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Did you know Did you know -- Smoking Smoking 

• Prematurely ages skin by between 10 and 20 years
• Increases the likelihood of facial wrinkling (by 3 times), 

particularly around the eyes and mouth
• Gives a sallow, yellow-grey complexion and hollow c heeks, 

which can cause smokers to look gaunt
• Causes gum -disease, halitosis (bad breath) and tooth loss• Causes gum -disease, halitosis (bad breath) and tooth loss
• Stains tooth enamel and fingers yellow
• Makes you store fat around the waist and increases the risk 

of cellulite
• Doubles or trebles your risk of developing psoriasi s, a 

chronic skin condition which, while not life-threat ening, can 
be extremely uncomfortable and disfiguring



Skin-ageing effects of smoking explained

The skin is affected by tobacco smoke in the following ways:



Contact the Wellness Center for smoking cessation!!

We will be having a
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Proportion of 1965 Proportion of 1965 
raterate

2.5 Coronary
heart

Stroke Other
CVD

COPD All other
causes

Percent change in age-adjusted death rates in US fr om 1965 to 1998

1.0

0.0

1.5

0.5

– 59% – 64% – 35% + 163% – 7%

www.goldcopd.comCVD = cerebrovascular disease



GOLD StructureGOLD Structure

• Global initiative for COPD
• Obstructive 
• Lung• Lung
• Disease 



GOLD Network PartnersGOLD Network Partners

• American Thoracic Society
• Asian Pacific Society of Resporology
• GOLD National Leaders• GOLD National Leaders
• International COPD Coalition
• World Health Organization
• World Organization of Family 

Physicians



GOLD WebsiteGOLD Website

• www. GOLDCOPD.org



GOLD ObjectivesGOLD Objectives

• Increase awareness of COPD among 
all stakeholders.

• Improve diagnosis, management and • Improve diagnosis, management and 
prevention.

• Stimulate research.



GOLD Workshop reportGOLD Workshop report

• Evidence based.
• Implementation orientation

- Diagnosis- Diagnosis
- Management
- Prevention

• Outcomes can be evaluated.
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Multicenter population-based study:

Prevalence of COPD*Prevalence of COPD*

•• Study populationStudy population 9.1%9.1%

•• Smokers of >30 pack yrs and >60 yrs of age Smokers of >30 pack yrs and >60 yrs of age 40.3%40.3%

*Questionnaire and spirometry*Questionnaire and spirometry
Pena et al. Pena et al. ChestChest. 2000 Oct;118(4):981. 2000 Oct;118(4):981--9 9 

previously previously 
undiagnosedundiagnosed

not receivingnot receiving
treatmenttreatment

78%78% 81%81%



BurdenBurden

• Underestimated because it is not 
usually recognized and diagnosed 
until it is clinically apparent and until it is clinically apparent and 
moderately advanced.
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• 52 yr old male smoker with recent URTI and 
persistent productive cough +/- history of chronic 
bronchitis

• 80% requested Chest X-ray
• 50% requested Sputum Cultures
• 21% requested Spirometry (38% vs 5%)

Dx Bronchitis/Pneumonia 33%, Bronchitis 28%, 
Chronic Bronchitis 16%
COPD (16% vs 8%)

Rx Oral Antibiotics Kesten S et al Chest 1993



Economic BurdenEconomic Burden

• Globally COPD will increase enormously 
over the foreseeable future as the toll from 
tobacco use in developing countries 
become apparent.become apparent.

• Increasing prevalence with the cost of new 
and existing medical and public health 
interventions will also increase global 
burdens.



Facts about COPD in the USFacts about COPD in the US

• Between 1985 and 1995 the number 
of physicians visits for COPD 
increased from 9.3 to 16 million.increased from 9.3 to 16 million.

