COPD AHD- Facilitator Guide

Agenda

1:00-1:20 PM Theory Burst #1

1:20-2:00 PM Small groups

2:00-2:20 PM Expert questions

2:20-2:30 PM Break 

2:30-2:40 PM Theory Burst #2

2:40-3:20 PM Small groups

3:20-3:30 PM Expert questions and wrap-up

How did the MKSAP 18 quiz go?

Part 1

Ms. Puff is a 42 yo female with a PMH of pre-diabetes, HTN, and smoking who presents to clinic for routine follow-up.  She is concerned about her worsening shortness of breath.  She reports SOB over the last several months, worse with exertion.  She denies chest pain.  Reports lower extremity edema. She denies orthopnea and PND.  She has had a chronic productive cough for “years” which is unchanged.  She has never been hospitalized for her SOB. She denies hemoptysis. She has regular periods.

Social: Currently smokes 1 ppd (40 pack year hx), occasional EtOH. Denies drug use

Medications: multivitamin  

Physical Exam:

Vitals: T 98.6, BP 132/84, HR 86, POX 95%, BMI 26

Gen: well appearing, no acute distress

CV: RRR, nl S1/S2, no murmurs, normal PMI, no JVD

Pulm: reduced breath sounds throughout, clear to auscultation. No wheezing or crackles

Extrem: 1+ pitting edema to ankles bilaterally

1. What is your differential diagnosis and what would support each diagnosis? 

2. How would you evaluate this patient in clinic and/or what work-up do you want to do?

3. Which set of PFTs do you expect her to have and why?  What disease script matches with each PFT?
A. 

	
	Baseline
	Post Bronchodilator

	
	Actual
	Pred
	%Pred
	LLN
	Actual
	%Chg
	%Pred

	FVC (L)
	3.1
	4.05
	77
	3.23
	3.2
	3
	79

	FEV1 (L)
	2.6
	3.05
	85
	2.34
	2.75
	6
	90

	FEV1/FVC (%)
	84
	75
	113
	65
	86
	2
	115

	TLC (Pleth) (L)
	4.73
	6.31
	75
	4.91
	
	
	

	DLCO
	23.20
	24.04
	97
	16.05
	
	
	


B.

	
	Baseline
	Post Bronchodilator

	
	Actual
	Pred
	%Pred
	LLN
	Actual
	%Chg
	%Pred

	FVC (L)
	3.92
	4.05
	97
	3.23
	4.28
	9
	106

	FEV1 (L)
	1.70
	3.05
	62
	2.34
	1.87
	10
	61

	FEV1/FVC (%)
	43
	75
	65
	65
	44
	0
	58

	TLC (Pleth) (L)
	9.32
	6.31
	148
	4.91
	
	
	

	DLCO
	26.20
	24.04
	109
	16.05
	
	
	


C.
	
	Baseline
	Post Bronchodilator

	
	Actual
	Pred
	%Pred
	LLN
	Actual
	%Chg
	%Pred

	FVC (L)
	3.92
	4.05
	97
	3.23
	4.18
	7
	103

	FEV1 (L)
	2.7
	3.05
	89
	2.34
	2.82
	4
	92

	FEV1/FVC (%)
	69
	75
	92
	65
	67
	2
	89

	TLC (Pleth) (L)
	6.5
	6.31
	103
	4.91
	
	
	

	DLCO
	25.20
	24.04
	105
	16.05
	
	
	


Case continued:

Ms. Puff completes her PFTs which show an FEV1/FVC of 50%, FEV1 of 61% predicted without reversibility with bronchodilation.  TTE results included an EF of 60% and is otherwise unremarkable.  She returns for follow-up and continues to complain of SOB but no changes since her last visit.  You discuss with her that she has a diagnosis of COPD. She completes the COPD Assessment Test (CAT) and her CAT score is 15.

4.  How did we diagnose her COPD?  How severe is her COPD?
[image: image4.png]In patients with FEV,/FVC <0.70
GOLD 1 Mid FEV, > 80% predicted

GOLD2 Moderate  50% < FEV;< 80% predicted
GOLD3  Severe 30% < FEV; < 50% predicted

GOLD 4 Very Severe FEV,<30% predicted





5.  What GOLD Box does Ms. Puff fall into and why is this helpful?
[image: image1.emf]
6. What medications would you prescribe for Ms. Puff?  Think about this based on GOLD category.
[image: image2.emf]
Case Continued

You prescribe Ms. Puff once daily Tiotropium and provide inhaler education. She returns to your clinic one month later. She reports continued symptoms of DOE and cough. Her CAT score is 16

7.  Does your treatment change for Ms. Puff?

Expert Questions!
BREAK- 10 minutes
Part 2

A few months later, you are on night float and get called for an admission. You check Epic and see that Ms. Puff is being admitted to your team for SOB!  In the ED, you learn that Ms. Puff had noted worsening SOB at home for a couple days along with increased sputum production and sputum that was more yellow/green than her normal.  She says she was taking her Tiotropium + Formoterol as prescribed but she has also been needing her albuterol every 2 hours for the last day.  The ED would like to admit Ms. Puff for a COPD exacerbation. 

