Case discussion
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Case Study 1

Patient: Mrs. Ant

OPD visit (in schedule)

36 year old
Previously diagnosed with moderate persistent asthma
Physical exam: unremarkable

Relevant Medical Hx

Symptoms approximately 1-3x/wk, approximately 2 months
No nocturnal symptoms

Claims to use rescue medication “a few times a month”
The best peak flow at the clinic is 405 L/minute

Current Medication

Budesonide 400 mcg/day




Patient: Mrs. Ant

OPD visit (in schedule)

36 year old
Previously diagnosed with moderate persistent asthma
Physical exam: unremarkable

Relevant Medical Hx

Symptoms approximately 1-3x/wk, approximately 2 months
No nocturnal symptoms

Claims to use rescue medication “a few times a month”
The best peak flow at the clinic is 405 L/minute

Current Medication

Budesonide 400 mcg/day

Q1. Which level of asthma control do you define in this
patient?

1. Total control
2. Partial control
3. Uncontrolled
4.1 don’t know



Patients overestimate their asthma control
Self-reported level of control by Not Well-Controlled patients

40% of Not Well-

Controlled patients
consider themselves
“Well” or “Completely
Controlled”

"Completely "Well
Controlled" Controlle.”

g a6urvey conducted in 2006 in 2337 patients diagnosed with asthma in France (n=476),
Germany (n=486), Itary #wn=227) and the UK (n=915)
Not Well-Controlled defined as A sthma Control Test score <19

Desfougeres JL et al. Abstract 1590, ERS 2007
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GINA 2007: Levels of asthma control

Controlled Partly controlled
Characteristic (all of the (any measure present Uncontrolled
following) in any week)
Daytime symptoms | None (s2/week) >2/week
Limitations of None An Three or more
activities y features of
partly controlled
Nocturnal syl_nptoms/ None Any asthma present
awakening in any week
Need for reliever/ None (<2/week) S2/week
rescue treatment
Lung function Normal <80% predicted or
(PEF or FEV,) personal best (if known)
Exacerbations None 21/year* One in any
weekt

*Any exacerbation should prompt review of maintenance treatment to ensure that it is adequate
"By definition, an exacerbation in any week makes that an uncontrolled asthma week

GINA 2007 (www.ginasthama.org)



Characteristic

Daytime symptoms

Nocturnal symptoms/
awakening

Need for reliever/ rescue
medication

Limitations of activities

Lung function
(PEF or FEV,)*

Exacerbations

GINA goals of treatment

The aim of asthma management
“TREATING TO ACHIEVE CONTROL”

Controlled

(all of the following)

None
mige or less/week
<>

\one

vice or less/week

None

ice or less/week

Normal

GINA, Global Initiative for Asthma, 2006

Partly Controlled Uncontrolled

(any measure present
in any week)

Three or more

_—" features of partly
controlled asthma

Any present in any week

More than twice/week

Z
\/”ﬁ\‘ |
A e
ny "

<80% predicted G o~
best (if known@ -

One or more / year’ One in any week?*



Discuss about using PEF to monitor in asthma
clinic



Asthma symptoms VS Asthma control

Symptoms and exacerbations represent
only ‘the tip of the iceberg’

SYMPTOMS &
EXACERBATIONS
ARE YOUR PATIENTS / \ “Asthma, even during
MANAGING THESE

IN THE SHORT TERM? symptom-free periods,
AIRWAY is characterised by
OBSTRUCTION inflammation which

INFLAMMATION?

ARE YOUR contributes to AHR”
PATIENTS AWARE AIRWAY -Lundback B et al. 2006
OF LONG-TERM HYPER-RESPONSIVENESS k

Adopted from: Currie GP, et al. 2004




Patient: Mrs. Ant

OPD visit (in schedule)

36 year old

Previously diagnosed with moderate persistent asthma

Physical exam: unremarkable

The best peak flow at the clinic is 405 L/minute, now PEFR only 70% predicted

Relevant Medical Hx

Symptoms approximately 1-3x/wk, approximately 2 months
No nocturnal symptoms
Claims to use rescue medication “a few times a month”

Current Medication

Budesonide 400 mcg/day

Q2. What would be the most appropiate treatment
regimen?

