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Tra il 1978-80 e il 2000-1 la prevalenza media

iImmodificata, ma aumenta nell’anziano (vasankari T™
et al Eur Respir J 2010; 36: 766)
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Il rapporto con l'eta: effetto cumulativo o

base biologica? (Gould Ns et al Am J Respir Crit Care Med 2010;
182: 1114)
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...ma la BPCO resta spesso
misconosciuta

Sintomi “atipici”

Impropria interpretazione degli edemi
Limiti della Sa02

Comorbilita o multimorbidita

Incertezze in merito ai valori normali di
PaO2 e PA-a02



La dispnea puo mancare anche in malati respiratori gravi
(Antonelli Incalz et al, J Int Med 252 (1): 48-55, 2002 )

Diagnosi Diagnosi o)

corretta, n: 67 |errata, n: 13
Dispnea 60 3 <.001
Astenia 21 10 .002
Edemi 14 6 .06
Toracoalgia |6 3 14
Confusione |3 1 .63
Vertigini 4 2 24




L’ipossiemia € speso tardiva: rapporto tra SaO2 e
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Pa0O2 e DA-a02 in funzione
dell’'eta

« Pa02=110 - (0.4 x eta). In pratica un 50enne
avra Pa0O2= 86 mm Hg, un 80enne PaO2= 78
mm Hg.

 La PA-a02 in media € compresatra7 e 14 mm
Hg, ma sono accettabili valori piu alti in funzione
dell’eta secondo la formula:

PA-a02=(eta/4)+4.

« Cosi a 80 anni e considerato normale un valore
di PA-a02=24. Questo valore € compatibile con
una buona efficienza degli scambi gassosi.



COPD: a frequently unrecognized condition

NHANES Ill, USA (BTS) 37
IBERPOC Spain ERS 22
DIMCA Netherlands CNSLD 35
OLIN, Sweden BTS 31

GOLD 18

An European
assumption clinical 25

Though being symptomatic only a half
of the subjects with severe COPD are
properly labelled Lindberg A. et al.,
Respir. Med., 2005; 100: 264-72



L’anziana spesso ha BPCO senza essere
(stato) un fumatore (Lamprecht B et al Chest 2010, on line)

Frevakenes of GOLD Stage e COPD in Females
by age category and smaking slotus
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L’anziano spesso ha BPCO senza essere
(stato) un fumatore (Lamprecht B et al Chest 2010, on line)

Prevalence of GOLD Stage Il COPL in Makes
by aga categoey and smoking statux
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... spesso ha forme miste (scarats

S et al Respir Med 2008; 102: 1349)

Table 1

Demagraphic. clinical and anthopometic cChasactaristics.

Respiratory pattemn

Hormal
(584) &

Restrictive (138] ¥
{OR; 95E Cly

Obstructive (322} %
{OR; 5% CI)

Mixed (219} %
(OR; 955 C

P

Age over B
Gender {male)
Smoking status
Naver
Farmer
Clerant

Disability in at least 1 ASH
Poor physical parfarmance”

Cogpitive impairment”

Deoression”

Eody mass index < 20

Bady mast index > 30

Increased waist
circumiemance’

18,1 [1.00]
15.801.00)

551 (1.0
314 11.00)
L3110
101 (1.0
HA {100
15100
151 000
3.8 .00
1845 (1.00)
5.0 (1.0

26.8 (166 1.08-2.55)
493 (174 1.00-2.53

58.4 11,14, 0.78-1.67]
4.1 {1.0% 0.73-1.61)
f3 0% 0.27=1.10
1.6 4117 1.5~ 2L58)
TR L 15247
0D 10130
369 (108 0.73-1.60)
L3N 05T-3.17)
39137, D.BE-2.14)
6.1 {1.24; 084 1.631

161105 0.73-1.47)
65,2 13,36; 1.52-4.46)

7.410.30; 0.23-0.42)
N2 1. T1-3.08)
0. (178 1.1 =2.58)
T 41.23; 080~ 1.85)
4.3 {1.18;0.85--1.£5)
106 051 0.5%-1.41)
302 10.80; 0.5%-1.08)