• The number of hospitalizations for 
COPD in 2000 was estimated to be 
726,000



Direct and Indirect CostsDirect and Indirect Costs
2002 (US $ Billions)2002 (US $ Billions)

• Direct Medical Cost:             $18.0
• Total Indirect Cost:               $14.1

- Mortality related IDC              7.3- Mortality related IDC              7.3
- Morbidity related IDC             6.8

• Total Cost                              $32.1

• Source: NHLBI, NIH, DHHS
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Age < 65 years > 65 years

Total Rx Cost $419 million $1.2 billion

Hospital Discharges
Hospital Costs

73,299
$408 million

207,540
$1.1 billionHospital Costs $408 million $1.1 billion

LOS/Cost per pt 5.8/ $5561 6.3/ $5497

OPD visits/costs 237,000/$15.1 million 331,000/$24.9 million

OPD cost/episode
Office/Clinic/ER $74/ $76/ $159 (both groups)

Niederman MS et al. Clin Ther 1999;21:576-91.
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100 %

75 %

Never smoked or not 
susceptible to smoke

Stopped 
at 45Smoked regularly 

and susceptible FEV

50 %

25 %

0 %25 50 75

COPD

Stopped 
at 65

at 45
and susceptible 

to its effects

Disability

Death

Age ( years )

FEV1 
( % of 

value at 
age 25 )

Adapted from Fletcher C, Peto R.
The Natural History of chronic airflow obstruction
Br Med J 1977; 1645 - 1648



Definition of COPDDefinition of COPD

Disease state characterized by 
airflow limitation that is not fully 
reversible. The airflow limitation is reversible. The airflow limitation is 
usually both progressive and 
associated with an abnormal 
inflammatory response of the lungs 
to noxious particles or gases. 
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Chronic bronchitis
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and parenchymal destruction (emphysema) (Figure 1).1
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Causes of Airflow LimitationCauses of Airflow Limitation

• Irreversible
Fibrosis and narrowing of the airways
Loss of elastic recoil due to alveolar Loss of elastic recoil due to alveolar 
destruction
Destruction of alveolar support that 
maintains patency of small airways



Causes of Airflow LimitationCauses of Airflow Limitation

• Reversible
Accumulation of inflammatory cells, 

mucus, and plasma exudate in bronchimucus, and plasma exudate in bronchi
Smooth muscle contraction in peripheral 

and central airways
Dynamic hyperinflation during exercise.
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Prognostic FactorsPrognostic Factors
FEV1 most commonFEV1 most common

• Airway responsiveness 
• Cigarette smokings
• Low body -mass index (BMI<21)• Low body -mass index (BMI<21)
• HIV
• Increased airway bacterial load
• Decreased exercise capacity
• Elevated C-reactive protein (>3mg/L)



Four Components of COPD Four Components of COPD 
ManagementManagement

(GOLD Workshop Report)(GOLD Workshop Report)
• Assess and monitor disease.
• Reduce risk factors
• Manage stable COPD• Manage stable COPD

- Education
- Pharmacologic
- Non-pharmacologic

• Manage exacerbations
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Four Components of COPD Four Components of COPD 
ManagementManagement

• Assess and monitor disease .
• Reduce risk factors
• Manage stable COPD• Manage stable COPD

- Education
- Pharmacologic
- Non-pharmacologic

• Manage exacerbations



Objectives of COPD Objectives of COPD 
ManagementManagement

• Prevent disease progression
• Relieve symptoms
• Improve exercise tolerance• Improve exercise tolerance
• Improve health status
• Prevent and treat exacerbations
• Prevent and treat complications
• Reduce mortality
• Minimize side effects from treatment



Assess and MonitorAssess and Monitor
Key PointsKey Points

• Diagnosis of COPD is based on a 
history of exposure to risk factors 
and the presence of airflow limitation and the presence of airflow limitation 
that is not fully reversible, with or 
without the presence of symptoms.



