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Personalised and safe care,
delivering a better experience
for people living with COPD

Introduction

www.ipcrg.org/copdrightcare



Definition

Doing the right things
and only the right things
in the right way for the
right people at the right

PR group in

time in the right place, CREa A
whatever that means in
the local context

=N\
WHO'’s Florence, a 24/7 virtual health worker, provides

digital counselling services to those trying to quit
tobacco.
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With the focus firmly on universal health coverage as a
central part to the UN Sustainable Development

Right Care. Lancet Series 2017
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Underuse and overuse of medical and health services
exist side-by-side with poor outcomes for health and
wellbeing.....

....achieving the right care is both an urgent task and
an enormous opportunity.
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1. Asthma Right Care @B ASTHMA
‘ RIGHT
A CARE
Episodic asthma care Mitigation of chronic risk

? Asthma Right Care

Person with asthma
and appropriate
management

Person with asthma
over-reliant on SABA

www.ipcrg.org/asthmarightcare
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and what more canwe do? ______ @ chre
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GP reflects on prescribing Bl TEEEET prescription only for SABA,
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Journalists use appropriate
images to change the asthma

narrative Hﬂ?" without ICS

-"Emergency doctor seizes
o ol teachable moment: refers
' s patient back to GP; no SABA
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2. London Respiratory Network Value Pyramid ARE

£8,000/QALY

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

*not specific to COPD)

Education and training to underpin all implementation; and
improved diagnosis to ensure allocation of interventions to the
right people

New - First, leadership to build trust between different parts of the
system, and respect for primary care, which is the highest value
input in a health system: can deliver 90% of a person’s health
needs over their lifetime, and highly cost-effective
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Example of how to use it: O
UK Royal College of Physicians primary care audit ‘
Wales 2014-15 published Nov 2016

Actual

37.5%

£8,000/QALY

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

77.7%

*{not specific to COPD)

 Need to tackle underuse, misuse and overuse

» Recognise need multi-professional system-wide approaches
* Integrate personalization

« Patient safety — eg appropriate use of ICS



Builds on IPCRG’s existing work
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Rational Use of Inhaled Medications. for
Patient with COPD and Muliple Comaor
Condifions: Guidance for Primory Core

iy i oy Faligly ey anf e F S e ey

| 'c—'\l—'-—"r"r'l'l-I—-'l—I'

e BSF N
—_— i = B e L 2
R N Y R L
—— e s g — o mFEE P
D e Sy (TR ) T —
e e o iy B i | e o
P o — — ——— ey
i . . M, i I - i
- e
T i ) T ) rpmnsr——
e e —— - < -
- e R g = i -

Desktop Helper No. 10 -
Rational use of inhaled
medications for the patier
with COPD and multiple
comorbid conditions:
Guidance for primary care
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Desktop Helper No. 7 -
Pulmonary rehabilitation in
the community

Desktop Helper No. 6 -
Evaluation of
appropriateness of inhaled
corticosteroid (ICS) therapy in
COPD and guidance on ICS

withdrawal
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Diaphragm- improved awareness
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COPD and Mental Health: Holistic and
Practical Guidance for Primary Care
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INTRODUCTION

Maral hesith probams, neuding noely
cnd depresion, i coninn onong petels
with COPD and nubstondolly mpoch her
peokty of lfe pdel) In counines whess
febooce smoking is prevolent, jobocce
dapendaence it on addinonal facior that can
signficontly mpoct on Qol of peopls with
COFD. Howssar PCPy often hove low
confidencs 4o treot thews problena dus 4o
Fha complex infer-mlatiorhips batwesn hem
ond symgres vech as breothlesnes, which
ke avsessment and eatmant challenging.
Exfmater rugged! thid obout 30% of pecple
with COPD have comorbed daprestion
fncmatng o v to B0% wih noreating
COPD sorverdy), card bobemen 10% and 30%
kave  comaibed  onoete' T Peavalence
increoves wih oge ond @ syreploma of
COPD weorven, and they con co-s
Globolly, obewt 7% of peopls smoks
fobocee,” oihough the wores by coundry,
ond obout 20 of tham will develop COPDL
Despia i increaved ek, smoking robes
remin bigh Following o dagnou of
COPD0 Moo dissose guidelines thot
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ond guidance Sz POP i locking.

COPD AND MENTAL HEALTH

Deapite strong  evidence of o high
peovalancs of depressian ond ancely n
paople with COPD thase comesbidites ore
wndaidogrosed asd undertrested. COPD-
roloted depreitssn ondier omziely n
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parsate wmek worse odherence b
freafmaent plans, mone bospitol odmission,
rodereaniong and euterbation, kwer salf.
monogement rofes, poorer surdval and
higher cors costu than for peapls withou
paycholegicol  comorhidiies. Indeed,
Eeeothlesiness, depression, onuety ond
manrcisa folsrance ars more comalnted with
heo¥h slotus thon SBe widely weed
spirceeing vohes,'? Fecple with COFD
oftan repor Feelngs of isoleSon ond mental
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BREATHLESSHESS AMD
PSYCHOLOGICAL DISTRESS
Erpothlastnes: 12 o tore ond complex
symplams omang peopls with COMD. # B
ned only ihe subjeciive parcephion of
besathlsansss but o persoa’s resctiomm and
respornes fo the sensotion dhal merier.!
The ‘Thinking’ negotve cycle in the
Beeathing.Thinking-Functioning [BTF] model
(vee dizgram obowe} offers 0 way of
undamtonding hosw thoughts offedt ond oes
offscted by breathing ond oo phyvical
oxfeity; @ olso suggests how we can break
e cyclen. '

Amantion.  to the sansoficn  of
bosathlezsness, mamasies  of  padl
xperisnoes, maconcaptions ond thought
oboul dying con coninkede o onmely,
Fealings of ponic, friniration, anger and low
mood, which m tum seinforce wnhalpful
ond uniechat: thoughti sad imoges.
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negetee  thoughl 0 melaken  ta
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COPD freaiment.

TOBACCO USE AND POOR
MEMTAL HEALTH

Whis smaoking rotey ore not high amrceg
peaple wih COPD in all souriies, whve B

4 they are, the sirong ossocialion between

tobaces use and pecr mental health should
be considered. Tobacco smokers with
mental health disorders fend fo be more
addicted fo smoking, smoke more cigarettes
and are more likely fo relapse and therefore
need support for repeated attempls of
quilting.'$19 Smoking, depression, and
omiely are all assecialed with higher risk of
death in pecple with COPD. The risk of
death, depression and anxiety increases
with increasing duration of smoking [years)
and cigerette pack-years.20 Yet smoking
cessafion is effective ond is the most
important intervention o slow  the
progression of COPD, increase survival and
reduce morbidity.521.22 Contrary fo popular
belief, quitting reduces anxiety and
depression. Indeed, the effect size is as
lorge or larger than onfidepressants for
mood and anxiely disorders.23.2¢ If con
be challenging to differenfiate between
symptoms of anxiety and of withdrawal, so
assess anxiety levels ot each appointment.

ACTION POINTS TO IDENTIFY
MENTAL HEALTH PROBLEMS IN
PEOPLE WITH COPD

Good pafient-centred consullation skills will
help. Recognise depression and onxiety are
commen comorbidities that can influence
COPD outcomes. Anticipate that the
individual may have depression or anxiety
or both. As you assess for menial health
problems employ active listening and oveid
interrupting, show empathy and observe
carefully. Body language and non-verbal
signals may offer useful information, for
exomple, long pouses ond lack of eye
contact  during  conversation.  When
considering o diognosis, foke o patient-
centred approach and consider whether a
‘label’ of depressed and/or anxious will be
helpful, for example, for the patient’s
understanding of their situation and for thelr
holistic manogement.

