MPOAHWH KAI ANTIMETQIIZH
TQN MAPOZYNZEQN THZ XA

[MopTTodNg KWvoTavTtivog
[MveupovoAdyocg
AékTopag AlO



Opiouoc XAl

H XA, yia cuyvih Tabnon 1Tou JTropEi va
TTPOANPOEI KAl VA AVTINETWITIOTEI, XAPOKTNPICETAI ATTO
EMMEVOUOC O ATTOPPAEN TWV AEPAYWYWYV TTOU Eival
OUVHOWC¢ TTPOOOEVUTIKNA KAl OXETICETAI ATTO MId
UtTEPBOAIKA XpOVIa @AEYHOVWON ATTAVTNON TWV
OEPAYWYWV KOI TWV TTVEUNOVWYV O€ BAATTTIKA
ocwpuaTtidlia n agpia

O1 TTapogUVOEIC KAl Ol CUVUTTAPXOUCEG TTABNCEIC

oUulBaAouv oTn CuVvoAIKE BapuTnTa TG VOOOU O€
OUYKEKPIMEVOUG aoBeveic



[MAdavo TTapouaciaong

[ToOANWN TWV TTAPOCUVOEWV

AVTIMETWTTION TWV TTOPOLUVOEWV



DuocioAoyiKn
Sl1oKUuavonmn

EmritTteba orta oTroia n
emMGeEivwoT PTTOpEi va
OPIOTEI Wg TTApOuvon

[MpokeiTal yia TO OTTOI0 XapaktnpileTral aTtro
EMMOLIVIWON TWV AVATIVEUOTIKWY CUMTITWHATWY N OTToid
givalr TTEPAvV Ao TNV NUEPNOIAO TOUuG OlaKUpavon Kal
odnyei o€



AiTioAoyia Trapoéguvonc

Haemophilus influenzae

Moraxella catarrhalis

Streptococcus pneumoniae

Pseudomonas aeruginosa, Gram (-) Enterobacteriacea, Staphylococcus aureus

Rhinovirus (40-60% TwvV I0yEVWV)
RSV
Influenza virus

(TT.X. TTVEUPOVIA, TIVEUMOVIKA €UPBOANR,
KOPOIOKN QVETTAPKEIA, UTTECWKOTIKA OUAAOYN)

Mackay A]J et al. Med Clin N Am 2012;96:789-809



NaBo@uaoioAoyia TnG TTapoguvong

TRIGGERS
-

E@ c

Bacteria Pollutants

— e

EFFECTS Inflamed COPD aimsay

Greater airway inflarmmation

Sy sbermi EBronchoconstriction,
Inflammation oederma, mucus

Expiratory flow
lirmita thor

Cardiovascular Exacerbation Dyrsamic
corrrorbidit W SY IR TOaTES |'l_:.l'|.'—":"'l'll'lﬁ-!1.'ll2ll'l

Wedzicha JA et al. Lancet 2007;370:786-96



OIKOVONIKO KOOTOG KAl TTAPOZUVCOEIS

Ol guBbuvovTal yia 10
OIKOVOMIKO KOOTOG uyeiag tng XArl

Eivai n 0eUtepn KupIOTEPN qITIA €I0AYWYNG OTO
VOOOKOWMEIO 0TO Hvwpevo BaaiAeio

, 800 €K. AipeC €TNCIWG TO AMPECO
KOOTOC

2Tnv EE o0 peoocg 6poc voonAsiwv yia aroua >60
ETWV NTAV TTEPITTOU

30% TTEPITTIOU ATTO AUTOUC Ba eTTaveEiIcaxBouv To idIo
£T0C

National Institute for Health and Clinical Excellence (NICE) guidelines 2010
European Lung White Book 2003



H cuxvornta kai BaputnTa TWV TTAPOSUCHWYV
OXETI{ETAI NE TO OTTIPONETPIKO OTASIO

B Hospitalized for exacerbation [ Frequent exacerbations
inyrl
47

#
[ =
1T}
=
m
(a1
L.
=]
.

GOLD 4
(N=293)

Hurst JR et al. NEJM 2010;363:1128-38.



