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Land Acknowledgement

We would like to acknowledge that we are gathered today on the traditional
territories of the Musqueam, Squamish and Tsleil-Waututh peoples.

Source: www.johomaps.net
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Chronic Obstructive Pulmonary Disease

Learning objectives

Participants will:

Have a general understanding of COPD from diagnosis to palliative care

Understand the impact of a COPD exacerbation and the importance of
preventing these events

Be aware of new medications available and new Pharmacare criteria
Be aware of community resources and referral pathways
Be aware of impact of COVID-19 on COPD
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Okay, people, let’s get, started
on our orientation. [ have 666
~ PowerPoint ¢lideg to cover,
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Top 10 global causes of deaths, 2016

Deaths (millions)

Ischaemic heart disease
Stroke
Chronic obstructive pulmonary disease

Lower respiratory infections

Alzheimer disease and other dementias >3 million

people die

= Communicable, matemal, neonatal each year from COPD, an estimated 6% of all
and nutritional conditions

Cause Group
Trachea, bronchus, lung cancers

Diabetes mellitus

deaths worldwide

Road injury B Noncommunicablediseases

- Injuries

Diarrhoeal diseases

Tuberculosis

Source: Global Health Estimates 2016: Deaths by Cause, Age, Sex, by Country and by Region, 2000-2016. Geneva, World Heailth Organization; 2018.

Top 10 global causes of deaths, 2000

Deaths (millions)
o 2 4 6 8

! Il ! ! |

ischaemic heart disease

Stroke

Lower respiratory infections

Chronic obstructive pulmonary disease
Diarrhoeal diseases

Tuberculosis Caose Gratp

HIV/AIDS - Communicable, matemal, neonatal

and nutritional conditions

Preterm birth complications - cablad
oncommunicabie diseases

- Injuries

Trachea, bronchus, lung cancers
Road injury

Source: Global Heslth Estimates 2016: Deaths by Cause, Age, Sex, by Country and by Region, 2000-2016. Geneva, World Heaith Organization; 2018.



Prevalence

Canada (excluding territories)3
Both sexes
Chronic obstructive pulmonary disease (COPD; 35 years and over)3. &

Number of persons Percent

Age group

35 to 49 years 107,700 90,300
50 to 64 years 282,600 298,600
65 years and over 457,000 453,700

How to cite: Statistics Canada. Table 13-10-0096-19 Chronic obstructive pulmonary disease (COPD), 35 years and over
DOI: https://doi.org/10.25318/1310009601-eng

British Columbia (map)
Both sexes
Chronic obstructive pulmonary disease (COPD; 35 years and over)2. &

Number of persons Percent

Age group

35 to 49 years
50 to 64 years

65 years and over

Symbol legend:

E use with caution
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How to cite: Statistics Canada. Table 13-10-0096-19 Chronic obstructive pulmonary disease (COPD), 35 years and over
DOI: https://doi.org/10.25318/1310009601-eng




Hospital stays in Canada

reasons for
hospital stays
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Giving
birth

COPD and Heart Osteocarthritis
bronchitis i attack of the knee

costs the health care
system an estimated

1 billion
|

annually

Cihi.ca 2020



Percentage”™ Average acute length
Number of inpatient of inpatient of stay of inpatient
hospitalizations in hospitalizations in hospitalizations in

Age group sansible diagnosis for inpatient hospitalizations in 2018-2019 2018-2019 2018-2019 2018-2019

65+ 1 |COPD and bronchitis B9 678 52 76
2 |Heart failure 61,602 46 91

3 |Osteoarthritis of the knee 45 380 3.4 3.1

4 |Acute myocardial infarction 42 833 3.2 57

5 |Pneumaonia 39913 30 8.0

6 |Other medical care (e.g., palliative care, chemotherapy) 34122 26 98

7 |Organic mental disorders (including Alzheimer's) 33,6145 2.5 16.7

8 |Fracture of femur 33211 25 10.9

8 |Cerebral infarction 27 432 21 104

10 |Coxarthrosis {arthroms of hip) 25181 19 3.3

' B.C. 1 Gwlng birth 41611 10.0 2.4
i 2 |Substance use disorders 11,049 27 4.5
' 3 __|Osteoarthritiz of the knee 10,822 26 2.7
: 4 [COPD and bronchitis > 8 880 2.4 6.9
| 5 [Preumonia 9.014 22 6.8
r 6 |Acute myocardial infarction 8,991 22 4.7
7 |Heart failure 8,907 2.1 85

