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-  COPD:  UPDATE ON DIAGNOSIS AND MANAGEMENT   - 
Making the Diagnosis


Physiologic types of respiratory disease



Airflow obstruction



Pulmonary restriction



Pulmonary vascular disease



Disorders of ventilatory drive


Definition of airflow obstruction


Demographics of COPD in the United States


NLHEP Recommendations for screening spirometry



45 years and older



Current smokers



Quit within the last year


Diagnostic criteria for COPD



Chronic symptoms




Chronic cough with or without sputum production




Dyspnea on exertion



Airflow obstruction



FEV1 < 80% of predicted after bronchodilator inhalation



FEV1/FVC < 70%


Classification of Severity (GOLD COPD, 2003 Update)


(Stage 0:  At risk  (chronic symptoms; spirometry normal)


(Stage I:  Mild COPD




Patient often unaware that lung function is impaired




FEV1 > 80% of predicted;  
FEV1/FVC < 70%


(Stage II:  Moderate COPD (Worsening airflow limitation; dyspnea on exertion)

First interactions with health care system for COPD



 
FEV1 between 50% and 80% of predicted value



FEV1/FVC < 70%


(Stage III:  Severe COPD (Further worsening of airflow limitation; worsening 

dyspnea; repeated exacerbations; increasing impact on quality of life
FEV1 30 - 49% of predicted;  FEV1/FVC < 70%


(Stage IV:  Very severe COPD (severe airflow limitation; exacerbations may be life-

threatening; quality of life markedly impaired)




FEV1 < 30% predicted or 




FEV1 < 50% predicted plus PaO2 < 60 mm Hg 

Or clinical signs of right heart failure




FEV1/FVC < 70%

[image: image1.png]Figure 3: Differential Diagnosis of COPD
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[image: image2.png]Figure 4: Strategy to Help a Patient Quit Smoking
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3. ASSESS: Determine willngness to make  quit atempt.
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4. ASSIST: Aid the patient in quiting,

Help the patient with a quit plan; provide practical counsaling;
provide inirareatment social support: help the patient obtain
extra-ratment social suppor; recommend usa of approved
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5. ARRANGE: Schechla follow-up contact.

Schedulo followsup contact either in person or via telophone.





                (Figures from www.goldcopd.com)

Management of Stable COPD


Stepwise approach


Patient education


Rehabilitation


Pharmacotherapy
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(Figure from www.goldcopd.com)

Use of Medications in Stable COPD


Why the inhaled route is preferred for drugs acting on the airways


Bronchodilators



Beta-agonists, short-acting and long-acting



Anticholinergics, short-acting and long-acting



Metered-dose inhalers vs nebulizers


Corticosteroids



Short-term, systemic, for acute exacerbations



Long-term, inhaled, for certain patients with stable disease




(Objective improvement with 6- to 12-week therapeutic trial





15% increase in FEV1 and increase of at least 200 mL




(FEV1 < 50% of predicted and frequent acute exacerbations


Additional recommended therapies



Influenza vaccine



Pneumococcal vaccine
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(Figure from www.goldcopd.com)

Therapies not recommended by the GOLD-COPD guidelines:



Antibiotics (in stable patients)


Antitussives



Mucolytics





Respiratory stimulants



Antioxidants





Immunomodulators



Narcotics





Leukotriene modifiers

Long-Term Oxygen Therapy in COPD


Increases survival in properly selected patients


Also may improve exercise capacity, neuropsychiatric function, appetite, 

hemodynamics, and quality of life


Patient selection:



Clinical stability



Other therapy maximized



PaO2 55 mm Hg or less or SpO2 88% or less (awake, at rest, breathing air) 

or


PaO2 56-60 mm Hg or SpO2 89% (awake, at rest, breathing air)  plus



Evidence of pulmonary hypertension (e.g. P-pulmonale on EKG)




Peripheral edema (right heart failure)




Secondary erythrocytosis (hct > 55%)



Physical/mental capability and willingness of patient to use it


Goals of therapy:  PaO2 over 60 (SpO2 over 90%) 

Continuous administration (less than 12-15 hrs/day probably of no benefit)

Surgical Treatments: 

Bullectomy and lung transplantation may be considered in carefully selected 

patients with Stage IV: Very Severe COPD. 

Lung-volume reduction surgery (LVRS) may be of benefit in highly selected patients 

(Especially patients with upper-lobe predominance and low exercise performance, after successfully completing a pulmonary rehabilitation program).

Noninvasive Ventilation:


NPPV is the standard of care for in-hospital management of severe exacerbations


There is no convincing evidence that mechanical ventilatory support has a role in 

the routine management of stable COPD.
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-  MANAGEMENT RESOURCES FOR COPD - 2005  -

1)
GOLD:  NHLBI/WHO Global Initiative for Chronic Obstructive Lung Disease


http://www.goldcopd.com   Executive summary, handy pocket guide, full workshop 

report (about 150 pages), teaching slide set, and inhaler use charts.  Recently 

updated

Executive summary:  Pauwels RA, Buist AS, Calverley PMA, Jenkins CR, Hurd SS, on behalf of the GOLD Scientific Committee.  Global strategy for the diagnosis, management, and prevention of chronic obstructive pulmonary disease.  NHLBI/WHO Global Initiative for Chronic Obstructive Lung Disease (GOLD) Workshop Summary. Am J Respir Crit Care Med 2001 (April);163(5):1256-1276.  [Updated version on website above]

Fabbri LM, Hurd SS; GOLD Scientific Committee. Global Strategy for the Diagnosis, Management and Prevention of COPD: 2003 update. Eur Respir J. 2003 Jul;22(1):1-2. [Summary of changes made in 2003; website reflects current version]

2)
USPHS guidelines for managing tobacco use and dependence:

http://www.surgeongeneral.gov/tobacco/tobaqrg.htm  [entire document and links to 

related helpful resources]


Entire document published in Respiratory Care 2000(Oct);45(10):1200-1262.


Executive Summary and discussion:  A clinical practice guideline for treating 

tobacco use and dependence:  A US Public Health Service report.  The Tobacco Use and Dependence Clinical Practice Guideline Panel, Staff, and Consortium Representatives.  JAMA 2000 (Jun 28);283(24):3244-3254.

3)
NLHEP program on screening spirometry in primary care:


http://www.nlhep.org/  or http://www.rcjournal.com/contents/05.00/05.00.0513.html [


Ferguson GT, Enright PL, Buist AS, Higgins MW.  Office spirometry for lung health 

assessment in adults:  a consensus statement from the National Lung Health Education Program.  Respir Care 2000 (May);45(5):513-530.
4)
Recent summaries of the evidence base for COPD management, and using it to improve patient care:

Sutherland ER, Cherniack RM.  Management of chronic obstructive pulmonary disease.  N Engl J Med 2004;350:2689-2697.

Pierson DJ.  Translating new understanding into better care for the patient with chronic obstructive pulmonary disease.  Respir Care 2004;49(1):99-109
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