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Learning Objectives

By the end of this session, participants will be able to:
1. Apply key principles of pharmacological

management of COPD based on the Canadian 
Thoracic Society 2019 position statement and most 
recent clinical practice guidelines

2. Summarize approaches toward a more personalized 
COPD management based on updated CTS position 
statement

3. Assess components of advance care planning, such 
as refractory dyspnea management and palliative 
care

Chronic Obstructive Pulmonary Disease (COPD) is a 
common, preventable and treatable disease that is 
characterized by persistent respiratory symptoms
and airflow limitation that is due to airway and/or 
alveolar abnormalities usually caused by significant 
exposure to noxious particles or gases. 

What is COPD?

© 2020 GOLD
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COPD in Ontario

ICES Gershon AS et al. Oct 2017 COPD in Ontario 1. Gershon A et al Annals of ATS 2. Gershon A, Guan J 2013 

• COPD will have direct healthcare system costs of approximately $10 
billion by 2024, $2.3 billion more than in 20141

• Prevalence in Canada is higher among women in ALL age ranges 

• In Ontario, people with COPD aged 35 and older are responsible for:2

 24% of all hospitalizations
 25% of all emergency department visits
 21% of all ambulatory care visits
 30% of all homecare services
 35% of all long-term care residence spots

Global Burden of COPD 

►More than 3 million people died of COPD in 2012 
accounting for 6% of all deaths globally. 

►COPD is currently the fourth leading cause of death in 
the world.

►By 2030 predicted 4.5 million COPD related deaths 
annually.

►Globally, the COPD burden is projected to increase in 
coming decades because of continued exposure to 
COPD risk factors and aging of the population.

1
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Pathophysiology and Risk Factors

Risk Factors:
• Cigarette smoking
• Environmental exposures 

e.g.biomass fuels, air pollution, 
dusts/fumes, chemical agents

• Alpha-1 antitrypsin deficiency 
(AATD)

• Older age
• Severe childhood respiratory tract 

infection (RTI)
• Lower socioeconomic status
• Asthma, airway hyperreactivity

1. GOLD2019 Report.  https://goldcopd.org/  
2. Ferguson GT. Ann Am Thorac Soc. 

2006;3(2):176-179. 3. Barnes PJ. Breathe. 
2011;7(3):229-238. 4. Ichinose M. Allergology Int. 

2009;58(3):307-313. 5. Cazzola M. Breathe. 
2014;10(2):110-120. 6. Bourbeau J. Can J Respir

Crit Care Sleep Med. 2017;1(4):222-241.

Biomass fuels
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1. GOLD2019 Report.  https://goldcopd.org/

FEV1 progression over time

Diagnosis and 
Assessment

Impact of 
delayed 

diagnosis of 
COPD

Patient utilization of healthcare resources in the 
years 

preceding a diagnosis of COPD
0–5 years
(n=38,859)

6–10 years
(n=22,286)

11–15 years
(n=9351)

Lower 
respiratory 
consultation*

85% 58% 42%

Lower 
respiratory Rx 
consultation†

68% 48% 34%

Rx oral steroids 40% 17% 10%

Rx antibiotics 55% 39% 27%

Chest x-ray 38% 15% 7%

Outpatient 
consultation

11% 7% 4%

Hospital 
admission

2% 1% 1%

Jones RM, et al. Lancet Respir Med. 2014;2(4):267-76.

Diagnosis made late…
Reasons underlying COPD underdiagnosis in 

primary care

Barriers to diagnosis of COPD in primary care

Patients

Under-recognition of 
symptoms leading to 
delayed presentation

Poor awareness 
of COPD

Lack of knowledge 
regarding COPD risk 
factors and appropriate 
diagnostic testing

Time limitations

Failure to probe at-risk 
patients about symptoms 
and activity levels and 
lack of good case-finding 

methods

Limited spirometry 
availability and expertise 
to interpret

Care 
providers

Han MK, et al.  Lancet Respir Med. 2016; 4(6):473-526.
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Who might have COPD?

