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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
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What is COPD?

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.
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COPD in Ontario

COPD incidence, mortality and prevalence (2014-15 data)
RRORAR O
Tt ==
.
11.8% 8-8 per 1,000 adults 1 mn 25
Prevalence Incidence Mortality
Percentage of adult population Proportion of population newly Proportion of people with COPD

living with COPD in 2014/15 fwith COPD in2014/15 whodiedin the yeor 2014/15
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COPD will have direct healthcare system costs of approximately $10
billion by 2024, $2.3 billion more than in 2014!

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

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

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.
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HIGURE 1.1

Pathophysiology and Risk Factors ®ee

ETIOLOGY Risk Factors:
+ smoking and palkutants « Cigarette smoking
* Mot factors ;
* Environmental exposures
~ e.g.biomass fuels, air pollution,
St dusts/fumes, chemical agents
PATHO- . - i i ici
il Alpha-1 antitrypsin deficiency
+ npaied ang gromth (AATD)
* Atcelerated decine
+ tumg ojury « Older age
L ng Bstemic . .
Ui 2 « Severe childhood respiratory tract
~ infection (RTI)
N * Lower socioeconomic status
* Asthma, airway hyperreactivity
or abaormalitics. RS
+ Sy
y | . « Sisumic ehots .
© aRRow X PR 1. GOLD2019 Report. https://goldcopd.org/
= 2. Ferguson GT. Ann Am Thorac Soc.
peion))| ) sl 2006;3(2):176-179. 3. Barnes PJ. Breathe.
bzt ¥ Carorbicl) 2011;7(3):229-238. 4. Ichinose M. Allergology nt.
X = 2009:58(3):307-313. 5. Cazzola M. Breathe.
2014;10(2):110-120. 6. Bourbeau J. Can J Respir
5 Crit Care Sleep Med. 2017;1(4):222-241.

Biomass fuels
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FEV1 progression over time
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FIGURE 1.2
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AGE RANGE UNDER
OBSERVATION

+ TRY: Normal
TR2; Small lungs but no COPD

- TR3: Hormal inital FEV, with rapid decline leading to COPD

 TRa: Small lungs leading to COPD

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

Impact of

Patient utilization of healthcare resources in the
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delayed

diagnosis of

COPD
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years

preceding a diagnosis of COPD

0-5 years 6-10 years

(n=38,859) (n=22,286)
Lower

respiratory

consultation*

Lower

respiratory Rx

consultationt

RXx oral steroids

Rx antibiotics

Chest x-ray

Outpatient
consultation

Hospital
admission

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

11-15 years
(n=9351)
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Diagnosis made late...
Reasons underlying COPD underdiagnosis in

primary care

rriers to diagnosis of COPD in primal

Under-recognition of
symptoms leading to
delayed presentation

Time limitations

Failure to probe at-risk
patients about symptoms Care

and activity levels and )
lack of good case-finding providers

methods

Patients Poor awareness

of COPD

Lack of knowledge
regarding COPD risk
factors and appropriate
diagnostic testing

Limited spirometry
availability and expertise
to interpret
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Han MK, et al. Lancet Respir Med. 2016; 4(6):473-526.
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‘ Who might have COPD? - ee®

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

The Canadian Lung Health Test

Yes No
Do you cough regularly? Jz)
B Do you cough up phlegm regularly? O M
_3- Do even simple chores make you short of breath? JO

[N Do you wheeze when you exert yourself, or at night? o]
Do you get frequent colds that persist longer than
0]
Those of other people you know?
If you answered yes to any one of the above questions, talk to your doctor about
undertaking a simple breathing test called spirometry.
COPD symptoms are treatable. Talk to your doctor.

THE :t:u NG ASSOCIATION

http://www.starfht.ca/COPD_CLHT.pdf
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Criterion for COPD diagnosis
Spirometry

Spirometrically » Normal P Obstructive disease
confirmed

FVC =

diagnosis

Volume (L)
-
Volume (L)
A n e s

< Obstructive
Post- i
bronchodilator T 53 %5 = 38
FEV,/FVC < 0.7 Time (s) Time (s)

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

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

COPD Assessment Test

How is your COPD? Take the COPD Assessment Test™ (CAT) COPD Assessment Test
& » CAT is validated, short (8-
B item) and simple patient

campie ity (DXIDDDE) 1smaysa
[.-«-. (OIDCIIE)  tesshatimme

completed questionnaire.

* Reliable measure of the
impact of COPD on a patient’s
health status.

[:_'r_._;.-_-:_:;r.: OO0 S * Scoring range of 0-40.

-
E== ooocoo ::__.,]% *MCID > 2.
O

J
[E==— cocoan ===
sl cveece b

* Score < 10 = low impact of

[E:-?_: 0109000 5-'?-'-':';:'] COPD on health status.

(o= OOCC0O0 S

J * 2 questions relate to exercise
[»...-u-.u D) 1oy ]

limitation.