Kivduvog Trapoguvong HeTa Tnv 1N

26

24

22

20

18

16

14

12

10

Adjusted HR yia emréuevn mapouvon

o N B~ O ©

ApiBuoc¢ mapoéuvong

Suissa S et al. Thorax 2012;67:957—63



ECLIPSE - @aivoTutrog ao0evwyv NE CUXVES

L
TTAPOZUVOEIG
0% % % % % %
o o 0 7/ N % % % % % % 0%%%%%%
[
0
1
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o % o o % o 0% % % % % % % % % % % %

] [ § Y
1 s 1
s 2

71% twv ac0evwv pe ovXVEG TAQOEVVOELS OTA 2 £TN ELXAV OUXVEG MAQOEVVOELG
KOl 070 3 £€T0¢

74% twv acOevwv mov AEN eixav magofvvorn ota 2 xoovia AEN eixav kat 0to
3 £Tog Hurst JR et al. NEJM 2010;363:1128-38



KAIVIKOiI AIVOTUTTOI TTAPOSUVOEWV

. Open (O)
19

S e UL Exacerbation (E)

Peak symptom day
k’/f

Peak symptom day

Close (C)

Exacerbation |
threshold 6

! | | | |
1 10

OE = 0 days OE = 3 days
EC = 4 days Time (days) EC = 6 days
1115 of 1995 exacerbation events (56%) 888 of 1995 exacerbation events (44%)

Aaron SD et al.Thorax 2012;67:238-43
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Presentation Notes
56% των παροξύνσεων ακολουθούσαν το 1ο πρότυπο και 44% το 2ο .


O1 TTapogUVOEIC UTTOEKTINWVTAI
ATTO TOUG ao0EeVvEIg

421 aoBeveig, TTOAUKEVTPIKN, 6UNVN TTApAKoAouBnon
[Tapocuvoelc: [ aoBevn / €10¢ (Baon NUEPOAOYiwV)
AvagpepOnkav: [ aoBevn / £10¢

[Tapdayovteg oxemifoyevol pe ONAwaon: nAkia kar FEV,
(avTioTpo®a), APIOUOC CUUTITWHATWY Kal ZK (avaAoya)

Stable Disease* Unreported' Reported
SGRQ (n=212) (n =37 (n = 44)

Total score
Median (IQR) -23(-6.1t0 2.4) 34(-341059 43(-23t013.4)

Subscale score, median (IQR)
Symptom -1.0(-9.1t0 5.2) 2.8(-44t010.8) 10.3 (4.6 to 23.4)
Activity 0(-11.8 to 0.8) 0(-6.2 to 6.7) 28(0t07.5)
Impact -0.9 (-6.8 to 2.8) 0.7 (3.8 to 9.6) 3.5(-2.2 to 14.6)

Langsetmo L et al. Am J Respir Crit Care Med 2008;177:396—401
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Presentation Notes
The study is based on a multicenter Canadian cohort of patients with chronic obstructive pulmonary disease.
TABLE 5. CHANGE IN HEALTH STATUS BETWEEN VISITS AT 1 AND 3 MONTHS ACCORDING TO PRESENCE AND TYPE OF EXACERBATION DURING INTERIM


EmTidpaon Twv Tapo{Uvoewy oTn TTPO0OO0 TG VOO OU

Smoke from tobacco and biomass fuel contains ROS,
toxins, and particulate matter
[

Viral and bacterial infections

Signs and symptoms

Stage | l

Stage Il i

U
-
|

[=F
4
=
o
| -
S
-
o
b
s
‘_j_‘-\.-
[}
[ .

L0

25
Age (years)

Hansel T, Barnes P Lancet 2009


http://www.sciencedirect.com.newproxy.rsm.ac.uk/science?_ob=MiamiCaptionURL&_method=retrieve&_udi=B6T1B-4X3G2XD-13&_image=B6T1B-4X3G2XD-13-3&_ba=&_user=1480352&_coverDate=09/04/2009&_rdoc=1&_fmt=full&_orig=search&_cdi=4886&_pii=S0140673609613428&view=c&_isHiQual=Y&_acct=C000053041&_version=1&_urlVersion=0&_userid=1480352&md5=fd2185f64c486028e40afb95f643f237�

FEV, (L)