3034060159
15.510.80; 0.56~1.16)
441 4i0.60; 0.45-0.7%)

178 {0.98; 0.65-1.47)
76.343.75; 4.03-8.19

370,25, 0.47-0.38)
610 13.35; 1.53-4.96)
13.2 (1.07; 0.68-1.70)
4.7 {192 1.94-4.40)
360 {1.06; 1.45~-1.93)
152 {1.38: 0 B8-2.17)
414 41.31; 0.54-1.80)

59 11.62; 0.80-3.1T)
16,9 4089 0.59-1.34)

312 40.80; 0.58-1.0%

0.1
<0001

<0001
<0001
<0001
<L
<L
{i.{m
{1068
{570
018
<0001




..e le forme miste hanno la
progn03| pegglore
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Self reported comorbidity: COPD patients (no=200,
age>70y))
(Paladini L et al Respir Med. 2010; 104: 1027-34)

At least 1 comorbidity |

| 96%
Arthrosig | 61%
Hypertension | | 54%
CAD | | 41%

CHF/heart problems [134%

Prostatic hypertrophy B0 30% - ) o
Gastroesophageal reflux ] 30% ECOPD + 1disease— 12%
Osteoporosis C25% %COPD + 2 disease — 13%
Diabetes EE 23% “COPD + 3 disease — 17%

Previous AMI ] 14% :
Vertebral fracture o 12% -COPD + 4 disease or more —54%0
Valvulopathy [£5]9%
Breast cancer 2% Mean comorbidities: 3,6
Bladder cancer [H3% |cancer - (+ COPD)
Other cancer 2% ) 6% :
Hip fracture Bl 5%

NO comorbidity [4%



Figure 2 — Distribution of concomitant diseases. Total patients with at least 1 concomitant
disease = 380
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Dal Negro R W et al.- Respir. Med., 2007



Figure 2 — Distribution of concomitant diseases. Total patients with at least 1 concomitant
disease = 380

COPD mean age = 70.3y + 9.2 sd
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Tre esempi di comorbilita della
BPCO

* Insufficienza renale: spesso misconosciuta

* Aneurisma aortico: una base biologica
comune alla BPCO?

 Disfagia: l'interazione eta-BPCO-fumo



Correlates of concealed and overt renal failure in
an elderly population antoneii incaizi R et ai. Chest 2010; 137: 831

Table 4—Backirard Stepurise Logistic Regressinn
Hodels of Selected Variables to Canccaled or Cheert
Renal Dysfunction vs Normal Benal Funetion

Varablz=s R a8

Cloncealed renal dvsfonction®

Ager v i For wach 1oy increase) L0 Eu. L1
COPT 219 17412
Seruma albanmin = 3.5 gdL 2.5 L7017
Muscle-sheletal disease 1.75 LA =316
Diabetas I L L2 Ta
Creert renal chshmetion®
Age, vitor each v incresse) IO ENE S
BT EAES EAI-F 10
COFD 104 LArl-4.m58

Do lnetize LAl L 2003




COPD-related or smoke-related renal

failure? The nephrotoxic effects of smoke

Nephrotoxic Mechanism Reference

agent

Pb, Cd Glomerulosclerosis, Toxicology 2004; 204: 161
Glomerulonephritis-IgA | Occup Med 2004; 54: 265

Nicotine +Proteinuria in diabetic | Scand J Clin Lab Invest 1996;
patients 56: 393

Nicotine et al | Arteriolosclerosis

Nicotine et al |+ Sympathetic tone l;l;p;‘:gl Dial Transplant 1998;
Hypertension J Am Soc Nephrol 1996; 7:

158
Nicotine + Lipid peroxidation (++ | Nephron 2002; 92: 772

with alcohol)




COPD and aortic aneurysm: a very strong

association (Lederle FA et al. J Vasc Surg 2003; 38: 329)

Table ITI. Pooled estimates of smokers” relative risk for death from aortic aneurysm divided by smokers” relative risk for
death from other smoking-related diseases