ASSESSMENT TOOLS

Be owore of physical symploms such os
poor concentration, impaired sleep, fatigue
or headache, that may be associated with
anxiely and depression, ond consider using
a validated questionnaire if the person has
symptoms (see Table 1)

TREATMENT OF MENTAL
HEALTH PROBLEMS IN PEOPLE
WITH COPD

Care for people with COPD and mental
health problems needs a very broad
opproach recognizing that mind, bady, how
we interact with people and the envirenment
are all interreloted. A patient-centred
approach that focuses on the desires, goals
and preferences of the patfient is important.
Utilize OARS skills o esteblish and maintain
rapport using verbal and non-verbal

Table 1: Assessment of mental health problems in peaple with COPD
Many fools have been used in research settings, but in clinical practice PCPs are familiar with these

easy-o-use fools:

+ The WHO-rec Patieni Health

depression and anxiefy. This fool con be completed online. Questions 1 and 2 are the GAD2
anxiety subscale; @3 and Q4 are the PHQ2 depression subscale. A score of above 3 on either
indicates further evaluation should be underiaken with, for example, the Patient Health
Questionnaire 9 [PHQY) or Generalised Anxiety Disorder Scale [GADT)

4 [PHQ-4} for very brief mecsurament of

Ovar the st 2 wasks haw often have you basn hotherad by these problams:

0 = not o all; 1 = sevaral days; 2 = more than half the days; 3 = nearly every day

1. Feeling nervous, anxious or on edge 4] 1 2 3 | Ascore of 3 or more

- considered +

2. Mot being able to stop or controlworying | 0 [ 1 | 2 | 3 | oty

3. Litle inferest or pleosure in doing things 0 |1 |2 | 3 [Asorec3ormore
- considared +

4. Feeling dovn, depressed or hopeless 0 |1 | 2| 8 |depresion

Categories of psychological disiress based on fofal score

*  Mone: 0-2

* Mild: 3-5

*  Moderaie: 6-8

*  Severs: -12

s 478 ptient health Aphad

ovailable in mulisls languagss.

+ The GADT is used o assess anxiety and is @ 7-item seff-report scale, with a cut-off score of 10
The GADY is also available in mutiple languoges.
These tools may be most useful in screening for depression and anxiety and in clarifying a suspected

The PHQS is used fo ssess depression, cansisis of 9 ifems with @ cut-off scare of 5 and is

dingnosis
Table 2: OARS
O | Open questions | To learn obout their feelings and beliefs a.g. "Would you like to tell me
o ] P e e T T e TR e
A DA Tienseions D | Ba p st oxd eisdorgin; | it olrekfonshimond [cemons sl
Gty B o Ty vl 0 ey ac s [ cnd
ereiio el youll
R | Reflection T e e e e e e ]
you know whot 1o do.”
S | Summary "So let's make @ summary of what wa discussed.”

Source: hitps:/fwww.eurc.who.int/_data/assets/pdf file/0D08/394208/Session-5.pdf

responses and behaviours [Table 2).
People with COPD often haove low
levels of self-compassion?® and a helistic
approach te well-being is essential to
address such negative self-perceptions and
address menial health problems. Here we
consider fhe evidence for some non-
pharmacologicol and pharmacological
interventions feasible in primary care.

NON-PHARMACOLOGICAL
INTERVENTIONS

Cochrane reviews concluded a structured
cognitive  behoviours|  theropy  (CBT)
approach may be effective in reducing
depression and anxiety symptoms.’-2é This
approach is feasible and cost-effective in
the community delivered by frained
practifioners.?”  Incorporating o CBT
approach fo address breothlessness in
COPD and supporting self-management
has the potential fo increase willingness

lo engoge with iresiment including
behaviourol activation and physical activity,
which can alse be helpful for anxiety and
depression.28-31

Table 3 defails o range of inlerventions
that may be useful to oddress
breathlessness. We appreciate not all of
these ore accessible, franslated, validated,
affordable or culturally acceptable in every
country, but the list is voried so include those
which might be accessible in your sefting.
For example, the Cambridge Breathlessness
Intervention Service offers @ range of
interventions to oddress breathlessness
related to the “thinking" vicious eycle.!3

Holistic care of the person with COPD
ond comorbidifies such as anxiety and
depression may be delivered vie a
mulfidisciplinary team, where available,
who can deliver some or all of the
interventions outlined above as well as

Teaching case studies and slides available

) _
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Table 3: Interventions fo address breathlessness

Intervention Purpose/aim Supperfing evidence
Cognitive Problem-solving approach that challenges unhelpful Yohannes AM, et al. J Am Med Dir Assoc 201
behavioural thoughts/behaviours; reduces ansiety in COPD in short term; 1096.21-1096.e17.
therapy increases pulmanary rehobilitation affendance. Heslop-Marshall K, ef al. ERI Open Res 2018;4:
0094-2018.
Pumar MI, et al. J Therac Dis 2019;11{Suppl 17):
52238-52253.
Mindfulness/ 20-minute mindful breathing reduces breathlessness in lung Seelee S, ef al. J Med Assoc Thai 2014;99:828-8.
meditation disease, and anxiety/depression in advanced disease; Malpass A, et al. BMJ Open Respir Res 2018;5:e000309.
enhances non-evaluglive aftention and may increase Tan S8, et al. J Poin Symptom Manage 2019;57:802-8.
self-efficacy. Look ML, el al. BAMJ Supportive & Palliafive Care 2021;
11:433-9.
Relaxation Some evidence thot reloxation inferventions can help Hyland ME, et al. Int J Chron Obsiruct Pulmon Dis 2016;
technigues anxiety; breathlessness and fafigue in COPD. 11:2315-9.
Guided imagery (‘thinking of a nice ploce’], progressive Yilmaz CK, Kapucu 5. Holist Nurs Proct 2017;31:369-77.
muscular reloxation and counting are most acceptable. Volpato E, el al. Evid Based Complementf Alternat Med
2015;2015:628365.
Acupunciure/ Improves breathlessness in advanced disease and von Trott P, et al. J Pain Sympfom Manage 2020,59:
pressure may reduce anxiety. 327-338.e3.

Singing therapy

Most evidence suggest singing therapy can imprave lung
function; some evidence suggest it may improve anxiety and
Qol; anecdstal evidence of value.

Gimenes Bonilha A, et al. Int J Chren Obstruct Pulmon
Dis 2009;4:1-8.

Lord VM, et ol. BMC Pulm Med 2010;10:41.

McNomara RJ, et al. Cochrane Dofobase Syst Rev 2017;
12:CD012296.

Positive Net evidence-based. However, holistic breathlessness
psychology services reduce aniety/depression and use positive
giving sense of | psychology, improving seli-efficacy.

control{

confidence

Brighton LJ, et al. Thorox 2019;74:270-81.
Lewell N, e al. J Pain Symptom Monage 2019;57:
140-155.e2.

Social presence

Experimental evidence in healthy volunieers for social
presence reducing breathless perception; patienis describe
reassurance from presence of others.

Herzog M, et al. Biol Psychol 2019;140:48-54.

pulmonary rehabilitafion (PR). PR improves
anxiety and depression symptoms.32
However, practitioners under-refer, and
people with COPD commonily fail to aftend,
or complete, their PR course; we await results
of the TANDEM trial which is incorporating
CBT to improve PR uplake.? Exercise in the
natural environment has many therapeutic
benefils, for both mental and physical
health.33 Taking part in nature-based
acfivities helps people who are suffering
from mental ill-health and can contribute to
a redudlion in levels of anxiefy, siress and
depression.3* There are no specific studies in
peaple with COPD.

