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Tanim

* Genellikle zararli partiktl veya gazlara ciddi maruziyetin sebep oldugu
 hava yolu ve/veya alveoler anormalliklere bagl

 persistan hava akimi kisitliligi ve solunumsal semptomlar ile karakterize,

 vaygin, tedavi edilebilir ve onlenebilir bir hastaliktir.



Prevelansi

e Burden of Obstructive Lung Disease(BOLD)’a gore KOAH prevelansi:
Genel populasyonda %10.1 (Turkiye verilerinde %19)

Erkeklerde %11.8, Kadinlarda %8.5

Hic sigara icmeyenlerde %3-11

* Yapilan calismalarda gelismis tlkelerde 40 yas ustu yetiskinlerde KOAH
prevalansinin %10-12 arasinda

 KOAH prevalansinda Ulkeler ve cografi bolgelere gore farkliliklar gorilmekte
(%3-21)



KOAH Gelisimini ve Progresyonunu Etkileyen
Faktorleri

« Genetik Faktorler: Alfa-1 antitripsin eksikligi
. Yas ve Cinsiyet
« Akcigerlerin buytme ve Gelisimi iliskili

« Parittllere Maruziyet: Sigara (Aktif / Pasif), Mesleki Maruziyetler(organic-inorganic
tozlar, kimyasallar, gazlar), Hava Kirliligi (Dis /ic ortam)

« Sosyoekonomik faktorler
« Astim ve havayolu hiperreaktivitesi
« Kronik Bronsit

« Enfeksiyonlar



Patogenez




Tani




} KEY INDICATORS FOR CONSIDERING A DIAGNOSIS OF COPD

Consider COPD, and perform spirometry, if any of these indicators are present in an individual over age 40.
These indicators are not diagnostic themselves, but the presence of multiple key indicators increases the

probability of a diagnosis of COPD. Spirometry is required to establish a diagnosis of COPD.

Dyspnea that is:

Chronic Cough:

Chronic Sputum Production:

History of Risk Factors:

Family History of COPD
and/or Childhood Factors:

Progressive over time.
Characteristically worse with exercise.
Persistent.

May be intermittent and may be unproductive.
Recurrent wheeze.

Any pattern of chronic sputum production may indicate COPD.

Recurrent Lower Respiratory Tract Infections

Host factors (such as genetic factors, congenital/developmental abnormalities etc.).
Tobacco smoke (including popular local preparations).

Smoke from home cooking and heating fuels.

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

For example low birthweight, childhood respiratory infections etc.
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CLASSIFICATION OF AIRFLOW LIMITATION SEVERITY
IN COPD (BASED ON POST-BRONCHODILATOR FEV,)

In patients with FEV1/FVC < 0.70:

GOLD 1: Mild FEV; 2 80% predicted
GOLD 2: Moderate 50% < FEV; < 80% predicted
GOLD 3: Severe 30% < FEV4 < 50% predicted
GOLD 4: Very Severe FEV, < 30% predicted
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} MODIFIED MRC DYSPNEA SCALE*

PLEASE TICK IN THE BOX THAT APPLIES TO YOU | ONEBOX ONLY | Grades0-4

mMRC Grade 0.

mMRC Grade 1.

mMRC Grade 2.

mMRC Grade 3.

mMRC Grade 4.

| only get breathless with strenuous exercise.

| get short of breath when hurrying on the level or walking
up a slight hill.

| walk slower than people of the same age on the level because
of breathlessness, or | have to stop for breath when walking on
my own pace on the level.

| stop for breath after walking about 100 meters or after a few
minutes on the level.

| am too breathless to leave the house or | am breathless
when dressing or undressing.

® Fletcher CM. BMJ 1960; 2: 1662.

TABLE
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P CAT™ ASSESSMENT

For each item below, place a mark (x) in the box that best describes you currently.

Be sure to only select one response for each question.