! 8 |Mood (affective) disorders 8,470 20 134
: 89 |Schizophrenia, schizotypal and delusional disorders 7.591 1.8 158
10 |Coxarthrosis (arthrosis of hip) 6,795 16 26
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Definition

COPD is a common, preventable and treatable disease that is characterized
by persistent respiratory symptoms and airflow limitation due to airway
and/or alveolar abnormalities usually caused by significant exposure to
noxious particles or gas

The most common respiratory symptoms are dyspnea, cough and/or
sputum production

Vancouver /7"
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What is early COPD and why is it important?
Joan B. Soriano, Francesca Polverino, Borja G. Cosio
European Respiratory Journal 2018 52: 1801448;



What is COPD?

OBSTRUCTIVE CHRONIC BRONCHITIS
AND/OR EMPHYSEMA

Obstructive Normal

Emphysema
chronic bronchitis

Air exchange
i hang becomes difficult in
ARG nge damaged alveoli
occurs in 4
the alveoll

Vancouver -, Thick, sticky mucous

blocks up the airways
CoasialHealth o St



Hyperinflation Dynamic Hyperinflation
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High FRC to start with

Time (sec)

Figure 1. Dynamic hyperinflation in patients with

Vancouver ,/"\ emphysema during exercise.
Coa Stal Hea Ith FRC: functional residual capacity TLC: total lung capacity




The Cycle of breathlessness

@ Shortness
of breath

Getting more

Limiting your
activities

Worse shortness |
of breath
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Respiratory Condition Limits What You can Do
Persons with COPD
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Using Breathing Techniques Will Help You:

Manage Breathlessness Catch Your Breath

Pursed-lip breathing can be used any Get into a standing or sitting position to
time, to help manage breathlessness help catch your breath.

and help you get air into your lungs.
It’s important to be relaxed, and focus on
To purse your lips, press them close your breathing.
together as if you are going to whistle.

Q
-
)]
=
o
-
Py
©
c
S
Rt
=
)
>
Q
—
G

-

Close mouth, Purse lips, Sitting: Standing:
breathe in slow- breathe out slowly Support head Lean forward against a wall
ly and deeply  and deeply through and relax or table and relax
through the nose. the mouth.

Vancouver /7,
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) PATHWAYS TO THE DIAGNOSIS OF COPD

RISK
FACTORS

¢ Host factors

SYMPTOMS

¢ Shortness of breath

* Tobacco
* Chronic cough
* Occupation
e Sputum
* Indoor/outdoor

pollution

SPIROMETRY:

Required to establish
diagnosis

Vancouver /",
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Routine Medical Tests

* For heart disease - ECG
* For diabetes — blood glucose/HbAlc
* For hypertension — blood pressure

* For lung disease — spirometry!

Spirometry is required for diagnosis of asthma and COPD

Vancouver /7,
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Pulmonary Function

The Lung Centre
é % LUNG 7th Floor - 2775 Laurel Street
CENTRE Spirometry Report

Name: Age: 74 Interpreting Physician:

ID# Sex: F Ordering Physician: ~
DOB: Height (cm): 159 Indication for Test:

Exam date: 11/21/2019 Weight (kg) : 34

Exam time: 9:21:22 AM BM.LI.: 13.4 Respiratory Meds: Advair 2 hrs prior

Smoke Hx: Ethnicity : Caucasian FVC = the V0|Ume Of a|r yOU can
exhale forcefully after a maximal

Technician: “ Test Room: | n h a I atio N

Technical Comments:

Oximetry on 2 lit O2 on pulse setting : Resting :89-92 %, 77-81 bpm.