2UXVEG TTapoguUVaOElg, EKTTTwaon FEV, kai

0.95 A

0.90 -

0.85 A

0.80 A

0.75 -

emifiwon

Years
| |

B Suyvéc napoéuvoeic (>2.92/¢tog)
* Mapakodovudnon yla 4 €tn

Donaldson GC, Thorax 2002
Soler-Cataluna JJ, Thorax 2005

Probability of surviving

1.0 -

0.8 -

0.6 1

0.4 -

0.2 -

0.0

Xwpic napoéuvoelg

1-2 rapoéuvaoeic

3—4 napoévvoeic

||
10 20 30 40 50 60
Time (months)

2uxvornta mapoéuvoewv
& bern¢ emiBiwon



OvnNToTNTA META ATTO E1I0AYWY

Patients n Mortality rate %

3 months 6 months

Studies included in the meta-analysis

CoNNORS [16]
VEsTeo (16]
GROENEWEGEN [17]
GUNEN [16]
MG [19]
Brekke [20]

H péon amodwopevn ot XAII Ovnrotnta
TNV TEQLOD0 HETA TI) VOOTAELX OUYKQLTIKA HE T otabeQn) kataotaon

Hoogendoorn M et al. Eur Respir J 2011; 37: 508-15



OvnroTnTa NETA ATTo e1Icaywyn otn MEO©

XPOVIKR OTIYMN [MooooT16 OBvnTOTNTAG

‘EC0d0C aT1rd TO VOOOKOEIO 30%
3 MAVEC 411%

6 MAVEC 47%

1 XpOvocg

Seneff MG et al. JAMA 1995;274:1852-7



Presenter
Presentation Notes
42 ΜΕΘ στις ΗΠΑ, 362 εισαγωγές, παρακολούθηση των περιστατικών για 1 έτος


NapayovTeg KIvOUvou Kata Tnv £€§0d0
ATTO TO VOOOKOMEIO

60-80 eTwv 1,73 <0,0001
>80 £TWV 2,99 <0,0001

BMI <20 kg/m2 1,21 0,06

Kapkivog Trveupova 2,08 0,0001

Kapdiayyelakr vooog 1,35 0,0001
2 €10AYWYEC TOV TTPONYOUPEVO XPOVO 1,45 0,001
XpNaon €TTIKOUPIKWY JUWV KATA TV EI0QYWYIN 1,19 0,03

O1duaTa K. AKpwV KaTd TNV £l0aywyn 1,74 <0,0001

Oc¢uyovoBeparreia Kata TNV £€¢od0 2,09 <0,0001

. 2013 Feb 8.


Presenter
Presentation Notes
1800 ασθενείς από 68 respiratory medicine departments of 68 general hospitals between October 2006 and June 2007 were prospectively enrolled in a follow-up cohort. Their vital status was documented between October 2010 and April 2011. θνητότητα 45%.


AVATTVEUOTIKIN AEITOUPYIO META TNV
Tapoguvon

Daily median
PEFR as % o8 -
baseline

Seemungal TR et al. Am J Respir Crit Care Med 2000;161:1608-13



CAT ka1 rapoguvaon tng XAl

lNug eival n katdotaon Tng vyeiag oag Adyw tng XAI;
ZupnAnpwote to Teot AfioAdynong yia tny XAl (COPD Assessment Test™, CAT)

1OAQTTA

Agv Brixe note o W & E«P /A Bnxw ouvexeia

J

Mo
Mo
|

-

Aev £xw kaBolou pAéypa N x To owibog pou eivar eviehis
(BAgwva) oro omblog = = = 3 yepato pe phéypa (PAevva)
J

Aev aioBavopar kaBdhou D & €D ( K AwgBavopar évrovo ogiio
apifipo ato atnfog i e A : aro ombog

[
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|

-~
Agev haxaviadw dtav nepnataw — ~, Aaxavialw noku otay nepnaTaw
of mm_(ﬁopn n orav avefaive NS o o avngopa n otav avePaive
TIG OKAAEG EVOG OpOPOU TIG OKAAES EVOG OpPOPOU

CAT score

= - ~
A&V EXW) KAVEVO NEPIOPIOHO ey P Mepiopifopa moAu oxay
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onciadnnote Spactnpiotnra _ — A : :
g Spaotnpiénta oo onim
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Niwflw autonenoiBnan orav k . .
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mv A ndl A == = 3 A
nveupovikn mabnon pou nveupoviknig nabnorig pou |

e ~ A Aev kopdpal ipepa Aoy )
Koipapal npepa PP AT B D ] TG nveupovikng nabnong
pou )

e

Exw noAAn evépyeia : ) L ? - Aev £xw xaBolou evepyeia

s Baseline  Exacerbation

Mackay A]J et al. Am ] Respir Crit Care Med 2012;185:1218-24
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Presentation Notes
One hundred sixty-one patients enrolled in the London COPD cohort completed the CAT at baseline (stable state), exacerbation, and during recovery between April 2010 and June 2011. rises in CAT score were significantly associated with falls in FEV1 (rho¼20.20, P¼0.032).Median recovery time as judged by symptom diary cards was significantly related to the time taken for the CAT score to return to baseline (rho ¼ 0.42, P ¼ 0.012).


