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Plan Today

Review medication 
classes, they are
the same for both 
disease states

Talk over the 
guidelines, focus on 
the changes

Some tips for 
personalized 
respiratory care



Asthma and COPD

Asthma – bronchoconstriction, airway 
inflammation, mucous production

COPD – Tissue destruction, chronic 
cough, due to exposure
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Asthma – Three key features: bronchoconstriction, 
airway inflammation and mucous production.



COPD – Think of the name. . Any thing chronic, 
that is obstructive, in the lungs and is terrible



 SABA = Short Acting Beta-Agonist = Albuterol = 
rescue inhaler = puffer, Proair, Ventolin, Proventil

 LABA = Long Acting Beta-Agonist, Serevent, 
Salmeterol

 ICS = Inhaled Corticosteroid, Flovent, fluticasone, 
QVAR, Pulmicort

 LAMA = Long Acting Muscarinic Antagonist, 
Spiriva, tiotropium

 MDI = Metered Dose Inhaler

 DPI = Dry Powdered Inhaler – Advair, Breo, 
Trelegy

Asthma Terms/Actions/Inhaler Types



Asthma:  Part 1

We have three categories of medications

Albuterol
Short – SABA
Long – LABA 

Bronchodilators



Albuterol – short acting bronchodilator, relaxes 
smooth muscle.  Binds to beta receptors on smooth 
muscle, causing about a billion things to happen that 
drop the calcium in the cell and it relaxes. 

Salmeterol/formoterol/vilanterol – Same thing as 
above but lasts 12 or 24 hours

Medication Categories







Asthma Part 1

We have three categories of medications

Steroids
All long acting

Reduce most every 
aspect of 
inflammation



Corticosteroids bind to the glucocorticoid receptor and 
mediate changes in gene expression that lead to multiple 
downstream effects over hours to days.

Almost every inflammation mediator is reduced

Many actions, all with a central goal of reducing 
inflammation at the source

Most aspects of inflammation are affected

Medication Categories: Steroids





Asthma:  Part 1

We have three categories of medications

SAMA/LAMA
Short – SAMA
Long – LAMA 

Anticholinergic and 
constriction prevention



Ipratropium bromide (and long-acting 
muscarinic antagonists) are often listed as 
bronchodilators?  

Are they? They don’t directly relax smooth 
muscle. . . .

Medication Categories: SAMA/LAMA



Ipratropium bromide 
1. Made from the combination of Isopropyl alcohol and 

atropine.  The name comes from these two words. 
Isopropyl alcohol and atropine

2. Works by INCREASING the degradation of cGMP and by 
DECREASING Ca2+ in the cells, thus blocking 
contraction. They don’t dilate anything really.  

3. Onset of action . . . 20 minutes or so.  Ipratropium half 
life is 2 hours.  

COPD Medication Categories: SAMA/LAMA





Asthma:  Part 2

We have three categories of medications

Albuterol
Short – SABA
Long – LABA 

Bronchodilators

Steroids

SAMA/LAMA

All long acting

Reduce most every 
aspect of 
inflammation

Short – SAMA
Long – LAMA 

Anticholinergic and 
constriction prevention



2020 US Guidelines 
get a partial 

“focused” update

GINA – the rest of the 
world has GINA, the 
Global Initiative for 
Asthma, updated every 
year

Asthma Guidelines



Definition of asthma
Asthma is a heterogeneous disease, usually 
characterized by chronic airway inflammation, 
bronchoconstriction and increased mucous production.

It is defined by the history of respiratory symptoms 
such as wheeze, shortness of breath, chest tightness 
and cough that vary over time and  intensity, together 
with variable expiratory airflow limitation.



Inhaled SABA has been first-line treatment for asthma for 50 
years

This dates from an era when asthma was thought to be a 
disease of bronchoconstriction

 Patients rely on albuterol, it’s fast, it’s what they can feel working

 But albuterol just RELAXES constriction

 Over reliance on albuterol is dangerous and far from good 
asthma control.  Albuterol does not CONTROL asthma

 Over use of albuterol reduces receptors, increases how allergens 
and smoke effects the lungs.  

 Over prescription of albuterol is the single most consistent factor 
when looking at asthma admissions and death. 

Key change #1 – Albuterol use 



 For safety, GINA no longer recommends SABA-only 
treatment for Step 1

 This decision was based on evidence that SABA-only 
treatment increases the risk of severe exacerbations, 
and that adding any ICS significantly reduces the risk

 GINA now recommends that all adults and adolescents 
with asthma should receive symptom-driven or regular low 
dose ICS-containing controller treatment, to reduce the risk 
of serious exacerbations

 US Guidelines recommend this in STEP 2

Key change #1 – Albuterol use 



 In response we now have a combination inhaler on 
the market. 