Assess and MonitorAssess and Monitor
Key PointsKey Points

• Chronic cough and sputum 
production with a history of 
exposure to risk factors should be exposure to risk factors should be 
tested for airflow limitation, even if 
they do not have dyspnea.

• Spirometry is the GOLD standard
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Assess and MonitorAssess and Monitor
Key PointsKey Points

• Measurement of arterial blood gas 
tension should be considered in all 
patients with FEV1 < 40% predicted patients with FEV1 < 40% predicted 
or clinical signs suggestive of 
respiratory failure or right heart 
failure.
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Classification by SeverityClassification by Severity
Stage                   Characteristics
0:      At risk          Normal spirometry    

Chronic symptoms (cough, sputums)
I. Mild            FEV1/FVC<70%; FEV1>80% predicted

With or without chronic symptoms            With or without chronic symptoms            
I. Moderate    FEV1<70%; 50% <FEV1 < 80% predicted

With or without chronic symptoms & dyspnea
I. Severe        FEV1<70%; 30% <FEV1 < 50% predicted

With or without chronic symptoms & dyspnea
I. Very Severe  FEV1<70%; FEV1< 30% <FEV1 < 50%              

Chronic respiratory failure



Four Components of COPD Four Components of COPD 
ManagementManagement

• Assess and monitor disease.
• Reduce risk factors
• Manage stable COPD• Manage stable COPD

- Education
- Pharmacologic
- Non-pharmacologic

• Manage exacerbations



Reduce Risk FactorsReduce Risk Factors
Key PointsKey Points

• Reduction of total personal exposure 
to prevent the onset and 
progression:
TobaccoTobacco
Occupational dusts
Chemicals
Pollutants



Smoking cessation is the Smoking cessation is the 
single most effective and cost single most effective and cost 

effective intervention to reduce effective intervention to reduce 
the risk of developing COPD the risk of developing COPD the risk of developing COPD the risk of developing COPD 

and stop its progressionand stop its progression

(Evidence A)





Types of Smoking CounselingTypes of Smoking Counseling

• Practical counseling
• Social support as part of treatment.
• Social support arranged outside of • Social support arranged outside of 

treatment.

• (Evidence A)



"In their trial of 4 nicotine replacement therapy "In their trial of 4 nicotine replacement therapy 
(NRT) products, Hajek and colleagues concluded (NRT) products, Hajek and colleagues concluded 
that there were no notable differences in general that there were no notable differences in general 
efficacy among the tested nicotine patch, gum, efficacy among the tested nicotine patch, gum, 

nasal spray and inhaler."nasal spray and inhaler."nasal spray and inhaler."nasal spray and inhaler."

Letter, "Continued Dependence on Nicotine Replaceme nt 
Therapy Should Be Reported and Discussed in Smoking  

Cessation Trials," Archives of Internal Medicine, J uly 10, 2000.



"The initial report of this trial [The Trasdermal "The initial report of this trial [The Trasdermal 
Nicotine in Cardiac Patients Study] described the Nicotine in Cardiac Patients Study] described the 
safety of the therapy in this highsafety of the therapy in this high--risk outpatient  risk outpatient 

population; however, 24 weeks after randomization, population; however, 24 weeks after randomization, 
only 14 percent of the subjects in the nicotineonly 14 percent of the subjects in the nicotine--
treatment group and 11 percent of those in the treatment group and 11 percent of those in the 

placebo [no nicotine] group were abstinent from placebo [no nicotine] group were abstinent from placebo [no nicotine] group were abstinent from placebo [no nicotine] group were abstinent from 
smoking…."smoking…."

Joseph AM, Antonnucio D, "Lack of Efficacy of Trans dermal Nicotine in 
Smoking Cessation," Letter, New England Journal of Medicine, 341(15), 

Oct. 7, 1999. In other words, at 48 weeks, those us ing nothing had a 
higher quit rate than those using the patch. Joseph  and Antonnucio point 
out that another recent study also showed no effica cy for the patch, and 

they suggest that clinical trials which did show ef ficacy might have 
selected optimal subjects or that trials with negat ive outcomes might not 

have been published. 



