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Oefinition and aetiology of exacer bation

@here has been considerable recent interest into th
causes and mechanisms of exacerbations of chroni
Dbstructive pulmonary disease (COPD) as COP
exacerbations are an important cause of th
oonsiderable morbidity and mortality found i
@OPD. COPD exacerbations increase with increasin
severity of COPD. Some patients are prone t
Eregquent exacerbations (with 3 exacerbations or mor
per year), that are an important cause of hospita
tedmission and readmission; these frequen
exacerbations may have considerable impact o
quality of life and activities of daily living 1

COPD exacerbations are associated with worsening o
the major exacerbation symptoms of dyspnoea
imcreased sputum volume and sputum purulence, wit
pther symptoms present such as increased cough
fvheeze and upper airway symptoms. Definitions o
dxacerbations vary but the most useful ones are base
on symptom deterioration and depend on worsenin

of symptoms for at least 48 hours2 We found tha
sbout 50% of exacerbations were unreported to ou
tresearch team, despite considerable encouragemen
provided and only diagnosed from diary cards
However, there were no differences in magjo
symptoms or physiological parameters betwee
reported and unreported exacerbations 1 though it i
possible that unreported exacerbations that remai
antreated contribute to the high hospital admissio
gete. Thus patient education targeted at recognisin
kymptoms of COPD exacerbations may be very usefu
in reducing excess hospital admissions

ICOPD exacerbations are also associated wit
@onsiderable physiological deterioration and increase
sirway inflammatory change 3 that are caused by
dariety of factors such as viruses, bacteria an
gossibly common pollutants. Exacerbations associate
gvith upper respiratory tract infections are associate
fvith respiratory viruses, with rhinovirus, the cause o
the common cold, being the commonest trigger o
exacerbation 4 Exacerbations associated wit
cespiratory viruses or increased dyspnoea tend t
have more symptoms and be longer in duration
Exacerbations that are triggered by colds are thu
enore severe in nature and this partly explains th
more severe COPD exacerbations seen in the winte
months

8ronchodilator

@ s exacerbations are associated with increase
symptoms, b- 2-agonists and anti-cholinergic agent
dre the inhaled bronchodilators most frequently use
in treatment. In patients with stable COPD
Bymptomatic benefit can be obtained wit
bronchodilator therapy in COPD, even withou
wignificant changes in spirometry. This s probabl
due to areduction in dynamic hyperinflation that i

eharacteristic of COPD and hence leads to a decreas
& the sensation of dyspnoea especially durin
exertion > m contrast to the evidence for benefit i
stable COPD, studies investigating bronchodilato
eesponses in acute exacerbations of COPD hav
shown no significant differences between agent
used 6 though studies at exacerbations to date hav
Been relatively small and mainly performed durin
hospital admission rather than in the community..

©ral corticoseroid

Dnly about 10 to 15% of patients with stable COP
show a spirometric response to oral corticosteroids
elowever courses of oral corticosteroids may b
beneficial at exacerbation. In arecent cohort study
e effect of therapy with prednisolone on COP
yxacerbations diagnosed and treated in the communit
was studied 2 Exacerbations treated with steroid
were more severe and associated with larger fallsi
peak flow rate. The treated exacerbations also had
tbnger recovery time to baseline for symptoms an
peak flow rate. However, the rate of recovery wa
fester in the prednisolone treated group. A
mteresting finding in this study was that steroid
wignificantly prolonged the median time from the da
of onset of the initial exacerbation to the nex
exacerbation from 60 days in the group not treate
dith prednisolone to 84 days in the patients treate
@vith prednisolone. In contrast, antibiotic therapy ha
o effect on the time to the next exacerbation. If shor
sourse oral steroid therapy at exacerbation doe
prolong the time to the next exacerbation, then thi
oould be an important way to reduce exacerbatio
frequency in COPD patients, which is an importan
determinant of health status 1

