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| Outline of talk

Questions:

A Whatis GOLD?

A How common is COPD?

A Whatis it?

A How do the new GOLD guidelines 2017 change things?
A How do | distinguish COPD from asthma?

A Conclusions

The Global Initiative for Chronic Obstructive
Lung Disease (GOLD)

January 1997:

< COPD experts from several countries met in Brussels, Belgium, including
representatives of the National Heart, Lung and Blood Institute (NHLBI, USA) and
the World Health Organization (WHO).

¢ They recommended establishment of a panel with expertise on a W|de variety of
COPD-related topics to prepare an evidence-based document on COPD.

4 2001: GOLD initiative launched in collaboration with NHLBI and WHO.

¢ Project suppt by unrestricted grants from many pharmaceutical
companies.

Goals of GOLD:
¢ 1. Toincrease awareness of COPD and decrease morbidity and
mortality from this disease

¢ 2. Toimprove prevention and management of COPD through a
concerted worldwide effort

¢ 3.To encourage a renewed research interest in COPD

\World burden

Burden of Obstructive Lung Disease (BOLD) international study:
¢ 10% for people > 40 yrs.
¢ InAustralia, the prevalence of COPD was:

7.5% for people aged >40  30% for people aged > 75
COPD is currently the fourth leading cause of death in the world.

COPD is projected to be the 3rd leading cause of death by 2020.

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

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

How common is COPD in Australia?
VERY common!

iy = COPD

COPD by numbers

More than 1in 20 'iiififii‘

Australians aged 55 and over have COPD, based on **"f*f’*i
self-reported data. That's over 310,700 people.

58,872 e
Hospitalisations for COPD in 2013-14 FraTEes e

Femaies

Fifth leading cause of death
With 6,462 deaths due to COPD in 2013

\ COPD in Australia

COPD deaths

Pes cent smoking Deaths per 100,000 population  Figure 16.1: Projected male and female adult smoking rates in
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\ Has GOLD succeeded?

‘ Global Strategy for Diagnosis, Management and Prevention of COPD

Risk Factors for COPD

n
Socio-economic

Aging i
Populations .

00l dé6 definition
of COPD

Orarichondts AChronic bronchitis
3 ¢ Chronic productive cough for
more than 3 months of the year
for two successive years
~Emphysema
¢ Achronic, irreversible disease
of the lungs characterized by
abnormal enlargement of
airspaces within the lungs and
accompanied by destruction of
the tissue lining the walls of the
airspaces

New Definition for COPD

Moves beyond Breathlessness

Emphasizes respiratory symptoms, lung tissue, and
airway abnormalities in COPD development:

“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.”

| Aetiology of COPD

Figure 1.1. Etiology, pathobiology and pathology of COPD leading to airflow limitation and clinical manifestations

Pathobiology

cooo

\ The famous Fletcher curve

The natural history of chronic airflow obstruction. Br Med J 1977; -L.6U845
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\ Natural history of lung function:
the importance of early loss of lung func

Figure 1.2. FEV, progression over time

FEV, in percent of predicted
‘maximally attained value
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GOLD 2017: Updated COPD definition include
persistent respiratory symptoms

GOLD 2016

GOLD 2017

Chronic Obstructive Pulmonary Disease
(COPD), a common preventable and
treatable disease, is characterized by

Chronic Obstructive Pulmonary Disease
(COPD) is a common, preventable and
treatable disease that is characterized

that is by
and associated with an that is due to airway
enhanced chronic inflammatory and/or alveolar abnormalities usually
response in the airways and the lung to caused by significant exposure to
noxious particles or gases noxious particles or gases

1.GoLD 2016
2 Golbzn?

| Diagnosing COPD

Table 2.1, Key indicators for considering a diagnosis of COPD

Consider COPD, and perform spirametry, if any of these indicators are present in on individual aver age 40. These
indicators are ot diagnostic themselves, but the presence of multipke key indfeators increases the probability of o
diagnasis of COPD. Spirametry is required to establish u diagnosis of COPD:

Dyspnea that is: Progressive 0w time.
Charactenistically worse with exercise,
Persistent
Chranic cough: My be intermittent and may be ungraductive.
Recurrent wheeze.
Chranic sputum production: Any patter of chaanic sputum peoduction may indicate COPD.

Recurrent lower respiratory tract infections
History of risk factors:

ntzl abaormalities ete].