Pharmacological interventions

Effective management of breathlessness
using bronchodilator therapy® will contribute
te eosing psychological distress. Treat
tobacco  dependence  with  available
pharmacotherapy as well as counselling
Recommendations regarding onfidepressant
medications for people with COPD are

lacking.!! However, we suggesi reasonable
approaches to managemant incude the use
of selective serotonin reuptake inhibitors
(SSRIs; preferred) or, if not cvoilable or not
oppropriate for other clinical reosens,
fricyclic antidepressants {TCAs) may be o
second-line opfion for the irealment of
depression.! Avoid using TCAs in pecple
with severe COPD, due to an increosed risk
of respiratory centre depression and
respiratory failure. Anxiety may be managed
using SSRIs but the evidence is weok.®?
Despite widespread use of benzodiazepines
for COPD, evidence suggests it does not help
with breathlessness and should not be used
for this indication.3® They may be considered
for people with acule distressing anxiety for
short-term use (no more than 4 weeks) and
af the lowest dose possible.3” Metabolism of
anfidepressants and anfi-anxiety drugs is
increased in fobacco smokers who are
therefore likely to need higher doses than
non-smekers. Success in quitting means you
may need fo reduce fhe dose to compensale
for this. 38

WHEN TO REFER

Refer [or direct] people with COPD to
appropriate mental heolih services where
avoileble, including psychology if the
patient expresses a preference for non-
pharmacolegical care, or the management
of anxiety or depression is not achieved with
the inferventions available to you. Pecple
with COPD and psychosis or suvicidal
ideation require immediate referral to
specialised mental health services.

CONCLUSIONS

Improvement of mental health improves
COPD oulcomes. PCPs caring for people with
COPD need communication flexibility end
skills to identify depression and anxiety
pariculerly in current smokers and those
irying to quit who are of the greatest risk of
poor oulcomes. Offer smoking cessalion
support (see the IPCRG Desktop Helper
helping patients quit fobacce3?) and consider
CBT. Draw on ovailable local services to
support mental well-being. The value of
pharmacolegical treatment needs more
evidence.



COPD and Mental Health Film @ Fov
Amanda Barnard interviewing loanna Tsiligianni A carE

https://vimeo.com/710772384
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Improving the life of people with COPD by
infegrating a supportive and palliative
approach from diagnosis to end of life

Toble 1: The perspeciives of paople with COPD—what my healthcore taam needs to knowl

meaningless.

1. My healihcare feam needs ta know who | am and what my funciional siatus is and what my
gools are. Wihout this baseline, many of the conservations foke too long or are

exacerbations.’3 Add corficosteroids when
frequent exacerbalions cannot be prevented
wiih bronchadilalors, by frigger aveidonce
or, if available, PR.8 Nenher inhaled or oral
corficoslaroids are considered therapy for

.8 Additional drug oplions

management. The course a

This deskiop helper supports @ long-term holistic approach to chronic obstructive pulmonary disease (COPD)
prognosis of COPD can be difficult o predict. Care is directed towards enhancing the
quality of life of the individual and their family, slowing progression, reducing symptoms and preventing exacerbations,
which is why palliative approaches are useful from the time the COPD diagnesis is communicated. It is important to
remember that “palliafive’ is a broad term for approaches that address individual needs across the spectrum of COPD.

INTRODUCTION

People live with COPD from years fo decades,
experiencing a lower quality of life (Qol), and
greater functional limitations, omsiety and
depression than ofhers who are the same age
without COPD. These potentially significant
changes in Qol ond expectations from life
may be improved with enhanced care,
highlighting the need for @ long-ferm and
holistic approach to support people with
COPD, their fomily ond caregivers. Care
selection is bosed on repected discussion
during the evolving prognesis and symptom
trajeciory, Iidenfifying and  minimising
disiressing symptoms and ensuring medical,
physical, social and spiritual support. This
may include supporfing access o supporfive
and financial care packages from social care
and other non-medical services.! From
beginning to end, COPD must be ireated
using all available appropricte therapies for
COPD AND the commen co-morbidities such
as cardiovascular disease (CVD), depression/
anxiety, diabetes, renal disease, lung eancer
and osleoporosis. Treotment must be based
an appropriate evaluations ond knowledge of
the persen’s funclional status and personal
goals ot each stage of COPD stabilisation and
progression (e.g. evaluated ot least annually).
Varigtions will depend on the locel availability
of healthcore and therapies, cultural norms
and the individuol's beliefs ond goals.

IMPACT OF COPD

COPD is a chronie disease that impacts every
aspect of life and is often diognosed ofter
months or years of people reducing or
eliminating activities to lessen breathlessness
or feelings of “air hunger” or fatigue. For
pecple living with COPD, breathlessness
may be due to a combination of factors
including common comorbidities such s
heart disease or onxiety.2.3 COPD lowers
overall Qol including social inferactions,
mood, work, family life and self-care
(Figure 1}.4

Figure 1: The high burden of COPD.
International survey of people with
COPD receiving maintenance therapy
Aty impcted, % peers (1375
m o s
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INCLUDING THE PREFERENCES
OF THE PERSON WITH COPD IN
THEIR LONG-TERM CARE

A cruciol step in the longitudinal care that
primary care can provide is understanding
the individual’s current stote by ossessing
symptom burden [perhops using the
COPD  Assessment Test avoilable ot
htips://www.catestonline.org/), functional
abilities {e.g. ability to do what they consider
important - work, family and secial
inferactions, self-care), the frequency and
severity of exacerbations (e.g. moy be
labelled as episodes of "bad colds” or “acute
bronchifis®), and ideas, concerns and
expectations  [ICE] such os losing
independence, ability for self-care or having
to live in a "nursing care facility”). The
individual with COPD and their family may
shore feelings, frustrafions and concerns
about future needs with others in our primary
care feams and we can also use this
information and these team members, help

te open important discussions. Pesple living
with COPD remind us — “If you ask us
questions then LISTEN to our answers”
(Table 1

Table 2 provides quesfions 1o guide
discussion on long-term core to help you
explore the broader aspects of care and
ideniify those areas of greatest imporiance fo
each individual

An imporlon odvoniage of core
contfinued over months and years is thot the
conversations are buillt upon our previous
discussions — our knowledge is cumulative
and evolving. Understanding and document-
ing what the individual and family wants
regarding goals, future plans and end of
life care/living wills, can ensure their
preferences are recorded and ovailoble
when care may include hespital specialists or
hospitalisation. These queslmns can be ser in
the Open i

listening, Summarising (OARS) framework
(see the IPCRG Deskiop Helper COPD and
mental health www.iperg.org/dth12) that
helps establish and maintain rapport, assess
the individual’s needs and personalise your
counselling and education responses. 5

LEARNING ABOUT COMMUNITY
RESOURCES

Te make plans, pecple need to know what is
available to them. Informatien on local and
regional resources needs fo be gothered and
shared with them, most usefully by someone
in the primary care team. In addition, home
visits and teleheclth video visits may show
you where and how the persen with COPD
lives 1o focilitate better undersionding of
opporturities fo support their interests and
needs for living with COPD and any
associated comorbidities.