Pooled estimates® of ratio of smokers relative risk

Aortic aneurysm Avrtic anetryom
to coronary to cerebropascular Aortic anenrym Aortic aneurwm
artery disease disease to COPD to lung cancer

Men
Ever vs never 15(2.2,28) 35(24,53) 0.56 (.36, .86) 0.38 (.29, 50!
Current vs never 30(25,34) 47(31,72) 0.62 (40, .98)% 0.34 (23, 49)
Current vs not current! 20(1.7,2.3) 27(19,38) 093(.75,1.1) 0.54 (47, 62
Women
Ever vs never 15(17,3.6)" 28(2.0,38) 0.39 (.33, 47)} 0.36 (.31, 43!
Current vs never 30(2.0,4.6) 35(24,520¢ 043 (36, 52) 0.37 (31, 43yt

Current vs not current! 29(2.1,4.00 33(24,450 0.58 (40, .83)! 0.51 (44, 59)!




From overestimated to neglected comorbidities:

the Case Of dySphagIa (Diez Gross R et al. Am J Respir Crit Care Med 2009;
179: 559)
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Prognostic implications of comorbidity in
a COPD population

Variabile Hazard Rate 95% CI p
Eta (per anno) 1.04 1.02 -1.05 0.00001
Segni ECG di cuore polmonare cronico 1.76 1.30-2.38 0.0003
Insufficienza renale cronica 1.79 1.05 - 3.02 0.032
Cardiopatia ischemica 1.42 1.02 -1.96 0.037
FEV1 <590 mL 1.49 0.97 -2.27 0.049

Antonelli Incalzi R et al.Eur Respir J 1997;10:2794



Il malato dei trial

Criteri di selezione dei pazienti

Sara Torch Uplift Ecce
>65y 40-80y >40y >65y

>10 packyears |>10 packyears
No: neoplasia, No: comorbilita | No: comorbilita No: cancro

CHF NYHA>2,
creatinina>2
mg/dl, deficit
sensoriale o
cognitivo che
impedisse VMD

respiratoria,
LTOT

capace di
ostacolare la
partecipazione o
interferire nei
risultati




Design of Clinical Trials

UPLIFT CTCI’RCI"' INSPIRE
Decramer 2004 %007 " Wedzicha 2008
Duration 4 yrs 3 yrs 2yrs
Anticholinergic All Patients received
Run in stopped medications oral steroids
stopped
n 5993 6184 1323
Post BD 47% 44% 39 %
FEV,
Primary end- | FEV1 decline Mortality Exacerbations rate
point
80 ug 400 ug 400 pg Salbutamol
Ipratropium + Salbutamol
Reversibility | g /oHd
Value after BDs | < 10 % pred | < 10 % pred FEV,
FEV,

Calverley PM NEJM 2007;356:775-89. Wedzicha JA AJRCCM 2008;177:19-26. Tashkin DP NEJM 2008;359:1543-54




Design of Clinical Trials

UPLIFT CTCI’RCI"' INSPIRE
Decramer 2004 %007 " Wedzicha 2008
Duration 4 yrs 3 yrs 2yrs
Anticholinergic All Patients received
Run in stopped medications oral steroids
stopped
n 5993 6184 1323
Post BD 47% 44% 39 %
FEV,
Primary end- | FEV1 decline Mortality Exacerbations rate
point
80 ug 400 ug 400 pg Salbutamol
Ipratropium + Salbutamol
Reversibility | g /oHd
Value after BDs | < 10 % pred | < 10 % pred FEV,
FEV,

Calverley PM NEJM 2007;356:775-89. Wedzicha JA AJRCCM 2008;177:19-26. Tashkin DP NEJM 2008;359:1543-54




Nessun trial tiene conto della capacita di
aderire alla terapia e dei suoi correlati

* ... ma questa condiziona i risultati nella
pratica quotidiana

* La selezione di un campione conveniente
collide con l'applicabilita dei risultati piu
che garantirne I'affidabilita



