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TpoAneOei kal va BepameuTei Kai n omoia
XapakTnpileTal amo emigova avamveuoTIKd
OUUTITWHATA Kal TTEPIOPIOUO TNG PORC aépda
e€aiTiac Tng TaboAoyiac Twv aspaywywyv kai/n
TwV KUYeAidwy, TTou ogeiAeTal CUVAOWCG o€
onpavTikn £€kBeon oe TofIkd owparidia n aépia.

O XpoOvIoC TtePIOPIOUOC ThG PONRC aépa TTov
xapakTtnpilel Tn XATT opeileTal aTo
ouvdudopod TG vooou Twv aspaywywv (T.x.
aToPPAKTIKA PpoyXxIoAiTIdA) KAl TNC
KATAOTPOYNC TOU TIVEUHOVIKOU TTAPEYXUHATOC
(epypUonpua), n oupPoAR TWV OTIOIWY TTOIKIAEI
aTmo dTopo o€ AToHo



H XATT eivai roAurapayovTikn vo00g

ZuoTnHaTIKA AvoAsiToupyia
TAPAUETPOC KPOOOoWY

PAcypovl Twv
aspaywywv

TTeplopiopdc Tng
PONC TOU aépa

Dopikéc alhayéc ZupnTwyara

TMapouvon
~

Emidcivwon woi0tnTac JwhAc

Oavaro¢

Agusti AGN. COPD, a multicomponent disease: Implications for management. Respiratory Medicine 2005;99:670-82.



DNopikéc aAhayéc oTo PpoyXIKo

TTpoodel
Twv aggl
HEPIKWG

pn avag )
TYwyn

Barnes Am J Respir Cell Mol 2009



B 'l.*‘_- Alveoli with
e ‘%,7% dro , emphysema

e

NORMAL ACINUS

-

(/Yv,;,
A ‘/\j\'r(—\
/ icroscopic view
normal alveoli
B Respiratory \ -~

bronchiole
/

:

7 3

Centriacinar emphy i

Ewédva 12.11. Tonog | (pink puffer)



AiTioAoyia kai aBoAoyia Tng XATI

Etiology

Smoking and pollutants
Host factors
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Pathobiology

Impaired lung growth
Accelerated decline

Lung injury

Lung & systemic inflammation
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O Small airway disorders or abnormalities
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O Systemic effects
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Yrodiayvwon kai umoBOepancia

Mari urodiayiyvwokerai

*AUokoAn n diagopodidyvwon amd dAAa
voonuaTta kabwg¢ mapouaidleTal e ouxvda
ouumTwpara omwg duomvoida, phxag,
avénuéva mTUeAaQ.

*AUTd TA CUUTITWHATA UTTOPEI va PRV
avagépovrai

*TToAAoi aoBeveic ameuBuvovTtal oTo yIATPO
O0Tav N vooog £XEl TTIPOKAAETEI ONUAVTIKA
EKTITWON TNC AVATIVEUOTIKAG AsIToupyidag.

H voooc umoBOepameleTal

*2 NUAVTIKO TTO0OOTO TWV A0OEVWY
uTtoBeparmeveTal

*Me amoTéAeopa:
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ii. Augnuévo kivduvo via
TapoUvoeig




Figure 2.2A. Spirometry - Normal Trace
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Figure 2.2B. Spirometry - Obstructive Disease
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Table 2.4. Classification of airflow limitation severity in COPD (Based on post-bronchodilator FEV;)
In patients with FEV,/FVC < 0.70:

GOLD 1: Mild FEV, = 80% predicted

GOLD 2: Moderate 5000 < FEV, < 800% predicted

GOLD 3: Severe 30% < FEV, < 50% predicted

GOLD 4: Very Severe FEV, < 300% predicted

Global Strategy for the diagnosis, management and prevention of chronic obstructive pulmonary disease. 2018 report.
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O poAoc Tnc omipopuéTpnonc otn XATI

Table 2.6. Role of spirometry
Diagnosis
Assessment of severity of airflow obstruction (for prognosis)
Follow-up assessment

Therapeutic decisions.
Pharmacological in selected circumstances (e.g., discrepancy between spirometry and level of symptoms).
Consider alternative diagnoses when symptoms are disproportionate to degree of airflow obstruction.
Non-pharmacological (e.g., interventional procedures).

Identification of rapid decline.