T —— Tom
P
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Assessing Disability in COPD
Modified MRC Dyspnea Scale
none
mMRC Grade 0 >  Breathless with strenuous exercise copD
Stage
mMRC Grade 1 >  Short of breath when hurrying on the
level or walking up a slight hil } Mild
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 Moderate
meters or after a few minutes on the
level
mMRC Grade 4>  Too breathless to leave the house or
breathless when dressing Severe

i’ @ lung health
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Management of Stable COPD

i’ lung health
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Goals of COPD Management
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Relieve
symptoms

Improve
exercise
tolerance

Smoking
cessation

Prevent Prevent
and treat disease
AECOPD

Improve health status

Reduce mortality

Prevent
and treat
co-
morbidities

progression

17
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Single Most Effective Intervention

» 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):

about+ttabits 100%,

v' Advise
of consequence
v' Assess

willingress to quit
e
withreessation plan
v Arrange

for follow up

Smoked
regularly
and
susceptible
to its effects

~_Stopped
Ny at6s
A

Death

75 Age (years)
'@ lung health

e o0 foundation Fletcher CM. BMJ 1960; 2:1662.

Air Quality Health Index

Air
Health  Quality
Risk Health
Index

Low Risk (1 -3

Health Messages

At Risk Population*

Enjoy your usual outdoor
activities.

General Population

Ideal air quality for outdoor
activities.

Moderate

Consider reducing or
rescheduling strenuous

No need to modify your usual
outdoor activities unless you

High Risk \|7 - 10

Risk 4-6 activities outdoors if you are experience symptoms such as
w coughing and throat irritation.
/ Reduce or reschedule sider reducing or rescheduling

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

strgnuous activities outdoors if you
eyperience symptoms such as
Coughing and throat irritation.

Very High |Above
Risk |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.

win' @ lung health
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*People with heart or breathing problems are at greater risk.

Health Canada: Airhealth.ca
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Pharmacotherapy in COPD Before Escalating Pharmacotherapy, Remember:

« Short-acting Bronchodilators: Always assess for:

v Short-Acting Beta,-agonists (SABA) .; « COPD comorbidities (is change in symptoms related to COPD?)

v Short-Acting Muscarinic Antagonists (SAMA) “ & )

. . « Triggers/Exposures of relevance

* Long-acting Bronchodilators: Hi f bati >0 AE 9

v Long-Acting Muscarinic Antagonists (LAMA) : |sfory o exacer atlon.s( s over 2 years)

v Long-Acting Beta,-Agonists (LABA) - « Patient’'s compliance with therapy
* LABA/LAMA Combination » Poor inhaler technique can lead to ineffective drug delivery

* ICS/LABA Combination (Inhaled Corticosteroids)

» ICS/LABA/LAMA (Triple therapy) il

. Oral Theophyllines « The inhlaler devi.c.e choice will depend on.:. .

- Phosphodiesterase-4 Inhibitor (roflumilast) v Pat!ent‘s ability (hand strength, cognition, eye sight
. . v' Patient’s Age and Preference

« Oral Corticosteroids (OCS) v Multiple devices

* Macrolide (azithromycin) v

Peak Inspiratory Flow
* Mucolytic (N-acetylcysteine) v" Access and Cost

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

sty ‘ lung health e heai ‘ lung health
s @ £0undation e ¢ foundation © 2020 GOLD
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Comprehensive Management of COPD — CTS 2019 Update Canadian Guidelines ==
COPD -~
(@) orspancs
Transplantation >
Oxygen £ NIV Canadian Journal of Respiratory, Critical Care, and Sleep
Medicine
Revue canadienne des soins respiratoires et critiques et de la médecine
[ Pulmonary Rehabilitation du sommell
‘ Inhaled Long-Acting Thelapies Co 1 issn: 2474-5332 (Pring) 2474 ine) Journal i
Self-M. Edu ion® + i
ESSIcion abd A L Nostyecs Vaccinsions + ShorActing Canadian Thoracic Society Clinical Practice Guideline on
Lung Function — g @ Pharmacotherapy in patients with COPD — 2019 Update of
e Evidence
Symptoms (CAT) === j>
Dyspnea (mMRC) < Jean Bourbeau*, Mohit Bhutani*, Paul Hernandez’, Shawn D. Aaron, Meyer Balter,
- D_I . Prever:lsTreat.?EcoPD Marie-France Beauchesne, Anthony D’Urzo, Roger Goldstein, Alan Kaplan, Frangois
arly Diagnosis sess for End of Life i i iniuk™
(Spirometry) + e S A i ik Maltais, Don D. Sin, & Darcy D. Marciniuk
Prevention
resin gl |
gl inahealth e crstin 1t COPD Anupdate anadin oSSt (O s,
Journal of Respiratory, Critical Care, nndS/eep Medicine 1(4): zzz 241; Oct 2019; Figure 1 ©2020 Canadian Thoracic Society. Al rights rserved. THORACOLOGIE sociery
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Figure 2 — COPD Pharmacotherapy COPD -
Lung Funclion (FEV:) Impaiment, 5
Mild Moderate and Severe
CAT <10, mMRC 1 e CAT 210, mMRC =2 i
Low Risk of High Risk of Data behlnd these
AECOPD? AECOPD? -
recommendations
SABD prn LAMA o LABA LAMA/LABA or ICS/LABA*
LAMA/LABA LAMA/LABA/ICS
LAMA
or
LABA LAMA/LABA/ICS Oral Therapies*
Respirology Referral .
o i’ @ lung health
g%:%%eg:: ‘:’: ?zi {{’Eg?g":?ifiw ty Cl Guideline on in patients with COPD — 2019 update mg‘;:ggfgiéé / ’ E:&Efc" suns | foun da tion
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LAMA/LABA dual therapy