Cognitive impairment and adherence to therapy
in COPD

90
80
70
60
50
401
30
20
101

0-

(] Alta
B Bassa

MDB<4 Rey st<35 Rey It<7
*Low compliance: the patient omits to take the drug at least twice for

week
Antondlli Incazi et d, Chest 1997; 112: 1506



Cognitive impairment is the main risk factor
for unproper use of inhaler devices

Table 3 Numbea of sbpcts with  sdequate o imlapsite
Trrbohaler tochnigue wher reested the day after trairing e come
parisit: with their perfomznce o the pertagon copring e
{m= Sk

Adequaw techmgue  Inadequat tecbmique  povlue
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Sistemi di erogazione a

confronto
Vantaggi Svantaggi
MDI Elevata riproducibilita Necessita di coordinare il
da dose a dose respiro con l'attivazione
dell'inalatore
DPI Attivato dal respiro, Pu0 essere difficoltoso per
non richiede le persone con deficit
collaborazione cognitivo. Richiede un
maggior sforzo respiratorio
Aerosol Elevata riproducibilita Richiede maggior tempo e
da dose a dose (spesso) assistenza per la

preparazione

Gooneratne et al. J Am Geriatr Soc 2010; 58:1153-1162.



Declino della pressione
inspiratoria con l'eta

Entire Cohort Henlthy Subjects
Age Grawp Mean Age (Range)  Maan MIP = 5D Maan FEV,% Mean Age (Range)  Mean MIP+ 5D Maan FEV,%
(v} Cender — No, (y) (¢ H0) Precicted = 5D Mo, () (¢ H;0) Pradicted = 5D

Age < 3.0 Men 56 30.5(22-39) 176+ 88 %5146 38 304(3-30) 1205+269 1003+ 99
Women 68 29.9(20-39) 15204 962105 40 296(20-39) B7:176 9802103
0= Age=519 Me 89 464 (40-54) 1074237 %8119 40 464 (40-53) 116+226 971226
Wormen 89 47.0(40-54) 112203 %N5:128 50 46.9(40-53) ezl 1057117
2 Age< 049 M F: £0.0 (33-04) 94214 4241141 2 8.2 (53-0d) g7 1234 9L7 1 120
Women 46 0.2 (55-64) MeE+179 13157 17 57,8 (55-63) 683 +200  1029+173
B3 Age< 749 M 05 68.9 (65-74) 819+ 214 922+145 24 69,3 (B5-74) 84.1 +19.9 065+ 129
Women 45 69.5(65-4) Bll4 103178 11 671(65-72) 608+165  1011:+1848
Age = 4.9 M 69 B0.1(75-50) 660194 896232 15 B0.3(75-90) 654194 10572200
Women 39 H0.0 (73-40) a1 115 Warled 10 100 (15-83) 46.0 = 20.0 9.1 200

Harik-Khan R et al. Am J Respir Crit Care Med 1998; 158:1459-1464.



Flussi necessari per attivare
gli inalatori

In genere i DPI richiedono un flusso di 25 L/min per
essere efficaci (Goodman DE et al. J Am Respir Crit Care
Med 1994; 150:1256-1261);

La maggior parte dei DPI richiede un flusso di 30 — 60
L/min, e 60 L/min & considerata la soglia per il
costo/beneficio (Payne N et al. NICE 2000);

Il picco di flusso espiratorio in persone anziane con
BPCO, misurato contro resistenza di 60 L/min & di (Jarvis
S et al. Age Ageing 2007; 36:213-218):

« 54 L/min nella BPCO lieve
« 27 L/min nella BPCO moderata
« 18 L/min nella BPCO grave



Flussi inspiratori in
pazienti con BPCO

Table 1. Ingpiratory flow in eldedy COPD patients
according to diferent degrees of resistance

= 120- l
: 8 Accuhalar
= B Tubchalar
Y
g B Autahaler
E ] L-LE’-E".E“ |
= ] s inhalar
s 40 - | |
&
Mitd COPD Moderate COPD Severs COPD