PEF is not repeatable, test is not valid, interpret w ith caution.
The end of test plateau w as not reached so FVC may be underestimated. — =
Inspiratory portion of the flow -volume loop w as sub-maximal on all efforts. F EV]_ = VOI ume Of alr VO u can b | ow

out in the first one second of a

i t Pre Normal Range - Ref. Values ost- . . . . .
- forceful exhalation (gives indication
Gl}1 2012 by Quanjer et al. Best LLN ULN Ref %Ref | Best | % Ref |% Chng Change (L)

of severity of disease)
i : : : Illl B
FET(Sec) :
FIVC(L) :
FIV1(L) :

Vancouver —
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CLASSIFICATION OF AIRFLOW LIMITATION SEVERITY

IN COPD (BASED ON POST-BRONCHODILATOR FEV;)

In patients with FEV1/FVC< 0.70:
GOLD 1: Mild

GOLD 2: Moderate
GOLD 3: Severe

GOLD 4: Very Severe

TABLE 2.4

Vancouver /7,
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FEV, 2 80% predicted

50% < FEV; < 80% predicted

30% < FEV; < 50% predicted

FEV; < 30% predicted




Figure 6. The Modified Medical
Research Council Dyspnea Scale

MIMRC Breathlessness Scale

Description of Breathlessness
“ | only get breathless with strenuous exercise

| get short of breath when hurrying on level ground or walking up a slight hill

On level ground, | walk slower than people of the same age because of
breathlessness, or have to stop for breath when walking at my own pace

| stop for breath after walking about 100 yards or after a few minutes on
level ground

“ | am too breathless to leave the house or | am breathless when dressing

Chris Stenton. The MRC breathlessness scale. Occup Med (Lond)(2008)58(3): 226-227 doi:10.1093/occmed/kqm162, Table 1.
By permission of Oxford University Press on behalf of the Society of Occupational Medicine.
A mMRC score of 1 or more suggests significant symptoms.

%ﬂ‘gggg ﬁ;;;;.‘ mMRC=modified Medical Research Council




S

PRINT

Your name: Today's date:

| ‘ ‘ 18-February-2021 ‘

How is your COPD? Take the COPD Assessment Test™ (CAT)

ionnaire will help you and your healthcare professional to measure the impact that COPD {Chronic Cbs
sease) is having on your wellbeing and daily life. Your answers and test score can be used by you and your
healthcare professienal to help improve ihe management of your COFD and gain the greatest benefit from the treatment.

If you wish to complete the guestionnaire by hand on paper, please click here and then print the guesticnnaire. C AT Sco re

Impact level

For each item below, place a marlk the box that bes our current situation. Please ensure that you only
select one response for each question

Normal

Example: | am very happy . 5 | am very sad

SCORE

Low

[ rever s

Medium
High

s
| have no phlegm {mucus) on my
chest at all

Vs
When | walk up 3 hill or a flight of
stairs | am not out of breath

Very high

I am net limited to doing any
activities at home

leaving my

-
| am confident ause of my lung

despite my lun;
\

Change of 2 or more units over 2-3 months
suggests clinically significant difference or a
 naesttr 000 | change in health status

\

Va ncouver ,.-/"-\——'1 Make sure you print your CAT before
Coa stal Hea Ith visiting your healthcare professional!




} THE REFINED ABCD ASSESSMENT TOOL

Assessment of
symptoms/risk
of exacerbations

Spirometrically Assessment of
Confirmed Diagnosis airflow limitation

Moderate or Severe
Exacerbation History

: Grade pfeEt:i’t:ted)
Post-bronchodilator > 1 leading

FEV,/FVC < 0.7 {  to hospital
GOLD 1 280 i admission

GOLD 2 50 79

i to hospital i

Symptoms

Vancouver /. EUFE
CoastalHealth



230 (&) J.BOURBEAU ET AL

Lung Function (FEV,) Impairment

Moderate and Severe Asthma-COPD
CAT <10, MRC 1-2 CAT >10, MRC 3-5 Ove r,ap (ACO)

