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Scenario Clinico

« La signora Lisa € una pensionata di 70 anni, ex insegnante
vedova senza figli che vive da sola, in lieve sovrappeso (BMI
26)

« Da circa 15 anni diagnosi di ipertensione essenziale, ben
controllata dall'associazione ramipril + idroclorotiazide; nel
febbraio 2006 visita cardiologica, ECG, ECG nella norma.

Non altri fattori di rischio cardiovascolare

« La vedo di rado: effettua I'autocontrollo della PA e per la
ripetizione delle ricette si serve della mia segretaria
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Scenario Clinico

* Nulla di rilevante all’lanamnesi familiare e fisiologica

* Nella storia recente:
- da circa 3 anno saltuari episodi di flogosi catarrale delle
vie respiratorie risolti in 5-7 giorni con mucaolitici e, talora,
antibiotici
- frattura traumatica del polso dx nel gennaio 2007, guarita
senza esiti funzionali
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Scenario Clinico

* Nell'ottobre 2007 viene in ambulatorio lamentando una
tosse catarrale che persiste da circa tre settimane, dopo un
episodio di faringodinia associato, nei primi 2-3 gg, a lieve
rialzo termico

 Traspare una certa preoccupazione della paziente, sia per la
durata dell'episodio (rispetto ai precedenti), sia soprattutto per
aver notato un certo affanno durante le sue passeggiate

serali con le amiche
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Scenario Clinico

* Obiettivamente:
- lieve riduzione del murmure e qualche sibilo espiratorio
- PA 130/80 mmHg, senza alcun segno di scompenso
cardiaco

* Durante il colloquio la signora Luisa mi ricorda che, da oltre
40 anni, fuma circa 15 sigarette/die (30 pack/years*), dato
rilevante purtroppo mai registrato in cartella

*n° di anni per i quali si & fumato x il numero di pacchetti (o frazioni di
pacchetto) al giorno
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Scenario Clinico

« In realta, al momento della diagnosi di ipertensione le avevo
consigliato di smettere, ma poi — anche per le rare occasioni
— il problema era caduto nel dimenticatoio

* Nell'ipotesi di riacutizzazione di bronchite cronica o di BPCO
richiedo: rx torace e spirometria
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Clinical
Question
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1. No
2. Si, in tutti i pazienti
3. Si, solo nei fumatori
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1.BPCO

1. Considerata la prevalenza della BPCO, ritieni
efficace lo screening con la spirometria negli
adulti > 40 anni per ridurre la morbilitd/mortalita?

Agency for Healthcare Research and Quality

Evidence Report/Technology Assessment
Mumbar 121

Use of Spirometry for Case Finding, Diagnosis,
and Management of Chronic Obstructive
Pulmenary Disease (COPD)

Summary
Authors: Wilt T), Niewoshner 1), Kim €, Kane RI, inabery A,
Tacklind J, MacDionald R, Ruiks 1

AHRQ Publication No. 05 E017-2
September 2005
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nnals of Intemal Medicine

Statement
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creening for Chronic Obstructive Pulmonary Disease Using
pirometry: U.S. Preventive Services Task Force Recommendation

CrinicaL GUIDELINES

USESTF did not corsader the financal costs of spiremetny testng o
COPD therapies.

Fecommandation: Do not screen adults for COFD wing spirom
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Annals of Internal Medicine | Crmniear GUIDELINES

Screening for Chronic Obstructive Pulmonary Disease Using
Spirometry: Summary of the Evidence for the U.S. Preventive
Services Task Force

Kemneth Lin, M0: Bradicy Walkdns, MO: Tamasa Jobnson, MO, M5: Joy Amse Rodrigues. MO, MPH: and Mary B. Barton. MD. MPF
Ao e e, ZUREL 1SR
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Recommenpations oF OrHers

—l The American College of Physicians recommended in
2007 thar “spirameny should not be used to sereen for
atrfow obstruction in asympromaric individuals,” includ-
ing those with COPD risk faceors {11).