1. The same dose of ICS, advise SABA prn
2. Double dose ICS

3. The same dose ICS + antileukotriene
4. |CS + LABA

5. The same dose ICS + theophylline



The aim is asthma control...

Controlled

Characteristic _
(all of the following)

Daytime symptoms None (<2/week)
Limitations of activities None
Nocturnal symptoms/awakening None
Need for reliever/rescue treatment None (s2/week)
g nten
Exacerbations None

How can this be achieved and maintained?

GINA 2007 (www.ginasthma.org)
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Troubleshoot if Asthma Is not Under control

List of common factors affecting control
AIRESMOG

Allergy and Adherence to therapy
Infection and Inflammation

Rhinitis and Rhinosinusitis

Exercise and Error in diagnosis

Smoking and pSychogenic factors
Medication(Beta blocker, NSAID, Aspirin)
Occupational exposures, Obesity and OSA
GERD



Consider stepping up to

Partly controlled gain control

Exacerbation Treat as exacerbation

REDUCE INCREASE

< P vreatment steps

GINA Report 2007 (www.ginasthma.org)




Daily ICS Dosages

T;Eélr;lgisr Low Dose, mcg Medium Dose, mcg High Dose, mcg
Beclomethasone HFA 40 or 80 80240 > 240-480 > 480
Budesonide DPI* 90 or 180 >720-1440 > 1440
Flunisolide 250 1000-2000 > 2000
Flunisolide HFA 80 > 320-640 > 640
Fluticasone HFA 44,110 or 220 88—-264 > 264-440 > 440
Fluticasone DPI 50,100 or 250 100-300 > 300-500 > 500
Mometasone DPI 220 220 440 > 440

Triamcinolone acetonide 75 300-750 > 750-1500 > 1500

* Indicated for patients 2 18 years of age
DPI = dry powder inhalation, HFA = hydrofluoroalkane

Adapted from 2007 NHLBI Expert Panel Guidelines (EPR-3).



REDUCE INCREASE
< eatment steps IR D>

Asthma education
Environmental control

As-needed rapid-
acting p,-agonist

Select one

As-needed rapid-acting p,-agonist

Select one

Add one or more

Add one or both

Low-dose inhaled
ICS

Low-dose ICS plus
long-acting
B,-agonist

Medium-or high-
dose ICS plus long-
acting p,-agonist

Oral
glucocorticosteroid
(lowest dose)

Leukotriene

. modifier
Controller options

Medium-or high-
dose ICS

Leukotriene
modifier

Anti-IgE treatment

Low-dose ICS plus
leukotriene
modifier

Sustained release
theophylline

GINA Report 2007 (www.ginasthma.org)

Low-dose ICS plus
sustained release
theophylline




Adding a LABA versus higher-dose ICS in patients
with uncontrolled asthma on ICS alone

@ LABA+ICS @ Higher-dose ICS

PEF (L/min)

Change in mean morning

Weeks of treatment

*p<0.05; **p<0.01; ***p<0.001
1. Greening AP et al. Lancet 1994; 344: 219-224.



Pharmacological Management to

Reduce Exacerbations in Adults with Asthma
A Systematic Review and Meta-Analysis

Effects of ICS & LABA vs Higher-Dose ICS

FEV, % :

Participants, Age, v, Predicted, Favors Steroids : Favors Higher
Study No. Mean (SD)* Mean (SD)* ' and LABA | Dose Steroids
Greening,™ 1994 426 48 (186) 74 (19) —&
Woolcock,” 1996 738 a4 73 —
Fauwels,*® 1997 852 43 76 —-I———
Van Moord,™ 1999 274 47 (158) 72 (16) .—
Murray,®' 1999 514 42 (13) 65 (10) .*
Matz, 55 2001 925 37 (13) 61(11) ——
Jenkins,®" 2001 353 46 70 ——-—-——-—u—
O'Byrne,2® 2002 635 31 90 (15) —
Ind,2? 2003 496 45 (15) 2.3(09) LT __..._
Lalloo,® 2003 467 41 81 .
Fooled Summary *

(RR, 0.86; 95% CI, 0.76-0.97;
Test for Heterogeneity: ¥2=6.88, P=.65)

r
I

0.0 0.5 1.0 15 2.0 25
Relative Risk (95% Confidence Interval)

Sinn DD et al. JAMA 2004; 292:367-376.