 Albuterol with a steroid – in this case it’s 
budesonide.  

Key change #1 – Albuterol use 



Single Maintenance And Reliever Therapy
 Remember, albuterol is fast – on fast, off fast
 There is one LABA that is fast as well, 

formoterol
 So it’s fast and long acting
 Combine this with the best inhaled steroid, 

budesonide and you have an excellent 
controller – long acting asthma control

 But what about using this PRN?
 It’s as fast as albuterol, lasts 12 hours?
 Can this be a CONTROLLER and RESCUE?

Key change #2 – PRN long-acting beta agonist and steroid





Single Maintenance And Reliever Therapy

This is NOT FDA approved but is recommended in all 
guideline based therapy

Very reasonable to try this, just document the medical 
decision making and that the patient has not had severe 
acute exacerbations, MILD TO MODERATE ASTHMA

Dose – 2 puffs anytime, up to 12 a day.  

Key changes – SMART THERAPY  



 Using GINA Guidelines – they are the best

 Updated twice a year if needed

 International

 Non-asthma specialist focus but good for 
specialty as well

 https://ginasthma.org/

Look at the GINA Guidelines



Diagnosis of asthma
(be brave!)



Patient with 
respiratory symptoms

Are the symptoms typical of asthma?

Detailed history/examination 
for asthma

History/examination supports 
asthma diagnosis?

Perform spirometry/PEF 
with reversibility test

Results support asthma diagnosis?

Treat for ASTHMA

YES

YES

YES

© Global Initiative for Asthma



Patient with 
respiratory symptoms

Are the symptoms typical of asthma?

Detailed history/examination 
for asthma

History/examination supports 
asthma diagnosis?

Perform spirometry/PEF 
with reversibility test

Results support asthma diagnosis?

Further history and tests for 
alternative diagnoses

Alternative diagnosis confirmed?

Treat for alternative diagnosisTreat for ASTHMA

YES

YES

YES

NO

NO

YES

© Global Initiative for Asthma



Patient with 
respiratory symptoms

Are the symptoms typical of asthma?

Detailed history/examination 
for asthma

History/examination supports 
asthma diagnosis?

Perform spirometry/PEF 
with reversibility test

Results support asthma diagnosis?

Repeat on another 
occasion or arrange 

other tests

Confirms asthma diagnosis?

Consider trial of treatment for 
most likely diagnosis, or refer 

for further investigations

Further history and tests for 
alternative diagnoses

Alternative diagnosis confirmed?

Treat for alternative diagnosisTreat for ASTHMA

YES

YES

YES NO

NO

NO

NO

YES

YES

NO

© Global Initiative for Asthma



Patient with 
respiratory symptoms

Are the symptoms typical of asthma?

Detailed history/examination 
for asthma

History/examination supports 
asthma diagnosis?

Perform spirometry/PEF 
with reversibility test

Results support asthma diagnosis?

Empiric treatment with 
ICS and prn SABA

Review response

Diagnostic testing 
within 1-3 months

Repeat on another 
occasion or arrange 

other tests

Confirms asthma diagnosis?

Consider trial of treatment for 
most likely diagnosis, or refer 

for further investigations

Further history and tests for 
alternative diagnoses

Alternative diagnosis confirmed?

Treat for alternative diagnosisTreat for ASTHMA

Clinical urgency, and 
other diagnoses unlikely

YES

YES

YES NO

NO

NO

NO

YES

YES

NO

© Global Initiative for Asthma



 Confirm presence of airflow limitation
 Document that FEV1/FVC is reduced (at least once, when FEV1 is low)
 FEV1/ FVC ratio is normally >0.75 – 0.80 in healthy adults, and 

>0.90 in children
 Confirm variation in lung function is greater than in healthy individuals

 The greater the variation, or the more times variation is seen, the 
greater probability that the diagnosis is asthma

 Excessive bronchodilator reversibility (adults: increase in FEV1
>12% and >200mL; children: increase >12% predicted)

 Excessive diurnal variability from 1-2 weeks’ twice-daily PEF 
monitoring (daily amplitude x 100/daily mean, averaged)

 Significant increase in FEV1 or PEF after 4 weeks of controller 
treatment

 If initial testing is negative:
• Repeat when patient is symptomatic, or after withholding bronchodilators
• Refer for additional tests (especially children ≤5 years, or the elderly)

Diagnosis of asthma – variable airflow limitation



Keep it simple!

Determine if they are in control 
or not. . . . 

(if appt for asthma or COPD 
exacerbation – ask them how 

they are when NOT sick)



 Minimal daytime and night time symptoms

 Can do what they want to

 No severe flares

 Minimal SABA use, ask about this
 WHY do they reach for the inhaler

 WHAT makes them think “I need my puffer”

Rule of 2s – no more than twice a week and 
no more than 2 inhalers a year

What is good asthma control?



