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Katadeikvuouv tn dwadopetikn anoPn oe diadopa OEpata
—-npoonadoulv va dtadpopomnoindovv ano ta GOLD?

Severity of airflow limitation

TABLE 1 Stratification of chronic obstructive pulmonary disease (COPD) severity/future risk

Symptom severity

Exacerbation risk

Czech Republic

England and Wales®”
Mild

Finland

France

Germany

Italy

Poland

Portugal

Russia

Spain

Sweden

GOLD stages 1, 2, 3 and 4

FEV1/FVC <70% pred and
FEV1 =80% pred; moderate: FEV1 50
79% pred; severe:
FEV1 30-49% pred; very severe:
FEV1 <30% pred

Low risk: FEVY 250% pred
High risk: FEV1 <50% pred"

GOLD stages 1, 2, 3 and 4

GOLD stages 1, 2, 3and 4

Mild: FEV1 =80% pred; moderate:
FEV1 «<80% pred and =50% pred;
severe: FEVY <50% pred

Mild: FEV) =80% pred; moderate:
FEV1 <80% pred and =50% pred;

severe: FEVI 230% pred and <50% pred;

very severe: FEV1 <30% pred

GOLD stages 1, 2, 3 and 4

Overall: GOLD A, B, C and D classification

used
Mild: FEV1I =80% pred; moderate:
FEV1 <80% pred and =50% pred;

severe: FEV1 =30% pred and <50% pred;

very severe: FEV1 <30% pred

GOLD stages 1, 2, 3 and 4

FEW\

mMRC or CAT

Presence of systemic symptoms
BMI
Health status: measure not specified
ICAT in NICE
quality standard]
Exercise capacity
le.g. 6-min walking distance)

Pal,

CAT score <10 or 210

mMRC
Episodic versus daily occurrence of
dyspnoea on exercise

Not graded or used for assessment

None stated

mMRC or CAT

mMRC or CAT

mMRC, CAT or CCQ

CAl

CAT, CCQ or mMRC

Low risk: 0-1 exacerbations
High risk: =2 exacerbations

Not specified

High risk: =2 exacerbations
or one leading to hospitalisation
in the past year

History of exacerbations (=2)

Not graded or used
for assessment

None stated

High risk: FEV1 «50% pred, or 22
exacerbations treated with antibiotics

or 1 hospitalisation due to exacerbation within

past 12 months

Low risk: D-1 moderate exacerbations High
risk: 22 moderate or 21 severe exacerbation

High risk: according to GOLD 2011

classification lhigh risk =2 exacerbations or

=1
hospitalisation per year)
Low risk: 0-1 exacerbations

High risk: =2 exacerbations
Number per year

Miravitlles M et al ERJ 2016




Katadeikvuouv tn dwadopetikn anoPn oe dwadopa OEpata
—-npoonadoulv va ditadopomnoindovv ano ta GOLD?

LABA + LAMA

TABLE 4 Use of long-acting Bz-agonist (LABA] + long-acting muscarinic antagonist [LAMA) combinations and inhaled
corticosteroids (ICS)

ICS

Czech Republic
England and Wales

Finland

France

Germany

Italy

Poland

Portugal

Russia

Spain

Sweden

Option for all patients; depends on severity
Consider in patients Indicated for ICS + LABA if ICS refused or
cannot be tolerated Consider in patients with persistent
breathlessness despite treatment with LAMA, LABA or ICS +« LABA

Alternative choice

GOLD stage 2 patients il there is dyspnoea during usual activities
despite single long-acting bronchodilator
GOLD stages 3 and 4

GOLD stage 2 and higher |possibly triple therapy and additional
treatments in GOLD stages 3 and 4]

A second long-acting bronchodilator with a complementary
mechanism of action may be added if the patient and/or physician
are not satislied with the reasponse Lo single-agent therapy

Alternative choice

Alternative choice

First choice in GOLD D patients
Alternative choice in GOLD B and C patients

Alternative choice Inonexacerbator)

Alternative choice in GOLD B patients
First choice in GOLD C and D patients

Patient with ACOS or frequent exacerbator
Patients who remain breathless or have exacerbations despite
using short-acting bronchodilators and FEV1 <50% pred and in
patients with FEVY =250% pred who remain breathless or have
exacerbations despite maintenance therapy with a LABA; increased
risk of pneumonia is mentioned