oCurrent or ex-smokers over the age of 40 screen 
with the Canadian Lung Health Test

http://www.starfht.ca/COPD_CLHT.pdf

Spirometry is not recommended for routine, general population, 
or practice-based screening in asymptomatic patients

COPD, chronic obstructive pulmonary disease; FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity
Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for the Diagnosis, Management, and Prevention of Chronic Obstructive 
Pulmonary Disease (2019 Report). Available at: http://goldcopd.org. Accessed March 27, 2019
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Criterion for COPD diagnosis
Spirometry

COPD Assessment Test
• CAT is validated, short (8-
item) and simple patient 
completed questionnaire.
• Reliable measure of the 
impact of COPD on a patient’s 
health status.
• Scoring range of 0-40.
• MCID > 2.
• Score < 10 = low impact of 
COPD on health status.
• 2 questions relate to exercise 
limitation.

COPD Assessment Test

mMRC Grade 0  Breathless with strenuous exercise

mMRC Grade 1  Short of breath when hurrying on the 
level or walking up a slight hill

mMRC Grade 2  Walks slower than people of the same 
age on the level or stops for breath 
while walking at own pace on the level

mMRC Grade 3  Stops for breath after walking 100 
meters or after a few minutes on the 
level

mMRC Grade 4 Too breathless to leave the house or 
breathless when dressing

COPD
Stage

Mild

Moderate

Severe

D
is
ab

ili
ty

none
Modified MRC Dyspnea Scale

Assessing Disability in COPD

© 2020 GOLD 
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Management of Stable COPD

Goals of COPD Management 

Relieve 
symptoms

Smoking 
cessation

Improve 
exercise 
tolerance

Prevent 
and treat 
AECOPD

Prevent 
and treat 

co-
morbidities

Prevent 
disease 

progression

Improve health status 

Reduce mortality

• If effective resources and time are dedicated to smoking cessation, 
long-term quit success rates of up to 25% can be achieved.

• Brief strategies to assist patients willing to quit (5 A’s):

Single Most Effective Intervention

 Ask
about habits
 Advise
of consequence
 Assess
willingness to quit
 Assist
with cessation plan
 Arrange
for follow up

Fletcher CM. BMJ 1960; 2:1662.

Health 
Risk

Air 
Quality 
Health 
Index

Health Messages

At Risk Population* General Population

Low Risk 1 - 3 Enjoy your usual outdoor 
activities.

Ideal air quality for outdoor 
activities. 

Moderate 
Risk 4 - 6

Consider reducing or 
rescheduling strenuous 
activities outdoors if you are 
experiencing symptoms. 

No need to modify your usual 
outdoor activities unless you 
experience symptoms such as 
coughing and throat irritation.

High Risk 7 - 10

Reduce or reschedule 
strenuous activities outdoors. 
Children and the elderly should 
also take it easy.

Consider reducing or rescheduling 
strenuous activities outdoors if you 
experience symptoms such as 
coughing and throat irritation.

Very High 
Risk

Above 
 10

Avoid strenuous activities 
outdoors. Children and the 
elderly should also avoid 
outdoor physical exertion.

Reduce or reschedule strenuous 
activities outdoors, especially if you 
experience symptoms such as 
coughing and throat irritation.

*People with heart or breathing problems are at greater risk. 

Health Canada: Airhealth.ca

Air Quality Health Index  
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Pharmacotherapy in COPD

• Short-acting Bronchodilators:
✓ Short-Acting Beta2-agonists (SABA)
✓ Short-Acting Muscarinic Antagonists (SAMA)

• Long-acting Bronchodilators:
✓ Long-Acting Muscarinic Antagonists (LAMA)
✓ Long-Acting Beta2-Agonists (LABA)

• LABA/LAMA Combination

• ICS/LABA Combination (Inhaled Corticosteroids) 

• ICS/LABA/LAMA (Triple therapy)

• Oral Theophyllines

• Phosphodiesterase-4 Inhibitor (roflumilast)

• Oral Corticosteroids (OCS)

• Macrolide (azithromycin)

• Mucolytic (N-acetylcysteine)

Before Escalating Pharmacotherapy, Remember:

Always assess for:

• COPD comorbidities (is change in symptoms related to COPD?)