Low-Moderate Dose

|

Increase Dose of
ICS/ILABA

CANADIAN
THORACIC

SOCIETY

Figure 2. COPD Pharmacotherapy. Suggested COPD pharmacotherapy promoting an approach that matches treatment decisions with symptom burden and risk of
future exacerbations. Solid arrows indicate step up therapy to optimally manage symptoms of dyspnea and/or activity limitation, as well as the prevention of AECOPD
where appropriate. Dashed arrows indicate potential step down of therapy, with caution, and with close monitoring of the patient symptoms, exacerbations and lung
function. Frequent AECOPD is =2 events requiring antibiotics = systemic corticosteroids over 2 years; or =1 Severe AECOPD requiring hospitalization. As-needed (prn)
use of short-acting bronchodilator should accompany all recommended therapies. CAT = COPD assessment test; MRC = Medical Research Council; SABD pm = short-act-
ing bronchodilator as needed; AECOPD = acute exacerbation of COPD; LAMA = long-acting muscarinic antagonist; LABA = long-acting B2-agonists; ICS = inhaled corti-
costeroid; PDE, = phosphodiesterase4.

Vancouver /7,
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Figure 1. Stepwise approach to pharmacologic management based on severity of COPD

STEP 3: TO PREVENT EXACERBATIONS
Triple Therapy
LAMA + LABA + IC5

STEF 2- FOR 5YMPTOM RELIEF AND LABA + LAMA
TO PREVENT EXACERBATIONS Combination Therapy

Spiriva/Tiotropium or
Incruse/Umeclidinium

TIP: LABA + LAMA

SABA + SAMA should not be used
STEP 1: FOR SYMPTOM RELIEF Combination Therapy concurrently

SABA or SAMA
Monotherapy

Mild COPD Severs COPD

Abbreviations: COPD = chronic obstructive pulmonary disease: ICS = inhaled corticosteroid; LABA = long-acting beta,-agonist; LAMA = long-acting antimuscarinic antagonist;
SABA = short-acting beta-agonist; SAMA = short-acting muscarinic antagonist.

Va ncouver /f\-——\ i BCGuidelines.ca: Chronic Obstructive Pulmonary Disease (COPD): Diagnosis and Management (2017)
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RESPTREC

RESPIRATORY TRAINING
& EDUCATOR COURSE

COPD MEDICATIONS -:

www lung.ca

Short-Acting Bronchodilators Long-Acting Bronchodilators

Atrovent” MDI
pravpen bowdsl
20 megidna
Dautin &80
Corspany. B

R Ry e

Additional Medications

Ora3l Corticasteroid (0CS):
Predasans (Apctes, Tea, laaghars, P e
L)

Nethylxanthines:
g e dine, addpbeiiee, 2 )

Phosphodiesterase-4 indibitor:
Dasss® polemilast) (Makads)

Dotz = tne mhalaton
ND{ = Medered Dase inhaler

SABA

Airomir * MDY
(ubehed wipkes
100 acgidxie
Dutaden 433
Company. Valant

Bricamyl* Turbohaler*
(Merstsms 1 phatl

0.5 mpidne

Duration: 4-60

Corpay AT

Ventalin® Diskus"
Iafcted nbdds
00 scpide
Dt 453
Company, 3K

Vertalin® MBI
(rafmteng wdyran)
100 mcgidie
Dataten 430
Covnpasy. B3X

‘b 3od s b3k e we

* Mawmize dug telivery & feorraie shde ofects by esing 3 vilved 2ol Gy chamder W J metered

See rbale

+ Widod estractions foend 2t wwe 34 keg ca'devices
* Prodact fomuses found 20 www 34 haag cadbregs

* Betafied lnlormas se oo Tae Srag) con De Yoand o0 e Canats Prodect Database st

MR (DD -prodects canads A dpd-Sdpp/iedes-ang |

* Addineal RESPTREC retcerces sod most curment dectycols verymes avadabie at:

www b ung cateiplie reiomces

*Note: puay 00t be & complote It of LOPD medicatons

BREATHE

I

LAMA

Incruse “Elipta*
lrmchdwsm bowtl
15 gt
Duration: 240
Compuny GS8

Seebri* Broezhaler*
IR st yrud|
50 ey dose

Duratice: 24b
Compary Nnvans

Spiriva” Mandihaler”