"We conclude that transdermal nicotine "We conclude that transdermal nicotine 
patches are of limited efficacy in achieving patches are of limited efficacy in achieving 
longlong--term smoking cessation and that the term smoking cessation and that the 

relative costs and benefits of this treatment relative costs and benefits of this treatment relative costs and benefits of this treatment relative costs and benefits of this treatment 
are not adequately specified."are not adequately specified."

Mankani SK, Garabrant DH, Homa DM, 
"Effectiveness of nicotine patches in a 

workplace smoking cessation program. An 
eleven-month follow-up study," J Occup 

Environ Med, 38(2): 184-9, Feb. 1996.



RESULTS: The abstinence rates at 12 months were 15. 6 RESULTS: The abstinence rates at 12 months were 15. 6 
percent in the placebo group, as compared with 16.4  percent percent in the placebo group, as compared with 16.4  percent 

in the nicotinein the nicotine--patch group, 30.3 percent in the b upropion patch group, 30.3 percent in the bupropion 
[Zyban] group, and 35.5 percent in the group given bupropion [Zyban] group, and 35.5 percent in the group given bupropion 

and the nicotine patch…. CONCLUSIONS: Treatment with  and the nicotine patch…. CONCLUSIONS: Treatment with  
sustainedsustained--release bupropion alone or in combinatio n with a release bupropion alone or in combination with a 

nicotine patch resulted in significantly higher lon gnicotine patch resulted in significantly higher lon g--term rates term rates 
of smoking cessation than use of either the nicotin e patch of smoking cessation than use of either the nicotin e patch 

alone or placebo. Abstinence rates were higher with  alone or placebo. Abstinence rates were higher with  
combination therapy than with bupropion alone, but the combination therapy than with bupropion alone, but the 

difference was not statistically significant."difference was not statistically significant."difference was not statistically significant."difference was not statistically significant."

Jorenby DE, Leischow SJ, Nides MA, Rennard SI, John ston JA, Hughes 
AR, Smith SS, Muramoto ML, Daughton DM, Doan K, Fio re MC, Baker TB, 

"A controlled trial of sustained-release bupropion,  a nicotine patch, or 
both for smoking cessation, NEJM, 340(9): 685-91, M ar 4, 1999. The study 
also noted that 34.8 percent of the study participa nts discontinued one or 
both medications, the 23.3% who stopped because of adverse "events" 
were in either the bupropion-alone group or in the bupropion-plus-patch 

group.



Reduce Risk FactorsReduce Risk Factors
Key PointsKey Points

• Several effective pharmacotherapies 
for tobacco dependence are available 
and at least one of these medications 
should be added to counseling if should be added to counseling if 
necessary and in the absence of 
contraindications.

• (Evidence A)



Brief Strategies To Help The Patient Brief Strategies To Help The Patient 
Willing To Quit SmokingWilling To Quit Smoking

• ASK Systematically identify all tobacco users at every visit

• ADVICE Strongly urge all tobacco users to quit

• ASSESS Determine willingness to make a quit attempt• ASSESS Determine willingness to make a quit attempt

• ASSIST Aid the patient in quitting

• ARRANGE Schedule follow up contact



Four Components of COPD Four Components of COPD 
ManagementManagement

• Assess and monitor disease.
• Reduce risk factors
• Manage stable COPD• Manage stable COPD

- Education
- Pharmacologic
- Non-pharmacologic

• Manage exacerbations



Manage Stable COPDManage Stable COPD
Key PointsKey Points

• Health education can play a role in 
improving skills, ability to cope with 
illness and health status. It is 
effective to accomplish certain goals.effective to accomplish certain goals.

• There is benefit from exercise 
training programs.