EXAMPLE: | am very happy @ ® @ @ @ @ I am very sad SCORE
| never cough @ @ @ @ @ @ | cough all the time

| have no phlegm (mucus) My chest is completely full
in my chest at all @ @ @ @ @ @ of phlegm (mucus)
My chest does not feel tight at all @ @ @ @ @ @ My chest feels very tight
When | walk up a hill or one flight When | walk up a hill or one flight
of stairs | am not breathless @ @ @ @ @ @ of stairs | am very breathless
I am not limited doing any @ @ @ @ @ @ I am very limited doing
activities at home activities at home
| am confident leaving my home | am not at all confident leaving my
despite my lung condition @ @ @ @ @ @ home because of my lung condition
| sleep soundly | don‘t sleep soundly because
@ @ @ @ @ @ of my |ung condition
I have lots of energy @ @ @ @ @ @ | have no energy at all

Reference: Jones et al. ERJ 2009; 34 (3); 648-54. TOTAL SCORE:

FIGURE 2.3
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Degerlendirme

} THE REFINED ABCD ASSESSMENT TOOL

Spirometrically Assessment of ?S:_Iest::_lesr}:igz
Confirmed Diagnosis airflow limitation ymp .
of exacerbations
Moderate or Severe
Exacerbation History
FEV, : : :
Grade o - : =2 or : :
Post-bronchodilator Al 1) : > 1 leading : C : D
FEV./FVC < 0.7 i  to hospital .
GOLD 1 = 80 i admission 1 | ocieeeeeaaa- e mmmmmmmm—————
GOLD 2 50-79 A : B
: Oor1l : :
GOLD 3 30-49 i (notleading i :
i to hospital :
Golb4 | <30 { admission) | £ R  RRCE S ]
SR L LR . ! CAT<10 !! CAT=10 !
Symptoms




Stabil KOAH Yonetimi

* Risk faktorlerinden kacinmak; Sigara Birakma...

* Asilar (Influenza, Pnémokok, DBT, COVID)

* Farmakolojik Tedaviler

* Duzenli Fiziksel Aktivite

 Pulmoner Rehabilitasyon & Egitim-Oz Yonetim

e Uzun Suireli Oksijen Tedavisi

* Noninvaziv Ventitator Destegi

* Cerrahi & Bronkoskopik Volum Azaltici Girisimler
* Palyatif Bakim



Farmakolojik Tedaviler

* Bronkodilatorler
* Metilksantinler
* Anti-inflamatuar Tedaviler
- Inhaler & Oral KS
- PDE4 inh
- Antibiyotikler
- Mukoregulatuar & Antioksidanlar
 Alfa-1 AT replasman tedavisi



Farmakolojik Tedaviler

* Bronkodilatorler

* Metilksantinler

* Anti-inflamatuar Tedaviler
- Inhaler & Oral KST
- PDE4 inh.
- Antibiyotikler

BIREYSELLESTIRILMIS TEDAVI
-Semptomlar

-Alevlenmelerin sayi ve agirlig
-Kan Eozinofil seviyesi

-Hava akimi kisithlig

-Yan etkiler

-Komorbiditeler

-llaca ulasilabilirlik ve maliyet
-Hastanin tercihi ve tedaviye yaniti

- Mukoregulatuar & Antioksidanlar

 Alfa-1 AT replasman tedavisi



Farmakolojik Tedaviler o |
BIREYSELLESTIRILMIS TEDAVI

o -Semptomlar
* BronkodilatGrler -Alevlenmelerin sayi ve agirlig
e Metilksantinler -Kan Eozinofil seviyesi
.. _ -Hava akimi kisithlig
* Anti-inflamatuar Tedaviler Van etkiler

- Inhaler & Oral KST -Komorbiditeler
_PDE4 inh. -llaca ulasilabilirlik ve maliyet

L -Hastanin tercihi ve tedaviye yaniti
- Antibiyotikler

" . . . »
_ I\/IukoregUIatuar & Antioksidanlar Her vizitte inhaler teknik kontrol edilmeli!

 Alfa-1 AT replasman tedavisi



* Semptomlanin giderilmesi

" Eggersztoleransinin attmimas — SEMPTOMLARIN AZALTILMASI

" Salk durumunun fyllegtriimesi

" Hastalik progresyonunun engellenmesi

" Alevlenmelerin engellenmesi ve tedavis » RISKIN AZALTILMAS|

' Mnrtaliteninazalhlmqf.l




22 orta alevlenme

Veya
21 hastane yatisi

0veya 1 orta alevlenme
(hastane yatisi
gerektirmeyen)
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} FACTORS TO CONSIDER WHEN INITIATING ICS TREATMENT