Molvpam Fwed exwrvd-ahl

1E meg\dese

Spiriva” Respimat™
HoteE s Fred ezpt
25 s

Duratioe: 24h

Ceempany Bi

Tudarza* Geauair*
(xcateras boomete

400 e \ose
Duration: 120
Company AT

Forasil® Aeralizer”
trmolery tamarsdts
12 megpidone

Dsuation: 120
Company Nevarts

Ochrer” Breezhaler™

sntazae makty
75 g/t
Dutstos: 20
Cangity Noaatss

Serevent* Dishas*
atmateryd um sfaated 50
peem

Deratin: 12y
Cemgary O

Striverdi® Respimat®
TEcse Pt xex
15 mepone

Surates 240
lewgary B

Ao end 3y s Laats e e
2 b 30 daze et

Permision i granted to copy the document as 5. Images in this documant e Copyrghted and may Aot Be MPOILCED

iAo LwAaIrtvaiil i

Combination Inhalers

ICS/LABA

Advak” Dishas®

fasars Fopeaty

1 metard ra el

100vS0; 25/53, SO0/S0 mey
dets

Duration. 128
Cosgany G

Datation 28
Comgany C58

Comyan A2

ICS/LAMA/LABA

Trelegy Ellipta*
et canom bamade
s htua el
vierdel Yteatet!
1o S rogrku

Datston 200

Commpany. 3K

SAMA and SABA

=
U

Combivent* Respimat*
AR IYI RS Dmda it e
el

2N exgitne

Turatee 4-82
Cawgury BI

* nataler ane Mtune

LAMA and LABA

haoro” Elipts”
recbd v prudvisres
Trewidx

£2.505 mep' o

Durabion: 288
Coxguey G55

Dicakir* Genuair
actdzae beowate Yormodessl
‘masic Sewmyirats

VL2 syt

Buraton 10
Campury AT

hspialto® Respimat*
Neirpss boade
romvside >R eed
twdmex

15025 oy dna

Deution 24
Canpary 31

mﬁlu' Breezhales”

1 e yrwd

Durabion 240
Lawgaey Movants

© ooyeg XI1

O Spiriva Respimat and
Incruse are now
covered under
regular benefits

O No spirometry
required to qualify for
coverage of
Spiriva/Incruse



Patients believe they use their inhaler
correctly, but often make mistakes -

94% of them
committed at
least one error’

> 98% of patients

claimed to know

how to use their
inhaler

*In this study and a number of others, user error was more likely in patients using MDls.
Self TH et al.  Fam Pract 2011;60(12):714-20.
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Nose: > 10 um removed
Mouth: > 15 um removed

5-10 pum

(First 6 generations)

1-5 um
(Last 5-6 generations)




Smoking Cessation

* Smoking cessation is the single most effective — and cost effective — intervention
to reduce the risk of developing COPD and slow its progression

* The rate of decline in lung function may return to that of a non-smoker and delay
the onset of disability from COPD

* Quitting smoking decreases symptoms like cough, phlegm, SOB, wheeze but only
a small improvement in FEV,

* Quitting advice given to smokers by physicians and other health care
professionals increases cessation

Cdn Thoracic Society Recommendations for Mgmnt of COPD - Canadian Respiratory Journal 2007
Vancouver /7
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Pharmacare coverage

Eligible Smoking Cessation Products

Nicotine replacement therapy products

Product Type Strength m Natural Product Number (NPN)

Nicorette® gum’ I 80069513

T o
T 38

Smoking cessation prescription drugs

Generic Name Brand Name
varenicline Champi
varenicline Champi
varenicline Champi 0.5mgand 1 mg 2

Nicorette®

Nicoderm® Step 1 mg

! Nicorette gum flavour: Ultra Fresh Mint only.
2 Nicorette lozenge flavour: Mint only.

ar 80069471
Nicorette® lozenge? - 2247347

varenicline Apo-Varenicline

varenicline Apo-Varenicline 2

varenicline Apo-Varenicline 2

varenicline 0.5mgand 1 mg

3 PharmacCare covers only the Zyban® brand of bupropion. Wellbutri
are not covered as smoking cessation prescription drugs.