Global Strategy for the diagnosis, management and prevention of chronic obstructive pulmonary disease. 2018 report.
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Spirometric variable Asthma COPD ACOS
Normal FEV,/FVC Compatible with asthma Not compatible with Not compatible unless
pre- or postBD diagnosis (GOLD) other evidence of chronic
airflow limitation
@D FEV,/FVC Eﬂdicatesairﬂow Required for diagnosis ~ Usual in ACOS
Imitation; may improve by GOLDcriteria

FEV,; =80% predicted Compatible with asthma Compatible with GOLD Compatible with mild
(good control, or interval category Aor Bif post ACOS
between symptoms) BD FEV,/FVC <0.7

FEV, <80% predicted Compatible with asthma. Indicates severity of Indicates severity of
A risk factor for airflow limitation and risk airflow limitation and risk
exacerbations of exacerbations and of exacerbations and
mortality mortality

Usual at some time in Common in COPD and Common in ACOS, and
ourse of asthma; not more likely when FEV\ is more likely when FEV is
Aways present low, but consider ACOS low

Post-BD increase in
FEV, >12% and 200mL

from baseline (reversible
arflQw limitation)

70st-BD increase in
FEV; >12% and 400mL
baseline

GINA 2014 © Global Initiative for Asthma

igh probability of Unusual in COPD. Compatible with
gsthma Consider ACOS diagnosis of ACOS



TTapamounn yia mepaiTEpw
EAEYXO

Investigation Asthma COPD
DLCO Normal or slightly elevated Often reduced
Arterial blood gases | Normal between In severe COPD, may be abnormal
exacerbations between exacerbations
Airway Not useful on its own in distinguishing asthma and COPD.

hyperresponsiveness = High levels favor asthma

High resolution CT Usually normal; may show air = Air trapping or emphysema; may

scan trapping and increased airway show bronchial wall thickening and
wall thickness features of pulmonary hypertension

Tests for atopy (s IgE | Not essential for diagnosis; Conforms to background

and/or skin prick Increases probability of prevalence; does not rule out COPD

tests) asthma

FENO If high (>50ppb) supports Usually normal. Low in current
eosinophilic inflammation smokers

Blood eosinophilia Supports asthma diagnosis May be found during exacerbations

Sputum inflammatory | Role in differential diagnosis not established in large populations
cell analysis

© Global Initiative for Asthma
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modified Medical Research Council (nMRC) Dyspnea Scale
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Aiapopikn diayvwon

Table 2.7. Differential diagnosis of COPD

Diagnosis Suggestive Features
COPD Onset in mid-life.

Symptoms slowly progressive.

History of tobacco smoking or exposure to other types of smoke.
Asthma Onset early in life (often childhood).

Symptoms vary widely from day to day.
Symptoms worse at night/early morning.
Allergy, rhinitis, and/or eczema also present.
Family history of asthma.

Obesity coexistence.

Congestive Heart Failure

Chest X-ray shows dilated heart, pulmonary edema.
Pulmonary function tests indicate volume restriction, not airflow limitation.

Bronchiectasis

Large volumes of purulent sputum.
Commonly associated with bacterial infection.
Chest X-ray/CT shows bronchial dilation, bronchial wall thickening.

Tuberculosis

Onset all ages.

Chest X-ray shows lung infiltrate.
Microbiological confirmation.

High local prevalence of tuberculosis.

Obliterative Bronchiolitis

Onset at younger age, nonsmokers.

May have history of rheumatoid arthritis or acute fume exposure.
Seen after lung or bone marrow transplantation.

CT on expiration shows hypodense areas.

Diffuse Panbronchiolitis

Predominantly seen in patients of Asian descent.

Most patients are male and nonsmokers.

Almost all have chronic sinusitis.

Chest X-ray and HRCT show diffuse small centrilobular nodular opacities and hyperinflation.

These features tend to be characteristic of the respective diseases, but are not mandatory. For example, a person who has never
smoked may develop COPD (especially in the developing world where other risk factors may be more important than cigarette
smoking); asthma may develop in adult and even in elderly patients.

Global Strategy for the diagnosis, management and prevention of chronic obstructive pulmonary disease. 2018 report.
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2.€ TIOIOUC TIPETTEI va YiveTdl EAeyXoC;

2 0pgpwva pe Tov TTOY 6Aoil o1 acgBeveic pe XATT Ba tpémel va
eAeyxBOoUv £oTw pia popd, €1dIkd o TEPIOXEC HE auEnpévo
emiTToAaopo EAAsyng al-avTiBpuyivnc.