Patient belongs to high exacerbation risk group [frequent
exacerbations despite the use of appropriate bronchodilator
therapy, FEV1 <50-70% pred) or presents with ACOS; increased risk
of pneumonia is mentioned

Used only as part of lixed-dose combinations; FEV1 <50% pred
[«60% pred for salmeterol/fluticasone] and repeated exacerbations
(=2 per year] and symptoms despite regular treatment with
bronchodilator(s) (LABA and/or LAMA)

FEV1 <50% pred and =1 exacerbation treated with systemic steroids
and/or antibiotics in the past year

In symptomatic patients, with prebronchodilator FEV1 <60% pred
and =2 exacerbations per year; ICS may be added to LABA

=2 COPD exacerbations treated with antibiotics/oral steroids or =1
hospitalisation due to COPD exacerbation within past 12 months, or
FEV1 <50% pred

ICS are recommended in GOLD classes C and D; no specific
criteria are stated for use in these classes, but frequent
exacerbations should prompt augmentation of therapy

Frequent exacerbations, sputum eosinophilia or systemic
inflammation; increased risk of pneumonia is mentioned

ACOS, exacerbator phenotype despite optimal bronchodilation;
increased risk of pneumonia s mentioned

Repeated exacerbations or FEV1 <50-60% pred

Miravitlles M et al ERJ 2016




NIV vs. IV

35

30

25

20

14,1

15

10

EU AUT BEL CRO GRE POL IRL ROM SLO ESP SWi TUR GBR

ENIV Z IV

Jose Luis Lépez-Campos et al. Eur Respir J 2014;43:754-762



Avayvwplon-poatvotunnon-6LacTpwHATWOoN-AVIILETWILON:
H OwAavdiki aroyn

When should = Post-bronchodilatation FEV/FVC < 0.7 in spirometry
COPD be = Risk factors: smoking history > 10 pack-years (sometimes long-term heavy exposure to dust or alpha-1-
suspected? antitrypsin deficiency)
= Symptoms typical to COPD: cough, sputum production, dyspnoea (in exercise), wheezing
— Of note: some of the patients are asymptomatic
Is it un-treated = If obstruction can be totally reversed (FEV,/FVC = 0.7) with treatment (inhaled glucocorticoid, long-acting
asthma? B.-agonist can be added) itis not COPD

= Consider whether the criteria for asthma is met

Diagnose COPD if

= Despite possible therapy, obstruction (post-bronchodilator FEV,/FVC < 0.7) remains

« There is identifiable risk-factor for COPD (smoking > 10 pack-years, heavy long-term dust exposure or
alpha- 1-antitrypsin deficiency)
* Disease presentation conforms COPD (e.g. not untreated asthma)
= The patient may have both COPD and asthma (see below)

Treatment for all
patients with

= Smoking cessation
= Frequent exercise {consider special pulmonary rehabilitation)

COoPD = Vaccination: influenza (yearly}, pneumococcal
Phenotype- = Is it asthma-COPD overiap syndrome {ACOS)?
specific therapy = What is the exacerbationrisk? -

asthma-COPD

see criteria

overiap? .
&

or is FEV, < 50 % predicted ?

Has there been = 2 COPD exacerbations or
one leading to hospitalization during last year

Low
- exacerbation risk

Criteria for asthma-COPD
overlap syndrome

2 main criteria, or

1 main and 2 additional criteria

Significant bronchodilatory
response (FEV, > 15 9% and > 400
mi)

Sputum eosinophilia or elevated
{>50 ppb) exhaled NO

Previous asthma symptoms
(starting age at <40 y)

Elevated total iIgE

Atopy

Repeated significant
bronchodilatory response (FEV, >
12 % and > 200 mi)
PEF-follow-up typical to asthma

“R,

Asthma-COPD overlap
syndrome (ACOS)

Less symptoms (CAT® score <10)
* SABA and/or SAMA as needed

More symptoms (CAT® score =210)

* Daily LABA andfor LAMA

* Consider altermative diagnosis,
especially cardiac disease

* (Theophyfline)