TONADO study FLAME trial: LABA/LAMA vs ICS/LABA

IND/GLY showed superiority in reducing AECOPD versus SFC
Tio = tiotropium -4 Tio+Olo5/5pg -+ Tio+0lo2.5/5ug
Olo = olodaterol - TioSpg -~ Tio 2.5 g ® SFC 50/500 pg b.id. (N=1544)
A = Olo5ug _ B IND/GLY 110/50 pg q.d. (N=1518)
200 50
. 180 0.89 thg“gssaéflp):u 003
E 160 — ] '—l
2 140 4 g 4.0 ‘ 11% reduction
5 k-3
§ 120 4 & |
£ 100 4 s 30
h E
5 801 2
= 4 S T
& 60 g 20
g 40 :
20 4 s 10
0 : : . : v : — , <
0 50 100 150 200 250 300 350 400 1
0
Test day Patient population: moderate-to-very-severe COPD (FEV1 2 25 and < 60% predicted and history of > 1 AECOPD in previous year
IND = Indacaterol; GLY = Glycopyrronium; SFC = Salmeterol/Fluticasone;
| q.d. = once daily
Q:};‘,‘Sg‘ lung h ea.]th Buhl R. Eur Respir J. 2015;45(4):969-979. ;‘;a,f‘sq lung hea.lt h
" ¢ foundation e 0 foundation Wedzicha et al N Eng J Med, 2015
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IMPACT Study, Inhaled Triple Therapy and AECOPD
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100+
904 — UMEC-VI
504 - FF-VI

— FF-UMEC-VI
70+

Patients Who Had a Moderate
or Severe Exacerbation (%)

—T T T T T T T
0 28 56 84 112 140 168 196 224 252 280 308 336 364
Days since Randomization

No. at Risk
UMEC-VI 2070 1721 1516 1406 1301 1201 1123 1059 1001 971 917 884 851 642

FF-=VI 4134 3554 3133 2838 2620 2410 2250 2120 2004 1823 1823 1729 1671 1223
FF-UMEC-VI 4151 3758 3408 3186 2954 2752 2614 2457 2324 2216 2085 1988 1919 1419

m‘ Iung health
foundation

Lipson DA. N Engl J Med. 2018;378(18):1671-1680.
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Triple Inhaled Therapy at Two Glucocorticoid
Doses in Moderate-to-Very-Severe COPD

o). Martinez, M.D., Gary T. Ferguson, M.D.

ABSTRACT

“Triple fixed-dose regimens of an inhaled glucocorticoid, a long-acting muscarinic
antagonist (LAMA), and a long-acting B_-agonist (LABA) for chronic obstructive
‘pulmonary discase (COPD) have been studied at single dose levels of inhaled gluco-
corticoid, but studies at two dose levels are lacking.

In a 52week, phase 3, randomized trial to evaluate the efficacy and safety of triple

therapy at two dose levels of inhaled glucocorticoid in patients with moderate-to- £

very-severe COPD and at least one exacerbation in the past year, we assigned patients
in a 1:1:11 ratio to receive twice-daily inhaled doses of triple therapy (inhaled ghu-
cocortccd (320 g or 160 i of budesonidel 2 LAMA (18 g of glycopyrrolate)
and a LABA [9.6 g of formoterol]) or ane of two dual therapies (18 ug of g} o

Klaus F. Rabe, MD, PhD

From LungenCliic Grosshansdorf and
Chrstan Abrechs Uniersty Kel, Al

Foundton Horp ot Menchee

rolate plus 9.6 pig of formotero! or 320 g
Th ey el v st unovl s O et e S vec et
per year) of moderate or severe COPD exacerbations, as analyzed in the modified
intention-to-treat population with the use of on-treatment data

b
‘The modified intention-totreat population comprised 850 patients. The annual ~Goth

rates of moderate or severe exacerbations were 1.08 in the 320-ug-budesonide

triple-therapy group (2137 patients), 1.07 in the 160-pg-budesonide triple-therapy Cron

‘group (2121 patients), 1.42 in the glycopyrrolate~formoterol group (2120 patients)
and 1.24 in the budesonide-formoterol group (2131 patients). The rate was sig-
nificantly lower with 320-ug-budesonide triple therapy than with glycopyrrolate-
formoterol (245 lower: rate ratio, 0.76; 95% confidence interval [CI], 0.69 to 0.83;
20.001) or budesonide-formoterol (13t lower: rate ratio, 0.7 95% Cl, 079 to
0.95; P=0.003). Similarly, the rate was significantly lower with 160-yg-budesonide
triple therapy than with glycopyrrolate-formotero! (25% lower: rate ratio, 0.75;
95% Cl, 0.69 to 0.83; P<0.001) or budesonide~formoterol (14% lower: rate ratio,
0.86; 95% Cl, 0.79 to 0.95; P=0.002). The incidence of any adverse event was
similar across the treatment groups (range, 61.7 to 64.5%); the incidence of con-
firmed pneumonia ranged from 35 to 4.5% in the groups that included inhaled
glucocorticoid use and was 23% in the glycopyrrolate-formotero! group.