O1 aoBeveic pe éAAeyn al-avriBpuyivng ocuvABwce eival nAikiag
< 45 eTwv pe mavAoPiwdeg eppuonpa.

H kaBuaTtépnon otn d1ayvwon Thg éAAsiyng al-avTiBpuyivng oe
HeyaAUTepnc nAikiac aoBeveic ekdnAwveTal He TV TUTTIKA
KaTavoun Tou eppuonpatog (KevrpoAoPiwdec Kopupwy).

XapnAég Tipég (<« 20% normal) umodeikvUouv cuvhBwC
ogoluywrTia.
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TMpoAnyn mapofuvoewv XATT: EupoAiaopoi

O avTiypITKOC euPpoAiaopoc peiwvel Tnv mOavoTnTa coPpapnc vooou
(dnA. Ao1pWwE eI TOU KATWTEPOU AVATIVEUOTIKOU TTOU 08nyoUV Toug
aoBeveic pe XATT oe voonAcia kai o€ BdvaTo)

O TVeEUHOVIOKOKKIKOC eppoAiaopoc pe Ta PCV13 kai PPSV23
ouoTAVETAI 0€ OAOUC Toug aaBeveic > 65 eTwy

Table 3.2. Vaccination for stable COPD
Influenza vaccination reduces serious illness and death in COPD patients (Evidence B).

The 23-valent pneumococcal polysaccharide vaccine (PPSV23) has been shown to reduce the incidence of community-

acquired pneumonia in COPD patients aged < 65 years with an FEV; < 40% predicted and in those with comorbidities
(Evidence B).

In the general population of adults > 65 years the 13-valent conjugated pneumococcal vaccine (PCV13) has demonstrated
significant efficacy in reducing bacteremia and serious invasive pneumococcal disease (Evidence B).

Global Strategy for the diagnosis, management and prevention of chronic obstructive pulmonary disease. 2018 report.



OepameVTIKEC emIAOYEC: HE Paon TIC odnyiec
GOLD 2018

OepaneUTIKEG
emiAoyEg

AVTIQAEYHOVWIEIC

NAPAYOVTEC AANa pappaka

BpoyxodiaoTaATika

p,-Adpevepyikoi

AYWVIOTEC AVvTIXOAIVEPYIKA MeBUAEavBivec

KopTikooTepoeidh AvaoToAeic
pwoyodieaTepaonc-4
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P2-AdpevepyiKoi AYWVIOTEC

. . , Fenoterol, albuterol, levalbuterol,
Bpaxeia dpdong p,-avwviotég (SABA) terbutaline, levalbuterol

, , , Arformoterol, formoterol, indacaterol,
Makpag dpdong po-aywviotég (LABA) salmeterol, olodaterol and vilanterol

Tpémog xopRynong
« Eiomvon péow €10TIVEUOTIKAC OUOKEUAC / gUKoAia oTn Xphon

LABA: PeATiWvouv onpavTika TNV avanveuoTIKN

% AciToupyia, Tn duomvola, Tnv woioTnTa (WNC Kai
HEIWVOUV TIC TapoUvoeiC.
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AVTIXOAIVEPYIKA

Bpaxeiag dpdong HoUoKapIVIKOi : : :
avraywvioTéc (SAMA) Ipratropium, oxitropium
Makpdc dpdong HouoKapiviKoi Tiotropium, glycopyrronium,
avraywvioTég (LAMA) umeclidinum, aclidinium
Tpomog xoprynong

« Elomvon péow €l0TVEUGTIKNG CUCKEUNG / EUKOALA oTn Xprion

LAMA: PeAtiwvouv onpavTtika Thv avanveUoTIKNR AgiToupyia, Tn
dUonvola, Thv moloTnTd CWNC Kal HEIWVOUV TIC wapofUvoeIC.