Quoikn dpaocTNEIOTNTA META ATTO
Tapoguvaon

IMTIEAN In

stable COFD

1 month after
Day 7 AE
e A ay discharge

Pitta F et al. Chest 2006; 129:536-44



2NHACIA TTAPOEUVOEWV

Poarer quality

of life Higher mortality

D

Greater airway ' Faster decline
inflammation in lung function

Wedzicha JA et al. Lancet 2007;370:786-96



[TAavo TTapouciaong

O pPOAOC TWV TTAPOCUVOEWY OTN QUOIKN TTOpPEid
TNGC vVOOOU

AVTIMETWTTION TWV TTOPOLUVOEWV



MpOANWN TTAaPOSUVOEWYV YEVIKA

¥ AiakoTrA KaTTViopaTog

¥ 'ENeyyoc TepIBAANOVTOC (TT.X. ATHOOQAIPIKA pUTTAvVON)
M Suppdpewon aocBevwv — Tuvepyaaia PE TO VIOTPO

¥ EpyBoAiaopoi

¥ Aywyn TS oTaBepric vooou

¥ Mveupovikn atmokatdoTaon

M AZIBpopukivn

¥ Eyycipnon peiwong TTveupovikoU OyKou



AIOKOTTA KATTVIOMATOG KAl
TTAPOCUVOEIC

Adjusted OR of an AECOPD
(compared to current smokers)

Evans LE, Proc Am Thor Soc 2005
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Presentation Notes
Η Lung Health Study είχε αντικρουόμενα αποτελέσματα για το κάπνισμα


AVTIyPITTIKOG eNBOAIQONOG O aoBeveig

Peto Peto
M Study or subgroup (Odds Ratio j Odds Ratio
&0

ME&H Peto Foed 95% O PetnFixed 5% CI

Suyorshyup  Teatnent Pl feene Oferenc

| Clinical exacerbations

N el N MeafD)  NhedfRO VFred¥5h rovels ! H 0L 1]
Subtotal (95% CI) 26 0.14[0.01,239 ]
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Poole P et al. Cochrane Database of Systematic Reviews 2006, Issue 1.



EuBOAIACHOG EVAVTI TTVEUHOVIOKOKKOU
(TroAucakXapITIOIKO ENBOAI0)

Preumcoccal Vaccie
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T eviKA

TQ EIOTTVEOUEVA PAPMOKO TTOU £XOUV EVOEICN
otn otaBepry XAIl @aiveralr OTI €AATTWVOUV TOV

KivOuvo Trapocuvong  EVAvTI



1.27

0.8 1
0.6 1
0.4 1

0.2 1

Niewoehner D, JAMA 2005

TIOTPOTTIO KAl TTAPOEUVOEIG

19% reduction

p<0.05 l

Placebo

Tiotropium

0.37
0.257
0.2 7
0.157
0.17
0.057

28% reduction

p<0.05

Placebo Tiotropium
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Kerwin E et al. Eur Respir J 2012; 40: 1106-14



INVOLVE: H IvoakaTtepOAn eAATTWVEI TOV KivOuvo TTapoguvong

AoBeveig xwpig TrTapoguvon (%)

og 52 €B0. Z& oxéon pe To placebo

Kaplan-Meier plot xpovog HEXPI TN TTPWTN TTapOuvon

— Indacaterol 300 pg o.d. =—Indacaterol 600 pg o.d. Formoterol 12 pg b.i.d. — Placebo
100 T
80 T
60
Indacaterol Indacaterol Formoterol
40 7 300 pg 600 ug 12 ug
chrii?rerzztlv(\)/ith 0.77 0.69 0.77
20 T
placebo (95% CI) (0.61, 0.98) (0.54, 0.88) (0.61, 0.98)
0 p-value 0.030 0.003 0.034
0 3 4 5 6 7 8 9 10 11 12 13