• Triggers/Exposures of relevance

• History of exacerbations (>2 AEs over 2 years) 

• Patient’s compliance with therapy 

• Poor inhaler technique can lead to ineffective drug delivery

• Inhaler device videos: youtube or https://lunghealth.ca/lung-disease/a-to-
z/asthma/how-to-use-an-inhaler/

• The inhaler device choice will depend on:

 Patient’s ability (hand strength, cognition, eye sight, hearing) 
 Patient’s Age and Preference
 Multiple devices
 Peak Inspiratory Flow
 Access and Cost

© 2020 GOLD

Comprehensive Management of COPD – CTS 2019 Update

Bourbeau J et al. CTS position statement:  Pharmacotherapy in patients with COPD - An update. Canadian 
Journal of Respiratory, Critical Care, and Sleep Medicine 1(4): 222-241; Oct 2019; Figure 1 © 2020 Canadian Thoracic Society.  All rights reserved.

Canadian Thoracic Society Clinical Practice Guideline on
Pharmacotherapy in patients with COPD – 2019 Update of 
Evidence

Jean Bourbeau*, Mohit Bhutani*,  Paul Hernandez*, Shawn D. Aaron, Meyer Balter, 
Marie-France Beauchesne, Anthony D’Urzo, Roger Goldstein, Alan Kaplan, François 
Maltais, Don D. Sin, & Darcy D. Marciniuk*

Canadian Guidelines
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© 2020 Canadian Thoracic Society.  All rights reserved.

Figure 2 – COPD Pharmacotherapy

Bourbeau, J., et al, Canadian Thoracic Society Clinical Practice Guideline on pharmacotherapy in patients with COPD – 2019 update 
of evidence, CJRCCSM, 3.4, 210-232

Data behind these 
recommendations

LAMA/LABA dual therapy

TONADO study

Buhl R. Eur Respir J. 2015;45(4):969-979.

FLAME trial: LABA/LAMA vs ICS/LABA
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RR (95% CI) 
0.89 (0.83, 0.96), P=0.003

1.0

0

11% reduction

IND/GLY 110/50 μg q.d. (N=1518)
SFC 50/500 μg b.i.d. (N=1544)

5.0

Patient population: moderate-to-very-severe COPD (FEV1 ≥ 25 and ≤ 60% predicted and history of > 1 AECOPD in previous year

Wedzicha et al N Eng J Med, 2015

IND/GLY showed superiority in reducing AECOPD versus SFC

IND = Indacaterol; GLY = Glycopyrronium; SFC = Salmeterol/Fluticasone; 
q.d. = once daily
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IMPACT study, Inhaled Triple Therapy and AECOPD

Lipson DA. N Engl J Med. 2018;378(18):1671-1680.

Released June 24, 2020!

ETHOS trial

Patients:
Eligible patients :
40 to 80 years of age 
CAT > 10
>2 inhaled maintenance therapies 
postbronchodilator ratio less than 0.7, 
a postbronchodilator FEV1 of 25 to 65% 
a smoking history of at least 10 pack-years
a documented Exacerbation  history
-of at least one moderate or severe COPD exacerbation (if FEV1  <50%) 
Or
-at least two moderate or at least one severe COPD exacerbation (if
• FEV1 ≥50% )
NO Active Asthma in last ten years

29 30
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Rate of moderate to severe exacerbations

and Blood Eosinophil Count

Patient-Rated Inhaler Satisfaction 
Correlates With Compliance

Chrystyn H, et al. Respir Med 2014;108:358
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Patient satisfaction with inhalerNot at all
satisfied

Very
satisfied

Not at all
compliant

Fully
compliant Adjusted R2 = 0.087

p ˂ 0.001
N = 954

1 2 3 4 5 6 7

2

3

4

5

New inhaler devices

Device Drug(s) Brand 
name

Comments

Breezhaler
(DPI)

Indacaterol Onbrez
• High inspiratory flow needed
• Rattling/whirring if inhaled correctly
• Multi-step set-up
• Must place capsules in correct 

compartment

Glycopyrronium Seebri

Glycopyrronium
+ Indacaterol Ultibro

Ellipta
(DPI)

Umeclidinium Incruse • Simple to use
• Require sharp forceful inhalation for 

full dose 
• Dose counter, large print
• No way to identify if proper inspiratory 

effort achieved
• Hold horizontally to prevent loss of 

dose

Vilanterol + 
Fluticasone

furoate
Breo

Umeclidinium g
+ Vilanterol Anoro

33 34

35 36
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New inhaler devices (contd.)