4PharmaCare fully covers generic versions of varenicline (i.e., Apo-Varenicline, Teva-Varenicline). The brand name
Chamy only covered as a partial benefit.

Vancouver /7,
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FNHA coverage

coverage for NRT products available from First Mations Health Benefits through

). Yalk to your pharmacist, doctor or nurse practitioner about whether you would

aadition of a second NRT product or to extend the length of treatment. Coverage limits

apply for one calendar year (i.e., January to December). The table below shows the different NRT products
covered for First Mations Health Authority (FNHA) clients through PBC;

SMOKING CESSATION PRODUCTS FOR FNHA CLIENTS

NICOTINE PATCHES
You may use nicotine patches up to a maximum of a 2d-week supply.

GUM, LOZENGES, AND/OR INHALER
You may use gum, lozenges, and/or inhaler cartridges up to a maximum of a 24-week supply.
Other flavours of nicotine gum are covered, e.g., Fresh Fruit,

Vancouver /7 www?2.gov.bc.ca
CoastalHealth
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Pulmonary Rehabilitation

* Benefits * When to refer
* Reduced dyspnea e Clinically stable
* Reduced anxiety and depression e Symptomatic COPD
* Increased exercise endurance * Reduced activity levels and
* Increased QOL increased dyspnea despite
» Decreased leg discomfort pharmacological treatment
« Decreased fatigue * No evidence of active ischemic,

musculoskeletal, psychiatric or
other systemic disease

e Reduced resource utilization
Trend towards reduced mortality

Refer early!

Vancouver /7,
CoastalHealth
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Chronic Disease Management

COPD: Care for Yourself COPD: Prevent and Prepare

Know Your Triggers Quit Smoking @

And Avoid Them

Take your medication Enjoy exercise Get your flu and/or
as prescribed* regularly pneumonia shot

Staymg Strong and Healthy Cleaners/perfume  Stress/emotions

COPD

|
|
l Quitting smoking_ is the single best thing
~—9 ' / ) y you can do to improve your health.
g : Weather Air pollution, Quitting now will help slow your COPD.

Work with your healthcare team Eat healthy Reduce infection changes including
second-hand smoke

Lung health

FEV, (% of value at age 25)
with pammission Som BMJ Publishing Group L

Reproduced ¥om Br Mg J, Flaicher C, Pato R, 1:1645, 1977

Go to www.gosmokefree.gc.ca/quit

*Tell your healthcare team promptly if your symptoms change. or call 1-866-366-3667.

Vancouver /7,
CoastalHealth
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) MANAGEMENT CYCLE

5 Yy

ADJUST
e Escalate
e Switch inhaler device or molecules
e De-escalate

FIGURE 4.3

Vancouver /7,
CoastalHealth

REVIEW
e Symptoms:
»Dyspnea
» Exacerbations

ASSESS
e Inhaler technique and adherence
* Non-pharmacological approaches
(including pulmonary rehabilitation and
self-management education)
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COPD flares

* Most frequent cause of medical visits, hospitalizations and death among
COPD clients

* Inflammation, decrease in lung function, muscle mass, decrease in QOL
* 60% of all exacerbations caused by virus (often secondary bacterial infection)

Signs to watch for:

* *Increase in SOB

* *Increase in volume of phlegm

* *Phlegm changes colour to yellow, green or rust

* Could have increase in cough, wheeze, temperature, fatigue

Vancouver /7,
CoastalHealth



Survival and frequency of
exacerbations®

Group A = Patients
with

Group B = Patients
with

0.6

of
COPD requiring
hospital management

—
=

Group C = Patients
with

Probability of surviving

—
o

*NB — the frequency of acute

22_ (30 h4}0 0 exacerbations of COPD is
Vancouver 'me {monihs otentially modifiable
CoastalHealth 5 y