Dahl et al. Thorax 2010
Buhl et al. ATS 2009

XPOVOG PEXPI TN TTPWTN TTAPOTUVON (MAVES)
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Presentation Notes
Exacerbations occurred in 133 (32.8%), 116 (29.3%), 126 (31.5%) and 145 (36.3%) patients in indacaterol 300 µg, indacaterol 600 µg, formoterol and and placebo groups respectively in the INVOLVE (B2334) study. 
Cox regression analysis of time to first COPD exacerbation showed statistical improvement for IND 300, 600 µg and FOR vs PBO, with hazard ratios of 0.77 (p=0.029), 0.69 (p=0.003) and 0.77 (p=0.034) respectively. The mean number of exacerbations per patient over 52 weeks were 0.52, 0.48, 0.46 and 0.58 for indacaterol 300 µg, indacaterol 600 µg, formoterol and placebo groups respectively. 
COPD exacerbations were defined as onset/worsening of >1 respiratory symptom for >3 consecutive days requiring intensified treatment (e.g. steroids/antibiotics/oxygen), or hospitalization or emergency room visits. 
Note that the INVOLVE study was not specifically designed to investigate the effect of indacaterol compared with formoterol on exacerbations, and patients were not specifically selected to have a history of exacerbations.

Reference
Dahl R et al. Efficacy of a new once-daily LABA, indacaterol, versus the twice daily LABA, formoterol, in COPD. Thorax 2010; in press. 
Buhl R, Pieters W, Jack D, Owen R, Kramer B, Higgins M. Indacaterol once-daily reduces COPD exacerbations over 52 weeks of treatment. Am J Respir Crit Care Med 2009;179:A6185. ATS 2009 (Poster).


LABA/LAMA gAATTWON OAWYV TWV TTAPOZUVOEWV VS
glycopyrronium Kai tiotropium o€ 64 eBdopadeg

| W QVA149

110/50 ug q.d.
5.0
|  Glycopyrronium
4.5 50 ug q.d.
I
a 4.0 I Open-label tiotropium
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Wedzicha et al. Lancet Respir 2013
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Presentation Notes
LABA = long-acting β2-agonist; LAMA = long-acting muscarinic antagonist

Reference
Wedzicha JA, Decramer M, Ficker JH, et al. Analysis of chronic obstructive pulmonary disease exacerbations with the dual bronchodilator QVA149 compared with glycopyrronium and tiotropium (SPARK): a randomised, double-blind, parallel-group study. Lancet Respir Med 2013;1:199–209.



Npowiun évapdn ne BPOoyX0dI1aoTAATIKA
HTTOPEI VA NEIWCEI TI TTAPOSUVOEIS

GOLD I1 GOLDIII/ IV
Control: 0.99

LAMA: 0.88

Control: 0.70

LAMA: 0.56

lNapoéuvoeic / aoBevn / £TOC

T

Ilapolvvon = XELPOTEPEVON) OVUTITWUATWY > 3 UEPEG

Tashkin et al. NE]M 2008;
Decramer et al. AJRCCM 2009



Po@AOUNIAGOTN KAl TTAPOEUVOEIG

Rate ratio
Change %
2 UVOAIK& 1327 0.523 1359 0.610 0.857
-14,3%

Epguonua 352 0.579 413 0.586 0.989
1.1

Xpovia 817 0.486 847 0.659 0.738
BpoyxiTida + -26.2
eupuonua
ICS 0.812

-18.8

NO ICS 0.923
7.7

Rennard et al. Respir Res 2011, 12:18




CLINICAL REVIEW D Price et al. Prm Care Respir 1 2013; 22(1): 92-100

Risk-to-benefit ratio of inhaled corticosteroids in patients

with COPD SN
: : _ RESPIRATORY JOURNAL
*David Price', Barbara Yawn?, Guy Brusselle’, Andrea Rossi* wwwithepcrjorg

Figure 1. Effect of treatment on the annual rate of
exacerbations in the TORCH Study. ***p<0.001 wvs.
placebo, *p<0.05 vs. placebo. RR = rate ratio. Data from
Calverley et al.®
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[TVEUHNOVIKA ATTOKATACTAC
META ATTO TTAPOSUVON