Montelukast as Add-on Therapy
and Substitute for ICS: FEV,

(0]
J

Montelukast + BDP*
* —m— BDP
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Weeks in Active Treatment
* P<0.001 montelukast + BDP vs BDP

t BDP statistically better compared to Montelukast (95% Cl)
¥ Beclomethasone dipropionate

Laviolette et al. Am J Respir Crit Care Med. 1999;160:1862-1868.



Mean morning PEF L/min

420 —

400 —

380 —

360 —

ICS / LABA vs ICS + LTRA

. *p<0.001
Morning Peak Flow
O m——
/'_0/ ¢ ™
0/.
— e " - - .
l/
./
- —e=| SFC 100 bid
—u= | FP 100 bid + montelukast 10 mg od
| | | | [ [ | I
Run-in 1-2 3-4 5-6 7-8 9-10 11-12 1-12

Treatment week



Significantly Fewer Asthma Exacerbations’

FP 100 mcg + Montelukast 10 mg B FP/SAL 100/50
6%
- 6
12

2 - 5
£ 10 "
£ g B
© t - 3 S
o 6 o,
£ 2% o
5 4 (23

2
2 -1
0)

Exacerbations
T P=0.031 vs Montelukast.

* Defined as any requirement for asthma medications other than those permitted by the protocol.

Nelson et al. J Allergy Clin Immunol. 2000;106:1088-1095.



Adjusted Mean Changes

ICS +LABA vs ICS + SR Theophylline

(£SE) (L/min)

45
40
35
30
25
20
15
10

Morning PEF

S SFC
—— SR-T + FP

Adachi et al ERS 2005



Benefits of ICS and LABA in asthma

Smooth muscle
dysfunction

Airway
inflammation

Inflammatory cell
infiltration/activation
Mucosal oedema
Cellular proliferation
Epithelial damage
Airway remodelling, inc.
basement membrane
thickening

LABA

Bronchoconstriction

Airway hyperresponsiveness
Hyperplasia

Inflammatory mediator
release

Daily symptoms (e.g. cough, tightness of chest,

breathlessness)

Reduced lung function
Night-time awakenings
Exacerbations

Adapted from Johnson M et al. Curr Allergy Clin Immunol 2002;15:16-22



Svynergistic interactions
between salmeterol and FP

fluticasone propuonate |nact|ve # transcription

) 2 ( ¥ factor
DLl A

anti-inflammatory
activity

A

, Salmeterol primes corticosteroid receptors and
Adapted from Johnson M et al. Curr Allergy Clin . . .
Immunol 2002;15:16-22 increases translocation into the nucleus
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Characteristic

Daytime symptoms

Nocturnal symptoms/
awakening

Need for reliever/ rescue
medication

Limitations of activities

Lung function
(PEF or FEV,)*

Exacerbations

GINA goals of treatment

The aim of asthma management
“TREATING TO ACHIEVE CONTROL”

Controlled Partly Controlled
(all of the following) (any measure present

in any week)
None
mige or less/week
(e

\one

More than twice/week

Any

More than twice/week

vice or less/week

None Any

ice or less/week

<80% predicted or personal
best (if known)

One or more / year’

