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Disclosures
INDUSTRY AFFILIATIONS

Grifols Pharmaceutical - speaker, consultant

AstraZeneca – advisory board

Regeneron – advisory board

CLINICAL RESEARCH

2017 – Sub-I, Genetech Zenyatta Severe Asthma Study

2016 – Sub-I, Biota Human Rhinovirus Study

2015 – Sub-I, Sanofi Traverse Severe Asthma Study

2015 – Sub-I, Sanofi Liberty Severe Asthma Study

2013 – Study Coordinator: MediVector Influenza Study

Brian Bizik does not intend to discuss the use of any 

off-label use/unapproved use of drugs or devices with 

the exception of NON-APPROVED inhaler 

recommendations that are Guideline based but not 

yet FDA approved (asthma only).  



Plan For Today

▪ Review medication classes for 
COPD and  new inhalers

▪ Talk over the guidelines, 
focus on the changes that you 
must know

▪ Some tips for personalized 
respiratory care/exacerbations 
and smoking cessation



Access to Primary vs Specialist Care

Primary Care

Croft JB, et al. Chest. 2016;150(3):544-53. 

Pulmonologists

Nearly all PAs/NPs must treat COPD



Asthma and COPD

▪ Asthma – bronchoconstriction, airway 
inflammation, mucous production

▪ COPD – Tissue destruction, chronic 
cough, due to exposure



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.  





Albuterol
Short – SABA

Long – LABA 

Bronchodilators

Respiratory medications:
We have three categories of medications



Medication Categories

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



Code for English Inhalers 



Code for Spanish Inhalers 





Steroids
All long acting

Reduce most 

every aspect of 

inflammation

Respiratory medications:
We have three categories of medications



Medication Categories: 
Steroids

▪ 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





SAMA/LAMA

Short – SAMA

Long – LAMA 

Anticholinergic and 

constriction 

prevention

Respiratory medications:
We have three categories of medications



Medication Categories: SAMA/LAMA

▪ Ipratropium bromide is our only short acting 
muscarinic, and there are several long acting

▪ These are anti-cholinergic medications that dry 
up secretions and help prevent constriction





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

Respiratory medications:
We have three categories of medications



FOR 
REFERENCE



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 Underdiagnosis

COPD, chronic obstructive pulmonary disease.
Lamprecht B, et al. Chest. 2015;148(4):971-985.

Diagnosed

Undiagnosed
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COPD is Underdiagnosed 



COPD Diagnostic Pathways

Symptom Detail

Dyspnea that is: • Progressive over time

• Characteristically worse with exercise

• Persistent

Chronic cough • May be intermittent and unproductive

• Recurrent wheeze

Chronic sputum production • Any pattern of chronic sputum production may indicate COPD

Recurrent LRTIs

History of risk factors • Host factors (eg, genetic factors, congenital/developmental abnormalities)

• Tobacco smoke 

• Smoke from home cooking and heating fuels

• Occupational dusts, vapors, fumes, gases and other chemicals

Family history of COPD 

and/or childhood factors

• Examples include: low birthweight, childhood respiratory infections,

Hx of Alpha-1 Antitrypsin Deficiency or unexplained pulmonary disease

These indicators are not diagnostic themselves, but the presence of multiple key indicators increases the probability of a diagnosis of COPD. COPD, 
chronic obstructive pulmonary disease; GOLD, Global Initiative for Chronic Obstructive Lung Disease; LRTI, lower respiratory tract infection.
2023 GOLD Report. https://goldcopd.org/2023-gold-report-2/.

Consider COPD and perform spirometry if any of these indicators are present in a patient over 40 years of age:

COPD Diagnosis Considerations 



Spirometry Is Required to Establish a COPD Diagnosis

COPD, chronic obstructive pulmonary disease; GOLD, Global Initiative for Chronic Obstructive Lung Disease; FEV1, forced expiratory volume in one second; FVC, forced vital capacity.
2023 GOLD Report. https://goldcopd.org/2023-gold-report-2/.

Spirometry or PFTs are Required 



COPD Diagnosis Considerations 



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

BEFO
RE Y

O
U E

NTER





Quick Review

▪ COPD is widespread and largely underdiagnosed

▪ Most are tobacco related but there are others

▪ Consider this in patients with chronic issues

▪ You need spirometry to get the diagnosis and stage of 
COPD

▪ But the stage DOES NOT equal quality of life, life 
expectancy and does not effect treatment decisions

▪ Once this is done, you don’t need to repeat it, now we 
just want to know –

▪ How are you?

▪ How often are you sick?















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



Three Keys to COPD care/future focus

▪ Diagnose

▪ How are you?  How often are you sick?

▪ Decide on what inhaler(s) to use (hint: not a steroid)

▪ Then become a superstar!



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

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

▪ An exacerbation is an acute change in a patient's baseline 
dyspnea, cough, or sputum that is beyond normal 
variability, and that is sufficient to warrant a change in 
therapy.  

Three Keys to COPD care/future focus
Key #1 - Exacerbations

1.Cazzola M, MacNee W, Martinez FJ, et al.; for the American Thoracic Society, European Respiratory Society Task Force on Outcomes of COPD. 
Outcomes for COPD pharmacological trials: from lung function to bio-markers. Eur Respir J. 2008;31(2):416-469.





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

▪ Bacterial infections, wildfire smoke, cooking 
fuels or toxin exposure

▪ Ran out of meds/noncompliance

Three Keys to COPD care/future focus
Key #1 - Exacerbations



▪ Generally, PO steroids are used:

▪ Consider shorter and lower

▪ 40 mg for 3 days and 20 mg for 3 days (Medrol dose packs are $$)

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

▪ Macrolides (or doxycycline) should be used for most flares, may use 
without prednisone in the right patient.  Consider a longer duration.

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

▪ OK to help them control cough (anyone know what benzonatate does?)  

Three Keys to COPD care/future focus
Key #1 - Exacerbations



Three Keys to COPD care/future focus
Key #2 – Switch to nebulized therapy



Three Keys to COPD
care/future focus

Key #2 – Switch to 
nebulized therapy



• Measure this with an In-Check 
Device 

• 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?

Three Keys to COPD care/future focus
Key #2 – Switch to nebulized therapy





Three Keys to COPD care/future focus
Key #3 – Smoking Cessation

•Motivational interviewing is great, 
stages of change is great. . . 

•When this is ineffective I scare them

•Show them their chest xray

•Shot them their CBC if it’s off –
elevated RBC or HCT is a LATE sign



Three Keys to COPD care/future focus
Key #3 – Smoking Cessation

•Tell them their lung “age”

•This works!  You can estimate:  Age + ½ their pack years.  

•50 year old who has 40 pack year history has a lung age of 70.

•“Well Mr. Jones, most will need oxygen around (pick an age about 
3-5 years older than the lung age)” 



Three Keys to COPD care/future focus
Key #3 – Smoking Cessation

•Then the payoff – “Mr. Jones do you think you would prefer the 
kind of oxygen tank you carry or one that you pull?  We could start 
looking at tank set ups now if you’d like?”
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