
Reevaluating the Approach to COPD Management

I have had the privilege to serve patients as a health care 
provider for almost 20 years: the first 12 as a respiratory care 
practitioner, 4 as an emergency medicine physician assistant, and 
the last 3 as a medical science liaison. In that time, there have been 
many great patient outcomes to celebrate. But with these victories 
come defeats and heartaches. One disease in particular that I have 
witnessed devastate patients and families is chronic obstructive 
pulmonary disease (COPD). Although significant strides have been 
made in the last few decades to improve the management of 
patients with COPD, there is still more work to be done to overcome 
the challenges associated with this debilitating condition.1
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Figure 3: Exacerbations May Cause Life-changing Impacts

Figure 1: Exacerbation Severity is Defined by the 
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COPD is a leading cause of mortality in the United States2

and a major healthcare burden, as evident by an alarming 4000+ 
emergency department visits and just over 1900 hospitalizations 
per day attributed to COPD.3,4,* A key contributor is COPD 
exacerbations, defined by the GOLD report as an acute worsening 
of respiratory symptoms lasting from 7 to 10 days, if not longer, 
and requiring additional therapy (Figure 1).1 In 2020, an estimated 
44% of patients with COPD in California were at risk for 
experiencing a future exacerbation, with just over half of the state’s 
counties among the highest quartile nationally in concentration of 
at-risk patients with COPD (Figure 2).5 Not only are exacerbations 
frequent in COPD,6 they may also have life-changing consequences 
by driving a cascade of further exacerbations,7,8 disease 
progression,9,10 and increased mortality risk8,11 (Figure 3). What 
cannot be overlooked is the impact that may occur beyond the 
lungs, particularly in patients with comorbid cardiovascular disease 
(CVD).12 In addition to the heightened morbidity and mortality risks 

associated with these frequently comorbid diseases,13-18 some patients with COPD and CVD showed an 
increased risk of cardiovascular events following an exacerbation12 (Figure 3).

*Data from 2011 and 2010, respectively.
†Based on 2000 patients from a cohort study that included 10,300 patients, with or without COPD, who were current or former smokers (smoking history

10 pack-years).
‡Retrospective study of 1.5 million patients with COPD 40: Data shown for Medicare FFS (96% of the study population).
§Population-based study of 100,000 patients (UK) with COPD (up to 10 years of follow-up). Moderate exacerbations were defined as those managed outside the
hospital and severe exacerbations were defined as those requiring hospitalization.

||Post-hoc analysis of 16,485 patients with moderate COPD with CVD or increased risk of CVD.
Retrospective cohort study of 17,450 patients (US) with COPD in the Intermountain Healthcare system from 2009 to 2014.
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Despite these risks, exacerbations may be under-reported and under-treated, which can result in 
preventable burden.19-21 Clinicians and health care organizations can help improve care and outcomes for 
patients with modifiable high risk of future exacerbations through implementation of quality care standards to 
encourage early identification aimed at optimizing COPD management (Figure 4).22 These principles include a 
combination of approaches, designed to drive patient-centered, risk-based assessment and guide phenotype-
specific selection of pharmacological and nonpharmacological interventions. To contribute to optimal care, it is 
important to consider earlier intervention and to more proactively diagnose and manage patients with COPD.22

Real-world studies have shown that delaying initiation of guideline-recommended maintenance therapy more 
than 30 days following an exacerbation was associated with greater morbidity and economic burden.23,24

One retrospective observational analysis of US healthcare claims from patients with COPD initiating triple 
therapy* following an exacerbation showed that these outcomes worsened with each 30-day delay, resulting in 
an 11% increase in odds of a future COPD exacerbation and $616 increase in all-cause health care costs per
month compared to patients who were initiated on triple therapy within 30 days during the 12 months after the 
index exacerbation.23 Routine follow-up to assess a patient's disease status and review self-management 
techniques is essential to ensure that the quality of care is maintained long term.1,22

Figure 4: A Combination of Approaches for Optimal Management of COPD1,22

As we continue to make progress toward optimizing the management of COPD, it is important to 
remain cognizant of the challenges and concerns felt by the millions of patients who suffer from this chronic 
condition.25 As a health care provider, my priority is always to help improve a patient’s outcomes and quality of 
life, regardless of disease or ailment. I believe it is crucial to promote an open dialogue with patients to serve 
not only as a clinician, but as an educator and an ally. Collaboratively, we can help redefine what it means to be 
living with COPD.
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*The index treatment window and the timing of closed triple therapy approval in the US resulted in ~3% of study patients receiving closed triple therapy as their index
treatment.