GINA, Global Initiative for Asthma, 2006

Uncontrolled

Three or more
features of partly
controlled asthma
present in any week

One in any week?*



Mrs. Ant

SRRSO 114 FUL 1 T SRRSO . | | RSSO

Asthma/ COPD No.......ccoceveeneee Predicted PEFR.....................L/Imin

Predicted FVC............ L Predicted FEV,...............L The beSt PEFR 405 L/mlnute
@
HE
n g % a? @
el E|l5|E S| - ]
E *g_ T|O R A Previous treatment New treatment
= = © = @ £
21 EI8|3|8|.|3 3
S e 518 8|e|=|E|8
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= Flo|lgl2|s|s|w|lald
a OyZ |@/S5|<|<|a|n|Ad
V| V 70% | O
Lung function | Pre-bron (L, %) | Post-bron (L, %) Budesonide SF (50/250) 1*2
“Fve ACT 22 400 mcg/day
- FEV,
- FEV/FVC | ,
V1 V] ] 90% | 0] SF(50/250) 1*2
Lung function | Pre-bron (L, %) | Post-bron (L, %)
-FVC
o ACT 23
- FEV,/FVC
Lung function | Pre-bron (L, %) | Post-bron (L, %)
-FVC
- FEV,
- FEV,/FVG
Lung function | Pre-bron (L, %) | Post-bron (L, %)
_-FvC
- FEV,
- FEV./FVG




Q3. Does Mrs. Ant achieve the goal of treatment?
1. Yes
2. No



Q4. What do you plan to do further?

1.
2.
3.

Consider stepping down the treatment
Continue the last medicine

Send the patient to perform spirometry before
making a decision

Send the patient to perform PC20 before making a
decision

| don’t know



Consider stepping up to

Partly controlled gain control

Exacerbation Treat as exacerbation

REDUCE INCREASE

< P vreatment steps

GINA Report 2007 (www.ginasthma.org)




Regular use of treatment in practice:
stepping down

When to consider stepping down:

* The aim is to achieve then maintain control for
prolonged periods (i.e. sustained prevention of
symptoms)

* For most controller medications, improvement begins
within days but full benefit can take 3 or 4 months

e |f control is maintained for at least 3 months, stepping
down with a gradual, stepwise reduction is
recommended

* The goal is to decrease treatment to the lowest dose of
medication necessary to maintain control

GINA Report 2007 (www.ginasthma.org)



Treating ongoing inflammation

Rate of response of different measures of asthma
control over 18 months of ICS treatment

- AHR, airway hyperresponsiveness;
o FEV,, forced expiratory volume in 1 second;
"'3 ICS, inhaled corticosteroid;
= PEF, peak expiratory flow
O
o
o
o2 AHR is a marker of inflammation
AHR
v Ni\tht Rescue medication use o
symptoms Impaired I=Ev1lmpa|red am PEF
7/
Start of treatment 2 4 6 18

(months)

Short term
ACHIEVE CONTROL

An ongoing requirement for rescue medication is a sign that the underlying inflammation is uncontrolled

Adapted from Woolcock A. Clin Exp Allergy Rev 2001;1:62—64;
GINA 2007 (www.ginasthma.org); Jeffery P. Pediatr Pulmonol 2001;Suppl 21:3-16;



Control of airway inflammation

Improvement in AHR after 1 year of treatment

P<0.001

~ Baseline
— 12 months

SFC 250 bd

TGeometric mean adjusted for
baseline value, stratum, age and sex

Lundback B et al. Respir Med 2006;100:2-10

FP 250 ug bd Salmeterol* 50 ug bd

*Salmeterol is not approved for use as monotherapy in asthma
AHR, airway hyperresponsiveness; NS, not significant



Questions for Dr.Watchara

 What is the optimal duration to step down ?

— Is the 3 month-duration enough?
* Issues about AHR and poor perception

* |f we have the facility, should spirometry be
performed before stepping down the
treatment?

— How to detect patients with poor perception
* Could PEFR replace spirometry?



Q5. Which regimen do you consider stepping
down to?

1. Half dose ICS + LABA
Double dose ICS
The same dose ICS

. Half dose ICS

. LABA

KR W






Pretest Question

To make a definitive diagnosis of COPD, which of
the following is the most important factor that
would lead you to an accurate diagnosis?

1. An abnormal spirometry test
2. The patient’s history of smoking

3. A chest x-ray that shows flattening of the diaphragm and
focal bullae

4. Decreased functional capacity on the 6-minute walk test



Pretest Question

A 53-year-old white male presents for his annual visit.
Although he quit 10 years ago, he is a previous cigarette
smoker with a 20 pack-year history. During the past 12
months, he has had 3 episodes of bronchitis. You perform

a spirometry and the results show FEV1/FVC=0.6, and the
FEV1 is 67% of predicted. How would you classify his COPD?