1. How do you define a COPD exacerbation? What is the severity of the COPD exacerbation?
Case Continued

Physical Exam:

Vitals: 98.9, HR 85, RR 22, BP 121/98, POX 91% on RA

GEN: Sitting on edge of bed, appears a little uncomfortable/anxious, speaking in full sentences

CV: RRR, normal S1, S2, no M/R/G

Pulm: Distant breath sounds, prolonged expiratory phase accompanied by expiratory wheezes throughout, scant crackles at the bases with some clearing when asked to cough

Extremities: 1+ pitting edema to ankles bilaterally

2. What labs/imaging will you include in your admission orders?  What’s the most helpful lab?

	Normal
	Values
	Case

	7.35-7.45
	pH
	

	40
	pCO2
	

	 
	 
	

	140
	Na
	

	4
	K
	

	100
	Cl
	

	25
	HCO3
	

	8-16
	BUN
	

	0.6-1.4
	Cr
	

	12
	Anion Gap
	


3. In the ED Ms. Puff was started on Duonebs, received methylprednisolone 125mg IV, and 2L NC oxygen.  What therapies would we start/continue/change/discontinue?
Case Continued

You are called 2 hours later by the ED nurse after admitting Ms. Puff. She reports that Ms. Puff is still feeling quite SOB and appears more tired than before. You go and evaluate Ms. Puff.

Physical Exam:

Vitals: 98.9, HR 102, RR 18, BP 121/98, POX 87% on 2L

GEN: Awakens but is more drowsy than before. Follows commands. AAOx4

CV: Tachycardic, regular rhythm, normal S1, S2, no M/R/G

Pulm: Distant breath sounds, prolonged expiratory phase accompanied by expiratory wheezes 

4. What concerns do you have? What do you do from here?

5. How would your impression and management change if instead Ms. Puff’s physical exam findings were the following?  What do you do?
Physical Exam:

Vitals: 98.9, HR 102, RR 26, BP 90/55, POX 87% on 2L

GEN: Sitting on edge of bed, appears uncomfortable/anxious, taking a breath every few words

CV: Tachycardic, regular rhythm, normal S1, S2, no M/R/G

Pulm: Distant breath sounds, prolonged expiratory phase accompanied by inspiratory and expiratory wheezes throughout, significant accessory muscle use

Extrem: 1+ pitting edema to ankles bilaterally

Case Continued

Assuming exam from #4, you start Ms. Puff on Bipap and she quickly turns around. After another day of bronchodilators and steroids, she feels much better and no longer requires NIPPV.  You are getting her ready for discharge and are discharging her home on appropriate inhalers, antibiotics, and prednisone.

6. What else does Ms. Puff need?  What other management considerations are there for COPD?
Expert Questions and Wrap-Up
[image: image3.png]Table 2. Inhalers Used in COPD

Medicatin (and) Dosing Freguency
Stort-Acting Bea-Agonsts (SABAS)"
Abuterolsbutamol (roA HEA, Proventi H4,Veloin HF, Vetoin < aly andor 3 needed
Dishus); Levabutrol (openex HeA Terutalne Brethare, Brcany)
Stort-Acting Anticholinergic
Ittt (vt KA < ol andor s needed
Long:cting Beta-Agonsts (LABAS)"
Salmetorl (Servent Disus; Fomolerl (Foadi) Aomaterl (Brorana) s caly
Oodaerl (Stverd Rospmat ndacateo rcapa Neohalr Once daly
Long-Acing Antichlinerges (LAAGS)
esinum (Toora Press; Gycopyrolat (esb Neohaler) s aly

Tiloptam (Speia Handaler, Spa Respimat; Umeciinium (ncruse llpa)  Oncs daiy
Combinaion SABA and Short.Actng Anichlinergic

Abuterlipearopum Combivet Respimat) o al (n pacaofongractng
bronchodiaton) andr 5 needed
Combinaton LABA and LARGY
Indacaterolghcopyrlte (Ubon Neoher s caly
Ondalroltaropum (Sollo Respmay; Vianterolumecidinian (nor Efpa) v daly
Combiation LABA and Cortcosterold”
Formtetlbudesaride Symbicr; SameleroTuicisone propote s caly
(i Diskus, At HFR)
VianteolTicason furoate (e Elpa) Once daly.
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