Device Drug(s) Brand name Comments

Genuair
(DPI)

Aclidinium mcg Tudorza • Simple to use
• Provides visual and audible feedback 

when taken correctly
• Deep forceful inspiratory flow 

required
• Hold horizontally to prevent loss of 

dose

Aclidinium
+ Formoterol

Duaklir

Respimat
(SMI)

Tiotropium Spiriva • Uses spring to deliver soft mist
• Delivery independent of respiratory 

flow
• Requires slow,  deep breath and 

holding of breath
• Cartridge loading and priming 

required for each new device
• Requires reasonable strength to load 

dose
• Dose counter
• Loading base locks to signal empty

Tiotropium +
Olodaterol

Inspoilto
Respimat

Ipratropium +
Salbutamol

Combivent

3
8

Peak inspiratory flow rate

≥ 60 L/min30 to < 60 L/min< 30 L/min

Generally considered 
to be optimal3

Generally considered 
to be suboptimal3

PIFR (L/min), which can be measured through an inhaler of specific airflow 
resistance, is the maximal airflow generated during an inspiratory cycle1

• Optimal/suboptimal/minimal PIFRs may vary depending on the inhaler1,2

• There is no defined PIFR that is considered optimal for all inhalers2

PIFR, peak inspiratory flow rate
1. Ghosh S, et al. J Aerosol Med Pulm Drug Deliv. 2017;30:381-387; 2. Dhand R. Respir Care. 2017;62:978-996; 3. Mahler DA. Ann Am Thorac Soc. 2017;14:1103-1107

PIFR range3

39

Suboptimal PIFR correlated with increased rates of 
COPD re-admission within 90 days
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Patients with 
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(n = 64)

A separate study with different parameters that prospectively evaluated COPD re-admissions did not identify a difference in re-admission rates between patients with 
suboptimal PIFR and optimal PIFR;2,‡ further studies are needed to understand the relationship between suboptimal PIFR and clinical outcomes

Correlation between inhaler choice and clinical outcomes has not been establishedCorrelation between inhaler choice and clinical outcomes has not been established

In a retrospective study of patients admitted for COPD exacerbations, 
PIFR ≤ 60 L/min was the only significant variable correlating with re-admission due to COPD1,*,†

*A retrospective chart review of patients hospitalized and enrolled in a hospital-wide AECOPD care plan (airflow obstruction FEV1/FVC < 0.7; age ≥ 40 years); the study was limited by the 
dataset, which was obtained from a single hospital system; PIFR measurement was performed using an In-Check Dial® set at no resistance
†Study variables were age, sex, race, height, body mass index, length of stay, Charlson Comorbidity Index, PIFR, COPD Assessment Test score, modified Medical Research Council grade; left 
ventricular ejection fraction, forced expiratory volume in 1 second % predicted, forced vital capacity, and inspiratory capacity
‡36 of 64 patients with suboptimal PIFR were re-admitted within 65.5 days; 33 of 59 patients with optimal PIFR were re-admitted within 101 days
Suboptimal PIFR < 60 L/min; optimal PIFR ≥ 60 L/min
AECOPD, acute exacerbation of COPD; COPD, chronic obstructive pulmonary disease; FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity;
PIFR, peak inspiratory flow rate
1. Loh CH, et al. Ann Am Thorac Soc. 2017;14:1305-1311; 2. Sharma G, et al. Chronic Obstr Pulm Dis. 2017;4:217-224

Suboptimal PIFR is associated with hospital re-admissions

40

Some factors that may influence PIFR

Age1-4

Older age negatively correlates with PIFR, 
independent of COPD severity1,2

Severity1,8

Suboptimal PIFR (≤ 60 L/min) was observed 
across the spectrum of disease severity in a 
retrospective analysis of inpatients admitted for 
COPD exacerbations1