1. Mild COPD
2. Moderate COPD

3. Severe COPD
4. Not sure



Q Therapy at Each Stage of COPD

« FEV, /FVC < 70%

= FEV, > 80%
predicted

= FEV,/FVC < 70%

= 50% < FEV, < 80%
predicted

= FEV,/FVC < 70%

= 30% < FEV, < 50%
predicted

Add short-acting bronchodilator (when needed)

GOLD 2009

= FEV,/FVC < 70%

= FEV, < 30%
predicted

or FEV, < 50%
predicted plus
chronic respiratory
failure

inhaled glucocorticosteroids if
repeated exacerbations

long term oxygen
if chronic respiratory
failure.

surgical treatments




Pretest Question

When a patient progresses from moderate to
severe classification of COPD and has history of AE,
what would be the most appropriate addition to
their current treatment regimen?

1. Theophylline
2. PDE4 inhibitor
3. LAMA

4. LABA
5.1CS + LABA



Pretest Question

Which of the following goals can be achieved
with current pharmacotherapy?

1. Improved exercise tolerance
2. Partial disease regression
3. Reduction of exacerbations

4. All of the above
5.1 and 3 only




Case Study 2

Patient: Mr. Bean

OPD visit (not in schedule)

66 year old

Exsmoker with Hx of 20 pack-year smoking
Known COPD: post-bronchodilator FEV1 55% predicted and FEV1/FVC ratio 65%

Relevant Medical Hx

Prior to this OPD visit he has been experiencing symptoms of increasing
dyspnea, cough, sputum without fever for over 4 days

6 months ago, discharged from hospital after AECOPD ,which was his 1st
admission in the past year

Performance status : breathlessness when going upstairs

Current Medication

Beradual 1-2 puffs PRN. g 4hr




(notin schedule)

Mr. Bean

Asthma/ COPD No

post-bronchodilator FEV1 55% predicted

SRS 1 1T ) T

Predicted PEFR..............

vereen.Limin

and FEV1/FVC ratio 65%

[
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e — s o —
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Case Study 2

Patient: Mr. Bean

OPD visit (not in schedule)

Physical examination:
RR 24 /min, BP 140/90 mmHg, HR 105 /min, BT 37 ¢, SpO2 room air 94%

Lung : expiratory wheezing both lungs
Others : unremarkable

Beradual 1 NB - improve

Lung: no wheezing, SpO2 room air 98%

Q1. Does Mr.Bean have acute exacerbation of COPD?

1. Yes
2. No



WHAT IS THE DEFINITION FOR ACUTE
EXACERBATION OF COPD?



What is the definition for
acute exacerbation of COPD?

Global Initiative for Chronic Obstructive Lung Disease (GOLD)
2014 defines an exacerbation as:

* An acute event characterized by a worsening of
patient’s respiratory symptoms that is beyond

normal day to day variations and leads to a change in
medicine.




Patient: Mr. Bean

OPD visit (not in schedule)

66 year old
Exsmoker with Hx of 20 pack-year smoking
Known COPD: post-bronchodilator FEV1 55% predicted and FEV1/FVC ratio 65%

Relevant Medical Hx

Prior to this OPD visit he has been experiencing symptoms of increasing dyspnea, cough, sputum without fever for over 4 days
6 months ago, discharged from hospital after AECOPD ,which was his 1st admission in the past year
Performance status : breathlessness when going upstairs

Current Medication

Beradual 1-2 puffs PRN. q 4hr

Q2. What would be the most appropriate addition to his
current treatment regimen?

1. SABA or SAMA 2 puff g 4 hour
2. LAMA

3. LABA

4. |1CS + LABA

5. Theophylline



Patient: Mr. Bean

OPD visit (not in schedule)

66 year old
Exsmoker with Hx of 20 pack-year smoking
Known COPD: post-bronchodilator FEV1 55% predicted and FEV1/FVC ratio 65%

Relevant Medical Hx

Prior to this OPD visit he has been experiencing symptoms of increasing dyspnea, cough, sputum without fever for over 4 days
6 months ago, discharged from hospital after AECOPD ,which was his 1st admission in the past year
Performance status : breathlessness when going upstairs

Current Medication

Beradual 1-2 puffs PRN. q 4hr

Q3. In your real practice, what would be the addition to
his current treatment regimen?