Experimental Control Odds Ratio Odds Ratio
Study or Subgroup  Events  Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% Cl
Behnke 2000 14 9 12 167% 0.091[0.01, 058]
Eaton 2009 1 47 18 80 29.9% 0.71[0.29,1.77)

Murphy 2005
Seymour 2010

13 5 13 162% 0.29[0.04,1.90]
30 10 30 190% 014[0.03 072

3
1
Wan 2004 200 12N 181% 0.08[0.02, 0.43]
2
2

Total (95% Cl) 124 126 100.0% 0.220.08, 0.58]

Total events 20 51
Heterogenelty Tau®= 0.61: Chi*=8.15, df= 4 (P=0.09) P=51% ' ; l

]
] | |
L _ 0002 01 1 10 500
Test for overall effiect Z=3.06 (P=0.002) Favours rehabilitation Favours control

KINAYNOX EITANEIXATQI'HX

Cochrane Database of Systematic Reviews 2011



Al10popuuUKIv

W Azithromycin - [ Placebo

P<0.001 by Poisson analysis
P=0.004 by negative binomial analysis

Azithromycin

MNo. of Participants

Placebo

P<0.001 by log-rank test and Wilcoxon signed-rank test ﬂ
B
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EyXxgipnon HEIWONG TOU TTVEUHOVIKOU
oykou (LVRS)
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Washko GR et al. Am J Respir Crit Care Med 2008;177:164-9



[MAdavo TTapouaciaong

O pPOAOC TWV TTAPOCUVOEWY OTN QUOIKN TTOpPEid
TNGC vVOOOU

[ToOANWN TWV TTAPOCUVOEWV



BaputnTta TTAPOSUVOEWV

Aucnon docoAoyiac BpoyxXodIaoTAATIKWY
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Presentation Notes
In conclusion, our data indicate that the addition of intravenous aminophylline to nebulised bronchodilators and oral corticosteroids in the management of non-acidotic COPD patients cannot be recommended as it confers no clear benefit and potentially increases both the risk of side effects and the complexity of management.
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Presenter
Presentation Notes
IΗ χρήση PCT για την καθοδήγηση της έναρξης και διάρκειας της αντιβιοτικής αγωγής σε ασθενείς με λοίμωξη αναπνευστικού δε συσχετίστηκε με αύξηση θνησιμότητας ή αποτυχία αγωγής. Η μέτρηση της PCT μείωσε σημαντικά τη χρήση αντιβιοτικών.Προβληματισμός υπάρχει για τη θνησιμότητα στη ΜΕΘ και τη μικρή προσήλωση στο πρωτόκολλο εντός της ΜΕΘ. Υπάρχει λοιπόν ανάγκη σχεδιασμού μελετών, ιδίως σε critical-care setting, πριν υθοθετηθούν αλγόριθμοι βασισμένοι στηνPCT με ασφάλεια. The use of PCTembedded in clinical algorithms has the potential to improve
the antibiotic management of ARI patients and has substantial clinical and public health implications to reduce antibiotic exposure and the associated risk of antibiotic resistance.
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Presenter
Presentation Notes
Our meta-analysis supports the effectiveness of short-course treatment in mild to moderate exacerbations of COPD or chronic bronchitis characterised by at least two of the following criteria: increased cough and/or dyspnoea, increased sputum volume and increased purulence. Based on the included studies, it seems that the duration of antibiotic treatment can be safely reduced. We therefore propose that the guidelines for COPD should recommend antibiotic treatment duration of no longer than 5 days, regardless of antibiotic class, in mild to moderate exacerbations of COPD or chronic bronchitis Short-course antibiotic treatment in acute exacerbations of chronic bronchitis and COPD: a meta-analysis of double-blind studies.