Accuhalers Turbohalers Autohalers phAD

{lfmin} {L'mim) (Lfmin) [Lfrmin}
Mikd 72 217 Bd x 15 65 = 16 107 = 20
Modarate 44 = 10 27 =6 43 =10 78 +22
Savere 37 18 31 BO
All Patients 63+ 20 i £149 o=z 18 HHE 25

# Minimum required inspiratary flow rate: MDI, 25 Vmin; Autohaler, 301 Umin;, Accuhaler, 30 Umin;
Turbahaler, 60 1/min

Jarvis S et al. Age Ageing 2007; 36:213-218



Limiti alla diagnosi funzionale

« Spirometria di difficile esecuzione
nell’lanziano malato: FVC spesso non
disponibile

« FEVG: alternativa affidabile, ma non
universale, alla FVC

 FVCG6 o sFVC: possibile ultima spiaggia
della diagnosi spirometrica



La spirometria nell’anziano: nel SaRA 508/638 casi e

747/984 controlli non produssero tre curve ripetibili (Belia v et
al. Am J Respir Crit Care Med 2000; 161: 1094)

TARLE 5
STEFWISE LOGISTIC AMALY SIS
Conliclaro:
Chatocomes PFredictors Childs REatio Interval P Valus
Py FAMSE 1.59 1.079-2.%7 = {305
acceprabilimy = TEEN pErcertile
EINT 1.57 1.08-2.28 <005
= THE percertile
Ecducatiznal 1.54 1.08-2.20 = 205
lewvel = 5oy
Faar FEW, Fdale sax E.04 1.44-4.42 =< 0
reprocucibdiny e 1.015 101110 = 205
Poor FWIEC Respirabory 1440 1.21-1.62 = uddi
riprodcibsiiny g, n
Male sax 1.5 1.26-3.12 == 4005
A 1.4 1.01-1.07 = {n
Foor A 1.04 1.02-1.06 <= R0
FEV, mepr + accepl  Respirabory 1.7 105138 =<4
drugs, n
Male sax 1.63 1.22-2.16 =400
FARISE 1.54 1.06=2.20 = as
= Thth percantils
Educaticnal 1.73 1.04=1.97 = .05
lewal = 5y

For dafiriticn of abbresistions. sae Table 2



La diagnosi funzionale: un serio problema

(Bellia V et al Thorax 2008; 66: 60)
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E il FEV6 non € una soluzione universale i

V et al Thorax 2008; 66: 60)

Table 3 Factors negatively influencing achievement of valid FEV;
measurement: multivariable logistic analysis on 1531 subjects with a
safisfactory start-of-test criterion

95% confidence

Odds ratio  p Value interval
Older age (every 5 years) 1.42 <0.001 12510 1.59
Female sex 1.58 0.022 1.08 to 2.31
Lower education® 177 0.001 1.25 1o 2.57
Depression 1.54 0.045 11210 2.13
Cognitive impairment} 1.61 0.009 1.09t0 2.37

Spirometric restrictions 1.8 <0.001 1.37 10 2.86




Principi di terapia

Che cosa fare

Lotta al fumo et al.
Esercizio fisico — FKT
Educazione
Vaccinazioni

Farmaci

Prevenzione e terapia
complicanze

Correzione deficit
nutrizionali selettivi

O2 terapia se Sa02<90%

Che cosa non fare

O2 terapia “iperbolica”
Supporto nutrizionale
Riattivazione cognitiva
(Antidepressivi)

Correzione sovrappeso
moderato



Physical activity: an antiinflammatory “drug”
iIn COPD? (carcia_Aymerich J et al. Chest 2009:136: 62)

TNF-algha==05 pg/mi CRP>=3 mgfl
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Rehabilitation: a safe antidepressive drug

Rehahilitation Study | No. of Patients Mean Age

Type of Studv/Intervention

Main Results

60.3 years

trial Pulmonary rehabilitation vs
pulmonary rehabilitation + psy-
chotherapy

Garrod et al. [63] il Observational ~ study/Pulmonary | 77% had a clinically significant benefit. Depression was
68.0 vears rehabilitation a risk factor for subject drop-out