MeyaAUtepn emidpaon oTn peiwon Twv mapofUvoswv oe oUyKpion
pe Ta LABA.
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BpoyxodiaoTaATika otn XATI

Table 3.4. Bronchodilators in stable COPD
Inhaled bronchodilators in COPD are central to symptom management and commonly given on a reqular basis to prevent or
reduce symptoms (Evidence A).
Regular and as-needed use of SABA or SAMA improves FEV, and symptoms (Evidence A).
Combinations of SABA and SAMA are superior compared to either medication alone in improving FEV, and symptoms
(Evidence A).
LABAs and LAMAs significantly improve lung function, dyspnea, health status, and reduce exacerbation rates (Evidence A).
LAMASs have a greater effect on exacerbation reduction compared with LABAs (Evidence A) and decrease hospitalizations
(Evidence B).
Combination treatment with a LABA and LAMA increases FEV; and reduces symptoms compared to monotherapy (Evidence A).
Combination treatment with a LABA and LAMA reduces exacerbations compared to monotherapy (Evidence B) or ICS/LABA
(Evidence B).
Tiotropium improves the effectiveness of pulmonary rehabilitation in increasing exercise performance (Evidence B).
Theophylline exerts a small bronchodilator effect in stable COPD (Evidence A) and that is associated with modest
symptomatic benefits (Evidence B).
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KopTikooTepoeidn

Fluticasone, triamcinolone and

Eiontvedpeva kopTikooTepoeidn (ICS) budesonide

2. UOTNHATIKA KOPTIKOOTEPOEIBN Prednisolone

Tpoémog xophynong
« Eiomvoh Héow €I0TIVEUOTIKAC OUOKEUNG, attd To aTopd, evOopAépia

ICS oc ouvduaopd pe LABA cival o amoTeAeoparika and Ta
HEHOVWHEVA oUOTATIKA oTN PeEATIWON TNC AVATTVEUOTIKAG AEITOUPYAC,

TnG moioTnTac CWAC Kal HEIWVEl TIC rdpofUvoeic o aoBOeveic He
wapofUvoelc Kal HETPIa we woAU coPpapn XATT.
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AvTigAeypovwdne Bepameia otn XATI

Table 3.5. Anti-inflammatory therapy in stable COPD
Inhaled corticosteroids
An ICS combined with a LABA is more effective than the individual components in improving lung function and health status
and reducing exacerbations in patients with exacerbations and moderate to very severe COPD (Evidence A).
Regular treatment with ICS increases the risk of pneumonia especially in those with severe disease (Evidence A).
Triple inhaled therapy of ICS/LAMA/LABA improves lung function, symptoms and health status (Evidence A) and reduces
exacerbations (Evidence B) compared to ICS/LABA or LAMA monotherapy.
Oral glucocorticoids
Long-term use of oral glucocorticoids has numerous side effects (Evidence A) with no evidence of benefits (Evidence C).
PDE4 inhibitors
In patients with chronic bronchitis, severe to very severe COPD and a history of exacerbations:
A PDE4 inhibitor improves lung function and reduces moderate and severe exacerbations (Evidence A).
A PDE4 inhibitor improves lung function and decreases exacerbations in patients who are on fixed-dose LABA/ICS combi-
nations (Evidence B).
Antibiotics
Long-term azithromycin and erythromycin therapy reduces exacerbations over one year (Evidence A).
Treatment with azithromycin is associated with an increased incidence of bacterial resistance (Evidence A) and hearing test
impairments (Evidence B).
Mucolytics/antioxidants
Regular use of NAC and carbocysteine reduces the risk of exacerbations in select populations (Evidence B).
Other anti-inflammatory agents
Simvastatin does not prevent exacerbations in COPD patients at increased risk of exacerbations and without indications for
statin therapy (Evidence A). However, observational studies suggest that statins may have positive effects on some outcomes
in patients with COPD who receive them for cardiovascular and metabolic indications (Evidence C).

Leukotriene modifiers have not been tested adequately in COPD patients.
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Table 3.3. Commonly used maintenance medications in COPD*

Solution for

Vials for

Drug Inhaler (mcg) nebulizer Oral injection Dm:atlon @
action (hours)
(mg/ml) (mg)
Beta,-agonists
Short-acting
Fenoterol 100-200 (MDI) 1 2.5 mg (pill), 4-6
0.05% (syrup)
Levalbuterol 45-90 (MDI) 0.1,0.21, 0.25, 6-8
0.42
Salbutamol (albuterol) 90, 100, 200 (MDI & DPI)" 1,2,2.5, 5 mg/ml 2, 4,5 mg (pill), 0.1,0.5 mg 4-6, 12 (ex-
8 mg (extended tended release)
release tablet)
0.024%/0.4 mg
(syrup)
Terbutaline 500 (DPI) 2.5, 5 mg (pill) 0.2,0.25,1mg 4-6
Long-acting
Arformoterol 0.0075* 12
Formoterol 4.5-9 (DPI) 0.01" 12
Indacaterol 75-300 (DPI) 24
Olodaterol 2.5, 5 (SMI) 24
Salmeterol 25-50 (MDI & DPI) 12
Anticholinergics
Short-acting
lpratropium bromide 20, 40 (MDI) 0.2 6-8
Oxitropium bromide 100 (MDI) 7-9
Long-acting
Aclidinium bromide 400 (DPI), 400 (MDI) 12
Glycopyrronium bromide  15.6 & 50 (DPI)* 1 mg (solution) 0.2 mg 12-24
Tiotropium 18 (DPI), 2.5 & 5 (SMI) 24
Umeclidinium 62.5 (DPI) 24
Combination of short-acting beta,-agonist plus anticholinergic in one device
Fenoterol/ipratropium 50/20 (SMI) 1.25,0.5 mg in 6-8
4ml
Salbutamol/ipratropium 100/20 (SMI), 75/15 (MDI) 0.5, 2.5 mg in 6-8