Try these, combination possible

Consider risks and benefits individually

* LAMA

= ICS + LABA

* LAMA + LABA

* Roflumilast (if frequent
exacerbations, chronic bronchitis
and FEV, < 50 % predicted)

Drug therapy is a combination
frorn COPD and asthma
guidelines

Notice both diseases!
Generally, medication includes
at least the following

*ICS + LABA or

*ICS + LABA + LAMA,

Consider referralto
respiratory
specialistif

« There are diagnostic praoblems

= There are therapeutic problems
= The ability to work is in question
= Long-term oxygen therapy is considered (Sa0, < SO % at rest and stopped smoking)

Long-term pharmacological treatment of COPD has two separale aims, but same medication may help
in achieving therapeutic benefit in both aims.

Aim 1: Controlling symptoms

Bronchodilation; reduction of symptoms
either short-term or long-term

+  SABA: fenoterol, salbutamol, terbutaline

*  SAMA: ipratropium

«  LABA: formoterol, indacaterol, olodaterol, salmeterol

+  LAMA: aclidinium, glycopyrronium, tiotropium,
umeclidinium

+  Teophylline (?)

Aim 2: Reducing future risk

Preventlng future exacerbations of COPD

LAMA: Tiotropium, adlidinium, glycopyrronium,
umechdinium

+ ICS +LABA

+  LABA: salmeterol, formoterol, olodaterol,
indacaterol

+  LABA + LAMA

*  Roflumilast

How to evaluate the effectiveness of the medication and
how to decide whether to stop or continue medication?
Evaluate first whether the given medication is used to achieve aim 1 or aim 2.

If the given drug is used to achieve both aims, the decision whether or not to continue
is made based on the criteria shown for the aim 2.

the continuation of the given medication
* Reduction in daily symptoms
* symptom assessment e.g. by CAT®-test
* Improvement in exercise tolerance
* Improvement in objective lung function

this is not a prerequisite to continue medication)

Aim 1: One or more of the following findings in
the absence of severe adverse events support

measurements (e.g. FEV,, FVC or PEF; however,

Aim 2: One or more of the following findings
supports stopping the medication:

+ Appearance of a severe adverse effect

+ Appearance of a mild to moderate adverse effect
that is frequent and/or affects the quality of life (e.g.
repeating episodes of candidiasis or diarrhoea) and
disappears after stopping the medication

+ Of note! Lack of improvement in symptoms or
lung function is not a reason to stop medication!

Hannu Kankaanranta et al Basic Clin Pharmacol Toxicol. 2015
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Miraviltes M et al Arch Bronconeumol. 2017



AloyvwoTtiko¢ aAyopiOpoc yia ACO: lontavia

=35 years old
Smoker (or ex) =210 pack-years
FEV1/FVC post BDT <0.7

Current asthma diagnosis

/\

No Yes

l

BDT =15% and 400 mL, and/or
eosinophil blood count =300 cells-pL 1

: |

Yes > AL

Marc Miravitlles et al. Eur Respir J 2017;49:1700068
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datvotunikn Oepamnevtikn tpocEyylon-Toeyia

Table 1. Summary of elementary COPD phenotypes.

Dhagnosis of COPD
(post-BD spirometry)

COPD phenotypes Basic features of COPD phenotypes
Bronchitic phenotype The presence of productive cough (> 3 months/year in two or more consecutive years)
Emphysematic phenotype  Lifetime absence of productive cough and clinical signs of pulmonary emphysema*
Overlap COPD Major criteria:
+ asthma ** (a) strong BDT positivity (FEV >15% and > 400 mL),

(b) BCT positivity,

(c) FENO > 45-30 ppb and/or eo (sputum) > 3%,

(d) history of asthma

Minor criteria:

(a) mild BDT postivity (FEV > 12% and > 200 mL),

(b) * total IgE, (c) history of atopy

- and definite COPD diagnosis
Overap COPD Accented, almost daily, purulent sputum expectoration, younger age, lower or no smoking
+ bronchiectasis burden, history of prolonged/recurrent respiratory infoctions, hemoptysis, HRCT confirmation

of bronchiectasis

- and definite COPD diagnosis
Frequent-exacerbation Presence of frequent exacerbations (> 2/year) treated with ABT and/or corticosteroids
phenotype

