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Introduction
• One of the top 3 causes of death worldwide
• 90% of the deaths occur in low and middle income 

countries. 
• Heterogeneous disease  

• Dyspnea
• Wheezing, 
• Sputum Production
• Exacerbations
• Bronchitis/bronchiolitis
• Emphysema



Causes
• Tobacco smoke
• Outdoor and household pollution
• Genetic causes, specifically Alpha-1 Antitrypsin 
• Smoke from heating and cooking oils
• Low birth weight, prematurity and childhood respiratory 

tract infections



Can you see it?  Can you hear it?
• Yes and no 
• Hyperinflation on CXR
• Pursed lip breathing
• Heterogeneous disease with Genetic and Environmental factors 

that are not predictable
• Wheezing 
• Not all that wheezes is COPD



Diagnostic Criteria
• Typically a greater than or equal to 10 pack-year history of tobacco 

abuse
• FEV1/FVC  < 0.70
• Structural processes may be present, not required 
• Symptoms 
• PRISm -- preserved ratio, impaired spirometry 

• Typically has air-trapping or hyperinflation and symptoms of dyspnea  
• Only about 30% of patients with moderate or severe COPD have 

had spirometry 
• GOLD 2  or worse 



Differentiating from Asthma
• Difficult to do
• History plays a significant role  
• Tobacco abuse alone is not the sole criteria
• Variable airflow obstruction
• Worse at night 
• Allergy and eczema
• Family history
• Lack of emphysema on CT



What works???
• We only have two clearly identified treatments that improve the 

mortality of COPD. 
• Tobacco cessation

• Clear benefit
• Fletcher curve;  
• Benefit is both in longevity and quality of life

• Oxygen
• Clearly adds to lifespan
• Compliance is problematic
• Impact in quality of life;  Even though less SOB, cumbersome and not desired by 

patients
• Maybe a 3rd opportunity; 



Impact of Exacerbation



Impact of Exacerbation
• Mild Exacerbation

• Increased use of SABA
• Typically this is not something that “makes the news”

• Moderate Exacerbations
• Clinic visit  
• Acute increase in Dyspnea, cough, sputum 
• Typically able to manage as outpatient 

• Severe exacerbation
• ER to start and inpatient usually 
• Acute shortness of breath, hypoxia frequently, Tightness. 



Impact of Exacerbation



Impact of Exacerbation



Pneumonia Risk in ICS
• Not all ICS are the same 
• Why does this matter?
• It’s in GOLD 2023
• Treatment options are driven

• frequently, Tightness. 



• frequently, Tightness. 



Opportunities
• Study completed via retrospective chart review 
• Primary endpoint of LOS
• Secondary endpoint of readmission rate (90 day)
• Consultation or No consultation during the hospital stay
• No control group, not blinded 

• frequently, Tightness. 



Findings
• Length of stay  

• 4.16 days  
• 4.21 days 

• Readmission rate 
• 30.61% at 90 days 
• 57.15% at 90 days 

• Follow-up  
• 23 days Pulmonologist 
• 66 days Primary Care

• frequently, Tightness. 



Takeaways
• What matters most

• FEV1 or the Exacerbation 
• Strategies

• Consultation inpatient vs outpatient 
• Follow up strategy 

• Morbidity/Mortality
• Supplemental strategies such as oxygen an/or medication adjustments 

• frequently, Tightness. 



Questions?
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