See how Seneth Samaranayake, a GP in Sri
Lanka, fakes o palliative approach using

the resources available in his community in >
our online Supplementary material 52.
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2. Ask me “What is o usual day’s activily like for you? Whot have you hed fo give up or madify b
aver the last few yeors? What do you not want? e.g. | never wont 4o go to a nursing home.” e
<
& AS‘””;"“T:"“!’“'TE'E“E?S “b:"'w“.’ ool ”?;"?“,;”j!“’ COPD Ep P ovailable health and sociol services, faith
el T kol B dot sk et i whirs e chcion cem e bty ) Table 3: Nonpharmacological interventions to address brecthlessness and exerclse capacity | ooenyisations and online self-help resources
language and give more suppart. oniine 85
4. Askme “Whot do you ond your family warnt us fo know and put in your medical record ! Intervention | Purpose/aim 'T:: o such s 'f\"esé‘:::i:ez”"‘e Y ?"[‘.9““:
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FRENTE
r r I n s RE'GU A ASMA Questdes para o proprio prescritor e para a pessoa com asma CUIDADOS
1. Se utiliza um agonista beta 2 de curta duragdo de agdo (SABA) / inalador de alivio, ADEQUADOS A
qual o nimero de utilizagdes que considera aceitavel, para uma pessoa com asma num ano, . Zsl\slliOA CcoM

numa semana, ou num dia, antes de considerar necesséria uma revisdo terapéutica?
C h a I I e n g e t h e S ta t u S q u o Aumento no uso de agonistas beta 2 de curta dura§do de acdo. A dose padrdo é 2 puffs de cada vez.
11

Doses de SABA utilizados por ano

Doses de SABA utilizados por semana

-
Doses de SABA tilzadas por dio |EIINENN nnn- n

Nl

Sugestdo: Posteriormente, pergunte a pessoa com asma:

e 1 - — R imary ¢,
Nas ultimas 4 semanas, quantas vezes usou o inalador de alivio ou medicagdo em nebulizagéo (ex: salbutamol)? g"} K
3 ou mais vezes por dia ‘ 1ou2vezes por dia ‘ 2 ou 3vezes porsemana | <1 por semana Nenhuma vez < IPC RG

XS
o\

(www.nhp.org/provider/asthma/Survey_ACT_adult_EN.pdf)

] L

getory Group o
Gl

ASTHMA SLIDE RULE

1. Qi { for p! iber to ask and a person with asthma
Using this slide rule, how much short-acting beta, agonist (SABA) also known as reliever/rescue/

salbutamol/’blue’ inhaler would you think was acceptable for a person with asthma to take in a year, week or day
before you thought a review was necessary? What made you choose that?

Number of SABA inhalers Rx per year

Puffs of SABA used per year*
T
[ S 1800
] ] 1 [ 1 1 1 1 i [ [ 1
20 40 €00 S0 1000 1200 1400 1600 1900 2000 220 2400

Puffs of SABA used per week

([ s U s s s | s s i e et
4 8 12 15 W W™ 2 3 B/ N 42 48
Puffs of SABA used per day
[ 5
Vi e i e b e U e e T
4 1 2 2 3 >3 4 M 5 6 > 7
Increasing SABA use Symptoms

L 4

Created by IPCRG Steering Group, supported by educational grant from Boehringer Ingelheim



Reduced mobility

G Chronic —a long-term health condition that does not go away

Obstructive — your airways are narrowed, it's harder to
breathe out quickly and air gets trapped in your chest

Pulmonary -itaffects your lungs
o Disease — a medical condition

Identity
What is it called?
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COPD Right Care Wheel guidance notes

The Chronic Obstructive Pulmonary Disease (COPD)
Right Care Wheel has been developed by the clinically-
led charity, International Primary Care Respiratory
Group {IPCRG) as a quick helper for prescribing choices.

The toolis intended to support health care prescribers
who know people with COPD need inhaled medicine(s)
but are unsure which option to choose; and to help
clinicians develop their COPD consultation skills by
working with people with COPD to understand what the
condition is, what might happen to them and to improve
their adherence to therapies.

As part of a growing social movement approach we are
having these conversations between prescribers, COPD
educators, pharmacists and people with COPD in five
countries. Try and see how you can useit to geta
conversation going.

The guidance provides potential steps and questions to
ask when using the tool. Tailor it to the person you are
speaking to.

More information can be found at
www.ipcrg.org/COPDRightCare where there is a short
video showing the use of the Wheel.

Good luck with your conversations and thank you for
participating.

The COPD Right Care Team April 2022

Further Reading

Please refer to your national guideline on COPD if you
require further information. If you do not have one,
please refer to the GOLD Report and Pocket Guide from
the Global Initiative for Chronic Obstructive Lung Disease
which is updated annually.*

To find out more about COPD Right Care go to
https://www.ipcrg.org/copdrightcare

The wheel is currently a prototype and will be trialled in a
number of settings with feedback gathered to improve on the
tool. Details as to how this will be done are in development.

Created and designed by IPCRG www.ipcrg.org.
COPD Right Care is an IPCRG initiative. Boehringer Ingelheim
has supported the development of this tool.

Guidance Steps
The wheel has two sides:

« Side A to assist with prescribing, with a rotating inner
wheel

« Side B to assist with patient conversations and
motivational interviewing

SideA

To assist with prescribing, with a rotating inner wheel

S /A;;.I’;‘\\ v -

Side A Rotating Inner Circle
Depicts the 3 types of COPD people tend to have
{phenotypes) matching 3 inhaler pathways.

Step1

Look at the words in the core of the inner circle in terms
of cause, symptoms and spirometry and check that the
patient meets the three criteria for a diagnosis of COPD.

Cause - is there a recognised cause, such as tobacco
smoking?

Symptoms - are they consistent with COPD?

Spirometry - Is the FEV; <the lower limit of normal or
<70%?

Step2

Choose one of the 3 phenotypes on the outer ring of the
inner wheel and then move it to match with the correct
prescribing pathway (align using the colour coding: with
asthma, yellow; predominant breathlessness, blue; 22
moderate exacerbations or =1 hospitalisation, pink)

Also consider blood eosinophil levels: 2300 or <100 and
adjust the ring.

Parameters are based on the GOLD 2022 guidance below
and when taken account of will make treatment more
personalized and reduce over prescribing of ICS.

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

_ Caeansa _

History of 1moderate Repeated
hospitalisation(s) = exacerbation of pneumonia
for exacerbations = COPD peryear#f  events

of COPD# Blood eosinophils | Blood eosinophils
=2 moderate =100 to <300 <100 cells/pl
exacerbationsof  cells/pl History of
COPD per year# mycobacterial
Blood eosinophils infection
=300 cells/pl

History of, or
concomitant,

asthma

despite ropriate long-lasting mai 0
*notethat blood i b seen
represent i points; eosinaphil counts are likely to fluctuate

Reproduced with permission of the © ERS 2022: European Respiratory Journal 52
(6) 1801219; DOI: 10.1183/13993003.01219-2018 Published 13 December 2018

Step3
Check and assure yourself you are choosing the right and
safest pathway.

Side A Fixed Outer Circle

Step4

Whilst you are looking at inhaler choices, use the prompt
of the COPD Right Care therapies depicted round the
outer circle to consider which may also be appropriate
e.g., vaccination (influenza and pneumococcal); help to
quit tobacco; physical activity, nutritional advice, and for
some people with advanced COPD, oxygen therapy or
lung volume reduction surgery.

References

1 GOLD. Global strategy for prevention, diagnosis and
management of COPD: 2022 Report. Available at:
https://goldcopd.org/. Accessed April 2022.

2 Leventhal H, et al. J Behav Med 2016;39:935-46.

3 Source:
https://www.euro.who.int/__data/assets/pdf_file/0008/
394208/Session-5.pdf. Accessed April 2022.

SideB
To assist with patient consultation and motivational
interviewing

The graph on the wheel is reproduced from The natural history of chronic aiflow
obstruction. Fletcher C, Peto R. BMJ 1977;1:16458 with permission from BMJ Publishing
Group Ltd

i «

Identity
whatis tcaled?

It will support clinicians with a role in helping people
with COPD to:

« understand what their condition is
« know what will happen to them; and
« improve adherence to therapies

Step1

There are 5 key areas to be explored, for people to
understand their condition and be able to take part in
shared decisions about treatment goals. They are based
on the Leventhal Model:

Leventhal Model2

« Identity: what’s my diagnosis called?

« Timeline: disease path

« Cause: how did it happen?

« Cure/Treat: what can | do about it?