Pulmonary cachexia
phenotype ***

BMI< 21 kg/m’ - no other cause (FFMI < 16 kg/m* in males or < 15 kg/m’in females)

Emphysematic

Sputum production
=2 3M/12M (= 2 years)
yes 1no
Longlasting excessive daily production of
mucopurulent sputum with blood traces
yes
Chest CT with presence
of bronchiectasis § no
yes 10
COPD + bronchiectasis Bronchitic
Phenotype Pphenotype
BMI < 21 ** and visible - Pulmonary cachexia
atrophy of muscles g Phenotype
(no other cachexia cause) yes
- Frequent-exacerbation
Acute exacerbation " phenotype
2 2lyear yes
COPD + asthma
+BDT,+BCT, TFENO, > phenotype ***
Teo, history of asthma yes

history of atopy, /IgE,
+BDT

Koblizek V et al Biomed Pap Med Fac Univ Palacky Olomouc Czech Repub 2013
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Ta teAsutaio NICE 12/2018. M Bpetavia

Chronic obstructive pulmonary disease in over 16s:
non-pharmacological management and use of inhaled therapies

Fundamentals of COPD care

Offer treatment and support to stop smoking
Offer pneumococcal and influenza vaccinations

Confirmed
diagnosis of
COPD

Offer pulmonary rehabilitation if indicated
Co-develop a personalised self-management plan
Optimise treatment for comorbidities

These treatments and plans should be
revisited at every review

¥

Start imnhaled therapies only ir:
e all the above interventions have been offered (if appropriate), and
- inhaled therapies are needed to relieve breathlessness or exercise limitation

. 2
Inhaled therapies

Offer SABA or SAMA to use if needed

Person still breathless or has exacerbations despite treatment?

b 4 A 4
No asthmatic features/features Asthmatic features/features
sugsestine st-rotd r.sponslvono.s* sugsesting st-roid rosponslv.ncss"
Offer LABA + LANMA Consider LABA + 1CS
For ALL inhaled therapies: Persomn still breathless or has
Train people Iin correct exacerbations despite
inhaler technique, and further treatment?
review medication anmnd
assess inhaler techniqque Offer
and adherence regsularly LAMA + LABA + ICS

¥

Explore further treatment options if needed (see guideline)




AAyoplOupoc aopalouc taéldlou.

Baseline evaluation
L | I
Under LTOT Pao, <70 mmHg Pao, 270 mmHg
Spo, <95% Spo, 295%
High risk (+)#
b 4
Hypoxic challenge test 3
-
6EMWT
v Spo, 284%
Need =4L Pao, <50 mmHg Pao, 250 mmHg i
Spo, <85% Spo, 285%
Yes No
v v A 4
Unfit to fly Fit to fly with supplemental O, Fit to fly |

Begum Ergan et al. Eur Respir Rev 2018;27:180030
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e Smoking cessation

e Training in inhaler device technique and self-management
e Influenza and pneumococcal vaccination

e Encouragement of physical activity

e Treatment of concomitant diseases

e Short-acting bronchodilators for symptomatic relief

e Assessment of requirements for LTOT and NIV

i !

Low symptoms High symptoms
(MMRC <2 or CAT <10) Persistent (MMRC =2 or CAT =10)
symptoms [ : e S -
LAMA or LABA . 444 o > LAMA/LABA

or recurrent

exacerbations
Recurrent

exacerbations® Recurrent

exacerbations™

-

ICS/LABA
Persistent Recurrent
symptoms exacerbations
h A
Recurrent

exacerbations

h 4

Clarification of phenotype and phenotype-specific therapy
(roflumilast, N-acethylcysteine or carbocysteine, macrolides, etc.)

Aisanov S et al 1JCOPD 2018
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Table 4 Hospitalization criteria for patients
AECOPD (level of evidence ""expert agreement”™ ).

with

Criterion

Table 9 Check-list for hospital discharge after AECOPD.