Box 3-12      © Global Initiative for Asthma, www.ginasthma.org*Anti-inflammatory reliever (AIR)



Box 3-12      © Global Initiative for Asthma, www.ginasthma.org*Anti-inflammatory reliever (AIR)







U.S. Guidelines
Very similar to GINA



Fig 4 



Fig 4 



 Often are life changing

 Patients with high eosinophils or IgE
do especially well

 Refer patients early if they are 
struggling and on high dose daily 
inhalers

Biologics -



COPD – Chronic (long term, you get this over 
time), Obstructive (elasticity is gone, things get 
floppy and weak, alveoli break down)



COPD – Big, floppy lungs.  Flattened diaphragm. 
Harder to inhaler but MUCH hard to exhale, air is 
trapped, stale.  





COPD:  Part 2

We have three categories of medications

Albuterol
Short – SABA
Long – LABA 

Bronchodilators

Steroids

SAMA/LAMA

All long acting

Reduce most 
every aspect of 
inflammation

Short – SAMA
Long – LAMA 

Anticholinergic and 
constriction prevention





GLOBAL INITIATIVE FOR 
CHRONIC OBSTRUCTIVE 
LUNG DISEASE (GOLD):  



www.goldcopd.org

https://goldcopd.org/wp-content/uploads/2023/12/GOLD-2024_v1.1-1Dec2023_WMV.pdf



COPD Defined

‘A common preventable and treatable 
disease, is characterized by persistent 
airflow limitation that is usually progressive 
and associated with an enhanced chronic 
inflammatory response in the airways and 
the lung to noxious particles or gases. 
Exacerbations and comorbidities contribute 
to the overall severity in individual patients.’ 





COPD Diagnosis and Treatment

In a patient with the right history 
and symptoms (or a previous 
assumed dx of COPD) get the 
testing done.  







This is comparing the patient to 
themselves



This is comparing the patient to a 
peer based on height, weight, 
age, gender and ethnicity.  



COPD Diagnosis and Treatment

Spirometry 
or

PFT

Diagnosis 
and COPD 

Grade

So do this once, 
then, the good news . . . 



COPD Diagnosis and Treatment



COPD Diagnosis and Treatment

Category 
or 

Treatment

Spirometry 
or

PFT



Set this aside and ask 
them how they are doing



Just like with asthma, every visit 
needs to start with an assessment of 
symptoms, exacerbations and overall 
condition

















Inhaled Steroids (ICS)

If not needed don’t 
use them!

Increased risk of all 
URIs and increased 
risk of pneumonia and 
exacerbations

Fluticasone is the 
worst



© 2022 Global Initiative for Chronic Obstructive Lung Disease



Diagnose with Spirometry or PFT

Once this is done set aside the numbers and focus on 
symptoms and exacerbations/hospitalizations

Use the CAT and figure out what category (A-D) and 
corresponding medication type, make changes

Questions on this so far?

COPD Best Practices



Exacerbations are not “bumps” in the road like 
they are for asthma

Moderate to severe exacerbations are life 
altering, patients never recover fully.  

COPD Exacerbations



How bad is an exacerbation?





Causes – viral make up about 80% of flares in 
a standard COPD population. 

Bacterial infections, increased BLM smoke or 
toxin exposure

Ran out of meds/noncompliance

COPD Exacerbations



Generally, PO steroids are used:
Consider shorter and lower

40 mg for 3 days and 20 mg for 3 days

Patient controlled taper - 40 mg till they are 
50% better then 20 mg till they are close to 
normal

COPD Exacerbations



Macrolides (or other) should be used for 
moderate or worse exacerbations.  

If you’d like to avoid steroids try Azithromycin 
250 mg daily for 10 days. 

Have them do their rescue medication Q4H or 
Q6H for a couple days then move back to 
PRN.   

COPD Exacerbations



COPD Best Practices



COPD Best Practices



Measure this with an In-Check Device (below)

Can also see if they can “make noise” with their inhaler

Can they hold a Post-it note to their lips? 

Do they feel nebulized medication is sig better?

COPD Best Practices



Consider moving patients over to 
nebulized medications, can be life 
altering.  All three categories have 
options now 
(list next slide)

COPD Best Practices



For 
Reference



Smoking Cessation

COPD Best Practices



© 2022 Global Initiative for Chronic Obstructive Lung Disease



https://www.lung.org/getmedia/
c7657648-a30f-4465-af92-
fc762411922e/copd-action-
plan.pdf.pdf





Thank you for 
attending, reach 
out to me if you 
have questions!

208-404-5338
brianbizik@yahoo.com