• (Evidence A)



Manage Stable COPDManage Stable COPD
Key PointsKey Points

• Overall approach should be characterized by a 
stepwise increase in the treatment, depending on 
the severity of the disease.

• None of the existing medications for COPD has 
been shown to modify the long term decline in been shown to modify the long term decline in 
lung function that is the hallmark of this disease.

• Therefore, pharmacotherapy is used to decrease 
symptoms and/or complications.

• (Evidence A)
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Bronchodilators in Stable Bronchodilators in Stable 
COPDCOPD

• Central to Symptom management.
• Inhaled therapy is preferred.
• Choice between medications • Choice between medications 

depends on availability and 
individual response in terms of 
symptoms relief and side effects.



Bronchodilators in Stable Bronchodilators in Stable 
CasesCases

• Prescribed on an as needed or regular 
basis to prevent or reduce symptoms.

• Regular treatment with long acting inhaled 
Rx is more effective and convenient that Rx is more effective and convenient that 
treatment with short acting, but more 
expensive.

• Combining may improve efficacy and 
decrease the risk of side effects compared 
to increasing the dose of a single 
bronchodilators.



Rehabilitation

Inhaled steroids

Sx

O2

Long -acting bronchodilators

Ideal therapy 
based on disease severity

��������2�������������� ����(�
Current Practice

End of life care
Rx AECOPD

Follow-up

Education / Self-management

Short-acting bronchodilators

­­­­ Dyspnea¯̄̄̄ FEV1

Early
diagnosis

(spiromety)+
prevention 

Long -acting bronchodilators

Adapted from Can Respir J Vol 10 No 4 May/June 2003, pg. 184

? ?
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COPD severityCOPD severity

� SABD1 prn

� Tiotropium or LABA 2 + SABD prn

Moderate………….

Mild……….……..

1. SABD : Short-acting bronchodilator (beta2-agonist or anticholinergic)
2. LABA : Long-acting beta2-agonist (e.g. formoterol or salmeterol)
3. SABA : Short-acting beta2-agonist (e.g. salbutamol)
4. LABA/ICS : Long-acting beta2-agonist combined with inhaled 

corticosteroid in one preparation

Can Respir J Vol 10 No 4 May/June 2003, pg. 184

� Tiotropium + LABA + SABA 3 prn

� Tiotropium + LABA (+ theophylline) + SABA prn

� Tiotropium + LABA/ICS 4 + theophylline + SABA prnSevere……..……

Moderate………….

Dyspnea 
&

disability

Appendix



Optimal TrialOptimal Trial

• RCT (N=440) 1 year Follow Up, CIHR 
Funded

• Core Treatment with
– Tiotropium and rescue salbutamol– Tiotropium and rescue salbutamol
– Randomized to addition of

• Placebo
• Salmeterol (LABA)
• Salmeterol/Fluticasone (LABA/ICS)

» Aaron S et al 



Inhaled Steriods for Stable Inhaled Steriods for Stable 
PatientsPatients

• Regular treatment with inhaled 
glucocorticosteroids is appropriate for 
symptomatic COPD patients with an FEV1 
< 50% predicted (Stage III and Stage IV) < 50% predicted (Stage III and Stage IV) 
and repeated exacerbations.

• Inhaled glucocorticosteriods combined 
with a long acting B2 agonist is more 
effective than the individual components.

• (Evidence A)



Sin et al. Thorax 2005
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Age, <60 years (0.60; 0.33 to 1.07)
Age, ³ 60 years (0.77; 0.56 to 1.06) 

Women (0.46; 0.24 to 0.91) 
Men (0.80; 0.58 to 1.09) 

BMI, <25 kg/m 2 (0.68; 0.47 to 0.99)
BMI, ³ 25 kg/m 2 (0.77; 0.50 to 1.17) 

Current smokers (0.87; 0.59 to 1.22) 

Former smokers (0.60; 0.39 to 0.93)  