avies and colleagues randomised patients admitte
& hospital with COPD exacerbations wer
randomised to prednisolone or placebo 7 & th
Yrednisolone group, the FE  ; rose faster until day 5
$ ength of hospital stay analysis showed that patient
treated with prednisolone had a significantly shorte
tength of stay. Six weeks later, there weren
glifferences in spirometry between the patient group
8nd health status was similar to that measured at
days after admission. Thus the benefits of steroi
$herapy at exacerbation are most obvious in the earl
fourse of the exacerbation. A similar proportion o
the patients, approximately 32% in both study group
Bequired further treatment for exacerbations within
veeks of follow up, emphasising the hig
exacerbation frequency in these patients. Niewoehne
dnd colleagues performed a randomised controlle
&ial of either atwo week or eight week prednisolon
nourse at exacerbation compared to placebo, i
addition to other exacerbation therapy 8 ¥he primar
gnd point was a first treatment failure, includin
death, need for intubation, readmission o
intensification of therapy. There was no difference i
the results using the two or eight week treatmen
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protocol. The rates of treatment failure were higher i
the placebo group at 30 days, compared to th
sombined two and eight week prednisione groups. A
M the study by Davies and colleagues, the FE |
jmproved faster in the prednisolone treated group
though there were no differences by two weeks. |
aontrast, Niewoehner and colleagues performed
detailed evaluation of steroid complications and foun
donsiderable evidence of hyperglycaemiain the steroi
Deated patients. Thus steroids should be used at COP
exacerbation in short courses of no more than tw
weeks duration to avoid risk of complications

éntibiotic

IAcute exacerbations of COPD often present wit
$ncreased sputum purulence and volume and antibiotic
have traditionally been used asfirst line therapy in suc
exacerbations. However, vira infections may beth
&riggersin asignificant proportion of acute infectiv
exacerbations in COPD and antibiotics used for th
gonsequences of secondary infection. A stud
@vestigating the benefit of antibiotics in over 300 acut
exacerbations demonstrated a greater treatment succes
fate in patients treated with antibiotics, especialy i
their initial presentation was with the symptoms o
increased dyspnoea, sputum volume and purulence °
fetients with mild COPD obtained less benefit fro
@ntibiotic therapy. A randomised placebo controlle
study investigating the vaue of antibiotics in patient
with mild obstructive lung disease in the communit
eoncluded that antibiotic therapy did not accelerat
recovery or reduce the number of relapses® A meta
Bnalysis of trials of antibiotic therapy in COP
tentified only nine studies of significant duration an
toncluded that antibiotic therapy offered a small bu
significant benefit in outcome in acute exacerbations

Bupported discharge programmes for COP
gxacerbation

Over the last few years a number of different models o
supported discharge have been developed and som
evaluated 221 Patients have been discharged earl
with an appropriate package of care organised
fncluding domiciliary visits made to these patients afte
discharge by trained respiratory nurses. Cotton an
tolleagues randomised patients to discharge on the nex
day or usual management and found that there weren
wdifferences in mortality or readmission rates betwee
the two groups® Fhere was a reduction in hospital sta
from amean of 6.1 days to 3.2 days. In another large
etudy by Skwarska and colleagues, patients wer
randomised to discharge on the day of assessment o
conventional management 2 Again there were n
differences in readmission rates, or visits to primar
sare physicians and health status measured eight week
efter discharge was similar in the two groups. Th
uthors also demonstrated that there were significan
tost savings of around 50% for the home suppor
group, compared to the admitted group. However othe
oonsiderations need to be taken into account i
brganising an assisted discharge service, in tha
resources have to be released for the nurses to follo
e patients and the benefits may be seasonal, as COP
edmissions are a particular problem in the winte
months.

€onclusion
&ecently there has been much progressin th

sinderstanding of COPD exacerbations. Exacerbation
that are associated with considerable disability an
worsening of symptoms should be treated wit
Increased bronchodilators and a course of ora
eorticosteroids. Antibiotics should be given in th
presence of purulent sputum or increased sputu
golume, though the effects of antibiotics are les
enarked than expected. Newer antibiotics with mor
specific bacteriologica profiles may have a greate
effect on outcome of COPD exacerbations.

There is a need for increased patient education abou
detection and treatment of exacerbations early in thei
sourse. Following an exacerbation, the COPD patient'
oondition should be reviewed and attention given t
misk factors and compliance with therapy. We will the
be in a better position to reduce significantly th
dhorbidity associated with COPD exacerbation an
improve the health status of these patients. B
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&PIAG Autumn Meeting

The GPIAG are pleased to announce that later this year w
vd |l be holding a series of regional meetings across the Unite
Kingdom

iyieh nasiary Salnsireinclude; East Surre
wihantdstasgowill take place between lat
September and November 200

la a relaxed workshop style, we will focus on th
implementation of the new BTS/SIGN asthma guidelines
which are due for release in the summer time

'Bverything you need to know', 'personal & practic
development', ‘working together' and 'sharing best practice' wil
al be key features of the programme

|flyou are interested in attending any of the meetings or woul
ltke further information, please contact our secretariat a

Info@gpiag.org
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