— The Glabal Initiative for Chronie Obstruerive Lung
Diisease updared irs consensus gwideline in 2007, Although
the guideline did not address population-based screening
using spirometry, it recommended thar dinicians consider
a diagnasiz of COPLY “in any patient who has dyspnea,

cough or sputum production, andfor a history of

expasure 1o risk facrors for the diseace”™ and rhar rhe “diag-
nosis should be confimed by spiromeny™ (12).
— In 2004, the American Thoracic Socicty and the Fu-
ropean Respiratory Society recommended performing spi
rometry on all persons with vebacco expesure, a family
history of duonic repiratory illness, or respi symp-

rams (13).
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Scenario Clinico

* Prescrivo: claritromicina 500 mg x 2 per 7 gg, salbutamolo
spray al bisogno

« Riguardo al fumo, la signora Luisa, consapevole dei
potenziali rischi non ha alcuna intenzione di smettere perché
“@ l'unico piacere che mi concedo”
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Clinical
Question
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1.BPCO

2. Nel trattamento della BPCO riacutizzata, ritieni
che gli antibiotici second-line, rispetto a quelli
first-line siano:

1. Piu efficaci

2. Equivalenti

3. Meno efficaci
Second-line: amoxicillin/clavulanic acid, macrolides (ie,
roxithromycin, clarithromycin, and azithromycin), second-generation

or third-generation cephalosporins (ie, cefaclor), and quinolones
First-line: amoxicillin, ampicillin, TMP/SMX, doxycycline
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NHS

National Institute for
Clinical Excellence

Antibiotics

1.2.5.15 Antibiotics should be used to treat exacerbations of COPD A
associated with a history of more purulent sputum.

1.35.16 Patients with exacerbations withaut more purulent sputum

do not need antibiotic therapy unless there is consolidation e
on a chest radiograph or clinical signs of pneumonia.
1.3.5.17 Initial empirical treatment should be an aminopenicillin, a D

macrolide, or a tetracycline. When initiating empirical
antibiotic treatment, prescribers should always take
account of any guidance issued by their local
microbiologists.
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CHEST

Original Research
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Scenario Clinico
rodent - i » Dopo circa una settimana, la paziente torna in ambulatorio:
== T - e riferisce di essere migliorata dopo qualche giorno, nonostante
e = il continui a fumare
o o] - e
e ] e * Rx torace: non lesioni pleuro-parenchimali a focolaio in atto;
s S— — accentuazione della trama broncovascolare di tipo bronchitico
o - e - cronico.
Peomvmmlien e ) Faiars Wiliw R Foamiand e
Efficacy Safety
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Scenario Clinico

 Spirometria (post bronco-dilatatore)

-FEV1 53% (teorico 3.20, misurato 1.70)
-FEV1/CV  56% (teorico 78, misurato 44)
-CV 93% (teorico 4,10, misurato 3,80)
-CVF 88% (teorico 4,10, mis. 3,60)

« Diagnosi funzionale: ostruzione moderata (stadio Il,
secondo GOLD 2007)
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Figura 2. Classificazione spirometrica di gravita
della BPCO basata sul VEMS post-broncodilatatore

= VEMS/CVE «0.7
*VEMS > 80% del predetto

Stadio I: Licve

s VEMS/CVF 0.7
=50% <VEMS «80°% del predetio

Stadio Il Modarata

= VEMS/CVF =0.7
= 30% sVEMS =50% del predetto

Stadio lll: Grave

Stadio IV: Molto Grave | - VEMS/CVF <0.7
= VEMS «30% del predetto o VEMS <50%
del pradetia con insufficienza respirataria
Cronic:

GOLD, 2008
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Scenario Clinico

« Ritengo confermato il sospetto di BPCO e richiedo una
consulenza pneumologica con emogasanalisi

* Prescrivo tiotropio (18 mcg) per via inalatoria e salbutamolo 1
al bisogno CI Ini Cal

Question
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1.BPCO m

National Institute for
3. Ritieni appropriata la prescrizione del tiotropio? miGIEXCaienE
122 Inhaled bronchodilator therapy
1 NO 1221 Short-acting bronchodilators, as necessary. should be the
. initial empirical treatment for the reliet of breathlessness
2 Si and excrcise limitation.
12221 The effectiveness of bronchodilator therapy should not be D
assecsed by lung fundion alane but should include 2
variety of other measures such as improvement in
symploms, activities of daily living, exercise capacity, and
rapidity of symptom relief,
1223 Patients who remain symptomatic should have their -
inhaled treatment intendified to indhade long- acting N
hronchedilators or comhbined therapy with a shart-arting
beta-agonist and a short-acting anticholinergic.
1224 Long-acting bronthodilators should be used in patients a
wha remain symptomatic despite treatment with short-
acting bronchodilators because these drugs appear to have
additional benefits over combinations of short-acting NICE
© 1996-2008 GIMBE® © 19962008 GIMBE® drugs. 2004
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Scenario Clinico