Hazard ratios in various subgroups of patients

0.0 0.2 0.4 0.6 0.8 1.0 1.2 1.4 1.6 1.8 2.00.0 0.2 0.4 0.6 0.8 1.0 1.2 1.4 1.6 1.8 2.00.0 0.2 0.4 0.6 0.8 1.0 1.2 1.4 1.6 1.8 2.0

FEV1, <60% of pred (0.67; 0.48 to 0.94) 
FEV1, ³ 60% of pred (0.90; 0.54 to 1.53)  

Trial duration, � 12 months (0.58; 0.31 to 1.10)

Trial duration, >12 months (0.77; 0.56 to 1.05) 

Fluticasone (0.70; 0.48 to 1.01) 

Budesonide (0.73; 0.42 to 1.27)
Triamcinolone (0.79; 0.38 to 1.63)

OVERALL (0.73; 0.55 to 0.96) 

Hazard ratio

Favours steroids Favours placebo Sin et al. Thorax 2005



Manage Stable COPD Manage Stable COPD 
Key PointsKey Points

• Chronic treatment with systemic 
glucocorticosteriods should be 
avoided because of an unfavorable avoided because of an unfavorable 
benefit-to-risk ratio

• (Evidence A)



Manage Stable COPDManage Stable COPD
Key PointsKey Points

• Long term administration of oxygen 
(> 15 hrs/day) to patients with 
chronic respiratory failure has been 
shown to increase survivalshown to increase survival

• (Evidence A)



Physiological indications for long-term oxygen therapy (LTOT)
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Prescribing Home Oxygen Therapy



Management of COPD by Management of COPD by 
Severity of DiseaseSeverity of Disease

• Stage 0:                 At risk
• Stage I:                  Mild COPD
• Stage II:                 Moderate COPD• Stage II:                 Moderate COPD
• Stage III:                Severe COPD
• Stage IV:               Very Severe COPD





Management of COPDManagement of COPD
All StagesAll Stages

• Avoidance of risk factors
- smoking cessation
- reduction of indoor pollution- reduction of indoor pollution
- reduction of occupational exposure

• Influenza vaccination



Management of COPDManagement of COPD
Stage 0: At RiskStage 0: At Risk

Characteristics
• Chronic Symptoms

- cough
- sputum

Recommended Treatment

- sputum
• No spirometric 

abnormalities



Management of COPDManagement of COPD
Stage I: Mild COPDStage I: Mild COPD

Characteristics
• FEV1/FVC < 70%
• FEV1 > 80% predicted
• With or without chronic 

Recommended Treatment
• Short acting bronchodilators 

as needed

symptoms



Management of COPDManagement of COPD
Stage II: Moderate COPDStage II: Moderate COPD

Characteristics
• FEV1/FVC < 70%
• 50% FEV1 > 80% predicted
• With or without chronic 

Recommended Treatment
• Short acting bronchodilators 

as needed
• Regular treatment with one 

or more long-acting symptoms or more long-acting 
bronchodilators

• Rehabilitation



Management of COPDManagement of COPD
Stage III: Severe COPDStage III: Severe COPD

Characteristics
• FEV1/FVC < 70%
• 30% FEV1 > 50% predicted
• With or without chronic 

Recommended Treatment
• Short acting bronchodilators 

as needed
• Regular treatment with one 

or more long-acting symptoms or more long-acting 
bronchodilators

• Inhaled glucocorticosteriods 
if repeated exacerbation

• Rehabilitation



Management of COPDManagement of COPD
Stage IV: Very Severe COPDStage IV: Very Severe COPD

Characteristics
• FEV1/FVC < 70%
• FEV1 30% predicted or 

FEV1 < 50% predicted plus 
chronic respiratory failure

Recommended Treatment
• Short acting bronchodilators 

as needed
• Regular treatment with one 

or more long-acting chronic respiratory failure or more long-acting 
bronchodilators

• Inhaled glucocorticosteriods 
if repeated exacerbation

• Treat complications
• Rehabilitation
• Long term oxygen therapy if 

respiratory failure
• Consider surgical options



Statins?Statins?