Trappenburg et al. [64] | 81 Observational ~ study/Pulmonary | Significant improvement m exercise performance, func-
63.0 vears rehabilitation tional status, anxiety, and depression (HADS depression

| score -333 pomts, p=<0.001)

Goldberg et al. [63] 45 Observational  study/Pulmonary | Significant improvement m anxiety (p<0.001), depres-
674 vears rehabilitation sion (p=0.001), and dyspnoea (p<0.001)

de Godoy et al, [66] 30 Randomized controlled | Patients undergomg pulmonary rehabilitation + psycho-

therapy had a sigmficant improvement of anxiety
(p<0.001), and depression (p<0.001) with respect to
patient treated with pulmonary rehabilitation alone. Both
groups had a significant functional improvement

HADS, Hospital Anxiefy and Depression Score.




Results of a home-based training program for patients
with COPD

Henandez MTE et al. CHEST 2000; 118: 106-114

Home Program:
Shuttle walk test daily, 6 days/week for 12 weeks

120% - 111.0% 113.0%
g 100% -
— B Home Rehab
@ 80% M Control
o
S 60%
E
£ 40%
@
o 20% 9.9% 10.3% Endurance walk
E Dyspnoea (Borg)
£ 0% - .
- Endurance walk Endurance walk -4-4;
o _20% - time (min) Distance (m) 14 3%

-40% -



Pulmonary rehabilitation is

beneficial even in severe COPD
The Maugeri Study

MRF: Maugeri Respiratory Failure Questionnaire
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Self-management Education for Patients with COPD

(Cochrane Review)
Effing T et al. Cochrane Reviews 2007

Odds ratio for hospitalization g o L

i

OB

No education Self-management education High Rizk Group (513 Low Risk Group [13%




Efficacia del vaccino-23 anti PN in soggetti>65 anni
immunizzati verso lI'influenza e con difficolta nella
deambulazione (Kawakami K et al. Vaccine 2010, in press)
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Eta | |,

BPCO

Ridotta fotoesposizione

b. Deficit nutrizionali
[ ———=">c.Ridotta GFR
[ ]

Comorhidita

e | Arteriosclerosi

t rischio
neoplastico
2

1 insulino-resistenza /

e disfunzione beta-cellule
pancreas

|

* Intolleranza glucidica

1l
e

l Attivazione cutanea (a), assunzione (b)
e idrossilazione la della Vit. D (c)

Carenza 25-0OH vitamina D< 15 ng/ml

T PTH>40 pg/mlo=

\ {Ca -

T inflammazione

. SindromeMetaboIicaI
e Diabete

A 4

T Aterosclerosi

e | Diabete
e Sarcopenia

: Miopatia prossimale
(ileopsoas, quadricite femorale)

Dolore, ipomobilita, cadute

T RAAS

Nefrolitiasi

A

1 Eventi Avversi CV

Ilpertensione ed Ipertrofia




Different therapies differently affect the early gain
in and not rate of decline of FEV1
TORCH study M Engl ] Med 2007;356:775-89.
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Inhaled steroids and risk of pneumonia
(The Inspire study)

= GFCS0E00 c---- Tic 18

104 'i l
)- At
. e i 1

Frobakddity of event (9
I 07
[l 1

K "' —~ J .....
J a4
s _I,—- -.1
id F e
P
D i :’F . 1 T 1
0 13 e 36 &2 &5 ra a3 Rl

Muimber
At gl

SFC BWEDG 556 S5 516 EL T S5 450 425 418 150}
Tio 18 G4 543 487 488 442 426 405 387 135

T o ewvent (weeks)

Time ta fArst pneumoria; 5FC; salmetarzl/fluticasons progionate S0/500 ug BID; TIO: totrepium
Shxaamm (600 « 800 DPL)



..ma il rischio di polmonite non motiva
I'astensione dagli steroidi inalatori

Basandoci sui dati Torch, 1000 pazienti BPCO
iIncorrono annualmente in circa 1300
riacutizzazioni.