Soler-Cataluia et al.
Thorax. 2005;60:925-931.
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~ COPD Flare-Up Action Plan doctors
H Ministry of

Health This Action Plan is based on the guideline: Chronic Obsfructive Pulmonany Of
A R Disease (COPD): Disgnosiz and Management at www. BCGuidelines.ca
FLARE-UP ACTION PLAN FOR: Data:
Doctor's name: Doctar's phone #:

Green Zone: My COPD is well controlled

b My breathing problems have not changed »
(shortness of breath, cough, and sputum).
b My appetite is normal. »

What should | do? S — -
. atch for a are-up when:
= Continue to take my medications as pmcrihad. b 1geta cold or fiu.
Frequency ¥ | feed run down or tired.
F | am exposed to smoke or air pollution.
* After weather changes.
* When my mood changes, such as
fealing stressed or andous.

| am able to exercise and do my daily
activities as normal.
I have no trouble sleeping.

Medication Dosa PuffsiPills

Yellow Zone: My symptoms are worse | Take action - FLARE-LUP

If you experience aone or more of these symptoms, this may be the start of a COPD flare-up.
* | am maone short of breath than wsual. b
k| am coughing or wheezing more than usual. 3

I have more sputum ar mucus than usual

| have green, yellow or rust coloured sputurm.
What should | do? - Your doctor will check all that apply:

# Take additional treatment prescribed by my doctor depending on my symptoms:

O lincrease my reever [EROMCHODILATOR) if | am MORE 1 Plan your day, get rest, relax, use breathing lechniques,
! C huff and cough to clear phlegm as required.
O Other:

O | start PREDINS0NE if after increasing O Istartmy AMTEIOTICE if my SPUTUM becomes green,
SHORTHESE OF BREATH T '

]ﬂwwrnthwhundhl_Mwm

Red Zone: DANGER | Take action - get help!

» |am extremely shart of breath.  » | am confused, agitated, or drowsy. | have sudden chest pain.

What should | do? & Call 9-1-1 for an ambulance to take you to the emergency room.

Continued on next page
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Impact of a COPD comprehensive case
management program on hospital lengt
of stay and readmission rates

This article was published in the following Dove Press journal:
International Journal of COPD
21 March 2017

Results: A total of 1,564 patients with a clinical diagnosis of COPD were identified from 2,719

hospital admissions during the 3 years of study. The disease management program reduced

COPD-related hospitalizations by 30% and hospitalizations for all causes by 13.6%. Similarly,
the rate of readmission for all causes showed a significant decline, with hazard ratios (HRs)
of 0.55 (year 1) and 0.51 (year 2) of intervention (P<<0.001). In addition, patients’ mean LOS
(days) for COPD-related admissions declined significantly from 10.8 to 6.8 (P<<0.05).

Conclusion: A comprehensive disease management program for COPD patients, including
education, case management, and follow-up, was associated with significant reduction in hospital

admissions and LOS.

Vancouver /f\.__,. A Alshabanat et al 2017
CoastalHealth
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Jisne 2004

MNATIOMAL JEWISH MEDICAL AMD RESEARCH CENTER
DSCW CORD Al Flan Mermbers
12 Wongh | Rilization Data

SEBazeling OF to 12 Mordhs & Percent Change

®-70.9%

Adult Diays Me=ed from Wil Hezpifalizalions KU Admissions Unscheduled D Visik  Oral Anbbiolic Busk
Winrk

n=322 2 n=g13 n=e13 n=d13 n=80g
p=0.0m p=0.001 p=0.001 p=0.0071 p=0.0m
Vancouver /7"
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TABLE 1 Comorbidities commonly associated with chronic obstructive pulmonary disease