« Visti i risultati della spirometria, torno alla carica per
convincere la paziente a smettere di fumare, accennando ai
supporti farmacologici per la disassuefazione

© 1996-2008 GIMBE®

Clinical ?
Question [

AN
2/
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1.BPCO

4. Nel tuo setting assistenziale qual € il principale
ostacolo per implementare i programmi di
disassuefazione al fumo?

1. Attitudine del medico alla loro prescrizione
2. Accettazione del paziente

3. Ostacoli organizzativi

4. Altro

© 1996-2008 GIMBE®

[NHS}

National Institute for
Clinical Excellence

1.21  Smeking cessation

1.21.1  An up-to-date smoking history, including pack years D
smoked {(number of cigarettes smoked per day, divided by
20, multiplied by the number of years smoked), should be
documented for everyone with COPD.

1.2.1.2 Al COPD patents still smoking, regardless of age, should be
encouraged to stop, and offered help to do so, at every
opportunity.

1.2.1.3  Unless contraindicated, bupropion or nicotine replacement B
therapy combined with an appropriate support programme
should be used to optimise smoking quit rates for people
with COPD.

© 1996-2008 GIMBE® NICE, 2004

-] Clinical Evidence
Chronic obstructive pulmonary disease

NON-DRUG INTERVENTIONS
' Beneficial

Beneral physical activity. ... ........_..._ ... L
Inspiratory muscls tRaming. . . ... ......0cvnnn . 1%
Peripheral muscle training 17

OO0 Unknawn effectiveness
—p  PATMACOIOGICA] INIErVRNNIONS FH0NG fOF SMOKING CRSSE-
BoM. ... e icasrm s s 14
——p  Psychosocial inlervenlions alone for smoking cessa-
tian 14

© 1996-2008 GIMBE® Clinical Evidence, 2008

Clinical Practice Guideline

Treating Tobacco Use and Dependence:
2008 Update

U5, Departmentof Health and Human Services
P ervice

7. Counseling and medication are effective when used by themselves
for treating tobacco dependence. The combination of counseling and
medication, however, is more effective than either alone. Thus, clini-
cians should encourage all individuals making a quit attempt to use both
counseling and medication.
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Figura 6. Brevi Stratagie per Aiutare il Paziente che
Voglia Smettere di Fumare (72-75)

1. Domandare: Identificare si
g vt

tutti i fumatori ad

un sistema che g. che. per TUTTI i pazienti
in TUTTE le wisite, la condizone df fumatore sia indagata &
doeurngrilale

2. Informare: Invitars con insistenza tutli | fumaetorn & smetiers.

In un modo chiaro, decizo e i invitare con insis

lulli i lumatori a smellore.

3. Valulare: Valulane la volonta di lare un lenlalve & smetiens.
Domarndeare ad oge fumaiors se e la wlonts af momenio d fae
wit Perilslve o smellere o fumare (ad esempre enlre ) sucvessm
20 gioni).

4. Assistere: Alutare il paziente a emetters.

Antara i paziants con un programma di cessaniana; frnin
consiqli pratici; supporta sociale ailinterna del programma of
Iratamento; alutare I paziente ad oftensre supporte soclale af

i fuori del p o pracerivere una lerapia

k fogica s¢ ap iata; fornine icth

5. Organizzare: Programmare visite di follows-up.
Programeare contatti o follow-up sia athaverso incontri che
telefonicamente, GOLD, 2007
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Clinical
Question
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1.BPCO

5. Qual vaccinazioni avresti consigliato alla
signora Lisa?

1. Nessuna

2. Anti-influenzale

3. Anti-pneumococcica
4. Entrambe

©1996-2008 GIMBE®

Vacgini, Il vaccine anti-fnfiuenzale riduce lincidenza di malattie
gravi (135) & la mortalita nei pagzienti afferti da BPGO nella mi-
sura del 50% (136,137) (Evidenza A).