1. SABA or SAMA 2 puff g 4 hour
2. LAMA

3. LABA

4. |1CS + LABA

5. Theophylline



Q4. For Q2 and Q3, do you choose the same
answer?

1. Yes
2. No



Q5. If No, why?

1. The patient cannot afford it(Q2). ( financial
problem)

2. This drug(Qz2) is not available in my hospital.
3. | follow my hospital rule.

4. | know the guideline , but from my experience
this drug (Q3) is effective and less expensive.

5. Others



Questions for Dr.Watchara

* Discuss about the following:

— What prevention strategies (to reduce the
frequency of acute exacerbations of COPD)
— Compare the treatment for COPD stage C,D

 How important is AECOPD? (as previous lecture)
* Role ICS to prevent AE, weigh to side effect



Risk
Exacerbation history

Risk
GOLD Classification of Airflow Limitation

mMRC 0-1 mMRC > 2
CAT< 10 CAT > 10

Symptoms
(mMRC or CAT scol

Global Strategy for Diagnosis, Management and
Prevention of COPD

Combined Assessment of
COPD

Characteristic Spirometric Exacerbations | mMRC
Classification per year

Low Risk
Less Symptoms

Low Risk
More Symptoms
High Risk
Less Symptoms
High Risk
More Symptoms

GOLD 1-2 < 0-

GOLD 1-2 <1 >2 > 10
GOLD 3-4 >2 0-1 <10
GOLD 3-4 >2 >2 > 10

GOLD Guideline 2011



Global Strategy for Diagnosis, Management
and Prevention of COPD

Modified MRC (mMRC)Questionnaire

PLEASE TICK IN THE BOX THAT APPLIES TO YOU
(ONE BOX ONLY)
mMRC Grade 0. I only get breathless with strenuous exercise.

mMRC Grade 1. I get short of breath when hurrying on the level
or walking up a slight hill.

mMRC Grade 2. I walk slower than people of the same age on the
level because of breathlessness, or I have to stop for breath when
walking on my own pace on the level.

mMRC Grade 3. I stop for breath after walking about 100 meters or
after a few minutes on the level.

MmMRC Grade 4. [ am too breathless to leave the house or [ am
breathless when dressing or undressing.




COPD Assessment Test (CAT)

| never cough

| have no phlegm (mucus)
in my chest at all

My chest does not feel
tight at all

When | walk up a hill or
one flight of stairs | am not
breathless

| am not limited doing any
activities at home

| am confident leaving my
home despite my lung
condition

| sleep soundly

| have lots of energy

X215

X213 14]%]

[T T2T31XTE]

EHE

T+ T5)

CIEENY(E

EHE{EEEa

1121314 X

| cough all the time

My chest is completely full
of phlegm (mucus)

My chest feels very tight

When | walk up a hill or
one flight of stairs | am
very breathless

| am very limited doing
activities at home

| am not at all confident
leaving my home because
of my lung condition

| don’t sleep soundly
because of my lung
condition

| have no energy at all

O O o ot O

L]

[]

Scoring range 0-40

Jones et al. Eur Respir J 2009; http://www.catestonline.org/

Total score




Symptom severity

CAT score
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breathlessness when going upstairs
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Overview of Medications for stable COPD

‘SABNSAMA‘ LAMA or ‘ ICS/LABA ‘ PDE4

LABA
Symptom Reduction 1|2 |3 (4 12|34 1|23 |4 1|2|3|4

Relieve symptoms JIJd 4 Iy - |Id Id Y J I |4 -1-1212
Improve exercise A (U IS (S B2 B A Y I D D R
tolerance

Improve health status B - - - VY AR AN N
Risk Reduction 11234 1|12(3|4 1|23 |4 1|2|3|4

Prevent disease - |- - - - |- |- |- - - - - - == |-
progression

Prevent and treat ol S R A L R L L L AR R A
exacerbations . o
Reduce mortality

*Less than 60% FEV, (pre bronchodilator) Not on a background of ICS

GOLD Strategy Document 2011 (http://www.goldcopd.org/)