A short course of antibiotic treatment is as effective as the traditional longer treatment in patients with mild to moderate exacerbations of chronic bronchitis and COPD 
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Moxifloxacin in the management of exacerbations
of chronic bronchitis and COPD
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Moxifloxacin vs amoxicillin/clavulanic acid
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EFFECT OF SYSTEMIC GLUCOCORTICOIDS ON EXACERBATIONS
OF CHRONIC OBSTRUCTIVE PULMONARY DISEASE
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Presentation Notes
Στα secondary end points συμπεριλήφθηκαν αλλαγή σε FEV1, διάρκεια νοσηλείας θνησιμότητα σε 6 μήνες. Η χρήση sc σχετίστηκε και στις 2 ομάδες με μείωση της διάρκειας νοσηλείας,ταχύτερη βελτίωση fev1(0,10 lt) στην αρχική φάση , στις 2 ws αλλά μετά χωρίς διαφορές. Η πιο μακροχρόνια θεραπεία (8 ws vs 2 ws) δεν υπερείχε.
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Presenter
Presentation Notes
Patients hospitalized for an exacerbation of COPD were randomized to receive 5 days
of therapy with prednisolone, 60 mg IV or orally. Treatment failure, the primary outcome, was
defined as death, admission to the ICU, readmission to the ICU because of COPD, or the
intensification of pharmacologic therapy during a 90-day follow-up perio
A total of 435 patients were referred for a COPD exacerbation warranting hospitalization;
107 patients were randomized to receive IV therapy, and 103 to receive oral therapy.
Overall treatment failure within 90 days was similar, as follows: IV prednisolone, 61.7%; oral
prednisolone, 56.3% (one-sided lower bound of the 95% confidence interval [CI], 5.8%). There
were also no differences in early (ie, within 2 weeks) treatment failure (17.8% and 18.4%,
respectively; one-sided lower bound of the 95% CI, 9.4%), late (ie, after 2 weeks) treatment
failure (54.0% and 47.0%, respectively; one-sided lower bound of the 95% CI, 5.6%), and mean
( SD) length of hospital stay (11.9  8.6 and 11.2  6.7 days, respectively). Over 1 week,
clinically relevant improvements were found in spirometry and health-related quality of life,
without significant differences between the two treatment groups.
Conclusion: Therapy with oral prednisolone is not inferior to IV treatment in the first 90 days
after starting therapy. We suggest that the oral route is preferable in the treatment of COPD
exacerbations.



0386¢ xopnynong KOPTIKOOTEPOEIOWV

=
E‘F
L
o
=
=
=1

1,5-2 mg Boudeoovidng x4 o€
2 UYKpPioIun BEATiwoN wg TTPoG: oEuyovwaon Kal OTTIPOMETPNON

Gunen H et al. Eur Respir J 2007;29:660-7
Maltais F et al. Am J Respir Crit Care Med 2002;165:698-703



006¢ xopnynong KOPTIKOOTEPOEIOWYV

. placebo (66), : po (62), ® . neb (71)

o
o
(=
=
8
i3
=
=
L

Baseline 24 h 72 h 7 days 10 days
Follow-up perods

FIGURE 3. Time course of blood glucose levels for the three different groups
after hospitalisation. Hl: Group 1; @: group 2; % group 3.

Gunen H et al. Eur Respir J 2007;29:660-7



Al1dpKeEIa XopNyNONS KOPTIKOOTEPOEIOWYV

Glucocorticoids, 8 wik
————— Glucocorticoids, 2 wk
—— Placebo

S
an
| -

=

o

Li_
-
|
D
=
j=m—r]
Ly
LB
T

|_

L .
[
o
et
L1

o—

Aev TTapaTtnpendnkav diapopES NETACU Xopnynong

H GOLD ouvioTd

Niewoehner DE et al. N Engl J Med 1999; 340:1941-7
Cochrane Database Syst Rev. 2011 Oct 5;(10):CD006897




AocoAoyia KOPTIKOOTEPOEIOWYV

AnaiTeital efaTouirxeuorn, EKTINNON BapuTtnTag

AvayKn yIa Unyavixo gepiouo:
Solu-Medrol 40mg x4 (3 nu.), x2 (3 nu.), x1 (4 nu.)

H GOLD npoteivel 30-40 mg npedvi(loAovnG ano Tou
OTOMATOC

Alia |l et al. Arch Intern Med 2011;171:1939-46



A&loAdynon aoBevouc
Anwn ABGs
Evapén oéuyovoBepaneiac

l

Aiao@paAion Po2>60 mmHg

|
Ynepkanvia
|
i v
Kauia aAdayry otn Ph<7.35 pye Po2>8kPa
puBuion o&uyovou l
l Aiatnpnon O2 MnEMA 'n
EnavekTiunon twv ABGS Sat>90% O01aowAnv
o€ 2-3 wpeg l wan
: EnavekTtiunon twv ABGS
Ynepkanvia o€ 2-3 GpeC

Pco2>6.7 kPa ?