Respiratory muscle strength10

Insufficient inspiratory muscle strength may be associated 
with suboptimal PIFR. In patients with advanced COPD, 
respiratory muscle strength may be compromised because 
of hypoxemia and muscle wasting10

Sex5-7

Women have a significantly lower PIFR than men, 
and sex is an independent determinant of PIFR6

Exacerbations9

PIFR decreases during exacerbations. 
PIFR measured on the day of admission was 

significantly lower compared with the PIFR 
6 weeks after discharge9

Lung hyperinflation5,10

As a result of lung hyperinflation, the vertical muscles of 
the diaphragm are shortened, which reduces the strength, 
and there is an added elastic load that must be overcome 

during inspiration5,10

COPD, chronic obstructive pulmonary disease; PIFR, peak inspiratory flow rate
1. Loh CH, et al. Ann Am Thorac Soc. 2017;14:1305-1311; 2. Jarvis S, et al. Age Ageing. 2007;36:213-218; 3. Janssens W, et al. Eur Respir J. 2008;31:78-83; 4. 
Nsour WM, et al. Respir Med. 2001;95:965-968; 5. Mahler DA, et al. J Aerosol Med Pulm Drug Deliv. 2013;26:174-179; 6. Malmberg LP, et al. Int J Chron Obstruct 
Pulmon Dis. 2010;5:257-262; 7. Sharma G, et al. Chronic Obstr Pulm Dis. 2017;4:217-224; 8. Prime D, et al. J Aerosol Med Pulm Drug Deliv. 2015;28:486-497; 
9. Broeders ME, et al. Respir Med. 2004;98:1173-1179; 10. Mahler DA. Ann Am Thorac Soc. 2017;14:1103-1107
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AECOPD = Lung Attacks 

• AECOPD is an acute worsening of respiratory symptoms that results 
in an additional therapy

• Lead to reduced quality of life, accelerated decline in lung function, 
increased health utilization and resources

• Hospitalization for a COPD exacerbation is associated with poor 
prognosis and increased risk of death

• “Exacerbations are to COPD what myocardial infarctions are to 
coronary artery disease: they are acute, trajectory changing and often 
deadly manifestations of a chronic disease.”1

• Mortality related to AECOPD is similar to MI (the risk of dying is 
similar within the first year)2

1. J. Bourbeau et al. CTS position statement Can Jour of Respir, Critical Care, 
and Sleep Medicine 2017

2. © 2020 GOLD 1. Health Indicators  2008.  Canadian Institute of Health Information.  Page 21.

Diabetes

# 
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1 repeat 
hospitalization

Single hospitalization

COPD
Angina

Heart 
Failure

Asthma

AECOPD - #1 Cause for Hospital Admissions 
Among Chronic Illness in Canada

Diabetes

2 or more repeat 
hospitalizations

ECLIPSE Cohort Study: The single best predictor of an exacerbation in the 
first year was a previous treated exacerbation in the year before study

Exacerbation rate    0.85                        1.34                           2

Hurst JR, et al. N Engl J Med. 2010 Sept 16;363(12):1128-38.

FEV1 50%-
80%

FEV1 30%-50% FEV1 < 30%

(≥ 2)

ECLIPSE: Lung function & frequency of AE Higher mortality with more frequent/severe AECOPD*

Soler-Cataluña JJ. Thorax 2005;60:925
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• FEV1 by itself is a poor predictor of exacerbations or mortality

• The best predictor of frequent AE is a history of previous AECOPD

Assessment of AECOPD Frequency

Bourbeau J et al CTS Clinical Practice Guideline on Pharmacotherapy in Patients with 
COPD 2019 Update; Can J of Respiratory, Critical Care, and Sleep Medicine Oct 2019

Low Risk of AECOPD: 
• <1 moderate 

exacerbation in the 
last year 

• (An event requiring 
antibiotic and/or 
steroids), no hospital 
admission/no ED visit;