La combinazione fluticasone-salmeterolo € in
grado di prevenire circa 300 riacutizzazioni al
prezzo di 36 polmoniti extra.

Le polmoniti sono non fatali.

La mortalita nei tre anni seguenti la
riacutizzazione & del 38% (Almagro P et al Thorax 2010; 65:
298).
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La scelta del broncodilatatore

| farmaci inalati vengono considerati “topici’, ma:

» La frazione di dose inalata di formoterolo che
viene deglutita varia tra il 60% ed il 90%.
Almeno il 65% della dose deglutita "e assorbita,
il farmaco e eliminato per via renale. Non ci
sono dati disponibili sull’'uso di formoterolo nei
pazienti con GFR ridotta;

* Anche il tiotropio ha un assorbimento sistemico
e viene eliminato per via renale. Nei pazienti con
insufficienza renale da moderata a grave deve
essere utilizzato solo se i benefici attesi
superano i potenziali rischi.



Il Torch attesta che salmeterolo e fluticasone non

aumentano il rischio cardiovascolare
Thorax 2010:65:719—725.
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The Safety of Tiotropium — The FDA’s Conclusions

Theresa M. Michele, M.D., Sirmone Pinheiro, Sc.D., and Solomon lyasw, M.D., M.PH.

NENGLEMED 2012 SEJM.IG SEPTEMBERIE, 2010
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...can we improve deglutition in COPD?

Manovra

Modalita di esecuzione

Deglutizione
sopraglottica

- Trattenere il respiro durante la deglutizione

- Mantenerlo durante tutta la deglutizione

- Effettuare un colpo di tosse alla fine della
deglutizione

Deglutizione
superglottica

- Inspirare profondamente e mantenere I'apnea

- Deglutire eseguendo contemporaneamente la
manovra di Valsalva

- Eseguire espirazione forzata e un nuovo atto
deglutitorio

Deglutizione doppia

- Inspirazione prima della deglutizione
- Deglutizione in apnea

- Espirazione con un colpo ditosse

- Nuova deglutizione

Manovra
Mendelsohn

di

- Mantenere manualmente o pronunciando il
suono “ch” muto, I'elevazione laringea per 2-3
secondi dopo la deglutizione




1. IMSPIRATION 2 APNEA 3. DEGLUTITION 4. FORCED EXPIRATION

Figra 6. Diagroms showing the 4 steps of supraglottic swallow to protect the arway from spiration. Comenonds for the patient are: 1 foka o degp
breath; 2) hold your breath; 3) hold your breath while swollowing; and 4] cough (mmediately afiar you swlow.



Patients’ perspective after a 3 yr period of telemetric LTOT

"At the admission

17% 0%

B Reduction in symptoms
® Complete care
Y Improving QoL
o Lo

&

82%

Aftera3 yr LTOT
5%

| BReduction in symptoms

B Complete care
41%
O Improving QoL

O Reduction in drugs use

17%

Dal Negro R.W. et al. - Multidisciplinary Respiratory Medicine, 2009




= |l Controllo Telemetrico e

gli strumenti disponibili R Antonelli Incalzi et al.




~ = Il Controllo Telemetrico e
gli strumenti disponibili R Antonelli Incalzi et al.
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= |l Controllo Telemetrico e
gli strumenti disponibili R Antonelli Incalzi et al.

Il sistema rileva:

=  Attivita motoria
Frequenza Cardiaca
Frequenza Respiratoria
Ossimetria

Galvanic Skin Response
Temperatura Epidermica

4308308038

it Pl b =08



Il Controllo Telemetrico e

gli strumenti disponibili R Antonelli Incalzi et al.