« Consequences: how does my choice affect my future?
[shared decision-making]

Step2

There are 4 consultation styles (OARS =a WHO-
recommended motivational interviewing approach) that
you can use to help people choose and that may help
people be adherent to their therapies.®

« Open questions

« Affirmation of effort, strength, volition
« Reflecting to check meaning

« Summary

Step3

Practise your consultation skills by choosing one of 5 key
conversation topics and match with one of 4
motivational interviewing techniques.

Y COPD
RIGHT
R CARE

Available at
https://www.ipcrg.org
/resources/search-
resources/copd-right-
care-wheel-
quidance-notes
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Original blue small steroid card " @ Jelele

already existed in UK ‘CR:L%IET

Discharge planning / Community use

Patient and carer advice points

* Patients expected to be taking corticosteroids for more than 3 weeks should be given a Steroid Treatment Card and the leaflet contained in
the manufacturer’s packaging.

+ Always carry this card with you E =] |D
and show it to anyone who treats ST 0
you (for example a doctor, nurse, TREATMENT https://www.palliativecar
pharmacist or dentist). For one : :
year after you stop the treatment, CARD equidelines.scot.nhs.uk/
you must mention that you have ¥ quidelines/medicine-
taken steroids. | am a patient on STEROID o r
treatment which must not be NOTMAtON-
« If you become ill, or if you come a sheets/dexamethasone.
into contact with anyone who has stopped suddenly
an infectious disease consult aspx
your doctor promptly. If you have : .
never had chickenpox, you * If you have been taking this
should avoid close contact with medicine for more than three
people who have chickenpox or weeks, the dose should be
shingles. If you do come into reduced gradually when you stop
contact with chickenpox, see taking steroids unless your doctor
your doctor urgently. says otherwise.
- Make sure that the information on * Read the patient information
the card is kept up to date. leaflet given with the medicine.

APS Group Scotland DPPAS11642 (06/11)


https://www.palliativecareguidelines.scot.nhs.uk/guidelines/medicine-information-sheets/dexamethasone.aspx

The respiratory network in London, the Lon-
don Respiratory Team (LRT), identified that
the original blue steroid treatment card was
inappropriate for use in patients with COPD
on high dose ICS. A patient safety card was
drafted along with prescribing guidance in-
cluding all the factors for safe and effective
ICS use. This was piloted in both hospital
and primary care settings and then redrafted.

To be completed by medical practftioner 7

High Dose Inhaled Corticosteroid Safety Card

Name: S e DOB: o
| am currently taking: 1. Since:

D s . . SINCeI
My normal | dose is: g ¥ puffs times a day

2. puffs times a day
If MDI — using Spacer? Yes [ | Nol[ ]
| may be at risk of corticosteroid insufficiency when | am ill and
supplementation should be considered.
Consultant/GP: Contact No:

Please peel off card

Aim of the ICS patient safety card

The card is written for patients, so that they
understand the benefit of, and how to mini-
mise, the potential harms of treatment, par-
ticularly adrenal suppression. At the same
time there is an underlying objective that the
process of attempting to issue the card
would prompt a prescriber to consider wheth-
er the high dose of ICS is actually required,
or whether a lower dose used appropriately
would provide similar efficacy, with fewer
side effects. Ideally this would result in avoid-
ing the need to issue the steroid card in all
but a few patients.

https://www.networks.nhs.uk/nhs-networks/south-east-coast-

respiratory-programme/documents/breathing-matters-edition-24



https://www.networks.nhs.uk/nhs-networks/south-east-coast-respiratory-programme/documents/breathing-matters-edition-24
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Inhaled Corticosteroid Safety
Information for Adults

Inhaled corticosteroid agents are very important in the treatment of

respiratory conditions such as asthma and sometimes, chronic obstructive
pulmonary disease (COPD). They act by reducing inflammation and
preventing symptoms from developing. Corticosteroid sprays are also
used for nasal conditions such as sinusitis and hayfever. Generally, they
are very safe and free from serious side effects when used in standard doses.

Inhaled corticosteroids can cause local side effects such as sore throat, hoarse voice or
oral thrush (sore white patches in the mouth). The risk of these side effects may be
reduced by using a spacer device with aerosol inhalers (MDI’s) that contain corticosteroids,
and rinsing your mouth out with water (and spitting out) after using any corticosteroid
inhaler. Prolonged use of inhaled corticosteroids may lead to easy bruising or thinning of
the skin, especially in older people. Very rarely, higher doses of inhaled corticosteroids
may temporarily reduce your body’s ability to produce its own corticosteroids when under
stress, such as in severe illness or undergoing surgery, or to fight off some infections

(e.g. chickenpox).

If you become (ill for any reason, be sure to alert the medical staff looking after you that you
are using higher doses of inhaled corticosteroid as you may need additional corticosteroids.

Ideally, carry the safety card attached to this information sheet with you at all times and show
this to your medical team. Recorded on the safety card below are any inhaled corticosteroids

Hhat you should be curently taing. You have been given this safety card because you are taking
If you start to experience any of these symptoms: worsening fatigue, muscle weakness, = ¥ =% 3 i i
loss of appetite, unintentional weight loss, dizziness, unexplained nausea, vomiting and d hlgh dDSL—" Df II"Ih-Ei:IE.'d corticoste rﬂ!d‘
diarrhoea, go and see your general practitioner (GP), because they might be related to the
inhaled corticosteroid you are taking. Do not stop taking your inhaled corticosteroid suddenty. Itis impur‘tﬂnt that you do NOT s‘tnp using your inhaled
If you have never had chickenpox, you should avoid close contact with people who - - o %
have chickenpox or shingles. If you do come into contact with someone with these corticosteroid su ddE‘"I}', Flal"'tlﬂl.llﬂ rly' if you have been
conditions, see your doctor urgently. v - - -
: e taking this medication for more than 3 weeks.
To be d by professional and kept by you E.er "
E Be sure to get your repeat prescription of your inhaler before
High Dose Inhaled Corticosteroid Safety Card -It runs l:l‘ut 7
Name: - e — DOB: . ... - .
. " Always carry this card with you and show it to your

MDI + Spacer / Accuhaler / Turbohaler /

medical team if you become ill.

| may be at risk of corticosteroid insufficiency when | am ill m
and supplementation should be considered.

England

At a dose of: puffs time(s) a day

Prescriber: i Date:

INHS

England

Developed by London Respiratory Network

https://www.ashleyforms.co.uk/products-and-services/high-dose-ics-safety-
card
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Guidance for Healthcare Professionals on
Inhaled Corticosteroids in Adults

The side effect profile of an ICS

* Inhaled corticosteroids (ICS) are prescribed in asthma to improve control, reduce exacerbations
and risk of death, and in those with severe to very severe COPD, to reduce the frequency of
exacerbations. The benefits of an ICS outweigh the risks when used in clinically effective doses,
however, long-term high doses (=1000 micrograms beclometasone dipropionate (BDP)
equivalent/day) may cause systemic side effects.

* The systemic side effects of corticosteroids are well known. High doses of ICS are associated
with clinically detectable adrenal suppression (Arch Intern Med 1999;159:941-55), increased risk
of non-fatal pneumonia in patients with COPD (Arch Intern Med 2009;169:219-29), increased risk
of type Il diabetes (Am J Med 2010;123:10016), and may increase the risk of fractures (Thorax
2011;66:699-708) and tuberculosis (Chest 2014;145(6):1286-1297). It is recommended that all
patients on high doses of ICS are made aware of the risks and given an ICS safety warning card.

* At equipotent doses, the safety profiles of all ICS are similar. Budesonide and ciclesonide are
approximately equipotent with BDP, while fluticasone propionate (FP), mometascone and ultrafine
particle BDP-HFA inhalers (Qvar® and Fostair®) are twice as potent as standard BDP inhalers.
Equivalence data for fluticasone furoate is not currently available.

In patients with Asthma:

* Once a patient has persistently good control (e.g. for 3 months), consider stepping down to the
lowest dose of ICS that maintains symptom control.