High Risk of 
AECOPD: 
• >2 moderate or> 1 

severe exacerbation 
in the last year

• Severe 
exacerbation an 
event requiring 
hospitalization or 
ED visit

Pharmacologic management of AECOPD

• Oral steroids 40 mg po daily x 5 days

• Antibiotics based on risk of resistance

• If more dyspnea, increased sputum and coloured sputum

• Assess oxygenation

• Assess comorbidities

• Watch out for cytokine induced cardiac issues

• Mucus hypersecretion: Aerobika etc (more coming on this)

COPD Management Plan

45 46
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Non-pharmacologic management

Education, self management, 

rehabilitation

Written action plan; physical activity

Treatment of hypoxemia
Long term oxygen if resting hypoxemia

Pulmonary rehabilitation for patients 
with symptoms and risk for 
exacerbations

Vaccination
Influenza, pneumococcal

Nutrition
Supplementation if malnourished

Intervention bronchoscopy, surgery -
For selected patients

Intervention bronchoscopy, surgery
End-of-life and palliative care

Pulmonary Rehabilitation: 
Indications

Comorbidities

• Common comorbidities in COPD patients

– CVD: HF, CAD, PAD, arrhythmias, peripheral vascular 
disease, hypertension

– Osteoporosis

– Anxiety, depression

– Metabolic syndrome, diabetes

– GERD 

– Bronchiectasis, lung cancer

– Obstructive sleep apnea 

– Lung cancer

• Comorbidities should not alter COPD treatment

• Ensure simplicity of treatment, minimize polypharmacy

1. GOLD 2019 Report.  https://goldcopd.org   2. Cavaillès A. Eur Respir Rev. 2013;22(130):454-475. 

What is Refractory Dyspnea?

• Affects up to 50% of patients with advanced COPD

• Profoundly Impacts QoL for patients with advanced COPD 

• “…COPD patients at the end of life experience more 
dyspnea than lung cancer patients and, yet, are often 
prescribed less medication and have less access to 
comprehensive care than patients dying from lung cancer.” 

49 50
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Strategies to Relieve Dyspnea in Advanced  COPD

Medications: 
opioids, 

sedatives, 
anxiolytics

Use of positions 
to relieve 
dyspnea

Use of palliative 
sedation

Management of 
co-morbidities

Management of 
symptoms

End of Life
Care

Magnitude
of 
Dyspnea  

V

Exclude
Contributing

Causes

Regular Follow-up

And Reassessment

Initiate & Optimize Pharmacologic Therapies:
SABD, LAAC, ICS/LABA, PDE4 Inhibitors, Theophylline, O2 in Hypoxemic Patients

Comprehensive Approach to 
Management of Refractory Dyspnea 

in Advanced COPD

Initiate & Optimize Non-Pharmacologic Therapies:
Exercise, Pursed-Lip Breathing, Walking Aids, Chest Wall Vibration, NMES

Initiate & Optimize Opioid Therapies:
Short- and Long-Acting Agents 

Marciniuk D, Goodridge D, Hernandez P, et al. Can Resp J 2011; 18:69-78.

Pursed Lip Breathing can be an effective strategy for relief 
of dyspnea for patients with advanced COPD

Pursed Lip Breathing

D. Marciniuk et al. Managing dyspnea in patients with advanced COPD: A CTS clinical practice guideline CRJ 18-2; 
March/April 2011 & Breathworks Breathlessness Factsheet The Lung Association - Ontario

Airway Clearance Techniques

May be considered in COPD patients with secretion retention: 
• to decrease obstruction in the airways

• to improve ventilation

• to promote effective breathing pattern 

What techniques are available?
 Postural drainage

 Vibration, percussion and other manual techniques

 Forced Expiratory Technique

 Active Cycle of Breathing 

 Mechanical devices (Aerobika, Acapella)

 Positive Expiratory Pressure (PEP) therapy

 Oscillating Positive Expiratory Pressure (OPEP)

 High Frequency Chest Wall Oscillation

53 54
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Validated by MRI: Shown to improve ventilation

Reference: Svenningsen et al. COPD. 2016;13(1):66-74. MRI=magnetic resonance imaging; 3He = hyperpolarized 
Helium-3.