Pulsiossimetro

T T T 7

Pulzanti, LED e altoparlante

Accelerometro

Tarmomsiros
astErmo

Interfaccia Uarmo-Macchina

—

sensorl [ +——

—

C'_L_

Termomeaine

dermilca

Fotopletismaografo

—

Galvanometro
(&SR

Unita J Linita
decisbonals | Bluetooth

Sy

La logica del dispositivo - L’accuratezza del dispositivo viene
perfezionata tramite la misura incrociata delle diverse
grandezze. Per evitare allarmi impropri, vengono confrontati tutti
i parametri acquisiti per avere informazioni sufficienti ed ottenere
il quadro completo della situazione.




Palliative care, the neglected

provides relief from pain and other distressing symptoms;

affirms life and regards dying as a normal process,

intends neither to hasten nor to postpone death;

integrates the psychological and spiritual aspects of patient care;

offers a support system to help patients live as actively as possible until
death;

offers a support system to help the family cope during the patient’ s iliness
and in their own bereavement;

uses a team approach to address the needs of patients and their families,
including bereavement counseling, if indicated,;

will enhance quality of life, and may also positively influence the course
of illness;

Is applicable early in the course of illness, in conjunction with other
therapies that are intended to prolong life, such aschemotherapy or
radiation therapy;

includes the investigations needed to better understand and manage
distressing clinical complications.




Do statins, ACE-l and ARBs affect survival
of COPD patients?

COPD/HIgh Risk
(Steroid Users Included)

Haospitalization lor COPT
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Do statins, ACE-l and ARBs affect survival
of COPD patients?

COPD/Low Risk
(Stercid Users Included)

Hospitalzation lor PO
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Distrbation {%)

COPD-osteoporosi: un rapporto precoce (nutipetal.
Osteop Int 2009; 20: 989), IN @ssenza di indicazioni

terapeutiche..

bdan

20| |

Pl 0

|

ViEry BavaErs

Meccanismi COPD-
correlati variamente
contribuiscono a
causare osteoporosi,
ma la terapia si basa
su linee guida
generali



Il rischio di fratture vertebrali aumenta per

beclometasone>1500 mcg/die (Gonnelli S et al Calcif Tissue Int 2010; 87:
137)
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Attenzione alle ADRs, anche
Inattese (Afonso ASM et al. BJUI 2010, on line)

* L'uso di anticolinergici, specie nebulizzati
e in soggetti con IPB, aumenta del 40% il
rischio di ritenzione urinaria acuta.

+ L’effetto e maggiore all'inizio della terapia
e non e dose dipendente.

* Non v’e differenza tra ipratropio e tiotropio



Che cosa non fare: O2-terapia incongrua
(Moradkhan R et al. JACC 2010; 56: 1013)

Normal Heart Transplant
Baseline Hypernia Baseline Hyperoxia

m Pulsed Doppler Recording of Left Anterior Descending Coronary Artery In Healthy Subjects and Cardiac Transpant Patlents

Blood Sow velocity in significantly decrapsed in both groups during hypsmala




Che cosa non fare: O2-terapia incongrua
(Moradkhan R et al. JACC 2010; 56: 1013)
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Effect of high flow oxygen on mortality in chronic obstructive

pulmonary disease patients in prehospital setting:
randomised controlled trial

BM) 201034165462
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Cognitive training is ineffective in hypoxemic

COPD: a 6-months randomized controlled trial.
(Antonelli Incalzi et al. Rejuv Res 2008; 11: 1-12)
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Che cosa non fare: un’assistenza
domiciliare nurse-based

230+ Rats of Recurrent HospHallztion: L
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Figure 4. Comparison of the total number and frequency of unplanned
hospitalizations according to treatment group in high-risk patients during
lang-term folksw-up. The mast frequent contributors are shawn.

ACS indicates acute coronary syndrome; CHF, congestive heart failure;
COPD, chronic abstructive pulmonary disease; HBI, home-based
intervention; and UC, usual postdischarge care. Asterizk indicates P=.01;
dagger, P= 05; and double dagger, P=001,



Conclusioni

BPCO: una malattia dell’anziano, ma
eterogenea per fenotipo e gravita.

Rischio di misconoscimento e di impropria
diagnosi.

Terapia non solo farmacologica.

Terapia farmacologica efficace.

Strategie di CGE: da sviluppare.