Antiinflammatory properties.
• Case control study 418 smokers and 

former smokers:former smokers:
Statin patients had a lower rate of 
decline in FEV1.
Prospective studies needed.

• Keddissi, JI, Younis, WG, Chbeir, EA, et al. The us e of statins and lung finction in current and 
former smokers. Chest 2007; 132:1764



Four Components of COPD Four Components of COPD 
ManagementManagement

• Assess and monitor disease.
• Reduce risk factors
• Manage stable COPD• Manage stable COPD

- Education
- Pharmacologic
- Non-pharmacologic

• Manage exacerbations



Management ExacerbationManagement Exacerbation
Key PointsKey Points

• Exacerbations of respiratory symptoms 
requiring medical intervention are 
important clinical events in COPD.

• Most common causes of an exacerbation:• Most common causes of an exacerbation:
- infection tracheobronchial tree (50%)
- air pollution (10%)
- one-third of severe exacerbations 

causes cannot be identified.
• (Evidence B)



Manage ExacerbationsManage Exacerbations
Key PointsKey Points

Effective treatment of exacerbations:
• Inhaled bronchodilators
• Theophylline• Theophylline
• Systemic glucocorticosteriods (oral)

• (Evidence A)
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Management ExacerbationsManagement Exacerbations
Key PointsKey Points

• Exacerbations with clinical signs of 
airway infection ( e.g., increased 
volume and change of color or volume and change of color or 
sputums and/or fevers) may benefit 
from antibiotic treatment

• (Evidence B)
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Poor Poor 

Severity of Severity of 
lung diseaselung disease

Frequency of Frequency of 
exacerbationexacerbation

Antibiotic Antibiotic 
choicechoice

Poor Poor 
outcomeoutcome

History of History of 
pneumonia/pneumonia/

sinusitissinusitis

Average Average 
cumulative cumulative 
steroid dosesteroid dose

Need for Need for 
home home 

oxygenoxygen

Severity of Severity of 
exacerbationexacerbation

Dewan NA, et al. Dewan NA, et al. Chest.Chest.2000;117:6622000;117:662--671; Adams SG, et al. 671; Adams SG, et al. Chest. Chest. 2000;117:13452000;117:1345--13521352

Heart DiseaseHeart Disease
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• Data to suggest that in some patients, chronic bact erial 
colonization or a change in the strain of bacteria found in 
the lower airway may be the initiating factor in CO PD 
exacerbations.

• Certain antibiotics (Macrolides) appear to have ant i-• Certain antibiotics (Macrolides) appear to have ant i-
inflammatory effects that are independent of their anti-
microbial effects.

• National Heart, Lung, & Blood Institute’s COPD Clin ical 
Research Network (NHLBI-CCRN) is currently conducti ng a 
study ( http://www.copdcrn.org/study.htm ) to see if chronic 
treatment with low-dose azithromycin can prevent 
exacerbations, or mitigate their severity.
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• Bacteria were isolated from sputum in 36% 

and 49%  of patients with AECB studies1,2

• 3 bacterial species predominate1,2

Moraxella Streptococcus 

1. Wilson R et al. Resp Med. 2003;97:242-249;  2. DeAbate CA et al. Respir Med. 2000;94:1029-1037 

Moraxella 
catarrhalis

Haemophilus 
influenzae

Streptococcus 
pneumoniae

30.3%30.3% 33.3%33.3%

17.2%17.2%19.2%19.2%

Other pathogens 
include: 
H parainfluenzae, 
Staphylococcus 
aureus2





Manage Exacerbations Manage Exacerbations 
Key PointsKey Points

• Noninvasive intermittent positive pressure 
ventilation (NIPPV) in exacerbations 
improves blood gasses and pH, reduces 
inpatient mortality, decrease the need for inpatient mortality, decrease the need for 
invasive mechanical and intubation and 
decreases the LOS.