Factors to consider when initiating ICS treatment in combination with one or two long-acting bronchodilators
(note the scenario is different when considering ICS withdrawal):

- STRONG SUPPORT - - CONSIDER USE - - AGAINST USE -

* History of hospitalization(s) * 1 moderate exacerbation of COPD * Repeated pneumonia events

for exacerbations of COPD# per year# e Blood eosinophils <100 cells/ul

* > 2 moderate exacerbations * Blood eosinophils 100-300 cells/pL e History of mycobacterial
of COPD per yearf

infection
* Blood eosinophils >300 cells/uL

e History of, or concomitant, asthma

#despite appropriate long-acting bronchodilator maintenance therapy (see Table 3.4 and Figure 4.3 for recommendations);

*note that blood eosinophils should be seen as a continuum; quoted values represent approximate cut-points;
eosinophil counts are likely to fluctuate.

Reproduced with permission of the © ERS 2019: European Respiratory Journal 52 (6) 1801219;
DOI: 10.1183/13993003.01219-2018 Published 13 December 2018
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} FACTORS TO CONSIDER WHEN INITIATING ICS TREATMENT

Factors to consider when initiating ICS treatment in combination with one or two long-acting bronchodilators
(note the scenario is different when considering ICS withdrawal):

KULLANILMASI GUCLU ONERILEN KULLANILMASI DUSUNULEBILIR KULLANILMASI ONERILMEYEN
LG T L T T G BRI GRTE LR * Yilda 1 kez oria derecede KOAH * Tekrarlayan pnomoni vakalarn
Oykisi alevlenmesi*

Yilda = 2 oria derecede KOAH * Kan eozinofil 100-300 hicre/ulL
alevienmelen®

* Kan eczinofl < 100 hdcre/ul

* Mikobakten enfeksiyonu
Kan eozinofl > 300 hdcre/ul

Eslk eden astim tablosu veya astim
Oykiisi olugu

#despite appropriate long-acting bronchodilator maintenance therapy (see Table 3.4 and Figure 4.3 for recommendations);

*note that blood eosinophils should be seen as a continuum; quoted values represent approximate cut-points;
eosinophil counts are likely to fluctuate.

Reproduced with permission of the © ERS 2019: European Respiratory Journal 52 (6) 1801219;
DOI: 10.1183/13993003.01219-2018 Published 13 December 2018
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Farmakolojik tedavi

Generic Drug Name Inhaler Type Nebulizer Oral Injection Duration Of Action

SHORT-ACTING (SABA)

Fenoterol MDI v pill, syrup 4-6 hours
Levalbuterol MDI v 6-8 hours
Salbutamol (albuterol) MDI & DPI v pill, syrup, v 4-6 hours
extended 12 hours (ext. release)
release tablet

Terbutaline DPI pill v 4-6 hours
LONG-ACTING (LABA)

Arformoterol v 12 hours
Formoterol DPI vV 12 hours
Indacaterol DPI 24 hours
Olodaterol SMI 24 hours
Salmeterol MDI & DPI 12 hours

SHORT-ACTING (SAMA)

Ipratropium bromide MDI v 6-8 hours
Oxitropium bromide MDI 7-9 hours
LONG-ACTING (LAMA)

Aclidinium bromide DPI, MDI 12 hours
Glycopyrronium bromide DPI solution Vv 12-24 hours
Tiotropium DPI, SMI 24 hours
Umeclidinium DPI 24 hours




Farmakolojik tedavi

Fenoterol/ipratropium SMI v 6-8 hours
Salbutamol/ipratropium SMI, MDI 6-8 hours
Formoterol/aclidinium 12 hours
Formoterol/glycopyrronium MDI 12 hours
Indacaterol/ glycopyrronium DPI 12-24 hours
Vilanterol/umeclidinium DPI 24 hours
Olodaterol/tiotropium SMI 24 hours
Aminophylline solution Variable, up to 24 hours
Theophylline (SR) pill Variable, up to 24 hours
Formoterol/beclometasone MDI

Formoterol/budesonide MDI, DPI

Formoterol/mometasone MDI

Salmeterol/fluticasone MDI, DPI

Vilanterol/fluticasone furoate

Fluticasone/umeclidinium/vilanterol

Beclometasone/formoterol/glycopyrronium MDI

Roflumilast

Erdosteine

*Not all formulations are available in all countries. In some countries other formulations and dosages may be available.
MDI = metered dose inhaler; DPI = dry powder inhaler; SMI = soft mist inhaler.