E raccomandats Nimpizgs di vaccini contenanti virus uecisi o
attenuati (138), pil efficac nei pazienti pil anziani con BRCO
(129). | eappi sene madificati agni anno, ba somministraz
dovrebbe avvenire una volta allanno (140). Il vaccino palisac-
caridico antipneumoceccico @ mecomandalo nai pazienti con
BPCO pil anziani dell'eta di 65 anni (141.142); riduce linci-
denza delle polmomnh aciuesde in comunila anche nes soggeilh
di eta inferiore a €5 anni con VEMS<40% del predetto (143)
(Evidenza B).

GOLD, 2008
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NHS

National Institute for
Clinical Excellence

12111 Pneumococcal vaccination and an annual influenza sC
vaccination should be offered to all patjents with COPD as
recommended by the Chief Medical Officer.

NICE, 2004
© 1996-2008 GIMBE®

Poole PJ, Chacko E, Wood-Baker RWB, Cates CJ

Influenza vaccine for patients with
chronic obstructive pulmonary disease

Cochrane Database of Systematic Reviews 2008, Issue 3
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CONCLUSION

* It appears, from the limited number of studies performed,
that inactivated vaccine reduces exacerbations in COPD
patients.

* There is a mild increase in transient local adverse effects
with vaccination, but no evidence of an increase in early
exacerbations.

© 1996-2008 GIMBE®

Granger R, Walters J, Poole PJ, et al.

Injectable vaccines for preventing
pneumococcal infection in patients
with COPD

Cochrane Database of Systematic Reviews 2008, Issue 3

© 1996-2008 GIMBE?

CONCLUSION

* There is no evidence from randomised controlled trials that
injectable pneumococcal vaccination in persons with COPD
has a significant impact on morbidity or mortality.

« Further large randomised controlled trials would be needed
to ascertain if the small benefits suggested by individual
studies are real.

© 1996-2008 GIMBE®

Scenario Clinico

« Suggerisco, oltre la vaccinazione antinfluenzale, quella anti-
pneumococcica

© 1996-2008 GIMBE?

Scenario Clinico

« Ai primi di dicembre, eseguita la consulenza pneumologica,
la signora Luisa ritorna in ambulatorio: afferma di sentirsi
bene, a parte un “lieve affanno” nel fare le scale

* EGA: pO2 68 mmHg, pCO2 44 mmHg
« Diagnosi: BPCO moderata con frequenti riacutizzazioni

* Lo specialista prescrive:
- cessazione del fumo
- sostituzione del tiotropio con I'associazione budesonide +
formoterolo per via inalatoria
- controllo clinico-spirometrico a 12 mesi

© 1996-2008 GIMBE®
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1.BPCO

6. Ritieni appropriata la prescrizione di budesonide-
formoterolo per via inalatoria e la sospensione
del tiotropio?

1. No
2. Si
3. Si, ma non avrei sospeso il tiotropio

- VEMSOWF <00

*+ VEMES » B cel predeliy

W Grwe

= VEMSTVF <07

= B0% L VEMS < 0%
i peatats

» VBMECVF 0T

= 2L VELES . I
dal prodom

1. Moo Grawe

* Per il resto... conferma di sentirsi molto bene: fa le sue
regolari passeggiate senza dispnea e non ha piu avuto
episodi di riacutizzazione

© 1996-2008 GIMBE®
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Scenario Clinico
« La signora Luisa ha recentemente provato i cerotti alla
nicotina, ma continua a fumare circa 10 sigarette/die
« Assume la terapia suggerita dallo specialista anche se - dal CI | n | Cal
numero di confezioni prescritte - non sembra seguire la
posologia in maniera regolare QU eStI 0 n

1.BPCO

7. L’educazione dei pazienti con BPCO al self-
management é efficace nel migliorare gli esiti di
salute e I'utilizzo dei servizi sanitari?

1. No
2. Si

© 1996-2008 GIMBE®

Effing TW, Monninkhof EM, van der Valk PDLPM, et al

Self-management education for
patients with chronic obstructive

pulmonary disease

Cochrane Database of Systematic Reviews 2008, Issue 3
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CONCLUSION

« Self-management education is associated with a reduction
in hospital admissions with no indications for detrimental
effects in other outcome parameters

* However, because of heterogeneity in interventions, study
populations, follow-up time, and outcome measures, data are
still insufficient to formulate clear recommendations regarding
the form and contents of self-management education
programmes in COPD

* There is an evident need for more large RCTs

© 1996-2008 GIMBE® Effing TW, et al. CDSR, 2008

[NHS]

National Institute for
Clinical Excellence

Self-management

1.2.18.24 Patients at risk of having an exacerbation of COPD should A
be given self-management advice that encourages them to
respond promptly to the symptoms of an exacerbation.