(©s),
It nperl ColegeLodon, Londos
both i thoUntod Kingior s

W)
ireca Duam NE B 7 Bt
AstraZeneca Morrstown, N} (ESR. S5
P Dark Astazancca, Gaiters.

o Germany, ortkfrabe@

A complet st of the ETHOS rial s
ugators i provided i the Supplemen.
tary Appendi,avaiabl st NEJM or.

T i was pubished on e 24
2020, 3t NEM.org.

DO 10056INEMea1916046
Coriet © 20 e ekl sy

ETHOS trial

Released June 24, 2020!

Patients:

30

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
* FEV1250% )

NO Active Asthma in last ten years

m‘ lung health
foundation

formoterol

—— Glycopyrrolate-

Budesonide-

formoterol

fed Intention-to-Treat Population

——— 320g-Budesonide —— 160-ug-Budesonide
triple therapy triple therapy
A Moderate or Severe COPD Exacerbation in the Modif
100
90
50|
L 704
g
3
A
g
3
B
[5]
No. at Risk
320 ug-Budesonide 2137 1989 1776 1651
triple therapy
160ug-Budesonide 221 19% 1767 1623
triple therapy
Glycopyrrolate- 2120 1849 1633 1466
formoterol
Budesonide- 231 1935 1721 1564
formoterol

Weeks since Randomization

1523 1402 1318 1241
1510 1426 1347 1259
1338 1251 1166 109
1410 1300 119 1119

1106
1108
988
989

9%

985

899

heauv‘ lung health
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20-15-Budk d g-Budesonid Glycopyrrol ) d
triple therapy triple therapy formoterol formoterol
B Death from Any Cause in the Intention-to-Treat Population
100
90
3
80+
E‘S;, 704 2
£ e
=
2 5o 1
]
2
= _—
E e
S 304
3 o 4 8
204
10|
L S Unm— 7 T 7
4 8 12 16 20 24 2
Weeks since Randomization
No. at Risk
320ug-Budesonide 2137 2134 2123 2113 2104 2094 2083 2071 2063 2053 2037 2024 2015 1984
triple therapy
160ug-Budesonide 2121 2119 2108 2102 2088 2077 2067 2059 2047 2036 2023 2010 2002 1989
triple therapy
Glycopyrrolate— 2120 2113 2100 2090 2071 2063 2053 2036 2023 2015 2002 1985 1979 1950
formoterol
Budesonide— 2131 2123 2106 2007 2088 2078 2066 2055 2044 2038 2029 2021 2009 1989
formoterol
I
i’ @ lung health
starts :
W o foundation
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Patient-Rated Inhaler Satisfaction
Correlates With Compliance
Fully o
compliant Adjusted R? = 0.087
p<0.001
N =954 i
]
7 8
3 )
; L
2|
Not at all
compliant 7]
T T T T T T 1
1 2 3 4 5 6 7
l;l;)ttisaf}eaclll Patient satisfaction with inhaler sa\t/ies;lyed
Chrystyn H, et al. Respir Med 2014;108:358
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Rate of moderate to severe exacerbations
and Blood Eosinophil Count

Ecsinophil distribution:
* ITR <100 colfmm’
* 68% 100-300 ceds/mm*
« 15% 2300 cols/mm’

0 X 15 300 350 400 50K ) 600 650
v Eosnophid Count (celis per mm)
i’ @ lung health
“J,,‘ foundation
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New inhaler devices - ee
Device Drug(s) Brand Comments
name
Breezhaler Indacaterol Onbrez
(DPI) . . * High inspiratory flow needed
Glycopyrronium Seebri * Rattling/whirring if inhaled correctly
* Multi-step set-up
Glycopyrronium . * Must place capsules in correct
it + Indacaterol Ultibro compartment
Ellipta Umeclidinium Incruse  * Simple to use
(bPI) + Require sharp forceful inhalation for
Vilanterol + full dose
Fluticasone Breo » Dose counter, large print
— furoate * No way to identify if proper inspiratory
- effort achieved
S * Hold horizontally to prevent loss of
Umeclidinium g
- Anoro dose
+ Vilanterol

36
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New inhaler devices (contd.) see

Device ug(s) Brand name Comments
Genuair  Aclidinium mcg  Tudorza « Simple to use
(DPI) — « Provides visual and audible feedback
/:cl|d|n|um Duaklir when taken correctly
o Formoterol « Deep forceful inspiratory flow

.__,. required

« Hold horizontally to prevent loss of
dose

Respimat Tiotropium Spiriva . Use_s spr_ing to deliver soft mi_st
(SMI) « Delivery independent of respiratory
flow
e Tiotropium + Inspoilto « Requires slow, deep breath and
A ‘L Olodaterol Respimat holding of breath
= « Cartridge loading and priming
required for each new device
— * Requires reasonable strength to load
ISP:QL?Z#Z} Combivent dose
* Dose counter
« Loading base locks to signal empty

ey :"
©q

—. Peak inspiratory flow rate

PIFR (L/min), which can be measured through an inhaler of specific airflow

PIFR range®
< 30 L/min 30 to < 60 L/min 260 L/min
Generally considered Generally considered
to be suboptimal® to be optimal®

0 o

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

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 COPD™"t

Suboptimal PIFR correlated with increased rates of Suboptimal PIFR correlated with fewer days