Occupational dusts, vapors, fumes, gases and other ch
Family history of COPD andfor childhood factors:
Fur example law berthweight, childhood respiratory in

| Diagnosis and assessment

COPD should be considered in any patient who has dyspnoea, chronic
cough or sputum production, and/or a history of exposure to risk factors
for the disease.

Spirometry is required to make the diagnosis; the presence of a post-
bronchodilator FEV,/FVC < 0.70 confirms the presence of persistent
airflow limitation.

The goals of COPD assessment are to determine the level of airflow
l'imitation, the impact of disease on t
of future events (such as exacerbations, hospital admissions, or death), in
order to guide therapy.

Concomitant chronic diseases occur frequently in COPD patients,
including cardiovascular disease, skeletal muscle dysfunction, metabolic
syndrome, osteoporosis, depression, anxiety, and lung cancer. These co-
morbidities should be actively sought and treated appropriately when
present as they can influence mortality and hospitalizations
independently.

' Molecular mechanisms
(COPD|

ig. smoke
Toxic agents and gases

Macrophage Neutrophil ‘Aute-antigen’

.‘ & e Vesyieesrs
/" Exacerbation
wnssnsmabadann;
CD4/CDB T cell ™
Growth factors @
o0 TGRS, EGF iL1p b R
e Eosinophil
Chemokines
Fibroblast Proteases o
Alrway smooth musy Protmease e
Extracellular matrix Oxidants: Blells
Hypersecretion of mucus
‘ Remadeiingirsps Chronic Tissue destruction |
Bronchiolitis
Airflow obstruction
Emphysema
Chronic bronchitis

GOLD 2017 includes major revisions
in key areas

4 Definition of COPD
< Refined to place more emphasis on symptoms and co-morbidities
ABCD assessment tool

¢ Refined to assess both symptom level and risk of future exacerbations
following the revised role of spirometry in COPD
Pharmacological management
< Pharmacological algorithms added

< Dual bronchodilatation recommended as a first-line therapy for a majority of
symptomatic patients

¢ ICS therapy only recommended in a minority of patients as an alternative to
preferred LABA/LAMA treatment

4 Focus on inhaler technique
< Emphasizes the importance of patient education
4 Management of co-morbidities
< Emphasizes the importance of identifying and treating co-morbidities

LABA fongl O] 4368hist LAMA = loraeing muscarinc aniagonist Gow2o7
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The goals of COPD treatment
remain unchanged in GOLD 2017

A Relieve symptoms

N Ri mptom:
A Improve exercise tolerance ‘ educe symptoms
A Improve health status
A Prevent disease progression
A Prevent and treat exacerbations - Reduce risk

A Reduce mortality

ol 2017

GOLD 2017 emphasizes the importance of

proper inhaler technique

Alnhaler technique should be assessed regularly

A Determinants of poor inhaler technique in asthma and

COPD patients include:

- Older age

- Use of multiple devices

- Lack of previous education on inhaler technique
AProviding patients with quality education regarding

proper inhaler technique is important
AKEEP IT AS SIMPLE AS POSSIBLE

COPD = choric obsiuctive pumonary disease: GOLD = Glabal natve for chvoric Obsiructie Lung Disease

Gow207

GOLD 2017: Identifying and treating ce ¥
morbidities is important in patients witt
COPD

. COPD often co-exists with other diseases that may have a
significant impact on health status and prognosis
i Cardiovascular disease is a major comorbidity in COPD
¢ The most frequent and most important co-morbid disease
4 Other common co-morbidities include skeletal muscle dysfunction,

metabolic syndrome, osteoporosis, depression, anxiety and lung
cancer

4 Co-morbidities should be actively sought and treated appropriately

Disease oo 2017

| GOLD 2017

Table 2.2. Other causes of chronic cough
Intrathoracic

Medication le.g. ACE inhibitors)

GOLD 2017: Changed role for spirometry

A Post-bronchodilator spirometry is required for
the diagnosis and assessment of COPD

A But: assessing the degree of reversibility of
airflow limitation (e.g. measuring FEV, before
and after bronchodilator or corticosteroids) to
inform therapeutic decisions is no longer
recommended

Spirometry remains key in the diagnosis,
prognostication and treatment with non-
pharmacological therapies

>

| Spirometry

Figure 2.2 Spirometry - Normal Trace

Figure 2.2B. Spirometry - Obstructive Discase
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'GOLD spirometry grading | Spirometry: summary

Table 2.6. Role of spirometry
Diagnosis
Assessment of severity of airflow obstruction (for prognosis)

Table 2.4, Classification of airflow limitation severity in COPD (Based on post-bronchodifator FEV,)
In patients with FEV,/FVC < 0.70:

GOLD 1: Witd FEV, > 800 predicted Follow-up assessment

GOLD 2: Woderate 50% s FEV, < BO% predicted Therapeutic decisions.

