2008 CTS COPD update: Highlights for primary care

TABLE 5
Antibiotic treatment recommendations for purulent acute exacerbations of chronic obstructive pulmonary disease (COPD)
Group

Basic clinical state

Symptoms and risk factors

Probable pathogens

First choice

Simple exacerbation

COPD without risk factors

Increased sputum purulence

Haemophilus influenzae,

Amoxicillin, second- or third-

and dyspnea

Haemophilus species,

generation cephalosporins,

Moraxella catarrhalis,

doxycycline, extended-

Streptococcus pneumoniae

spectrum macrolides,
trimethoprim/sulfamethoxazole
(in alphabetical order)

Complicated exacerbation

COPD with risk factors

As in simple plus at least one of:

As in simple plus:

• FEV1<50% predicted

Klebsiella species and

• ≥4 exacerbations per year

other Gram-negatives

• Ischemic heart disease

Fluoroquinolone, beta-lactam/
beta-lactamase inhibitor
(in order of preference)

Increased probability of

• Use of home oxygen

beta-lactam resistance

• Chronic oral steroid use

Pseudomonas species

Repeat prescriptions of the same antibiotic class should be avoided within a three-month interval. FEV1 Forced expiratory volume in 1 s

OXYGEN THERAPY
Long-term continuous oxygen (15 h/day or more to achieve
an oxygen saturation of 90% or greater) offers a survival
advantage to patients with stable COPD with severe
hypoxemia (partial pressure of arterial oxygen 55 mmHg or
less), or when partial pressure of arterial oxygen is less than
60 mmHg in the presence of bilateral ankle edema, cor pulmonale or a hematocrit of greater than 56%.

TABLE 6
When to refer to a specialist
Diagnostic uncertainty
Symptoms are disproportionate to level of airflow obstruction
Accelerated decline of pulmonary function
Suspicion of alpha1-antitrypsin deficiency
Onset of symptoms at a young age
Severe or recurrent acute exacerbations of chronic obstructive pulmonary
disease
Failure to respond to therapy

SPECIALIST REFERRAL
Family physicians have a primary role in the management
of COPD; however, referral to a specialist is appropriate in
certain circumstances (Table 6).
Specialists can also assist in the management of
patients who fail to respond to bronchodilator therapy,
and those who require pulmonary rehabilitation, an
assessment for oxygen therapy, or surgical intervention
(ie, bullectomy, lung volume reduction surgery, lung
transplantation).
END-OF-LIFE ISSUES
COPD is a progressive, disabling condition that may ultimately result in respiratory failure and death. Physicians
have a responsibility to help patients with COPD and their
cargivers to plan for the end of life and to make sure the
necessary support is in place to assist them through this critical terminal phase.
Physicians need to improve their understanding of the
issues facing patients and their informal caregivers
through honest, informative, empathetic conversations
that can form the basis for effective advanced care planning. Features of advanced disease that increase the likelihood of death from an episode of acute exacerbation
include very severe airflow obstruction (ie, FEV1 less than
30% predicted; inspiratory capacity less than 80% predicted),
poor functional status (ie, Medical Research Council dyspnea scale [MRC] grades 4 to 5), poor nutritional status (ie,
body mass index less than 19 kg/m2), presence of pulmonary
hypertension and recurrent severe acute exacerbations
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requiring hospitalization. These patients in particular will
benefit from timely discussions about end-of-life issues.
Discussions that underscore the value of palliative services and the effective alleviation of terminal dyspnea help to
reduce anticipatory anxiety.
ILLUSTRATIVE CASE SCENARIOS
Case 1
A 55-year-old woman comes to clinic for her annual checkup. She has been getting recurrent ‘colds’ over the past year.
She notes shortness of breath on climbing hills over the
past year. She has a long history of smoking.
Assessment: This patient requires a thorough clinical
assessment, including spirometry to confirm the suspicion
that she has COPD. Spirometry demonstrates an FEV1 of
80% predicted and an FEV1/forced vital capacity of 0.67,
indicating mild airflow obstruction. She has MRC grade 2.
This patient has mild COPD.
Suggested therapy (Table 7, Figures 1 and 2): Treatment
should consist of educating the patient about her illness,
providing smoking cessation counselling/pharmacotherapy, administering vaccinations and encouraging regular
physical activity. In terms of pharmacotherapy, initiation
of as needed, inhaled, short-acting bronchodilator therapy
is recommended. Options include SABA (which is of rapid onset and can be used prophylactically in anticipation
of exercise), short-acting anticholinergics, alone or in
7A