Background

Age = 70 years
Socially-isolated patient
General condition
Activity level
Severity of the underilying COPD
Freguent exacerbations
Recent arrhythmia
Long-term oxysen therapy
History of OTI1 for ARF
Comorbidities

PVD

Coronary bypass
Failure of first treatment

Clinical

SpOz = 90%
Flapping tremor
Heart rate > 110/ min
Cyanosis
5 E S
TJoo sick for a simple 3-min walk test after first

treatment in the admissions service and smergencices

department
Diagnostic uncertainty
Biological or radiological anomalies
Radiological abnorrmalities
PH
PaOoO:z
EKG acute abnormalities
Anemia (Hb <= 10g/7dlL)
Renal failure: urea= 12 mmol/L
TCO,; = 3 5mmol/L

AFCOPD: acute exacerbations of chronic obstructive pulmonary
disease; PVD: peripheral vascular disease; Hb: hemoglobin; OTI:

oro-tracheal intubation; ARF: acute respiratory failure;

lower Umb edema; EKG: electrocardiogran:.

EEE=

Clinical and functional parameters
Involvement of respiratory muscles
Sp0; on room air or under low oxygen flow
Ambulation in the room
Food intake
Sleep
Use of short-acting bronchodilators
Biological parameters
Arterial blood gas testing
Socio-economic parameters
Home support if necessary
Long-term oxygen therapy if necessary
Respiratory physiotherapy if necessary
Self-management parameters
Handling of inhaler devices
Promoting adherence to treatments
Recognizing the signs of exacerbation
Individualized actions to be taken in case of exacerbation
Smoking cessation
Organization of the long-term monitoring
Attending physician and/or attending pulmonologist
Prescriptions
Pulmonology monitoring consultation
Smoking cessation consultation
Lung function testing
Walk test

Absent

> 88-90%

Possible without major dyspnea
Possible without major dyspnea
Possible without major dyspnea
<3 times per day

Absence of acidosis during the last 24h

Planned
Implemented
Implemented

Acquired
Performed
Acquired
Acquired
Proposed

Planned upon hospitalization and discharge
Written and explained

Planned

Planned

Planned

Planned

AECOPD: acute exacerbations of chronic obstructive pulmonary disease.

classification has been proposed with several degrees of severity: mild (increased symptoms controlled with & without
antibiotic treatment), moderate (requiring a treatment with antibiotics and corticosteroids), serious (or severe)

characterized by hospitalization.

S. Jouneaua et ak Revue des Maladies Respiratoires (2017) 34, 282—322
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AECOPD with hypercapnic ARF and pH <7.35

|

Discussion about NIV

!

Yes
ALWAYS: Contraindications Discuss about
- Mon.itoring 4+ to NIV? intubation & s
-  Oxygen: 88 < Sp02 < 92% invasive ventilation
- Bronchodilators N Yes
- Approach High risk of failure? NIV in RICU, CMU
signs of i di , impaired —— Sl
- VTED prevention a7 e e or resuscitation

= unit
§ [~ ]

o/ NIV in pulmonology ward Yes
(trained team)

! [N

Reassessment after 1-2 h of NIV
(clinical, arterial blood gas)

Yes l Appearance of signs
Improvement? * No that contraindicate
NIV?

S. Jouneaua et ak Revue des Maladies Respiratoires (2017) 34, 282—322
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Increase in sputum purulence

No antibiotics

]

1

Yes

|

Risk factors

1

Monitoring and

reassessment at 48h

|

. 4
Yes

|

Amaox-ac clav 3g/d
C3G

FQAP

Duration =5 days

Amox-ac clav 3g/d

Clinical worsening

Amox 3g/d
Pristinamycin 3g/d

Macrolides
Duration =5 days

|

Discuss the hospitalization criteria
Monitoring and reassessment at 48h

S. Jouneaua et ak Revue des Maladies Respiratoires (2017) 34, 282—322
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From: Short-term vs Conventional Glucocorticoid Therapy in Acute Exacerbations of Chronic Obstructive

Pulmonary Disease: The REDUCE Randomized Clinical Trial
JAMA. 2013;():1-9. doi:10.1001/jama.2013.5023

A 8
X 2 100
C o
0 0
; i b, SO
G 0 g
§ § Conventional group
= 50- 50
3 3
0 0
& $
2 2
5 % 5
£ t
0 0
7 J7
L 0 T o0 1 !
0 50 100 150 200 0 50 100 150 200
Time From Inclusion, d Time From Inclusion, d
INo. at risk No. at risk
| Conventional group 155 116 100 x 0 Conventional group 149 113 97 91 0
Short-tem group 156 121 110 105 0 Short-temgroup 147 17 106 101 0




Is the patient critically ill?
(see Table I and section 8.10)

C~ 1

Is this patient at risk of hypercapnic respiratory faillure? (Type 2 Respiratory Failure)

The main risk factor Is severe or moderate COPD (Especially with previous Respiratory Fallure or on Long Term Oxygen).