• (Evidence A)





NutritionNutrition

• Often overlooked.
• Nutritional status is important. 
• Often lose weight because they consume far more ene rgy 

to perform the work of breathing.
• Poor nutrition and weight loss can result in weakne ss of the 

respiratory muscles. respiratory muscles. 
• Nutritional counseling and supplements may be helpf ul.
• People with COPD often feel particularly uncomforta ble 

after eating a large meal. This is because their lu ngs are 
overexpanded or “hyperinflated,” which pushes down on 
the diaphragm.

• When the stomach is full it makes it more difficult  for the 
diaphragm to move, creating the sensation of shortn ess of 
breath.

• Eating smaller meals and avoiding meals that produc e gas 
may help.



IS THERE A ROLE FOR SURGERY?IS THERE A ROLE FOR SURGERY?

Lung Volume Reduction SurgeryLung Volume Reduction Surgery

• Investigators postulated that if they removed parts  of the lungs (especially 
the hyperinflated parts) they might correct some of  these abnormalities 
and improve lung function. “Lung Volume Reduction S urgery” (LRVS). 

• After years of controversy over whether or not it w orked, the National 
Heart, Lung, and Blood Institute (NHLBI), the Cente r for Medicare & 
Medicaid Service (CMS), and the Agency for Healthca re Research and 
Quality (AHRQ), jointly sponsored a large, multicen ter study of 1,200 
patients, comparing LVRS with medical treatment,
Quality (AHRQ), jointly sponsored a large, multicen ter study of 1,200 
patients, comparing LVRS with medical treatment,

• The study showed that in a very select group of pat ients (those with 
emphysema involving predominantly the upper lobes o f the lungs, and 
with a low exercise capacity),

• Those who received surgery had a greater survival r ate, better 
improvement in exercise capacity, and better qualit y of life than those who 
received medical therapy.

• Expensive and risky surgery, and is recommended onl y for a very small 
minority of patients.

• Several companies have developed one-way valves tha t can be inserted 
into the airways without surgery in an attempt to a ccomplish volume 
reduction without the risk of surgery. Studies are underway to test this 
approach.



.



Lung TransplantationLung Transplantation

• Has been shown to improve lung function, 
exercise capacity, and quality of life.

• Major surgery, and requires life-long treatment 
with potent immunosuppressive drugs, to prevent 
rejection.rejection.

• Outcomes can be quite dramatic, individuals who 
have undergone lung transplantation are at risk 
for complications of their therapy.

• The one-year survival after lung transplantation is  
80-90%; the five-year survival is approximately 
50%.



Lack of EvidenceLack of Evidence

• Mucoactive agents
• Methylxanthines ( I know what I said )



ConclusionConclusion
• The GOLD report is a valuable tool that should be s tudied 

by those working with COPD patients.
• Implementing its guidelines can help standardize pr actice 

based on best evidence and help clinicians give eff ective, 
high-quality education to the COPD patient and fami ly.

• The report is thorough, concise, and accurate, with  a full 
bibliography to support its evidence-based 
recommendations.

• COPD is moving into prominence worldwide, but new • COPD is moving into prominence worldwide, but new 
developments in drug treatment and increased use of  
pulmonary rehabilitation can improve patients' live s, reduce 
symptoms, affect exacerbations, and reduce 
hospitalizations.

• Smoking cessation is an important goal for slowing and 
stopping the progression of the disease (and can he lp 
reduce the exposure of others to secondhand smoke ).



Married to Cigarettes Cartoon



Management of COPDManagement of COPD

In selecting a treatment plan
(Holistic Approach)

• Risk vs. Benefits• Risk vs. Benefits
• Direct and indirect costs.
• Family
• Community