Cardiovascular disease
Hypertension
Coronary artery disease
Systolic andfor diastolic left ventricular dysfunction
Pulmonary hypertension
Peripheral vascular disease
Cerebrovascular disease
Stroke
Skeletal muscle dysfunction and loss of muscle mass
Dsteoporosis, osteopenia or osteocarthritis
Psychological disturbances
Depression
Anxiety
Cognitive impairment
Anaemia
Obstructive sleep apnoea
Diabetes/metabolic syndrome
Renal insufficiency
Gastro-oesophageal reflux disease
Lung cancer
Infections

1183/09059180.00007613

1001183/ 0705 F180.00007F4613

Vancouver /7,
CoastalHealth




Causes of Death in COPD

* Mild-mod COPD — lung cancer and
cardiovascular disease

* Severe COPD - respiratory failure and
cardiovascular disease

Cardiovascular
disease
27%

Pulmonary
disease
35%

Cancer
21%

Causes of Death in Patients with COPD. NEJM Rabe 356 (8): 851, Figure 1



Prognosis

* Prognostic indicators:
 BODE index (BMI, FEV1, Dyspnea, Exercise capacity)
» St George's Respiratory Questionnaire - increase of 4
* Charlsen Index - # and seriousness of co-morbids, score of3+ = 2X mortality rate
* CRP (Copenhagen, 2X mortality rate at 8 yrs, Lung Health Study 79% increase in all-cause mortality at 7.5 yrs)

* 50% die within 2 yrs after a hosp admission for resp. failure
* Post ICU —40% die within 3 mths, 50-60% within 1 yr

* FEV,<1.0L (FEV1<0.75L one year mortality 30 %)

e Older

* Hypoxemia (on home oxygen)

 BMI —risk factor for mortality independent of lung function
* Right ventricular hypertrophy
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Palliative Approach

} PALLIATIVE CARE, END OF LIFE AND HOSPICE CARE IN COPD

e Opiates, neuromuscular electrical stimulation (NMES), oxygen and fans blowing air on to the face can relieve
breathlessness (Evidence C).

¢ In malnourished patients, nutritional supplementation may improve respiratory muscle strength and overall
health status (Evidence B).

e Fatigue can be improved by self-management education, pulmonary rehabilitation, nutritional support and
mind-body interventions (Evidence B).

TABLE 3.9

Dyspnea is subjective - ask, use validated tool (eg ESAS)
Regularly assess — RR and pattern, accessory muscles, SpO2*

*doesn’t necessarily mean SOB for the patient, only measure when
helpful to guide treatment
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COPD and COVID 19

Are people with COPD at greater risk of
contracting the virus?

* People with COPD have an increased
expression of the ACE2 receptor sites

* Potentially at higher risk but no data to
clearly show that they are at higher risk

» People with COPD are at higher risk of poorer
outcomes

. AJRCCM 2020 N ;gggv ;a“c -
Should my patient with COPD continue ve’l TN .,
to take a corticosteroid? Other |
inhalers? Other medication? S IR

ACE2 expression in respiratory airways S PP Ap—

* Yes, yes and yes!

Cdn Thoracic Society April 2020 — reviewed q 2 weekly r
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https://doi.org/10.7554/eLife.61390

Conclusions

e COPD is a prevalent and costly disease in BC and worldwide
* Spirometry is essential for diagnosis and to guide treatment
 Match inhaled medication to severity of disease and to patient capacity

* Exacerbations are important events in the life of someone with COPD —
prevention of these events are key and prompt treatment can prevent
hospitalization

* Respiratory Rehab is a recommended non-pharmacological intervention for
management of COPD
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Conclusions

* Smoking cessation is key and it’s never too late to quit!

* Intensive case management with self-management education, action plan and
follow up can decrease hospital admissions and increase QOL

* Patients in late stage COPD may benefit from a palliative approach for symptom
control

e Continue treatment as usual during pandemic
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Resources

. — general info and support groups
. — general self-management info
. - for spirometry req and inhaler technique videos

Smoking Cessation Clinic at VGH — call 604-875-4800 self or professional referral
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http://www.bc.lung.ca/
http://www.livingwellwithcopd.com/
https://www.thelungcentre.ca/

Thank you!
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