Teal colour and 
intensity show 
areas with gas 
distribution. 
Yellow circles 
represent 
areas of 
greatest 
change after 
3-4 weeks of 
Aerobika* 
device use.

58

Validated by real world evidence:
Clinically proven to reduce exacerbations

• The Aerobika* device demonstrated a significant reduction over usual care in the 
percentage of patients with a moderate-to-severe exacerbation at 30 days

Reference: Suggett J, ERS 2016 .

in 
exacerbation

s

Equates 
to

= 14
The Aerobika* device

can help prevent

1 exacerbation
for every

14 patients treated

Click to edit Master title style
Even easier?

Regular, low-dose, oral sustained-release morphine (10 MG BID TITRATED TO 
TID PRN) for 4 weeks improved disease-specific health status in patients with 
COPD without affecting PaCO2 or causing serious adverse effects. The worst 
breathlessness improved in participants with mMRC grades 3 to 4
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Potential Goals of Care

• Cure of disease
• Avoidance of premature death
• Maintenance or improvement of function
• Prolongation of life
• Relief of suffering
• Optimized Quality of Life
• Maintenance of control
• A good death
• Support for families and loved ones

Be prepared to discuss:
Prognosis
Patient’s values
Risks and expected outcomes of treatment

Stone, MJ. Goals of care at the end of life. BUMC Proceedings 2001; 14: 134-137

Difficulties of prognosis

”The variable and prolonged course of COPD patients makes 
prognostication difficult for both physicians, patients and their
caregivers and makes addressing end-of-life goals difficult. A 
natural history of COPD is heterogeneous”

Casanova C et al. Am J Respir Crit Care Med. 2011

Advanced Care Planning:

• Address worsening symptoms (dyspnea) and decline in 
health status:

Nutritional support
Psychosocial: Depression/Anxiety
 Insomnia/Fatigue
 Advanced Directive
 Need for palliative and hospice care

© 2017 Global Initiative for Chronic Obstructive Lung Disease

Advanced Care Planning

• Discussions regarding advanced care planning should 
be initiated with the patient/family and health care 
team as early as possible

http://speakupontario.ca/
http://www.advancecareplanning.ca
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Goals of Care and Individualized 

Care Planning

Quality Statement #3: “People with COPD discuss their 
goals of care with their future SDM, their primary care 
provider, and other members of their interprofessional
care team.  These discussions inform individualized care 
planning, which is reviewed and updated regularly.”

Quality Statement #13: People 
with COPD and their caregivers 
are offered palliative care 
support to meet their needs.

Health Quality Ontario: COPD Quality Standards Report 2018

End of Life Care in COPD

HCPs should be encouraged to identify patients with COPD 
for whom end-of-life care discussions are especially important:

• FEV1 < 30% predicted

• Oxygen dependence

• One or more hospital admissions in the 
previous year for an AECOPD

• Left heart failure or other comorbidities

• Weight loss or cachexia

• Decreased functional status

• Increasing dependence on others

• Age > 70yrs

Curtis, J.R., Palliative and end-of-life care for patients with severe COPD. Eur Respir J 2008:32:796-803

End of Life Care Discussion
Management of psychological distress 

and suffering

68

• Psychological distress is common in patients with advanced respiratory 
diseases. 

• At higher risk for depression, anxiety, and panic attacks. 

• Treatment approaches include counseling with or without 
pharmacotherapy. 

• End-of-life preferences should be reevaluated after the patient has 
had sufficient time to respond to treatment for depression.

Lanken PN, et al. Am J Respir Crit Care Med 2008;177:912-27. 

Symptom management in (advanced) IPF and COPD
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Management of psychological distress 
and suffering (cont’d)

69

• Agitated delirium may occur when death is imminent or during 
hospitalization in ICU settings.

• Manage with haloperidol when rapid relief is important.

• Combination therapy (e.g., oral haloperidol or a second-generation 
neuroleptic agent with a benzodiazepine) may be needed for long-
term therapy for patients with prolonged agitation.

• Minimize environmental stimuli, such as excessive noise, day-night 
reversal, and disorientation.