* There is limited evidence that increasing an ICS dose above 800 micrograms BDP equivalent/day
improves asthma control, even in acute exacerbations (Cochrane Review CD007524). MHRA
guidance suggests that a total daily dose of 500-1000 micragrams of fluticasone propicnate
should only be prescribed for moderate to severe asthma, with doses above this, only prescribed
by an asthma specialist, when additional benefit is expected or demonstrated, or by the ability to
reduce oral corticosteroid use
(http://www.mhra.gov.uk/home/groups/pl-p/documents/websiteresources/con007456. pdf).

In patients with COPD:

* Insevere COPD (FEV,<50%), an ICS+LABA may reduce the frequency of exacerbations. Clinical
trials in severe COPD and =2 exacerbations/year, suggest that twice daily inhalation of Symbicort
(budesonide/formoterol) 400/12 (ERJ 2003;22:912-19, ERJ 2003:21:74-81), Fostair
(beclometascne HFA/formoterol) 200 micrograms (Respir Med 2010;104:1858-68) and Seretide
(FP/salmetercl) 500 Accuhaler (NEJM 2007;356:775-89) are equally effective in reducing the
frequency of exacerbations. Patients taking Seretide will need an ICS card whereas those
prescribed Symbicort and Fostair may not.

Before increasing an ICS (or any therapy) the following are recommended:

1. Check adherence to therapy. Very few patients take their medicines as directed all the time.
Sub-optimal inhaler technique or not taking the medicines regularly as directed are common, but
often fixable causes of treatment failure. Always ask the patient to describe how they take their
medicines in a non-judgmental way - the purpose is to discover if you should change therapy or
discuss how to take current therapy more effectively.

2. Improve ICS delivery to the lungs. This may be more effective than increasing the dose, so
inhaler technique must be checked and optimized regularly. Using a metered dose inhaler (MDI)
with a spacer device improves lung deposition (Br J Clin Pharmacol 1998;46:45-8, Clin
Pharmacokinet 2004;43:349-60) and in aiding co-ordination, reduces oropharyngeal deposition
and local side effects (eg hoarseness or sore throat).

3. Encourage people to stop smoking. Provide stop smoking therapy for people with COPD and
asthma who smoke. In COPD, intervening early reduces mortality (Ann Intern
Med.2005;142:233-239) and improves health status (Thorax. 2010;65:711-8). In asthma,
stopping smoking may avoid the need for stepping up ICS dose when poorly controlled (Thorax
2005;60:282-287).

Developed by London Respiratory Network

INHS|

England

Doses of inhaled corticosteroids in adults that require an inhaled corticosteroid card

Total Daily Dose of Inhaled Corticosteroid

Beclometasone
dipropionate

Aerosol Inhaler

(prescribe by brand name)

Non-proprietary

Clenil modulite

Qvar (BDP HFA)

Fostair (BDP HFA)

Dry Powder Inhaler

Asmabec Clickhaler

Budesonide

Dry Powder Inhaler

Easyhaler, Novolizer

Turbohaler
(Pulmicort, Symbicort)

Ciclesonide

Aerosol Inhaler
Alvesco

Fluticasone propionate (FP)

Aerosol Inhaler

Flixotide, Flutiform™, Seretide

Dry Powder Inhaler

Flixotide and Seretide

Fluticasone furoate (FF)*

Dry Powder Inhaler
Relvar”

Mometasone furoate

Dry Powder Inhaler

Asmanex

*Fluticasone furoate 92 micrograms once daily is approximately equivalent to fluticasone propionate 250
micrograms twice daily (https://www.medicines.org.uk/emc/medicine/28496). This could be interpreted as
being equivalent to 1000 micrograms of beclomethasone dipropionate, but caution is advised as direct
comparator studies have not been published.
* Dosage equivalents are approximate and dose delivered will depend on other factors such as inhaler
technique
* Encourage patients to use appropriate breathing techniques according to inhaler device e.g.: “Slow and
Steady” for an aerosol inhaler, “Quick and Deep” for a dry powder inhaler
* |f a patient is using nasal corticosteroids and an ICS, they should be assessed individually. For example,
for a patient taking nasal corticosteroids and 800-1000 micrograms of BDP equivalent/day, a
corticosteroid safety card is recommended.
+ Before prescribing, patients should always have their therapy reviewed for continued appropriateness
and if necessary, issued an ICS card:
www.ashleyforms.co.uk/products-and-services/high-dose-ics-safety-card




Fostair NEXThaler 100micrograms / dose /
6micrograms / dose dry powder inhaler (Chiesi Ltd)
120 dose

Beclometasone 100micrograms / dose + Formoterol
6micrograms / dose

@ Low adult steroid dose

® Medium adult steroid dose

ICS + LABA

Dry powder inhaler (DPI)

£29.32 / 30 days (based on 4 puffs / day)

Steroid safety card not always required, but recommended for medium doses

Luforbec 100micrograms / dose / 6micrograms /
dose inhaler (Lupin Healthcare (UK) Ltd) 120 dose

Beclometasone 100micrograms / dose + Formoterol
6micrograms / dose

@ Low adult steroid dose

® Medium adult steroid dose

ICS + LABA

Pressurised aerosol inhaler (MDI)

£23.45 / 30 days (based on 4 puffs / day)

Steroid safety card not always required, but recommended for medium doses

Fostair 100micrograms / dose / 6micrograms / dose
inhaler (Chiesi Ltd) 120 dose

Beclometasone 100micrograms / dose + Formoterol
6micrograms / dose

@ Low adult steroid dose

® Medium adult steroid dose

ICS + LABA

Pressurised aerosol inhaler (MDI)

£29.32 / 30 days (based on 4 puffs / day)

Steroid safety card not always required, but recommended for medium doses

Qvar 100 Autohaler (Teva UK Ltd) 200 dose

Beclometasone 100micrograms / dose

® Medium adult steroid dose

@ High adult steroid dose

ICS

Pressurised aerosol inhaler (MDI)

£10.33 / 30 days (based on 4 puffs / day)

Steroid safety card recommended for medium doses; required for higher doses

Qvar 100 Easi-Breathe inhaler (Teva UK Ltd) 200
dose

Beclometasone 100micrograms / dose

® Medium adult steroid dose

@ High adult steroid dose

ICS

Pressurised aerosol inhaler (MDI)

£10.17 / 30 days (based on 4 puffs / day)

Steroid safety card recommended for medium doses; required for higher doses

Clenil Modulite 100 inhaler (Chiesi Ltd) 200 dose

Beclometasone 100micrograms / dose

@ Low adult steroid dose

ICS

Pressurised aerosol inhaler (MDI)

£4.45 / 30 days (based on 4 puffs / day)
Steroid safety card not normally required

Kelhale 100 inhaler (Cipla EU Ltd) 200 dose

Beclometasone 100micrograms / dose

@ Medium adult steroid dose

@ High adult steroid dose

ICS

Pressurised aerosol inhaler (MDI)

£3.12 / 30 days (based on 4 puffs / day)

Steroid safety card recommended for medium doses; required for higher doses
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Since then, this has continued to be used by respiratory teams across the UK

to prompt prescriber reflection about prescribing high dose inhaled steroids
for COPD.

Meanwhile, the UK NHS has now updated the NHS steroid card — for non-
respiratory conditions — this doesn’t have same aim of prompting
reconsideration of whether high dose is actually needed



Brief rationale:

https:// land.nhs.uk/ tent/uploads/2020/08/NPSA-E Steroid : ) COPD
ps://www.england.nhs.uk/wp-content/uploads -Emergency-Steroid-
Card-FINAL-2.3.pdf ‘ R I G HT

https://www.endocrinology.org/media/4091/spssfe supporting sec -final 10032021- CARE
1.pdf

Some patients who take oral, inhaled or topical steroids for other medical conditions may
develop secondary adrenal insufficiency and be steroid dependent; new guidance, clarifies
which patients may become steroid dependent. Omission of steroids for patients with
adrenal insufficiency can lead to adrenal crisis; a medical emergency which if left untreated
can be fatal. Patients with adrenal insufficiency require higher doses of steroids if they
become acutely ill or are subject to major body stressors, such as from trauma or surgery, to
prevent an adrenal crisis.