Other patients at risk Include people with severe chest wall or spinal disease (e.g. kypho-scollosis), neuro-muscular disease, severe obesity,
cystic fibrosis, braonchiectasis or previously un-recognised COPD

Narcotic / sedative overdose not covaeraed by this algorithim- see Table 4 and section 8,13.5

!

Yes

Target saturation |s 88-92% or level on atert card

whilst awalting blood gas results

l

Start 28% or 24% oxygen or 1-2 I/min nasal oxygen
and abtain blood gases (Reduce FIO; If SpO; > 92%:
above range stated an alert card)

N

i

No
Al for SpoO; 94.-98%

i

SpOs: = 94% on alr or oxygen or If requiring oxygen

to achieve above targets

1

1

Yes
Commence oxygen, as per tables 2 No
ar 4 and check blood gases
pH = 7.35 or [M']
=45 nmol/L and
PCO,; » 6.0xPa
Hypeaercapnia
Monitor
SpPO,.
Oxygen not
required
Treat with 24.28%, unless
Venturi mask or 1-2 PCO; = 6.0 kPa*™ saturation

1I/min nasal oxygen
to keap SpPoO,
between 88-92%

(Naormal or low)

!

Repeat blood gases
At 30-60 minutes:

~ if Respiratory
Acidosis (pH < 7.35
or [H] = a% nmal/t
and PCO; » 6.0)
seek immeaediate
saenior review,
consider NIV/ICLL

Consider reducing

FIO, if PO, = 8.0 kPa.

Thtrate oxygen to maintain
target range 94 — 98% and
repeat gases in 30-60 mins.
iIf target saturation not
achlieved, seck senior
review.

If PCO, rises > 6.0kPa:
TWIEH known risk of
hypercapnia, re-set target

rangeo to 88-92%.
*withour known risk of
hypercapnia, maintain
range 94-98M and seak
immuadiate soanlor review

falls below
target range.

If sasturation
falls bholaw
949, titrate
supplemental
oxygen to
maintain
target range
of 94a.98%
ond check
Blood gases
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* COPD is a chronic lung disease that includes emphysema, chronic bronchitis,
or a combination of these. It may develop due to exposure to cigarette
smoke or other forms of noxious materials and pollution that leads to a
chronic bronchial inflammatory response and parenchymal damage. COPD is
characterized by persistent irreversible or potentially reversible airway
obstruction that is associated with chronic symptoms (dyspnea, productive
cough, and wheezing) and bouts of exacerbations.

Khan JH et al Ann Thor Med 2014
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| Patient diagnosed with COPD |

Class Characleristios Exacerbationin  CAT ~ GOLD ) 2
. Assess symptoms by obtaining the CAT score, risk of
lhe pas[ year score equwalen[ exacerbation, and history of hospitalization

Ohss! Lesssymptoms:—~— 04—~ <t GioupA | |

f Class | \ / Class I \ , Class Il |
(Equivalent to GOLD-COPD category A) | [ (Equivalent to GOLD-COPD category B) | | (Equivalent to GOLD-COPD category C&D) |

A[ ‘OW HSk 0' Less symptoms More symptoms High Risk of exacerbations

' CAT score <10 CAT score 210 Exacerbations (22) and/or
exacema“()n l 1 hospitalization in the past year

C'&SS H MO[e symploms 0.1 210 Gmup B Recommended: Recommended: Recommended:
: - SABA and/or SAMA - LAMA or - LAMA or
At ’()W ”Sk 0| Alternative: - LABA -LABA and ICS
(i) SABA and SAMA Alternative: Alternative:

| (i) LAMA - LABA and LAMA {:?)L&%‘ Aagg deC";'A

] il LaBA Musadies
Other:

Chss I Athghoskor 22 Aoy soue Giog \_ 4 )\ estvine” /

eretain CandD . -

Khan JH et al Ann Thor Med 2014
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1 Stepwise management of stable chronic obstructive pulmonary disease (COPD)*