COPD re-admission within 90 days to all-cause re-admissions?
P=0.048 150 P=0.009
s 3 8w
0
2 25 101 days
g 25 9w 100
el ]
E¢4 2 SE 65.5 days.
33 b}
2 1 13.6 2% 50
o 8 =
2v 10 a
<]
5
© 0
Patients with optimal PIFR
Patients with Patients with optimal suboptimal PIFR (n=59)
suboptimal PIFR (n= PIFR (n = 59) (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 established

“Aretrospeciive chart review of patienis hospitalzed and enrolled i by the
i i PIFR i i
“Study . sex. race, height, . lengih ofstay, . PIFR, Test
ventrcuar efection fracton. forced expiatory volue in 1 second % precicted, forced vial capacity, and inspiatory Gapacity
ents with suboptimal PIFR it i optimal PIFR vithin 101 days

‘Subopimal PIFR < 60 Limin: optial PIFR > 60 Limin
Bothringer  AECOPD. i : t i disease; FEV,, i in 1 second; FVC, i i
Ingelhein  PIFR peak inspiratory fow rate 39
ngelbein 17 o et al Ann Am Thorac Soc. 2017 2. Sharma G, et al. :

Some factors that may influence PIFR

Agelt Sex57
Older age negatively correlates with PIFR, Women have a significantly lower PIFR than men,
independent of COPD severity'? and sex is an independent determinant of PIFR®

Exacerbations?

PIFR decreases during exacerbations.

PIFR measured on the day of admission was
significantly lower compared with the PIFR

6 weeks after discharge®

Severity'#

Suboptimal PIFR (< 80 Limin) was observed
across the spectrum of disease severity in
retrospective analysis of inpatients admitted for
(COPD exacerbations'

Respiratory muscle strength'? Lung hyperinflation®1°
Insufficient inspiratory muscle strength may be associatec As a result of lung hyperinflation, the vertical muscles of
with suboptimal PIFR. In patients with advanced COPD, the diaphragm are shortened, which reduces the strength,
respiratory muscle strength may be compromised because and there is an added elastic load that must be overcome
of hypoxemia and muscle wasting™ during inspiration> 0

PIFR, peak inspiratory flow rate
7;14:1305-1311; 2. Jarvis S, et al. Age Ageing. 2007;36:213-218; 3. Jar
: 5. Mahler DA, et al. J Aerosol Med Pulm Drug Deliv. 2013:26:174-179; 6. Malmberg LP, et al. Int J Chron Obstruct
ic i et al. J Acrosol Med Puim Drug Deliv. 201528486497 )

e, i 5 A , et al. Cf
ngelbein g Brooders ME, ot al. Respir Med. 2004:98:1173-1179; 10. Mahler DA. Anin Am Thorac Soc. 2017;14:103-1107

COPD, chronic obstructive pulmonary disease;
. Loh CH, et al. Ann Am Thorac Soc. 2017;

nssens W, et al. Eur Respir J. 2008,31:78-83; 4.
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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.”

* Mortality related to AECOPD is similar to Ml (the risk of dying is
similar within the first year)?

1. J. Bourbeau et al. CTS position statement Can Jour of Respir, Critical Care,
and Sleep Medicine 2017
2. ©2020GOLD

.’ 4 lung health
“mn = foundation
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AECOPD - #1 Cause for Hospital Admissions
Among Chronic lliness in Canada

Angina
-

Heart .

Failure
Diabetes

# of Patients

2 or more repeat
hospitalizations.

1 repeat
hospitalization

Single hospitalization

1. Health Indicators 2008. Canadian Institute of Health Information. Page 21.

ECLIPSE: Lung function & frequency of AE

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

[ Hospitalized for exacerbation [ Frequent exacerbations
inyrl 22)
50 47
4 1 !
4 1 33 13
§
5 2
5 20 18
R
10 F
0
GOLD 2 GOLD3 GOLD 4
(N=945) (N=900) (N=293)
FEV1 50%- FEV1 30%-50% FEV1 <30%
%
Exacerbation rate  0.85 1.34 2
m‘”“‘ lung health
starts f
W o foundation Hurst JR, et al. N EnglJ Med. 2010 Sept 16;363(12):1128-38.

Higher mortality with more frequent/severe AECOPD*

‘f;“ lung health

now

1.0
Group A

0.8+ Patients with no
AECOPD

Probability of surviving

0 10 20 30 40 50 &0
Time (months)

Even 1-2 severe COPD exacerbations are
associated with increased mortality

A i
P Dmﬂ Group B |
i B p<ooool  Patients with 1-2

AECOPD requiring

0.6+

044 p=0.069 hospital management
c

024

Group C
Patients with 23
AECOPD requiring
hospital management

*Defined as any i
sustained increase in i
symptomatology
compared with the
(group B) baseline situation

foundation

Soler-Catalufia JJ. Thorax 2005;60:925
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Assessment of AECOPD Frequency

« FEV, by itself is a poor predictor of exacerbations or mortality
« The best predictor of frequent AE is a history of previous AECOPD

Moderate and Severe Lung Function (FEV,) Impairment
N CAT 210, iMAC 22 _ Mild Moderate and Severe
CAT <10, mMRC 1 CAT 210, mMRC 22
Low Risk of High Risk of The symbol “/” refers to: combination products
AECOPD? AECOPD! (in the same device) and combination regimens
(in separate devices).
i . SABD prn LAMA ; LABA  [LAMA/LABA or ICSILABA®
Low Risk of AECOPD: High Risk of
exacerbation in the « >2 moderate or> 1 LAMA
last year . severe exacerbation g LAQEA LAMA/LABA/ICS Oral Therapies*
* (An event requiring in the last year Retpiology Refera
antibiotic and/or « Severe
steroids), no hospital exacerbation an

admission/no ED visit;  gyent requiring
hospitalization or
i7" 4 lung health ED visit

sute & foundation BourbeauJ 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

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)

win' @ lung health
“;‘,,‘ foundation
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COPD Management Plan

My support contacts are and
(Name & Pnane Number) {Name & Phons Number]

WSyt A

I have sputum. | My usual sputum colour is: Changes in my sputum, for at My symptoms are not better after taking my
— 0 lesst2days YesO No[ flare-up medicine for 48 hours.