Recently published national guidance promotes a new patient-held Steroid Emergency Card
to be issued by prescribers. This helps healthcare staff to identify appropriate patients and
gives information on the emergency treatment to start if they are acutely ill, or experience
trauma, surgery or other major stressors.

Useful resources:

Ordering Steroid cards:
https://www.england.nhs.uk/wp-content/uploads/2020/08/NPSA-Emergency-Steroid-
Card-FINAL-2.3.pdf

Process map: Implementing the steroid card NPSA Alert:

https://www.prescgipp.info/umbraco/surface/authorisedmediasurface/index?url=%2fmedi
a%2f5486%2fimplementing-the-steroid-card-safety-advice-v22-hot-topic-april-2021.pdf
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Blue Steroid treatment cards and the London respiratory network card. C AR E
The blue Steroid Treatment Card (figure 2) and the London Respiratory Network Card
(https://www.networks.nhs.uk/nhs-networks/london-lungs/documents/high-dose-inhaled-
corticosteroid-alert-card-order-form) are unaffected by the introduction of the NHS Steroid

Emergency Card (figure 1). Patients should keep these, if advised by their healthcare team whilst

implementation of the new Steroid Emergency Card takes place. Patients being prescribed steroids

outside the scope of this alert, would still be eligible for the blue standard Steroid Treatment Card.3

The blue Steroid Treatment Card gives patients guidance on minimising the risks when taking

steroids and also provides details of the prescriber, drug, dosage and duration of treatment.

Figure 1: Steroid Emergency Card

Steroid Emergency Card
(Adult) m

IMPORTANT MEDICAL INFORMATION FOR HEALTHCARE STAFF

THIS PATHENT 1S PHYSICALLY DEPENDENT ON DALY STEROID THERAPY
as a critical medicime. It must be given/taken as prescribed and never
omitied or discontinued. Missed doses, iliness or surgery can cause
adrenal crisls requiring emergency treatment

Patients not on daily steraid therapy or with a history of steroid usage
may also require emergency treatment

When calling 999 or 111, emphasise this is a likely adrenal

imsutficiency/Addson’'vAddisonian crisis or emergency AND describe

symptoms (vomiting, diarrhoea, dehydration, inpury/shock)

[n'orqrm y treatment of adrenal crisis

1) EITHER 100mg Hydrocortisone | v or | m, injection followed by
24 he continuows | v Infusion of 200mg Hydrocortisone in
Glucose 5%

OR 50mg Hydrocortisone | v or Lm. gds (100mg if severely obese)
2) Rapid rehydration with Sodeum Chioride 0 9%

Name

Date of Birth NMS Number

3) Liaise with endocrinology team

Scan here for further information or search
\ hitg VYV OCNNCIOQY. O a3 ena! f

Why steroid prescribed

Emergency Contact




A key learning point is that approx. 15% of patients with asthma need to be on high | RlGHT
aoses and you can achieve 90% of the ICS dose response curve with low doses, if inhaler [ CAR E

technique is optimised:

=
1. Masoli M et al. Thorax 2004: 59:16-20
Dose of |CS ? 2. Holt § et al. BMJ 2001: 323:253-256

Dose - response curve for inhaled corticosteroids
| ;

Top of clinical dose
response curve:

500 mcg/day FP*? =
~400 mcg/day Qvar =
800 mcg/day Clenil =
800 mcg/day Bud

Y 90% effect achieved at doses:

200 mcg/day FP2 =

200 mcg/day Qvar =

400 mcg/day Clenil =
. 400 mcg/day Bud
B — Clinical Bemﬁll

| = = Adverse effect

50 100 200 400 600 800 1000

Daily dose of inhaled steroid (FP ug)
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Steroid card — Spanish and Portuguese
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O cartdo de seguranca dos
Corticdides Inalados do COPD Right
Care (IPCRG)