GOLD 3: Seere 30% s FEV; < 50% presicted Pharmacological in selected circumstances [e.q, discrepancy between spirametry and level of symptoms).
LULLY Moy Severe Pt < 206 predietesd Consider alternative diagnoses when symptoms are disprapartionate to degree of airflow obstruction.

Non-pharmacological
Identification of rapid decline.

terventional procedures).

\ Choice of thresholds

e 23 A Ascsmon.

| Spirometry

COPD Assessment Test (CAT ™)
m;w’;« — " (Cch(r:nz}néc) Respiratory Questionnaire
St Georgeods
(SGRQ)
Chronic Respiratory Questionnaire
(CRQ)
Modified Medical Research Council
(mMMRC) questionnaire

Spirometers nee

Performance
v should be pe

‘ CAT GOLD 2017:symptoms and exacerbation risk

Figure 23, CAY Assessment

should be assessed to determine appropriate treatment

Diagnose COPD and determine the severity of airflow limitation (GOLD Grade 1i 4)
using spirometry

Determine GOLD Group (Ai D) and appropriate phar

treatment by assessing symptoms and exacerbation history (including prior
hospitalizations)

Spirometrically » Assessment of »
confirmed diagnosis. airflow n

Exacerbation
history

>2 or
leading to
hospitalization
[ENEETTOE . | o - - - - - — — —
FEV,/FVC<0.7

(not leading to
hospital admission)

[e—
MMRCOI1  mMRC 2+
CAT <10 CAT 10+
ccQ<l ccqQir
car
MMRC = modifed Medica Research Counc Gow2o7
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‘ GOLD 2017: Patient examples using trg ’W%‘

refined ABCD assessment tool m”
FEV, (% predicted) <30% <30%

CAT score 18 18
Exacerbations in the past 12 0 3

months

GOLD 2016 classificati D D

GOLD 2017 classification?® Group B Group D

1 Y L
being classified as GOLD B than when using previous GOLD criteria
A More than 50% of patients previously classified as GOLD D
(based on airflow limitation alone) may now be classified as
GOLD B2

s Tes 21, rced ity ke i second 1 coLoz017
0D Sl it Cons oo Long e 2. Agusii A, et al Eur Respir 2013

\ New inhalers ”“’”U*’ N
Ly

‘ GOLD 2017: summarytberapeutic recommendations by [#§%
GOLD Group 2

Group C Group D
Consider offumiast
LABA +ICS
ithe
exacerbation(s)
Further Persistent
exacerbation(s) sympromsfurther
exacerbations
Further
v ||
LAMA A4

o s

Group A Group B

Continue, stop or
try alternative class LAMA + LABA
of bronchodilator
Persistent
Evaluate symptoms
effect
A long-acting bronchodilator
% | (LABA or LAMA) |
L A |
v, 1
o0 Gowan?

GOLD 2017: Group A patients should be offered either a-sinort
long-acting bronchodilator

A bronchodilator

Evaluate effect
)
Continue, stop or try
alternative class of
bronchodilator

A Bronchodilator treatment should be
continued if symptom benefit is seen

GOLD= Giobalitatve for cvoric Obsiructhe Lung Disease Gowo2017

GOLD 2017: Group B patients with persistent symptoms shoul
stepped up to a LABA/LAMA

LABA or LAMA

Persistent symptoms

LABA + LAMA

>

Bronchodilator selection (LABA vs LAMA) in patients with less severe symptoms should
RSLISYR 2y (KS L¥dASydQa LISNDSLIAZY 2F ae

>

Patients with persistent symptoms may be stepped up to LABA/LAMA

>

Patients with severe breathlessness may be started on dual bronchodilation

More than 50% of GOLD B patients have CAT scores >20 (high symptom Burdery),
and therefore should receive LABA/LAMA as initial therapy,
or be stepped up from monotherap)

car 1 60201
LABA =1ong-a ¢ 1 |-gnish LAVIA< ong-aciing miscarinc antagonst ‘Specilc Programme 2016,
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‘ GOLD 2017: ICS are no longer the preferred
choice for patients in GOLD Group C

Preferred choice for persistel Alternative
exacerbations

LABA+LAMA | | LABA +ICS

/. Patients with persistent exacerbations may benefit from addition of LABA or a
combination of LABA/ICS*

4 LAMA/LABA is the preferred choice due to pneumonia risk associated with ICS?

There is also no evidence to suggest superiority of LABA/ICS over
LABA/LAMA?