3ml
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Combination of long-acting beta,-agonist plus anticholinergic in one device

Formoterol/aclidinium 12/400 (DPI) 12

Formoterol/glycopyrroni-  9.6/18 (MDI) 12

um

Indacaterol/glycopyrroni-  27.5/15.6 & 110/50 (DPI)* 12-24

um

Vilanterol/umeclidinium 25/62.5 (DPI) 24

Olodaterol/tiotropium 5/5 (SMI) 24

Methylxanthines

Aminophylline 105 mg/ml 250,500 mg  Variable, up
(solution) to 24

Theophylline (SR) 100-600 mg (pill) 250, 400, Variable, up

500 mg to 24

Combination of long-acting beta,-agonist plus corticosteroids in one device
Formoterol/beclometha- ~ 6/100 (MDI)
sone

Formoterol/budesonide 4.5/160 (MDI), 4.5/80
(MDI), 9/320 (DPI), 9/160
(DPI)

Formoterol/mometasone  10/200, 10/400 (MDI)

Salmeterol/fluticasone 5/100, 50/250, 5/500
(DP1), 21/45, 21/115,

21/230 (MDI)
Vilanterol/fluticasone 25/100 (DPI)
furoate
Phosphodiesterase-4 inhibitors
Roflumilast 500 mcg (pill)

MDI = metered dose inhaler; DPI = dry powder inhaler; SMI = soft mist inhaler

*Not all formulations are available in all countries; in some countries other formulations and dosages may be available
* Dose availability varies by country

" Formoterol nebulized solution is based on the unit dose vial containing 20 meg in a volume of 2.0 ml

* Dose varies by country
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H eionveopevn Oeparceia

Table 3.6. The inhaled route

When a treatment is given by the inhaled route, the importance of education and training in inhaler device technique cannot
be over-emphasized.

The choice of inhaler device has to be individually tailored and will depend on access, cost, prescriber, and most importantly,
patient's ability and preference.

It is essential to provide instructions and to demonstrate the proper inhalation technique when prescribing a device, to ensure
that inhaler technique is adequate and re-check at each visit that patients continue to use their inhaler correctly.

Inhaler technique (and adherence to therapy) should be assessed before concluding that the current therapy is insufficient.
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AANEC papHaKeUTIKEC Oepaneieg

Table 3.7. Other pharmacological treatments
Alpha-1 antitrypsin augmentation therapy

Intravenous augmentation therapy may slow down the progression of emphysema (Evidence B).
Antitussives

There is no conclusive evidence of a beneficial role of antitussives in patients with COPD (Evidence C).
Vasodilators

Vasodilators do not improve outcomes and may worsen oxygenation (Evidence B).
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Xpovia kat' oikov ofuyovoOepareia (LTOT)

H LTOT auaver tnv emipiwon oc aoOeveic He Xpovid avamVEUOTIKNA
avemdpkela, wou opileTal wg:

« PaO, <55 mmHg n Sa0, <88% pe N xwpic urepkanvia
emipePpaiwpévn 2 wopéc oc diaoTnpa 3 epdopadwyv (Evidence B)

« PaO, 55-60 mmHg oe mapoucia mveupovikAG urépTaong,
TEPIPEPIKWY OIONUATWY EVOEIKTIKWY CUHPOPNTIKAG Kapdiakng
avemdpkeld¢ A woAukutTapaipiac (Ht >55%) (Evidence D)

Mn emepPaTiko¢ HNXAVIKOC AEPIOHOC

Ventilatory support
NPPV may improve hospitalization-free survival in selected patients after recent hospitalization, particularly in those with
pronounced daytime persistent hypercapnia (PaC0, > 52 mmHg) (Evidence B).
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XeIpoVpYIKEC emIAOYEC

Table 3.11. Interventional therapy in stable COPD

Lung volume reduction surgery
Lung volume reduction surgery improves survival in severe emphysema patients with an upper-lobe emphysema and low
post-rehabilitation exercise capacity (Evidence A).