1 feel shor of When | do this: More short of breath than usual forat | | am very short of breath, ; ﬁ.

breath. - lesst2cays YesO NoO | nmervous, confused andior

drowsy, and/or | have chest pain.

I use my daily puffers as directed. If1 checked Yes' fo one or both of the | will call my support contact and/or see
abave, | use my prescriptions for my doctor anid/or go 1o the nearest
COPD flare-ups. emergency depariment.

1f1 am on cygen, | use. Limin. | | use my daily pufers as usual. if 1 am = 3
iore short of breath than usil 1wl R “‘d
take ___puffs of uptoa
maximum of ___times per day.
1 use my breatning and refaxation Important information: | wil tell my doctor,
methods as taught to me. | pace myseff  respiratory educator, or case manager
to save energy. within 2 days if | had ta use any of my

= flare-up prescriptions. | will also make

I} oot o e, Lisil i condl. follow-up appointments to review my

from __ U/minto ___ L/min. COPD Action Plan twice a year.

CANADIAN ;
THORACIC BEREATHE il . -
SOCIETY the nng asescintion T e oSty 7% o e oS o

T ey ]
My COPD Action Plan Date Ilﬂ Guidelines COPD

Patient's Copy (Patient’'s Name)

This is to tell me how | will take care of myself when | have a COPD flare-up.

My goals are

My support contacts are and
(Name & Phone Number) (Name & Phone Number)

These prescriptions may be refilled two times each, as needed, for 1 year, to treat COPD flare-ups. Pharmacists may fax the doctor's office
once any part of this prescription has been filled.

Patient’s Name Patient Identifier (e.g. DOB, PHN)

1. (A) If the colour of your sputum CHANGES, start antibiotic Dose: pills:
How often for #days:

(B) If the first antibiotic was taken for a flare-up in the last 3 months, use this different antibiotic instead:

Start antibiotic Dose: #pills:
Howoften _ for#days:

2. Ifyou are MORE short of breath than usual, start prednisone Dose: #pills:
How often:

Once | start any of these medicines, I will tell my doctor, respiratory educator, or case manager within 2 days.

Doctor’s Name Doctor’s Fax Doctor’s Signature
License Date
CANADIAN Produced in collaboration with the COPD & Asthma Network of Alberta (CANA)
THORACIC BREATHE The Ganadian T
SOCIETY the lung association Living well with COPD and the Family Physician Airways Group of Canads.  PART 2 OF 2.
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Non-pharmacologic management

Education, self management,
Treatment of hypoxemia

rehabilitation
Long term oxygen if resting hypoxemia

Written action plan; physical activity

Pulmonary rehabilitation for patients )
Intervention bronchoscopy, surgery -

ith symptoms and risk for
with symp ! For selected patients

exacerbations

Vaccination Intervention bronchoscopy, surgery
Influenza, pneumococcal End-of-life and palliative care

Nutrition

Supplementation if malnourished

i’ @ lung health
e o foundation

Pulmonary Rehabilitation:
Indications

chronic Obstructive Pulmonary Disease

Care in the Community for Adults

ay2018

QUALITY STATEMENT 9:
Pulmonary Rehabilitation
People with moderate to severe, stable COPD are referred to a pulmonary rehabilitation progral

QUALITY STATEMENT 10:

Long-Term Oxygen Therapy

People with stable COPD who have clinical indications of hypoxemiareceive an assessment for
and., if needed, treatmentwith long-term oxygentherapy

QUALITY STATEMENT 11

Management of Acute Exacerbations of COPD

People with COPD have access to their primary care provider or a health care professionalin their
care team within 24 hours of the onset of an acute exacerbation

QUALITY STATEMENT 12;
Follow-Up After italization foran Acute ion of COPD

People with COPD who have been hospitalized for an acute exacerbation have an in-person
follow-up assessment with a health care professional with expertise in COPD within 7 days after
discharge

ITY STATEMENT 13:
Pulmonary Rehabilitation After H foran Acute Exacerbation of COPD
People who have been admitted to hospital for an acute exacerbation of COPD are considered for
ulmenary rehabilitation atthe time of discharge. Those who are referred to a pulmonary
Hitation program start the program within 1 month of hospital discharge.

49
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Comorbidities

» Common comorbidities in COPD patients

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

— Osteoporosis TORCH Causes of
death
- Anxiety, depression
27%
- Metabolic syndrome, diabetes ~—
- GERD
35% 7%
- Bronchiectasis, lung cancer \
— Obstructive sleep apnea e e
Unknown
- Lung cancer O —

» Comorbidities should not alter COPD treatment
+ Ensure simplicity of treatment, minimize polypharmacy

i’ @ lung health
e

" = foundation
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What is Refractory Dyspnea?

