COPD In the Nursinc

Guideline Updates and Treatment Considerations

Matthew Griffith MD MPH
CMDA Conference April 28, 2023



Objectives

|dentify 2 indications for escalating current COPD
treatment

|dentify 2 indications for de-escalating potentially
unnecessary or harmful COPD treatments

|dentify 4 different devices used to deliver inhaled
medications for COPD and their indications



Chronic Obstructive
Pulmonary Disease

Prevalence

Historic data regarding prevalence shows
significant variation across PALTC settings

Likely due to fact is is not specifically recorded on
MDS reports

Also is chronically under diagnosed in the general
population.



Figure 24. Percentage of post-acute and long-term care services users with selected diagnoses, by sector: United States, 2017 and 2018
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Chronic Obstructive
Pulmonary Disease

Diagnosis

History of tobacco use, second-hand
smoke, or exposure to organic (e.g.,
wood) smoke

Diagnosed by spirometry
FEV1/FVC Ratio

UPDATES

ATS/ERS no longer recommend a fixed
cutoff of FEV1/FVC ratio to diagnose
COPD

Recommend use of lower limit of
normal

Often well below former cutoff of 70%



Chronic Obstructive
Pulmonary Disease

Implications

Older adults previously diagnosed with
COPD no longer meet COPD diagnostic
criteria

This is meant to encourage further
evaluation of dyspnea for patients who
have borderline FEV1/FVC ratios



Chronic Obstructive
Pulmonary Disease

Recommendation
For patients who are not improving
with COPD treatment, consider a
referral to a pulmonologist for
spirometry




Moderate or Severe
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Chronic Obstructive
Pulmonary Disease

Assessment

Severity of symptoms should be
assessed AT LEAST annually

Global Initiative for Chronic Obstructive
Lung Disease (GOLD) Categories have
been updated



C
P

nronic Obstructive

ulmonary Disease

Assessment

Severity of symptoms should be
assessed AT LEAST annually

Two validated patient-reported

assessment tools
- COPD Assessment Test (CAT)

- Modified Medical Research Council
Score (MMRC)
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PMID: 34963317



Chronic Obstructive
Pulmonary Disease

Assessment

MDS Dyspnea Assessment can
potentially replace either CAT or mMRC
scales to establish a GOLD score of A or
B/E

Exacerbation history must be
determined annually from clinical chart
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Chronic Obstructive
Pulmonary Disease

Treatment

Medication

Only about 25-35% of LTC residents
with COPD receive a LAMA or LABA
containing medication regimen

40% of patients with 2 or more
exacerbations in prior year were only
on PRN albuterol

Delivery Device

- 25% have a nebulized form of medication
available (usually only albuterol)

PMID: 23127147



Chronic Obstructive
Pulmonary Disease

Treatment

Medication

LABA + LAMA is the preferred initial
inhaled medication regimen for all
patients with symptomatic COPD

- Stiloto (Olodaterol + Tiotropium)*
- Anoro (Vilanterol + Umeclidinium)*
- Duaklir (Formoterol + Aclidinium)

- Bevespi (Formoterol +
Glycopyrrolate)

* - once daily



What if Meds Don’t
Work

Selective Escalation

Single Inhalers

Trelegy (fluticasone, umeclidinium,
vilanterol)

Breztri (budesonide, glycopyrrolate,
formoterol)

Two Inhaler Therapy (ICS/LABA +
Tiotropium)

Wixela/Advair (fluticasone + salmeterol)
Symbicort (budesonide + formoterol)

Dulera (mometasone + formoterol)

Blood eos
<300

Blood eos Blood eos

<100

=100

Blood eos
>300



What if Meds Don’t
Work?

e Consider switching inhaler
device or molecules

 Implement or escalate non-
pharmacologic treatment(s)

* Investigate (and treat) other
causes of dyspnea



Non-Pharmacologic
Therapies



Pulmonary Rehab in
TC

Patients enrolled regardless
of symptoms (only COPD dx)

Excluded patients with CAD,
CHF, MSK disorders, or
“mentally challenged”
(could not complete patient
guestionnaires with
assistance)

PMID: 26248143



Pulmonary Rehab in
TC

Intervention
3h/week x 6-8 weeks

Exercise training
-Walking
-Cycling

TENS

Dyspnea management
education

Upper extremity weight
training

PMID: 26248143



Pulmonary Rehab in
TC

Outcome

Improved exercise tolerance
(6 minute walk test)

- 70% increase

Improved symptom scores

PMID: 26248143



Medication Side-
Effects

LAMA and LABA Agents

- Increased risk of cardiac events (MI, CHF, tachycardia, arrythmia)

However even among adults with advance stage heart failure, risks
were low and there was a signal for survival benefit among patients on
medication?

Inhaled Corticosteroid

- Increased risk of pneumonia, severe pneumonia, cataract, glaucoma and
long bone fractures

a- Su VY, Yang YH, Perng DW, et al. Real-world effectiveness of medications on survival in patients with COPD-heart failure
overlap. Aging (Albany NY). 2019;11(11):3650-3667.



Medication Side-
Effects

No reason to avoid LAMA/LABA inhaled
medications in any patient population

|CS should be used cautiously and de-
escalated when appropriate



Inhaler Devices

Metered Dose Inhaler

Advantages

Can be used with a spacer

Disadvantages

Need to generate sufficient force to
activate

Must clean spacer appropriately



Inhaler Devices

Dry Powder Inhaler

Advantages:
Less Force to Activate

Breath Activated, Less temporal
correlation

Disadvantages

Must be held level after activation

Must generate sufficient inspiratory
force to pull medication out of
device



Inhaler Devices

Soft Mist Inhaler

Advantages:

No need to generate inspiratory
force

Potentially more of a natural
breathing position

Disadvantages

Cannot be used with spacer



Inhaler Device

Nebulizer
Advantages

No breathing coordination needed

No need for patient to activate
device

No maximal inspiratory force

Disadvantages

Requires machine or medical air
Requires training to set up

No medication combinations



Inhaler Devices

Which to Choose

Older adults and those with
dementia can rarely perform correct
technique without direct
supervision and coaching

Likely MDI with spacer is ideal first
choice

If patients have ongoing dyspnea
then transition to nebulizer

If ongoing exacerbations, optimize
medications then transition to
nebulizer



Smoking Cessation

Smoking cessation has survival
benefits even if stopping after age 80

Adults over 65 are less likely to smoke
than younger adults (~9%)

However, prevalence has not changed
despite significant fall among younger
adults

Older adults less likely to stop smoking
or attempt to stop smoking



Smoking Cessation

Older adults more likely than younger
adults to successfully quit with
nicotine replacement therapy alone

Worth a trial among patients with
concerns or contraindications to
varenicline (Chantix)



Summary

COPD is extremely common among adults
in nursing homes and often undertreated

A mix of pharmacologic and non-
pharmacologic therapies are effective in
treating symptoms

Overtreatment can have health
consequences

Choice of inhaler device matters a lot in this
population



THANK YOU
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