1.2.18.25 Patients should be encouraged to respond promptly to the D
symptoms of an exacerbation by:

= slarting oral corlicosteroid therapy if their increased
breathlessness interferes with activities of daily living
(unless contraindicated)

starting antibiotic therapy if their sputum is purulent
adjusting their bronchodilator therapy to control their
symptoms.

©1996-2008 GIMBE®

Clinical
Question
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1.BPCO

8. Nei pazienti con BPCO, i programmi di disease
management sono efficaci nel migliorare gli
esiti di salute e I'utilizzo dei servizi sanitari?

1. No
2. Si

©1996-2008 GIMBE®

BEVIEW ARTICLF

Systematic Review of the Chronic Care Model
in Chronic Obstructive Pulmonary Disease
Prevention and Management

Savwtyn G Adoms. MO MS: Paulla K Smith. RRT: Pairck F. Allan_ MDD Amtonsa Anzucio. MD:
fime A Pergh. MDD John E Cornefl. PREY

Jac

Arch Intern Med 2007;167:351-561
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Table 1. Inta the of the Chronlc Care Model
Ghronic Care Model
Camponeat
Belt-management Education (giving information alona) and/or
support q otz 10 modity andsor
(linking speciflc g changes fo clinical
Infarmation]
Dalfvery system that provided “advanced access” 1o medical care
design (24 hid, 7 dhwk) for participants and/or
Implsmentad praciice (2ame to coNrdInate preventatve maasures
for chwonic care

Dexiiion supporl Lsad or implemenled evidenca-based guidelines: andion
Infegrated speclalty expertise (9. relemals for management
of comaorbiditias) andior
Identitied barmiers to care and/or
Performed performance reviews
Glinical infommalion Clinical reqgisl ries (popuklion informalion databeses) ad/or
wyslem Clinical reminders andfor
Provicer (physiciaes, muses, respiraiony hecpisis,
phamacists, elc) feedback

©1996-2008 GIMBE® Arch Iutenn Med. J007.167.551-561




Conelusions: Limited published data exist evaluating the
ellicacy of COM components in chronic obsiructive pul-
monary disease management. However, pooled data dem-
onstrated that patients with chronic obstructive pulmo
l'l':ll'}' l.l 15€as¢ \\'l‘n'- rec I."I\'I.‘I.l mntervennons \'\'l[ll 2 or more
CCM components had lower rates of hospitalizations and
emergency/unscheduled visits and a shorter length of stay
compared with control groups. The resulis of this re-
view highlight the need for well-designed 1rials in this
population
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Disease ManaGemenT awp Pamient Ebucation
The evidence did not show any effect of disease man
agement programs of patient sducation on deaths, O

exacerhanions, redu i all-c

te primary carc pl 3
mesmingful improvement in the St George Respinatory
Questionnaire health status score. patient satistaction. selb
management skills. or adherence ro trearment (46, 48)
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METHODS

 Search of MEDLINE, EMBASE, CINAHL, PsychINFO, and
the Cochrane Library for studies evaluating interventions
meeting our operational definition of disease management:
patient education, 2 or more different intervention
components, 2 or more health care professionals actively
involved in patients' care, and intervention lasting 12 months
or more.

» Programs conducted in hospital only and those targeting
patients receiving palliative care were excluded.

« Clinical outcomes considered were all-cause mortality, lung
function, walking distance, health-related quality of life,
symptoms, COPD exacerbations, health care use.

Peytremann-Bridevaux |, et al. Am J Med, 2008
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RESULTS

e Data from 13 studies of disease-management programs:
- significantly improved exercise capacity (32.2 m, 95%
confidence interval [Cl], 4.1-60.3)

- decreased risk of hospitalization
- moderately improved health-related quality
- have no effect on all-cause mortality
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CONCLUSION

* COPD disease-management programs modestly
improved exercise capacity, health-related quality of life, and
hospital admissions, but not all-cause mortality

« Future studies should explore the specific elements or
characteristics of these programs that bring the greatest
benefit
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