Bullectomy

In selected patients bullectomy is associated with decreased dyspnea, improved lung function and exercise tolerance
(Evidence C).

Transplantation
In appropriately selected patients with very severe COPD, lung transplantation has been shown to improve quality of life and
functional capacity (Evidence C).

Bronchoscopic interventions
In select patients with advanced emphysema, bronchoscopic interventions reduces end-expiratory lung volume and improves

exercise tolerance, health status and lung function at 6-12 months following treatment. Endobronchial valves (Evidence B);
Lung coils (Evidence B).
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6OLD 2018 7
Pappakxeutisn oraxeipion oraBespric XATT 2

%CTNE\*@Q

Group C Group D
Consider roflumilast
if FEV, < 50% pred.
and patient has Consider macrolide
chronic bronchitis {in former smokers)
LAMA + LABA LABA +ICS
- 1 i
Further
exarerbation(s) Persistent
Furthar LAMA symptoms/ further
Sl O DAt "[5'! +LABA e Eale "‘.n:‘.tl;_:"h.fl
+IC5
LAMA Further
exacerbation(s)
|5) |
LAMA »  LAMA + LABA |* »| LABA +ICS
Group A Group B
Continue. stop. or LAMA + LABA
try alternative class
of bronchodilator
T Fersistent
e |ate Syrmphorms
effect
T A long-acting bronchedilater
A bronchodilator {LABA or LAMA)
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OMAAA A
Aiya oupgnTwpara Kai XapnAog Kivduvo¢ mapofuvoeswv

2 uvéxion, 01akomn, A OOKIUA UE A LAMA ka1 LABA mipoTipoUvTar évavri
eVAAAAKTIKA Bepameia Ppaxeiac dpdaong PpoyxodiaoTAKTIKA,
EKTOC ATTO A0OeVEIC UE TTEPIOTATIAKNA

ovoTtvola

AgloAoynon amoteAéoparog

|

‘Eva PppoyxodiaoTaATiKo

Preferred
treatment =

Mévo ~10% Twv aoBevwv Taivopouvral oTnv opada A, EmOHEVWC

avTiTpoowreVEl HIKPO TOOOOTO TWV AdoOevwyv
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OMAAA B
TToAAG oupnTWHATa Kal XapnAog Kivduvocg mapofuvoewv

Group B
(~60% Twv acBevv Taivopouvrar wg GOLD B) B

« Ta Toug aoBeveig ye emigovn LAMA + LABA
dUonvola Tapd Th HovoBepareia, Y
ouvioTdral n Xxphon
E'RM"C be OYXOB'GWOAﬁC Emipova oupmtwpara

* [a Toug aoBeveic e gopaph
dUonvola, Oa TpéTel va oKeEPTOUUE
w¢ apxIkh Bepateia Tn
dimtAn PpoyxodiacToAn

LABA n LAMA

TTpoTeivéuevn Oepameia=  ——

39
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OMAAA C
Aiya oupgmTwpara Kai uynAoc kivduvoc mapolvoeswv

LAMA/ LABA |[LaBas1cs | C

TTepaitépw
mapofUvaoeig

m : )
oo = | LAMA

Mévo ~1% Twv aoBevwyv civar Opada C
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OMAAA D

TToAAG oupnTWHATa Kal UYnAOC Kivduvog mapoUvoewv

mepaITépw Ttapofuvon/eig

LAMA

[ Lama + LABA + 1cs ]

\4
—> [ LaMA + LaBA | ¥

# = TpoTEIVOUEVN OEpATTEUTIKRA ETTIAOYA

Emipgova oupmttwpara/
TEPAITEPW
mapofuvon/eig

LABA + ICS

D
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Mn @appakeuTIKN avTigeTwrion ThGC oTaOepnc
XATT