SPECIAL ARTICLE

Managing dyspnea in patients with advanced chronic
obstructive pulmonary disease: A Canadian Thoracic Society
clinical practice guideline
Darcy D Marciniuk MD FRCPC FCCP'*, Donna Coodridge RN PhD', Paul Hernandez MDCM FRCPCZ*
Graeme Rocker MHSc DM FRCPC FCCP?, Meyer Balter MD FRCPC FICCP#*, Pat Bailey RN PhD*,

Cordon Ford MD FRCPC®*, jean Bourbeau MD MS, FRCPCE*, Denis E O'Donnell MD FRCPI FRCPC™
Francois Maltais MD FRCPCE*, Richard A Mularski MD MSHS MCR FCCP®, Anble\‘. ) Cave MB ChB FCFP'OT,
Irvin Mayers MD FRCPC'®", Vicki Kennedy RN BN CRE'’, Thomas K Oliver BA'>'?, Candice Brown MSc CEP'*;
Canadiian Thoracic Society COPD Committee Dyspnea Expert Working Group

+ 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.”

i’ @ lung health
v = foundation
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Strategies to Relieve Dyspnea in Advanced COPD

Medications:
opioids,
sedatives,

anxiolytics

Management of Use of palliative

co-morbidities sedation

'@ lung health
“mn = foundation
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Pursed Lip Breathing

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

Pursed-lip Breathing

V- F- F- ¢

The Anxiety-Breathisssness Cycle

\ e

& &

STEP ONE: With your STEP TWO: Purse your STEP THREE: Keeping

mouth closed, mouth as if you're your lips pursed, slowly
breathe in a normal whistling or making a blow the air out through ~corp
amount of air candle flame flicker your mouth. Do not strain - =
through your nose. gently. yourself to force the air

out.

'@ lung health
sute & foundation D. Marciniuket al. i in patie i "OPD: A CTS clinical practice guideline CRJ 18-2;
March/April 2011 & Breathworks Breathlessness Factsheet The Lung Association - Ontario

2020-10-22

Comprehensive Approach to
~ Management of Refractory Dyspnea
in Advanced COPD

[

Initiate & Optimize Non-Phar p
Exercise, Pursed-Lip Breathing, Walking Aids, Chest Wall Vibration, NMES

Initiate & Optimize Phar logic Therap
SABD, LAAC, ICS/LABA, PDE, Inhibitors, Theophylline, O, in Hypoxemic Patients

Magnitude

of e e
Dyspnea A A

Regular Follow-up End ;f Life

Contributing And Reassessment Care
Causes
i’ @ lung health B )
wns @ foundation Marciniuk D, Goodridge D, Hernandez P, et al. Can Resp J 2011; 18:69-78.
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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 Avmh\KAX"’

win' @ lung health /
v = foundation
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Validated by MRI: Shown to improve ventilation

Before
Baseline care

After

Baseline care plus Aerobika'device

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

2020-10-22

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

2 8% Equates

reduction 0

exacerbation
s

ININIT

=14
—

The Aerobika* device
can help prevent

1 exacerbation
for every

Aerobika*
device use.

i’ @ lung health
e

" = foundation

Reference: Svenningsen et al. COPD. 2016;13(1):66-74. MRI=magnetic resonance imaging; *He = hyperpolarized
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II'\'- Canadian Respiratory —_—

4 Guidelines COPD

Suggested Protocol for Managing Dyspnea with
Opioids in Advanced COPD

* Initiate opioid therapy with oral immediate release morphine syrup — titrate slowly
at weekly intervals over a 4 to 6 week period.

* Start therapy with morphine 0.5 mg orally twice daily for 2 days, and then increase
to 0.5 mg orally every 4 hours while awake for remainder of week 1.

* |If tolerated and indicated, increase to morphine 1.0 mg orally every 4 h while awake
in week 2, increasing by 1.0 mg/week or 25% dosage increments/week until the
lowest effective dose that appropriately relieves dyspnea is achieved.

* Once a stable dosage is achieved (i.e., no significant dose change for 2 weeks and
dyspnea controlled), a sustained-release preparation at a comparable daily dose
could be considered for substitution.

* If patients experience significant opioid-related side effects such as nausea or
confusion, substitution of an equipotent dose of oral hydromorphine could be
considered (1 mg hydromorphine = 5 mg morphine).

* Stool softeners and laxatives should be routinely offered to prevent opioid-
associated constipation,

CANADIAN =f= THORACIC SOCIETY
SOCIETE CANADIENNE DE THORACOLOGIE]
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14 patients treated

SLfreee

win' @ lung health pr——— et

starts

* foundation crm————

Jggett), ERS 2016

Even easier?

Original Investigation [ONLINE FiRST|
August 17, 2020

Effect of Sustained-Release Morphine for
Refractory Breathlessness in Chronic Obstructive
Pulmonary Disease on Health Status

A Randomized Clinical Trial

Cornelia A. Verberkt, MSc!; Marieke H. J. van den Beuken-van Everdingen, MD, PhDZ; Jos M. G. A. Schols, MD, PhD!3; et al
» Author Affiliations

JAMA Intern Med. Published online August 17, 2020. doi:10.1001/jamainternmed.2020.3134

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 Paco, or causing serious adverse effects. The worst
breathlessness improved in participants with mMMRC grades 3 to 4

i’ @ lung health
ol

o = foundation
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Potential Goals of Care

 Cure of disease

Remember that goals of care may

change as COPD disease

trajectory is unpredictable!

