbations
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using mMRC or symptoms using CATTM. Finally, their history of exacerbations (including prior 

hospitalizations) should be recorded.  
 
The number provides information regarding severity of airflow limitation (spirometric grade 1 to 4) 

while the letter (groups A to D) provides information regarding symptom burden and risk of 
exacerbation which can be used to guide therapy. FEV1 is a very important parameter at the 
population-level in the prediction of important clinical outcomes such as mortality and 
hospitalizations or prompting consideration for non-pharmacologic therapies such as lung volume 

reduction or lung transplantation. However, it is important to note that at the individual patient 
level, FEV1 loses precision and thus cannot be used alone to determine all therapeutic options. 
Furthermore, in some circumstances, such as during hospitalization or urgent presentation to the 
clinic or emergency room, the ability to assess patients based on symptoms and exacerbation 

history, independent of the spirometric value, allows clinicians to initiate a treatment plan based on 
the revised ABCD scheme alone. This assessment approach acknowledges the limitations of FEV1 in 
making treatment decisions for individualized patient care and highlights the importance of patient 

symptoms and exacerbation risks in guiding therapies in COPD. The separation of airflow limitation 
from clinical parameters makes it clearer what is being evaluated and ranked. This will facilitate 
more precise treatment recommendations based on parameters that are driving the patient’s 
symptoms at any given time. 

 

 
 

Example: Consider two patients - both patients with FEV1 < 30% of predicted, CAT scores of 18 and 
one with no exacerbations in the past year and the other with three exacerbations in the past year. 
Both would have been labelled GOLD D in the prior classification scheme. However, with the new 
proposed scheme, the subject with 3 exacerbations in the past year would be labelled GOLD grade 4, 

group D.  
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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



Goals for treatment of stable COPD













Metered dose inhaler (MDI)

Easyhaler

Accuhaler

Turbuhaler

Handihaler®

Breezhaler®

Swinghaler

Ellipta

Respimat® Soft MistTM inhaler

Aerosol Cloud Enhancer (ACE) Spacer

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



• 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

Non pharmacological management



Self-management education 

• 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 

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



A B C D

smoking cessation

avoid aggravating 
factors

a healthy diet & 
adequate sleep & 
physical activities

correct use of inhaler 
devices 
pulmonary 
rehabilitation
self-manage 
breathlessness

managing worsening 
symptoms

advance care & 
palliative strategies



Influenza vaccine in COPD patients

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

Incidence and severity of influenza-related ARI in COPD patients



Influenza vaccine in COPD patients
Incidence and severity of influenza-related ARI in COPD patients

overall, the vaccine effectiveness was 76%

(not related to age, sex, severity of COPD, 
smoking status, or comorbid diseases)

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



Pneumococcal vaccine in COPD patients

age < 65 yrs & FEV1 < 40%

Favours vaccinated Favours unvaccinated

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

First episode CAP of 
unknown etiology and 
pneumococcal pneumonia 
in vaccinated and 
unvaccinated patients

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)

• PaO2 < 55 mmHg or SpO2 < 88%,  
with/without hypercapnia confirmed 2 in 3 week period

• PaO2 56 - 59 mmHg, or SpO2 of 89%, with evidence of pulmonary 
hypertension, RHF or polycythemia (Hct > 55%)

prescribe supplement oxygen > 15 hr/d and  
titrate to keep PaO2 >60 mmHg or SaO2 > 90%

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 (CWV)

- 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 beta2-agonist 
(LABA) 

Consider low dose sustained-release theophylline 
Short acting inhaled reliever medication : 
salbutamol (SABA), ipratropium bromide (SAMA) or SABA+SAMA

Pharmacological 
intervention

Check device usage technique and adherence at each visit 

Exacerbation No AE AE no corticosteroid/
antibiotics

AE requiring corticosteroid and/or 
antibiotics, hospitalization 

AE requiring 
corticosteroid and/or 
antibiotics, hospitalization

Symptoms Breathlessness on 
severe exertion,
Few symptoms,
No effect on daily 
activities 

Breathlessness on 
moderate exertion,
Recurrent chest infection,
Little or no effect on daily 
activities 

Increasing dyspnea,
Dyspnea on minimal exertion,
Breathlessness walking on level 
ground,
Increasing limitation of daily 
activities,
Cough and sputum production 

Dyspnea at rest,
Severe limitation of daily 
activities,
Chronic cough 
regular sputum production 

mMRC 0-1 1-2 2-3 3-4
Lung function FEV1 ≥ 80% FEV1 50 - 79% FEV1 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 

Thai COPD 
Guideline 2560
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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 