TABLE 3.3
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® DiSPNE ® L ALEVLENME L4
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diger sebeplerini Roflumilast Eski sigara igicisi
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et)
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} BRONCHODILATORS IN STABLE COPD

e Inhaled bronchodilators in COPD are central to symptom management and commonly given on a regular
basis to prevent or reduce symptoms (Evidence A).

e Regular and as-needed use of SABA or SAMA improves FEV; and symptoms (Evidence A).

e Combinations of SABA and SAMA are superior compared to either medication alone in improving FEV, and
symptoms (Evidence A).

e LABAs and LAMAs significantly improve lung function, dyspnea, health status, and reduce exacerbation rates
(Evidence A).

e LAMAs have a greater effect on exacerbation reduction compared with LABAs (Evidence A) and decrease
hospitalizations (Evidence B).

e Combination treatment with a LABA and LAMA increases FEV; and reduces symptoms compared to
monotherapy (Evidence A).

e Combination treatment with a LABA/LAMA reduces exacerbations compared to monotherapy (Evidence B).

e Tiotropium improves the effectiveness of pulmonary rehabilitation in increasing exercise performance
(Evidence B).

* Theophylline exerts a small bronchodilator effect in stable COPD (Evidence A) and that is associated with
modest symptomatic benefits (Evidence B).

© 2020 Global Initiative for Chronic Obstructive Lung Disease




} BRONCHODILATORS IN STABLE COPD

e KOAH’da inhaler bronkodilatorler, semptom ydnetiminin temelini olusturmaktadir (Kanit A).

e Dizenli veya gerektiginde kullanilan SABA veya SAMA semptomlari ve FEV1'i iyilestirir (Kanit A).
e SABA ve SAMA kombinasyonu her bir komponentin tekli kullanimindan daha etkilidir (Kanit A).
e LABA ve LAMA akciger fonksiyonlarini, dispneyi, yasam kalitesini ve alevlenme sayisini azaltir (Kanit A).

e LAMA, LABA’ya gore alevlenmeleri 6nlemede daha etkilidir (Kanit A), hastane yatislarini azaltir (Kanit
B).

e LABA ve LAMA kombinasyonu FEV1 ve semptomlari monoterapiye gore daha fazla iyilestirir (Kanit A).
e LABA ve LAMA kombinasyonu monoterapiye gore alevlenmeyi daha cok azaltir (Kanit B).

e Tiotropium, pulmoner rehabilitasyonun egzersiz performansi Gzerindeki etkinligini arttirir (Kanit B).

e Teofilinin bronkodilator etkisi zayiftir (Kanit A), bu nedenle cok az semptomatik yarar saglar (Kanit B).

© 2020 Global Initiative for Chronic Obstructive Lung Disease



65 vasinda, Erkek hasta, KOAH tanisi ile 5 yildir inhaler uzun

etkili beta-agonist (LABA) kullaniyor. Alevlenme nedeniyle 1 ay

once hospitalize olmus. Kontrol icin basvuran hastanin,

tedavisinde yapilmasi gereken degisikliklerden en uygun olani
hangisidir?

a) Azitromisin
b) Roflumilast
c) LABA/IKS
d) Teofilin

e) Erdostein



65 yasinda, Erkek hasta, KOAH tanisi ile 5 yildir inhaler uzun
etkili beta-agonist (LABA) kullaniyor. Alevlenme nedeniyle 1 ay
once hospitalize olmus. Kontrol icin basvuran hastanin,
tedavisinde yapilmasi gereken degisikliklerden en uygun olani

hangisidir?
" EXACERBATIONS <  STRONG SUPPORT -
LABA or LAMA
a) Azitromisin - - | 1  History of hospitalization(s)
. LABA + LAMA . LABA + ICS : s
b) Roflumilast o L — (—‘ J for exacerbations of COPD
sos<200f | oS0 * > 2 moderate exacerbations
;) l-.I-ABfAlllKS } 2| LABA+ Li—\MA+ ics | € of COPD per year#
) Teofilin _ U B l * Blood eosinophils >300 cells/pl
e) Erdostein Roflumilast