AoBevng AmapaitTnTa ZuvioTwyEvVa Zoppwva Pe TIC
TOMKES odnyieg

Alakomn kanvioparog n/Kai AvTiypimkog epPoAiaopoc

L Wyarikn
A ahhou mpodiabeoikou E:m KN AVTITIVEUHOVIOKOKIKKOG
TapayovTa on epPoiiaopog
Alakomn Kanvioparoc n/Kai . .
, \ . AvTiypimkoe epboriaopoc
akhou mpodiaBegikou z )
B, C, D ox ?Emﬁamuuu ','“"“T'““ AVTITIVEUHOVIOKOKIKKOG
Tapayovra aoknon

. \ euboAiacyuo
TIVEUPOVIKA aTOKATACTaoN up opog
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TTapo€uvon XATT

COPD exacerbations are defined as an acute worsening of respiratory symptoms that result in

additional therapy.
They are classified as:

e Mild (treated with short acting bronchodilators only, SABDs)

* Moderate (treated with SABDs plus antibiotics and/or oral corticosteroids) or

e Severe (patient requires hospitalization or visits the emergency room). Severe exacerbations
may also be associated with acute respiratory failure.
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> AvTigeTwrion mapofUvoewy

Taivounon voonAcudpevwy aocOevwy

Xwpic avanvevoTikf avemdpKeia:

- AvamveuoTIKOC puBpoc: 20-30 avamvoéc/AsTtTd

« Xwpic¢ XpAon £TIKOUPIKWY HUWV

*Xwpic¢ aAAayég ato emittedo ouveidnong

‘Yol aipia mou peATiwveTal pe pdoka Venturi 28-35%
*Xwpi¢ at&¢non othv PaCoO.,.
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> AvTigeTwrion mapofUvoewy

Taivounon voonAcudpevwy aocOevwy

Ofcia avanveuoTik avemdpoKela mou Oev aneiAei Tn {wrj:

* AvamveuoTIkoC puBpoc: >30 avamvoéc/AeTtTo

« XpAon £MIKOUPIKWY HUWV

*Xwpic¢ aAAayég ato emittedo ouveidnong

‘Yol aipia mou peATiwveTar pe pdoka Venturi 25-30%

*AUgnon Tng PaCO, ouykpITikd pe Thv apxikh TiuA A 50-60 mmHg
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2 0 AvTigeTwrion mapofUvoewy

Taivounon voonAcudpevwy aocOevwy

Ofcia avanveuoTik avemdpoKela mou an€ciAei Tn {wij:

* AvamveuoTIkoC puBpoc: >30 avamvoéc/AeTtTo
« XpAon £MIKOUPIKWY HUWV
*OCciec aAayéc oTo emiredo ouveidnong

‘Yrolaipia Tou dev PeATiwveTal ge Thv ofuyovoBepameia R anaiTei
pdoka Venturi >40%

*AUgnon Tng PaCO, cuykpITIkA e Thv apxIkA TipA A >60 mmHg pe
ouvod6 avamveuaTikA oféwan (pH < 7.25)
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Evdeieic yia eloaywyn 0To VOOOKOWNEIO

Table 5.1. Potential indications for hospitalization assessment*

Severe symptoms such as sudden worsening of resting dyspnea, high respiratory rate, decreased oxygen saturation,
confusion, drowsiness.

Acute respiratory failure.
Onset of new physical signs (e.g., cyanosis, peripheral edema).
Failure of an exacerbation to respond to initial medical management.

Presence of serious comorbidities (e.g., heart failure, newly occurring arrhythmias, etc.).
Insufficient home support.

*Local resources need to be considered.
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Avriustwmion oofapnc mapoéuvonc
woU Ocv anciAei Tn {wh

Table 5.2. Management of severe but not life-threatening exacerbations®
Assess severity of symptoms, blood gases, chest radiograph.

Administer supplemental oxygen therapy, obtain serial arterial blood gas, venous blood gas and pulse oximetry measurements.
Bronchodilators:

Increase doses and/or frequency of short-acting bronchodilators.
Combine short-acting beta 2-agonists and anticholinergics.
Consider use of long-active bronchodilators when patient becomes stable.
Use spacers or air-driven nebulizers when appropriate.

Consider oral corticosteroids.

Consider antibiotics (oral) when signs of bacterial infection are present.
Consider noninvasive mechanical ventilation (NIV).
At all times:

Monitor fluid balance.
Consider subcutaneous heparin or low molecular weight heparin for thromboembolism prophylaxis.
Identify and treat associated conditions (e.g., heart failure, arrhythmias, pulmonary embolism etc.).