Risk
GOLD Classification of Airflow Limitation

I
|
ICS+LABA | ICS+LABA | _,
or | and/or -
LAMA 1 LAMA
|
e i
|
SAMAprn | LABA .
or | or
SABAprn | LAMA
| 0
|
mMRC 0-1 mMRC > 2
CAT <10 CAT > 10
Symptoms

(mMRC or CAT score)

Risk
Exacerbation history

GOLD Guideline 2011



Patient: Mr. Bean

OPD visit (not in schedule)

66 year old
Exsmoker with Hx of 20 pack-year smoking
Known COPD: post-bronchodilator FEV1 55% predicted and FEV1/FVC ratio 65%

Relevant Medical Hx

Prior to this OPD visit he has been experiencing symptoms of increasing dyspnea, cough, sputum without fever for over 4 days
6 months ago, discharged from hospital after AECOPD ,which was his 1st admission in the past year
Performance status : breathlessness when going upstairs

Current Medication

Beradual 1-2 puffs PRN. q 4hr

Q2. What would be the most appropriate addition to his
current treatment regimen?

1. SABA or SAMA 2 puff g 4 hour
2. LAMA

3. LABA

4. |1CS + LABA

5. Theophylline



Questions for DrWatchara

* Discuss about the following:

— Compare the treatment for COPD
* LABA VS LAMA
* SAMA g 6 hours VS LAMA
* LAMA VS ICS+LABA



Case Study 3

Patient: Mr. Cat

OPD visit after being discharged from a hospital

56 year old
Exsmoker with Hx of 40 pack-year smoking

Known COPD: post-bronchodilator FEV1 55% predicted and FEV1/FVC ratio 65%
Performance status : walk slower than others

Relevant Medical Hx

recently discharged from hospital after AECOPD,which was his 1t admission
in a few years

Prior to this admission he had been experiencing symptoms of increasing
dyspnea, cough, sputum and fever for over 4 days. In the hospital he was
given prednisone, antibiotics and was started on fulltime oxygen.

Current Medication

Tiotropium 18 mcg 1 puff daily and Salbutamol 100 mcg 1-2 puffs g4hr PRN.




Mr. Cat

post-bronchodilator FEV1 55% predicted

Predicted PEFR..............

vereen.Limin

and FEV1/FVC ratio 65%

Lung function
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Post-bron (L, %)

- FEV,/FVC

1 puff daily
Salbutamol 100 mcg
1-2 puffs g4hr PRN.
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Patient: Mr. Cat

OPD visit after being discharged from a hospital

56 year old

Exsmoker with Hx of 40 pack-year smoking

Known COPD: post-bronchodilator FEV1 55% predicted and FEV1/FVC ratio 65%
Performance status : walk slower than others

Relevant Medical Hx

recently discharged from hospital after AECOPD,which was his 15t admission in a few years
Prior to this admission he had been experiencing symptoms of increasing dyspnea, cough, sputum and fever for over 4 days. In the hospital he was
given prednisone, antibiotics and was started on fulltime oxygen.

Current Medication

Tiotropium 18 mcg 1 puff daily and Salbutamol 100 mcg 1-2 puffs g4hr PRN.

Q1. What would be the most appropriate addition to his
current treatment regimen?

. LABA

. ICS + LABA

. Phosphodiesterase 4 inhibitor
. Theophylline

5. None

S~ W N -
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Risk
GOLD Classification of Airflow Limitation

I
|
ICS+LABA | ICS+LABA | _,
or | and/or -
LAMA 1 LAMA
|
e i
|
SAMAprn | LABA .
or | or
SABAprn | LAMA
| 0
|
mMRC 0-1 mMRC > 2
CAT <10 CAT > 10
Symptoms

(mMRC or CAT score)

Risk
Exacerbation history

GOLD Guideline 2011



Q2. Should you treat an AE patient with one
hospitalization as a patient with frequent AE?

1. Yes
2. No



Questions for Dr.Watchara

Discuss about the following:

* treat a patient with one hospitalization from
AE as a patient in high risk group



Q&A