FEV, < 50% & Azithromycin * History of, or concomitant, asthma

chronic bronchitis




> ANTI-INFLANMMATORY THERAPY IN STABLE COPD

INHALED CORTICOSTEROIDS

e AN ICS combined with a LABA is more effective than the individual components in improving lung function and
health status and reducing exacerbations in patients with exacerbations and moderate to very severe COPD
(Evidence A).

e Regular treatment with ICS increases the risk of pneumonia especially in those with severe disease (Evidence A).
e Triple inhaled therapy of LABA/LAMA/ICS improves lung function, symptoms and health status, and reduces
exacerbations, compared to LABA/ICS, LABA/LAMA or LAMA monotherapy (Evidence A). Recent data suggest

a beneficial effect versus fixed-dose LABA/LANMA combinations on mortality in symptomatic COPD patients with
a history of frequent and/or severe exacerbations.

ORAL GLUCOCORTICOIDS

e Long-term use of oral glucocorticoids has numerous side effects (Evidence A) with no evidence of benefits
(Evidence C).

PDE4 INHIBITORS

e |Nn patients with chronic bronchitis, severe to very severe COPD and a history of exacerbations:
» A PDE4 inhibitor improves lung function and reduces moderate and severe exacerbations (Evidence A).

» A PDE4 inhibitor improves lung function and decreases exacerbations in patients who are on fixed-dose
LABA/ICS combinations (Evidence A).

ANTIBIOTICS

e Long-term azithromvycin and erythromvycin therapy reduces exacerbations over one year (Evidence A).

* Treatment with azithromycin is associated with an increased incidence of bacterial resistance (Evidence A) and
hearing test impairments (Evidence B).

MUCOREGULATORS AND ANTIOXIDANT AGENTS

e Regular treatment with mucolytics such as erdosteine, carbocysteine and NAC reduces the risk of exacerbations
in select populations (Evidence B).

OTHER ANTI-INFLANMIVIATORY AGENTS

e Simvastatin does not prevent exacerbations in COPD patients at increased risk of exacerbations and without
indications for statin therapy (Evidence A). However, observational studies suggest that statins may have positive
effects on some outcomes in patients with COPD who receive them for cardiovascular and metabolic indications
(Evidence C).

e Leukotriene modifiers have not been tested adequately in COPD patients.

© 2020 Global Initiative for Chronic Obstructive Lung Disease



> ANTI-INFLANMMATORY THERAPY IN STABLE COPD !

INHALER KORTIKOSTEROIDLER (iKS)

e Orta-cok agir KOAH’ta iKS + LABA kombinasyonu her bir komponente gére akciger fonksiyonlarini, yasam kalitesini diizeltir,
alevlenmeleri azaltir (Kanit A).

e Ozellikle agir hastalarda diizenli iKS tedavisi pnédmoni riskini arttirir (Kanit A).

e i[KS/LAMA/LABA iiclii tedavisi iKS/LABA, LABA/LAMA veya LAMA monoterapisine gére akciger fonksiyonlarini, yasam
kalitesini

dizeltir, alevlenmeleri azaltir (Kanit A). Son donemde elde edilen veriler sik alevlenme geciren grupta Ucli tedavinin LABA +
LAMA’ya gore mortalite avantaji olabilecegini disindirmektedir.

ORAL GLUKOKORTIKOIDLER

e Uzun sireli oral glukokortikoidler bircok yan etkiye neden olur (Kanit A) ve yeterli kanit yoktur (Kanit C).
FOSFODIESTERAZ-4 (PDE-4) iNHiBiTORLERI

e Alevlenme 0Oykiist olan agir-cok agir KOAH’ta kronik bronsit varsa;

PDE-4 inhibitoru akciger fonksiyonlarini diizeltir, orta-agir alevlenmeleri engeller (Kanit A).

PDE-4 inhibitorii fiks doz iKS + LABA kullanan hastalarda akciger fonksiyonlarini iyilestirir ve alevlenmeleri engeller (Kanit A).
ANTIBiYOTIiKLER

e Uzun sliren azitromisin ve eritromisin tedavileri 1 yildan fazla stireyle alevlenmeleri azaltir (Kanit A).

e Azitromisin tedavisi bakteriyel direng gelisiminde artisa (Kanit A) ve isitme azalmasina neden olur (Kanit B).
MUKOREGULATUVARLAR ve ANTIOKSIDANLAR

e Mukolitiklerle (erdostein, N-asetilsistein, karbosistein) diizenli tedavi, secilmis poplilasyonda alevlenme riskini azaltir (Kanit
B).