e Acare

Tarjeta de Seguridad del Corticoide

“|PCRG COPD Right Care” . R 0s corticsides inalados s3 ! Doenga Pulmonar Obstrutiva Crénica vera entregar um Cartao de seguranca
r una tarjeta de seguridad de (0POC). Este doc q presc les inalados?
uma dose alta. 6 lados atu ao reduzir a a aéreas. .
os?
Amaioria das pessoas com DPOC tem algum grau de falta de ar, que pode variar muito de dia para dia.
Locorceinldos o i s s paceicscon el o Ouras pessoas roduzem mais xpeoragao o uco € s umproblema imporantc,malsprauns fioropionato de Bclometasona (o0p) o equclentecia
) 4 leha By para outros. Al de cansago csts também presente na
; y ) N ! inhalador Dosis por inhalacién Dipropionato (DP) DPOC. Al 5 tar episédios 30 da sua falta de ar Inalador Dose/inalagao
lasificad: dosis alta L d ;. lados act el ; sentarep o el erises.
lainflamacié aéreas. pr efectos mesmo tataques” ou erises’ “EROETED 92 pg/dose + 22 pg/dose Linalagso vez/dia
se usan a dosis b d 1006 0 termo DPOC engloba virios problemas pulmonares. Existem trés tipos principas de situagses clinicas - RevintyEllipta L = £
b est: latus
LaEPOC tologf t Existen EPOC que tienen sobesta Vel 5
sintomas y tratamientos similares. Todn paciente EPOC tiene un grado de dwsnaa (dificultad respiratoriao 50 1006 1. Asma com DPOC ao esta P q d - TrelegyEllipta. 22pg/dose
p: 8 reverter
enfermedad. anlrns algunos pacientes producen ms secreciones que otros,a tos se presenta como t & diminuida, e assim nao
d presente de alguna manera en la mayoria de los oo 2006 conseguem i -
« " s Inatador Dose/insagio Dose habitual/dia
pacientes con EPOC. fazer uma d
Est los 3 fenotipos de pacie POC o - david tads B pressurizada > e/ WS b 0
N 3 2. q descreve ©muco e atosse so as
1. Asma créico: Pacientes g parte desuviday : B .
obstruccién no kol g0 H devid aéreas. ombe T e s v ados em pessoas com DPOC:
] T gldose+45pghiose  2inalagpes 2vezesfia - > >
habituales por o g i f . oc: H 3. incluer- o final das vias fstemet kao para profissionais de satide
parte de los pacientes asmiticos, en algdn momento de su vida, necesitarén una alta dosis b et sopEquaenca ps en pacientes EPOC: H areas, ,ficaram danificados, o que dific Symbicort Turbohaler
o Lo0omeg : . p 205 20)g/doseropghiose  1lalagho2vezes/a dos 1CS) 53
. de cortcoides. h de corticoides para sanitarios i espiragio. Relome Tubobaler 20/ 2c0s (1C5) doses
2 . N " . . w F3 p, quando se unmzzm doses elevadas durante longos periodos, existe o risco
H . 1006 . : ~BiResp Spiromax o
E c) se H PSPl 160 pgidose +4.5 ygick - aimportancia de se
H traduce en produccion de moco y tos.  DuoResp Spiromax Vgidose +45pg/dose  2inalagdes 2vezes/dia 2
Fl ° Y 1 dosis altas durante largos periodos de tiempo ex'ste un riesgo de DuoResp Spi fio da dose eficaz mais baixa de ICS, nas pessoas que realmente podem
g 3. Enfisema: Pacientes con vias adreas fragiles y permancntemente dafiadas, o gue les dificulta ki 2006 icos. Todas las guias clinicas insisten en laimportancia de — ) fes farmacos.
g la respiracion. fectiva en nuestros pacientes. o facial, te e ! 1 é a hecid s
iy 4 ini ;
oo 0012 témicos de los corticoides son bien conocidos. Altas dosis de Cheziaemy e ——  Gibiter Easyhaler renal el o 15t
ocian con la clinica de supresion adrenal (Arch Inern Med. 1999; : Dede 160pg/dose 45 pg/dose  2inalacdes 2vezes/diz do de pneumonia ndo fatal em pessoas com DPOC (Archintem Med.
neumonia grave en pacientes con EPOC (Arch Intern Med. z D B e T e tipo Il (Am./ Med. e podem
1255 Aminha dose habicualé Médico assistente: e fraturas ( 699-708).
Nombre: Tengo riesgo de sufrr una insuficiencia del riesgo de diabetes mellitus tipo 2 (Am J Med, 2010;,123:1001-6), B e pee o Gibiter Easyhaler A e
suprarrenal secundaria cuando esté enfermo. de fracturas (Thorax 2011;66: 599 708). 5 o il S -Bufomix Easyhaler Vel v/ ~
Fecha de nacimiento: s e T e Tt e o e (Thorax: “ m e recomienda n mis propensos a presentar 2 lao pordi Aser preenchido porum midico. 0P, ou equivalente, pordia, deve ser sensibilzadas para o iscos gudizagbes dos seus sintomas. Cerca de um quarto
Actualmente estoy tomando: g > 5 it Gimarseansora?  Sim  Nao In receber ‘mais por ano] ou ficam tao mal que precisam de ser
! Médico: [ I e adrenaly se y P d M )
uridad de corticoides. p didrio de corticéides inalados. Pelo contrério, a
1 inhalaciones  veces aldia e Jeg ies inhalados diariamente. e corticoides nasais, 6 dos ICS, devem ser ma nao beneficiam em usar corticéides inalados
inhalaciones veces al dia le CI les debe idos del potencial " - Sereta g N
2 hal i e dA 3 ° - e dser sridos de yenfisema, la nose » ropensce ice Diskus - Para as pessoas que (Coantresno.
SIpUDE ki chmars Spaciadors? S o PorAVTdmpeme a i Ly e Guelos pacentes condoss mhaladas enwe o o0 Jicinos resgos asociados l tomarlos. Pncasons/Saimetssl | ||-paler Dl e BOP ou equivelente pordia, o 3 cisent § "
cia BDP al da deben tener la tareta de seguridad, especialmente Veraapr D i o corticoions achcionar . ! e
 cionelcs. en causar efectos secundarios locales como dolor de garganta, fonia o D mente se fizer cotiodides adicionals. dos Lo deumatéc
Tymbicort 400 400/12 b » (hxs blancas en la bocay la lengua). El riesgo de estns efectos secundarios Propionato de " " binada na DPOC e id: 3 segura. Contudo, se ndo se utilizar uma camara
£poc tantola halador pMDI y enjugé oca con H Seco Turbohaler, 1inalagdo duas vezes por dia (Eur Respir J 2003; 22:912 odorespresrizados e s no se lavar a boca com
eces al dia (Eur Respir J 2003; 22:912 919, Eur Respir J 2003; 21: 74 a5 cada uso del inhalador. | uso prolongado de corticoides infialados. : 03;21: 74-81), , tais como dor de garganta,
Hcesonaaistetat e 5025 DP de 800 microgramos diarios y fluticasona propionate 500 a més fina y aparezcan hematomas, sobre todo en pacientes mayores. H b [z eminalador de Ppé seco Diskus, 1 2). 0 uso pm\nngadn de corticdides inalados pode
es aldia (V Engi J Med 2007; 356:775-789, Am J RespirCritCare Med L po pucde reducir temporalmente La produccion de corticoides cuando H es por dia (N Engl J Med 2007; 356:775-789, Am J Respir Crit Care Med aumenlo da fragiidade da pele, especialmente nas
Hluticssona/Selmeterol Sereticesod Accuhaler 500/50 uivalencia BOP de 2000 microgramos diarios, son igualmente Juna enfermedad grave, infeccién o cirugfa. ] V12022-02-13 (Adaptado do cartio de seguranca do UK/LRT] a 4 2000meg di 1t lados podem reduzir
cuencia iones y mejorando H 20 da frequé dizagd lhoria da g roduzir
n 20 mis exacerbaciones al af. La dosisy el tipo de Cl podria i cortied H tém 2 ou mais agudizages por ano. A dose € o tipo de ICS podem influenciar \Gas graves, cirurgias ou no combate a algumas
largo plazo. L 8 rtico! e ser
te. al personal u doente. .
Por ides inhalados, ya que es posible que ne(esnm(avhm\desadmcnales Lo perfl diferentes ICS, Por J¢ seus corticoides inalados se estiver a fazer esta
ejemplo, la la BDP. En cambio la fl ola tarjeta de seguridad adjunta a esta h su exemplo, a BDP. No entanto, os
cinhaladores de particulas ultrafinas BDP HFA son casi el doble de rticoid: nasales que i HFA com k1 lert é 30 a prestar
inhaladores BDP estandar. mais potentes que os inalacores padrao de BDP. fsides inalados, pois poderé precisar de corticéides
. : fintes sintomas: fatiga, debilidad muscular, pérdida de apetito, pérdida de 6. Antes de aumentar a dose do ICS, verifique  técnica inalatoria. Uma técnica inalatoria po de seguranga anexado a este documento.
a aparente, vomitos y diarea, acuda a su médico ya que pueden estar incorreta, aerasséis, e contribui para a tao de seguranca que se apresenta acima, estio
1. Comprobar la té hal. Una técnica ncia terans ; Jo deve estar a usar atualments
inhaladores pMDI es v aerror. Mcjorar el la - Nodeje de nanea falénciaterapéutica. Melhorar mente.
. ) P » P ey d(;S‘IS o 1o tont - el contacte d:um con personas que Am\ganvanmla © herpes zoster. Si ‘aumentar a dose. Assim, técnica inalatori de , fraqueza muscular, perda de
comprobar la téc corregir bl oMl con . lteasu It uma camara useas inexplicaveis, vémitos e diarreia - procure a
- s - orites ¢ dlar it
. cémara cspaciadora, l uso de ] i
que llega al pulmén. ( Br J Clin Pharmacol. 1998;46:45-8, Clin Pharmacokinet. 3 m "’"“‘m’s (B Clin Pharmacol. 1998;46:45-8, Clin Pharmacokinet. 2004:43:349-60). € pente. Se nunca teve varicela, deve evitar contactos
H . . nhalador 2 com o dispositivo estiver em contacto com alguém com estas.
H g g ressurizado.
. . . 3 del paciente. £ P ente.
H g 7. Na gestdo de pessoas com DPOC e com Asma, deve notar-se que, pavaaglzndemzmnadas
panish version avaliable a : 2 Cuando mancieme ssma, pessons SosedeiCpas —
t la ncim z 2 pordm néio é mais eficaz na melhoria do controlo da asma. et of this tool.htps/fwwwi perg org/copdrightcare: g
h tt // . / rogramos al dia, no mejoraré el control del asma. ;: ; 4
pPS:// WWW.IpCrg.org/resources £ i
/ h /steriod-alert
d ish 1 Portuguese version available at y
Tarjeta de seguridad htt . H ~
de corticoides PS:// WWW.IPCrg.org/resources Cartéo de seguranca
inhalados en dosis . de corticéides
altas /search-resources/steriod-alert- inalados em alta
dose



https://www.ipcrg.org/resources/search-resources/steriod-alert-card-spanish
https://www.ipcrg.org/resources/search-resources/steriod-alert-card-portuguese
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