– Earplugs, eye covers, decreasing the volume of alarms, elimination of overhead 
paging, frequent orienting cues, easy access to family, personal music choices 
through headphones, and low lights at night.

Lanken PN, et al. Am J Respir Crit Care Med 2008;177:912-27. 

Symptom management in (advanced) IPF and COPD

Withdrawal of mechanical ventilation

• Terminal extubation (removal of the endotracheal tube) and 
terminal weaning (gradual reduction of inspired oxygen 
concentration and/or mandatory ventilator rate). 

• Regularly assess for signs of dyspnea and pain after removal from 
assisted breathing.

• Continue to titrate opioids and benzodiazepines to control 
discomfort. 

• Antibiotics and other life-prolonging treatments, particularly 
intravenous fluids that can cause respiratory congestion and 
gurgling, are usually discontinued before ventilator withdrawal.

Lanken PN, et al. Am J Respir Crit Care Med 2008;177:912-27. Symptom management in (advanced) IPF and COPD

The death rattle and agonal breathing

• Approximately 1/4 of dying patients have noisy breathing, termed 
“the death rattle”, which may disturb the family

• Terminal weaning helps avoid noisy breathing due 
to airway secretions 

• If a death rattle results from bronchial secretions, 
elimination of IV fluids and treatment with anticholinergic agents 
may be effective 

• Noisy breathing due to intrinsic lung pathology usually 
resists therapy

Lanken PN, et al. Am J Respir Crit Care Med 2008;177:912-27. Symptom management in (advanced) IPF and COPD

The death rattle and agonal breathing (cont’d))

• In the minutes before death, patients may exhibit “agonal 
breathing”, which is slow, irregular and noisy breathing that mimics 
grunting, hiccupping or gasping

• Families should be informed that agonal breathing is part 
of the dying process, not a sign of patient discomfort

• A death rattle and agonal breathing are not indications 
for increasing the dose of opioid administered 

Lanken PN, et al. Am J Respir Crit Care Med 2008;177:912-27. Symptom management in (advanced) IPF and COPD
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What about MAiD?
Key Messages

1© 2018 Global Initiative for Chronic Obstructive Lung Disease
O’Donnell, DE, et al. CTS recommendations for management of COPD - 2008 update –
highlights for primary care. Can Respir J Vol. 15 Suppl A Jan/Feb 2008

• In many patients, the disease trajectory in COPD is marked by 
a gradual decline in health status and increasing symptoms, 
punctuated by acute exacerbations that are associated with an 
increased risk of dying1

• Frequency and severity of exacerbations can be reduced2

• Respiratory symptoms can be assisted with bronchodilators

• Patients should be encouraged to ask about their disease, 
prognosis and possible circumstances of their death.2

• Health care providers need to learn necessary skills to conduct 
end of life discussions with their patients at increased risk of 
dying.2

ABCDE2 for COPD

• A for Airway clearance
• B for adequate Bronchodilation
• C for Corticosteroids when appropriate/Smoking 

Cessation
• D for Depression and Anxiety screening along with 

other comorbidities/Device technique
• E for Exacerbation prevention including vaccination
• E for Exercise to ensure PR done when appropriate

Provider Education Program Resources

LHF Healthcare 
Providers Website

www.resptrec.org

hcp.lunghealth.ca

Follow us on Twitter: 
@ONLung_pep

E-Modules: 
• Spirometry: A Clinical Primer
• Spirometry Interpretation
• Emergency Department Asthma Care 

Pathway 
• Asthma Action Plans (coming soon)
• Work Related Asthma (coming soon)

Workshops:
• Adult and Pediatric Asthma
• COPD vs. Asthma
• Preschool Asthma
• COPD 
• Spirometry Interpretation
• Asthma Action Plans
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www.fpagc.com
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How to Fill Out a COPD Management Plan

• Review history of previous exacerbations

• Encourage the patient to self monitor

• Give clear direction when to use an antibiotic

• Give clear direction when to use corticosteroid

• Ensure that action plan meds are available

• What to do if symptoms get worse, who to call, where 
to go

• Follow-up to review after exacerbation
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