DIGER ANTIINFLAMATUVAR AJANLAR

e Statin endikasyonu olmaksizin kullanilan simvastatin KOAH’lilarda alevlenme riskini azaltmaz (Kanit A). Kardiyovaskdiler
endikasyonla statin alan hastada simvastatin kullanimi bazi olumlu sonuglara yol agabilir (Kanit C).

e Lokotrien dlzenleyicileri KOAH’ta yeterli diizeyde ¢alisiimamistir.

© 2020 Global Initiative for Chronic Obstructive Lung Disease



’ OTHER PHARMACOLOGICAL TREATMENTS

ALPHA-1 ANTITRYPSIN AUGMENTATION THERAPY

* Intravenous augmentation therapy may slow down the progression of emphysema (Evidence B).

ANTITUSSIVES

* There is no conclusive evidence of a beneficial role of antitussives in patients with COPD (Evidence C).

VASODILATORS

» Vasodilators do not improve outcomes and may worsen oxygenation (Evidence B).

© 2020 Global Initiative for Chronic Obstructive Lung Disease



} OTHER PHARMACOLOGICAL TREATMENTS

ALFA-1 ANTITRIPSIN YERINE KOYMA TEDAVISI
e intravendz yolla yerine koyma tedavisi amfizem progresyonunu azaltabilir (Kanit B).

ANTITUSIFLER
e Faydasi yoktur (Kanit C).

VAZODILATORLER
e Sonuclari iyilestirmez hatta oksijenizasyonu bozabilir (Kanit B).
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PULMONARY REHABILITATION, SELF-MANAGEMENT
AND INTEGRATIVE CARE IN COPD

PULMONARY REHABILITATION

* Pulmonary rehabilitation improves dyspnea, health status and exercise tolerance in stable patients (Evidence A).

e Pulmonary rehabilitation reduces hospitalization among patients who have had a recent exacerbation
(<4 weeks from prior hospitalization) (Evidence B).

* Pulmonary rehabilitation leads to a reduction in symptoms of anxiety and depression (Evidence A).

EDUCATION AND SELF-MANAGEMENT

* Education alone has not been shown to be effective (Evidence C).

¢ Self-management intervention with communication with a health care professional improves health status and
decreases hospitalizations and emergency department visits (Evidence B).

INTEGRATED CARE PROGRAMS

e Integrative care and telehealth have no demonstrated benefit at this time (Evidence B).

© 2020 Global Initiative for Chronic Obstructive Lung Disease



PULMONARY REHABILITATION, SELF-MANAGEMENT
AND INTEGRATIVE CARE IN COPD

PULMONER REHABILITASYON (PR)

¢ PR, stabil hastalarda dispne, saglik durumu ve egzersiz toleransini iyilestirir (Kanit A).
e PR, alevlenmesi olan hastalarda hospitalizasonu azaltir (Kanit B).
( 6nceki hospitalizasondan <4 hafta)

* PR, anksiyete ve depresyon semptomlarinda azalmaya neden olur (Kanit A).

EDUCATION AND SELF-MANAGEMENT

* Education alone has not been shown to be effective (Evidence C).

¢ Self-management intervention with communication with a health care professional improves health status and
decreases hospitalizations and emergency department visits (Evidence B).

INTEGRATED CARE PROGRAMS

e Integrative care and telehealth have no demonstrated benefit at this time (Evidence B).
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} OXYGEN THERAPY AND VENTILATORY SUPPORT IN STABLE COPD

OXYGEN THERAPY

e The long-term administration of oxygen increases survival in patients with severe chronic resting arterial
hypoxemia (Evidence A).

e |n patients with stable COPD and moderate resting or exercise-induced arterial desaturation, prescription of
long-term oxygen does not lengthen time to death or first hospitalization or provide sustained benefit in health
status, lung function and 6-minute walk distance (Evidence A).

» Resting oxygenation at sea level does not exclude the development of severe hypoxemia when traveling by air
(Evidence C).