l Ph<7.35 ue Po2>8kPa -
Aiatnpnon l
sat=90%

Kauia aAAayn



Evoeiceic MEMA

AvaTtrveuoTikn océwon ( kKai/n PCO,>45
mmHgQ)
Evdsiteic TWV QAVATIVEUCTIKWY MUWV N

au¢non Tou  €pyou  TNG avarmvong  (xpnon
ETTIKOUPIKWY  QVATIVEUOTIKWY MUWYV, aouyxpovn

OWPEAKOKOIAIOKI avaTIvor, €I00AKEC UECOTTAEUPIWV
HUWV)



Mn eTTENRATIKOC NNXAVIKOG AEPICHOG

Favors S is=md ard
Tharapy

Eott ot al 4= 1993

Cra sk bopoul o =t al,** 1883
Sarwvillo &t al 4= 1884

Ermchard at al 2= 19585

-

Eramer at al, =" 1585
Angus at al®*® 1996
Calikal =t al, = 15898

Plant at al, 5= 2000
Dhikansoy ot al, =2 2002
CRAC &t al,= 2005

Crhamija =t al,= 2005
Kaeanmnan &t al== 2005

Pooled summmary
(RO 35, 85%G O, 0.35-0.47 )

1 1 &
001 i1 10

Fsalatrse Fhbsk (855 Conhdeanos InEsEreal)

Quon BS et al. Chest 2008;133:756-66



Mn eTTeuRATIKOGC NNXAVIKOG AEPICHOG

Favors Standard
Tharapy

Favers Standard Favors NFRV
Therapy

|

Bot et al #1993
Bott at al #2993 s 1304
Daskalopoulou et al # 1993 . nllo et d,™ 1
Sarvillo et al 45 1994 . Brochard et al ** 1995
Brochard et al 48 1995 P I Kramer ot al #1995
Kramer et al #7 1995 < Angus et al * 1996
Harve ot &' 1556 Calikel et al % 1998

: i

St Plant et al, %2 2000

Plart &t al 2 2000
) Dikensoy atal = 2002
Dikensay et al @ 2002

CRC at al = 2005 CRC et al = 2005

A e e ]

L

|

Dhamija &t al 5= 2005 Dhamija et al = 2005
Kaenan et al = 2005 Keanan ot a F 2005

M

Pooled summary Pooled summary
(WMD -1.84; 85% CI, -3.87 to 0.01) (RR,0.45: 95% CI, 0.30-0.66)

"

, [ ! 1 '
_i0 10 001 0.1 1 10

Waighted Mean Differance (85% Confidence Intarval) Relative Risk (95% Confidence Interval)

Quon BS et al. Chest 2008;133:756-66



2uvnoeig evoeigelg eicaywyng otn MEO

Kwpatwdnc kataoraon, dlapulaén agpaywyou
Aipoduvapikn actabsia
AnoTuXia TOU Un enePBaTikou PNXavikou agpiouou

Aduvapia oéuyovwonc



2UNTTEPACHATA

OI OUVETTEIEC HIaC TTapOoEuvonc diatnpeouvTal
yid META TNV £AEUCT TNC

EtTrnpeadlouv 1n TNC VOOOU

MEOW OIOKOTING KATTVIOUATOC,
eMBOAIdOUWY, OBepartreia oTaBepnC VvOoou,
QTTOKATAOTOON

QVTIMETWTTION BAON KPITNPIWV



AAyopiI0uog dlaxeipiong AaAg
TTAPOZUVONG KAT’ 0iKOV

1. Evapén n avénon doocoloyiac , VEpeAoroinon
2. Evapén eni evoelitewv
: AéioAoynon o 12 wpec |
BeAtiwon Ermdeivwon

I

ZUVEXLON XYWYHNC l

BeEATiwon [ A&loAoynon oe 12 wpeg — | FrTIOElVIVOT

| |

SUVEXLON XYyWYHG TETT

R Rodriguez-Roisin. Thorax 2006;61:535-44



[EVIKO TTAAVO QVTINETWTTIONG

Increase in Dose [ Frequency of Inhaled Bronchodilators

Svstemic Corticosteroids :
Uxygen +/

ventiatory

e Support
Antibiotics (If change in sputum) PP

Increasing " Other Interventions, & g.

Severity theophylline
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AND: consideration and management of co-morbidities

THEN: consider appropriate exacerbation prevention strategies
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