MILD MODERATE SEVERE

Typlcal Symptoms

~ few symploms "-uealhlassmm on level ground
~ Dreathless on medearate axertion -mmznmmnadwymlm
« recurrent chest Infections - cough and spt oduction
« little or no effect on daily activities - exacerbations requiring oral corticosteroids and/or
antibiotics
Typical Lung Function FEV, « 60-80% predicted mj = “ -5“ T

Non-Pharmacological
Interventions RISK REDUCTION ¢

OPTIMISE FUNCTION Encoi
(and imtate regular review

CONSIDER CO-MORBIDITIES especia
REFER 1o pulmanary rahahilit

Pharmacological  START with 1 short-acting relievers: (used as needed)

Intarventions pemess
linhaled medicines) [

SABA {Mamm,wnht) OR SAMA (an muscarinic antagonist)

ADD long-acting | LAMA (long-act}ng muscarinic antagonist)’ OR LABA {long-scting beta -agonist}*
bronchodilators:  Review need for LAMA/LABA as a fixed dase combination inhaler®

CONSIDER addingan  |CS/LABA and LAMA (Inha!edcuﬁcostaoidﬂons-actmm ~aganist ' and long-acting
anti-inflammatory agent: | scarinie antagonist)

Eased o COPD-X Aan: Austradan and New Jesiard Guasines iy in Managesmes o' COAD

\’ LUuNGFOUNDATION
AUSTRALA
Whan yow can't brasthe.,. mothing efye matiars ™

AT P17

Yang IA et al 2017
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3 Referral to specialist respiratory services and indications for hospitalisation

Reason prompting referral Purpose of referral

Diagnostic uncertainty and exclusion of asthhma Establish diagnosis and optimise treatment
Obtain more detailed lung function testing

Unusual symptoms such as haemoptysis Investigate cause urgently, including exclusion of malignancy

Rapid decline in functional performance Optimise management and exclude other conditions

Persistent symptoms Optimise management and exclude other conditions

Frequent chest infections (ie. more than annually) Assess preventable factors and rule out coexisting bronchiectasis, optimise
treatment

Onset of ankle oedema Assess for cor pulmonale and optimise treatment

Spo:; < 92% 6 when stable Optimise management, measure arterial blood gases and prescribe oxygen
therapy it needed

Assessing suitability for pulmonary rehabilitation, if uncertain Optimise treatment and refer to specialist or community-based rehabilitation
service

Bullous lung disesase on CXR or CT Confirm diagnosis and refer to medical or surgical units for bullectomy If needed

Patient with COPD aged < 40 years Establish diagnosis and exclude a,-antitrypsin deficiency

Persistent dyspnoea, marked hyperinflation, severe alrflow identify criteria for referral to transplant, thoracic surgery or interventional

lLimitation or emphysema (refer for assessment for lung bronchoscopy centres

transplantation, or bronchoscopic or surgical lung volume
reduction procedures)

Dvspnoea associated with chest tightness, anxiety or dizziness Establish diagnosis and refer for further investigation to exclude other causes of
(refer for consideration of dysfunctional breathing*) these symptoms

Davytime sleepiness, complaints by partner of heavy snoring Assess for sleep disordered breathing and refer for sleep studies If needed
Indications for hospitalisation of patients with COPD Marked increase in intensity of symptoms

Patient has an exacerbation characterised by increased dyspnoea, cough or
sputum production, plus one or more of the following:

Inadequate response to appropriate community-based management;
inability to walk between rooms when previously mobile;
Iinability to eat or sleep because of dyspnoea;
cannot manage at home even with homecare resources;
high-risk comorbid condition {(pulmonary or non-pulmonary);
altered mental status suggestive of hypercapnia:
worsening hypoxaemia or cor pulmonale;
newly occurring arrhythmia; or
= newly occurring hypoxaemia (Spoz < S2%)
COPD = chronic obstructive pulmonarydisease. CT = computed tomography. CXR = chest x-ray. Spo,; = arterial axygen saturation measured by pulse oximeter. * Imprecise temn
covering breathlessness, hyperventilation, chest tightness, paraesthesiae, anxiety or dizziness. €&
— =
Yang IA et al 2017
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