VENTILATORY SUPPORT

* NPPV may improve hospitalization-free survival in selected patients after recent hospitalization, particularly in
those with pronounced daytime persistent hypercapnia (PaCO: = 52 mmHg) (Evidence B).

© 2020 Global Initiative for Chronic Obstructive Lung Disease



} OXYGEN THERAPY AND VENTILATORY SUPPORT IN STABLE COPD !

UZUN SURELI OKSIEN TEDAVISi (USOT)

e USOT; agir kronik istirahat hipoksemisi olan hastalarda surviyi arttirir (Kanit A).

e Orta derece istiahat hipoksemisi olan veya egzersizin tetikledigi desatlirasyonu olan stabil
KOAH hastalarinda USQOT, 6lime kadar gecen stire veya ilk yatisa kadar gecen sire veya 6DYM,
akciger fonksiyonu, saglik duumunda fayda sagladigi gosterilememistir (Kanit A).

e Deniz seviyesinde istirahat oksijenizasyonu, hava yolculugunda agir hipoksemi gelisimini
dislamaz (Kanit C).

VENTILATOR DESTEGI
e Noninvaziv pozitif basingli ventilasyon (NPPV), 6zellikle glindlz persistan hiperkapnisi (pCO2
> 52 mmHg) olan hastalarda son hospitalizasyondan sonra hospitalizasyonsuz suviyi iyilestiriyor
(Kanit B).
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FIGURE 4.
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} INTERVENTIONAL THERAPY IN STABLE COPD

LUNG VOLUME REDUCTION SURGERY

e Lung volume reduction surgery improves survival in severe emphysema patients with an upper—lobe
emphysema and low post—rehabilitation exercise capacity (Evidence A).

BULLECTOMY

* |n selected patients, bullectomy is associated with decreased dyspnea, improved lung function and exercise
tolerance (Evidence C).

TRANSPLANTATION

e |n appropriately selected patients with very severe COPD, lung transplantation has been shown to improve

quality of life and functional capacity (Evidence C).

BRONCHOSCOPIC INTERVENTIONS

¢ |n select patients with advanced emphysema, bronchoscopic interventions reduce end-expiratory lung volume
and improve exercise tolerance, health status and lung function at 6-12 months following treatment.
Endobronchial valves (Evidence A); Lung coils (Evidence B); Vapor ablation (Evidence B).
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} INTERVENTIONAL THERAPY IN STABLE COPD

AKCIGER VOLUM AZALTICI CERRAHI (AVAC)

e AVAC, post-rehabilitasyon egzersiz kapasitesi disik, tst lob amfizemi olan agir amfizem
hastalarinda surviyi iyilestirir (Kanit A).

BULLEKTOMI

e Secilmis hastalarda, akciger fonksiyonu ve egzesiz toleransini iyilestirir, azalmis dispne ile
iliskilidir (Kanit C).

TRANSLANTASYON

e Cok agir KOAH olan uygun sekilde sec¢ilmis hastalarda, akciper transplantasyonunun yasam
kalitesi ve fonksiyonel kapasiteyi iyilestirdigi gosterilmis (Kanit C).

BRONKOSKOPIK GiRiSIMLER

e Agir amfizemli secili hastalarda, bronkoskopik girisimler tedaviyi takip eden 6-12 ayda
egzersiz toleransi, saghk durumu ve akciger fonksiyonunu iyilestirir ve eksiryum sonu akciger
volumuni azaltir.

Endobronsial valv (Kanit A); akciger coiller (Kanit B); Buhar ablasyon (Kanit B)
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Hacim azaltici tedaviler icin

1) Oykd, fizik muayene
2) Akciger volimlerini iceren solunum fonksiyon testleri

Ciddi hava yolu obstriksiyonu (FEV1 %20-45), hiperinflasyonu (reziduel
volim (RV)>%175 veya RV/total akciger kaksitesi (TLC) >0,58),

3) Yuksek cozundrluklt bilgisayarli tomografi (YCBT)
4) Alti dakika yurtime testini (100-500 m) icermelidir.

Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive Lung Disease
(GOLD) 2017. Available from:http://goldcopd.org



Akciger transplantasyonu icin yénlendirme
kriterleri:

e Bronkoskopik veya cerrahi volim azaltici ydntemler icin uygun
olmayan ileri evre KOAH

e BODE indeksi 5-6
e PaCO2 > 50 mmHg ve/veya Pa02 < 60 mmHg
e FEV1 < %25 tahmini degeri

ISHLT: The International Society for Heart & Lung Transplantation - Overall Lung Transplantation Statistics. Available from:
https://ishltregistries.org/registries/slides.



Points on BODE index

Variable

0 1 2 3
FEV,, % pred. >B65 50-65 35-49 <35
Dyspnea, MRC 0-1 2 3 4
6 MWD (meters) >350 250-349 150-249 <149
BMI (kg/m°) <21 >21 = -

FEV,, forced expiratory volume in the first second; MRC, medical
research council; MWD, minutes walk distance; BMI, body mass
index.

Calculation of the BODE index; ResearcheGate



Overview of various therapies used to treat patients with COPD and emphysema worldwide. Note that all therapies
are not approved for clinical care in all countries. Additionally, the effects of BLVR on survival or other long term
outcomes or comparison to LVRS are unknown.

Advanced COPD

I
l I

Ty Ty
emphysema predominant phenotype with severe hyperinflation not candidate for
bullectomy, BLVR or LVRS

large
bulla | |
Yy Ty L Ty
[
bullectomy heterogeneous nc;ua”r;ge homogeneous lung transplant
emphysema emphysema
I | l I | I
Ty Ty L Ny
— collateral + collateral — collateral + collateral
ventilation ventilation ventilation ventilation
| | | |
L Ty Ty Ty
LVRS LVRS BLVR BLVR
BLVR BLVR (EBV, LVRQ) (LVRCQ)
(EBV, LVRC, VA) (LVRC, VA) LVRS * LVRS *

Definition of Abbreviations: BLVR, Bronchoscopic Lung Volume Reduction, EBV, endobronchial Valve, LVRS,
Lung volume reduction surgery, LVRC, Lung volume reduction coil, VA, Vapor ablation

*at some but not all centers
FIGURE 4.6
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70 vasinda kadin hasta, 7 vyildir KOAH tanisi ile LABA/IKS
kullanmakta, 10 vildir ex-smoker(40py), son 2 aydir nefes
darliginin cok arttigini, diz yolda sik sik durup dinlenmek
zorunda kaldigint belirtiyor. Ayrica son 6 ayda 2 kez acile
basvurdugunu, 3 ay ara ile 2 kez antibiyotik kullandigini
belirtiyor. Polikliniginize basvuran hastada oneriniz nedir?

a) Cihaz veya mokekul degisikligi
b) LABA/LAMA/IKS
c) Roflumilast

d) Makrolid
e) Teofilin



70 vasinda kadin hasta, 7 yildir KOAH tanisi ile LABA/IKS
kullanmakta, 10 vildir ex-smoker(40py), son 2 aydir nefes
darliginin cok arttigini, diz yolda sik sik durup dinlenmek
zorunda kaldigint belirtiyor. Ayrica son 6 ayda 2 kez acile
basvurdugunu, 3 ay ara ile 2 kez antibiyotik kullandigini
belirtiyor. Polikliniginize basvuran hastada oneriniz nedir?

e EXACERBATIONS e

a) Cihaz veya mokekul degisikligi (ABA or LAVIA

B
| I

b) LABA/LAMA/IKS LABA\:LAMA g:: LAB:—ICS
c) Roflumilast Conster L _‘ J
d) Makrolid :| > LABA+LAMA+ICS | €

< |

e) Teofilin L 1

Roflumilast
FEV: <50% & Azithromycin
chronic bronchitis




INTERVENTIONS THAT REDUCE THE
FREQUENCY OF COPD EXACERBATIONS

INTERVENTION CLASS

Bronchodilators

Corticosteroid-containing regimens

Anti-inflammatory (non-steroid)

Anti-infectives

Mucoregulators

Various others

INTERVENTION

LABAs
LAMAs
LABA + LAMA

LABA +ICS
LABA + LAMA + ICS

Roflumilast

Vaccines

Long Term Macrolides

N-acetylcysteine
Carbocysteine

Erdosteine

Smoking Cessation
Rehabilitation

Lung Volume Reduction
Vitamin D

© 2020 Global Initiative for Chronic Obstructive Lung Disease
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