*Local resources need to be considered.
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Mnxavikn urooTApién TnC avanvong

Table 5.6. Indications for invasive mechanical ventilation
Unable to tolerate NIV or NIV failure.

Status post - respiratory or cardiac arrest.

Diminished consciousness, psychomotor agitation inadequately controlled by sedation.
Massive aspiration or persistent vomiting.

Persistent inability to remove respiratory secretions.

Severe hemodynamic instability without response to fluids and vasoactive drugs.
Severe ventricular or supraventricular arrhythmias.

Life-threatening hypoxemia in patients unable to tolerate NIV.
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AvTigeTwrion wapofuvonc

Table 5.3. Key points for the management of exacerbations
Short-acting inhaled beta,-agonists, with or without short-acting anticholinergics, are recommended as the initial
bronchodilators to treat an acute exacerbation (Evidence C).

Systemic corticosteroids can improve lung function (FEV;), oxygenation and shorten recovery time and hospitalization
duration. Duration of therapy should not be more than 5-7 days (Evidence A).

Antibiotics, when indicated, can shorten recovery time, reduce the risk of early relapse, treatment failure, and hospitalization
duration. Duration of therapy should be 5-7 days (Evidence B).

Methylxanthines are not recommended due to increased side effect profiles (Evidence B).

Non-invasive mechanical ventilation should be the first mode of ventilation used in COPD patients with acute respiratory
failure (Evidence A).

NIV should be the first mode of ventilation used in COPD patients with acute respiratory failure who have no absolute
contraindication because it improves gas exchange, reduces work of breathing and the need for intubation, decreases
hospitalization duration and improves survival (Evidence A).
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O1 ouvvoonpoTNTEC €ival OUXVEC Kal £XOUV
ongavTikn ewidpaon otn XATI

AiapiTng

Kapdiayyeiakn lFaoTpooicopayikh
vO00(¢ TaAivépopnaon

ATIOPPAKTIKA
dmvola UTrvou

Kapkivog Tou

et 2ZUXVEC ouvvoonpoTNTEC

AyX0¢ Kai
kataBAiyn OgTeomépwon
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O1 ouvvoonpoTNTEC €ival OUXVEC Kal £XOUV
ongavTikn ewidpaon otn XATI

H XATT we¢ pépoc nac moAuvoonpornrac

)¢ ToAuvoanpo6TNTA XapakThpileTal h TTapouadia dUo R TTEPICOOTEPWY XPOVIWV
karaotdoswyv. H XATT amoTeAci y€poC Twv XpOVIWV KATACGTAGEWY 0TV TTAEIoPnPid Twy
aocOevWyv pe ToAuvoonpdTnTa.

O1 aoBevei¢ auToi £XOUV CUPTITWHATA TTOAAWY VOONHATWY Kdl TOOO TA CUUTITWHATA 600
Kdl Td onpeia Toug ouxva amodidovral o€ d1dQopd diTid XPOVIWY KATAOTACEWY, dAAd Kal
Th¢ TapdEuUVOong Toug.

Aev untdpxouv dedopéva Tou va uttodeikvUouv TTwe ol aoBeveic pe XATT Ba mpémel va
avTipeTwTiCovral diapopeTikd 6Tav N XATT amoTeAci pépog ouvoonpoTnTag. £20T600,
Oa TpéTmel va €xoupe KATA Vou, TWC TA TTePIdaoTepa dedopéva TTpoEpXOoVTal Ao
HeAéETeC o aoBeveic omou n XATT eivai n kUpia voooc.

O1 B¢epameiec Oa mpémel va gival 600 To duvaTov Tio aTAEG WaTe va amopelyeTdl n
TToAupappakia ae autoU¢ Toug aoBeveic.
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GOLD 2018: avoikta Oéuata wpo¢ oulATnon

H BepameuTikn amépaon Ppaci{eTal oTa oCUPTITWHATA Kal TIC TTapolUvoeIg,
OTHIPOUETPIKA Tagivopunon dev oupttepiAapPpdaveTal

H didyvwon pacileTal 0To OTIPOUETPIKO KPITAPIO TOU AdYou
FEV1/FVC<0.70

2.TOV 0pIOUO avagépeTal TTWE ol acBeveic pémel va €xouv aTaBepd
gTigova oupuTTTWHATA

®aivoTumoc AcBuarog-XATI

Xphon e-cigarette otn Bepameia Tng d1AKOTTAG KATIVIOHATOG



Euxaprorw yia tnv mpoooxn oac!