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

‘ lung health
foundation

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”

Palliative
Care
z * \
3 Curative-Restorative * K &
= ~ [
S / |
g fo YN
2 / Hospice
g > | —
Onset of Time | Death
Dlsea:;e Symptoms . Bereavement

nw‘ lung health

foundation 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

Table 3.9. Palliative care, end of life and hospice care in COPD
Opiates, neuromuscular electrical stimulation (NMES), oxygen and fans blowing air onto the face can relieve breathlessness
(Evidence C).
In malnourished patients, nutritional supplementation may improve respiratory muscle strength and overall health status
(Evidence B).
Fatigue can be improved by self-management education, pulmonary rehabilitation, nutritional support and mind-body
interventions (Evidence B).

‘ lung health

fOU n d ation © 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

® Ontario

A Guide to
Advance Care
Planning

http://speakupontario.ca/
://www.advancecareplanning.ca

nw‘ lung health
foundation




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 ﬂ

are offered palliative care e
support to meet their needs.

Houm b
Ousity o

i’ lung health
“mn = foundation

Health Quality Ontario: COPD Quality Standards Report 2018

65

2020-10-22

I!‘l Canadian Respiratory e —
-

Guidelines COPD

End of Life Care in COPD

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

+ Physicians need to learn the necessary skills to
conduct end of life care discussions with their patients
at increased risk of dying.

* Need increased access and more formal links
between clinicians caring for COPD and palliative care
services.

CANADIAN S THORACIC SOCIETY
SOCIETE CANADIENNE DE THORACOLOGIE

End of Life Care Discussion

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

i’ @ lung health

starts :
now ¢ fO un d ation Curtis, J.R., Palliative and end-of-life care for patients with severe COPD. Eur Respir J 2008:32:796-803
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Management of psychological distress
and suffering

* 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.

win' @ lung health Lanken PN, ef al. Am J Respir Crit Care Med 2008:177:912-27.
st f .
we " foundation Symptom management in (advanced) IPF and COPD
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Management of psychological distress

and sufferin g (C Dlﬂt’d)

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.

‘ lung health ) 6
s & foundation Symptom management in (advanced) IPF and COPD
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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.

lung health

=y
foundation 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

lung health

il
foundation 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

lung health

=4 |
gi-wid foundation  Lanken PN, etal Am J Respir Crit Care Med 2008:177:912-27. Symptom management in (advanced) IPF and COPD
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What about MAID?

ﬁe"tmfﬁf Effective Practice Medical Assistance in Dying (MAID): Ontario

Clinician conducts patient eligibility assessment for MAID (Clinician Ad B}
Efigibility Criteria:>**1

Ols atleast 18 years ofage

[11s capable of making decisions with respect to their health

[ Has a grievous and irremediable medical condition

[1 Has made the request voluntarily (not due to external pressure)

[0 Has provided informed consent to receive MAID, after having been
apprised of alternate care options that are available to alleviate their
suffering, including palliative care

[ Is eligible for publicly funded health care services in Canada

T

Introduction

h;;:‘l“‘ lung health

foundation

Key Messages

« 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 dying?

» Frequency and severity of exacerbations can be reduced?
» 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

10 2018 Global Initiative for Chronic Obstructive Lung Disease
0'Donnell, DE, et al. CTS recommendations for management of COPD - 2008 update—
highlights for primary care. Can RespirJ Vol. 15 Suppl A Jan/Feb 2008

nea‘lﬁ”‘ lung health
o = foundation

ABCDE? for COPD R

* 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

e ‘ lung health

foundation

Provider Education Program Resources

E-Modules:

» Spirometry: A Clinical Primer

» Spirometry Interpretation

* Emergency Department Asthma Care

Follow us on Twitter:
@ONLung_pep

Pathway
» Asthma Action Plans (coming soon) _
»  Work Related Asthma (coming soon) L A el
Workshops:

* Adult and Pediatric Asthma
* COPD vs. Asthma

* Preschool Asthma

+ COPD

» Spirometry Interpretation

* Asthma Action Plans

LHF Healthcare
Providers Website

hcp.lunghealth.ca

“f??‘ lung health
v = foundation
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€5 C & ponodmo 4 References

The content used for this program is developed though incorporation of
the following references sources:

Abcut  Continuing Education  Tools & Resources  Links  Conzact Us

airways group

O Canadian Thoracic Society (CTS) Clinical Practice Guideline on
wWww 'fp agc .com Pharmacotherapy in Patients with COPD 2019 Update
FPAGC Resources: Other Resources: O CTS COPD Position Statement: Pharmacotherapy in patients with

COPD - An Update, 2017

O CTS COPD Position Statement: Pharmacotherapy in patients with
COPD, CTS Educational Slide Deck 2018

QO Global Strategy for Diagnosis, Management, and Prevention of COPD
(GOLD) Report 2020

O CTS Recommendations for management of COPD in primary care —
2008 Update

O CTS Managing Dyspnea in patients with advanced COPD — A CTS
clinical practice guideline 2011

BREATHE
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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

BREATHE
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