4 Triple therapy is not recommended?

'GOLD= Giobalitatve fo fvoric Obsirucie Lung Disease 1CS = efaled cotcostrold

o
Siong-a ¢ {1 agonsk LAMA= lon-aciing muscariic anagonst 2Wedtzicha Ja,etal. N Engl Med 2016

‘ GOLD 2017: Dual bronchodilatation is the
preferred initial therapy for pts in Group D

s
Recommended initial therapy
LAMA LAMA +LABA [ LABA + ICS
Further
Further exacerbation(s)/
exacerbation(s) persistent symptoms

LABA + LAMA + ICS

Further
exacerbation(s)

Consider roflumilast if
FEV <50% predicted and
patient has chronic bronchitig

Consider macrolide

cortcosteroid
LABA =on-a ¢ 11 agorish LAVIA= org-acting muscaric antagonst Gow2017

GOLD 2017: Dual bronchodilator treatment
is the preferred initial therapy for patients in
Group D

» GOLD recommends LABA/LAMA as primary-choice treatment for Group D patients®

LABA/LAMA has demonstrated superiority versus bronchodilator monotherapy
and LABAJICS in exacerbation prevention?3

4 LABAJ/ICS may be first choice in patients with a history of and/or features
suggestive of asthma-COPD overlap!

Treatment should be escalated to triple therapy in patients who experience further
exacerbations despite treatment with LABA/LAMA or LABA/ICS?

There is currently no evidence to support the efficacy of triple vs LABA/LAMA

If further exacerbations develop despite treatment with triple therapy, the addition of
a macrolide or roflumilast* may be considered*

(*roflumilast not available in Australia)

A GOLD also suggests the withdrawal of ICS if exacerbations persist on

triple therapy
FEV, = forced expiratory volume in 1 second 1.GOLD 2017 #
G0t Cioar e conosterca 2 WedzchaJa,etal. £
CHA oy 1 gl LAMA o acg uscan anagonst S Viedrchadn, oo NEng 1 e 2010 .

HE * LUNG ASSOCIATION™

RESPIRATORY MEDICATIONS

 Differential diagnosis

expasure to other types of smoke

Asthma

Congestive Heart Failure

Bronchicctasis

Tuberculosis

Obliterative Bronchiolitis

Diffuse Panbronchilitis




04-Sep-17

‘ Sinuses

Lung emphysema software

BAKE O rew  Gen e g T SRR e

\ What about asthma?

8

animals

Feathers

certain foods

Reversible

| Asthma/COPD overlap

ASTHMA COPD

Eosinophils
Mast cell

CD4* (Th2) cells CD8" (Te) cells

AHR
ol B i AR

Good steroid Poor sterold
response response

fibrosiss++ — |77

Alveola
distuptions++

0AstOaD overl apd (GI NA Update

The word ésyndromed has been re
6ast-@G@émRD overlap syndrome (ACOS
The term asthma-COPD overlap does not describe a single disease
entity
This term was being commonly used in the respiratory community
as i f it was theasthmglOP Ddiovead ap(
There are two medically-ac cept ed definitions
The aim is to focus attention back on the original issues
These patients are commonly seen in clinical practice
They are almost always excluded from the RCTs which provide the

evidence base for treatment recommendations, and from studies of
underlying mechanisms

Current guidelines have opposite safety-based recommendations
Asthma: never use LABA without ICS

COPD: start treatment with LABA and/or LAMA, without ICS
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GOLD 2017: exacerbations

COPD exacerbations are defined as an acute worsening of
respiratory symptoms that result in additional therapy.

Classified as:
Mild (treated with SABAs only)
Moderate (treated with SABAs plus antibiotics and/or oral
corticosteroids) or
Severe (patient requires hospitalization or visits the
emergency room). Severe exacerbations may also be
associated with acute respiratory failure. Antibiotics,
steroids, bronchodilators, oxygen

Blood eosinophil count may also predict exacerbation rates (in
patients treated with LABA without ICS).

COPD exacerbations

COPD exacerbations

Summary:
GOLD 2017

LAMAs in fashion

LABAs second-
in-command

GCS out except for
asthma & asthma /COPD
overlap

Exacerbation treatment
unchanged but down-
titrate afterwards
Remember prevention!




