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Clearing the Air: What’s New (and What’s Out)
in COPD Guidelines

Lanh Dang, PharmD, BCACP

Director of Specialty Pharmacy | Baptist Health Jacksonville
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1. Compare and contrast key updates in the 2026 COPD guidelines
2. Review evidence-based pharmacologic recommendations
3. Apply the guidelines to case-based scenarios

4. Explain the role of pharmacists and pharmacy technicians in patient education
(inhaler technique, smoking cessation, environmental triggers)

@  Sparkle Shine

(o = (el a
Disclosure

| do not have a vested interest in or affiliation with any corporate organization
offering financial support or grant monies for this continuing education activity, or
any affiliation with an organization whose philosophy could potentially bias my
presentation (within the last 12 months)
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CHRONIC OBSTRUCTIVE PULMONARY
DISEASE (COPD) OVERVIEW
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U.S. medical cost burden
$24B/year for 45 years old+
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.. & COPDis1oftop 3 causes of
b death worldwide
s - 90% deaths occur in low-
middle income countries (LMIC)

Risk factors
- Highest risk: Tobacco smoking

. -Additional risk in LMIC:
“ household air pollution
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Risk Factors
All will increase risk of exacerbations, hospitalizations and mortality

Cigarette Smoking Environmental exposure Genetics
- Smokers have « Air pollution - Alpha-1 deficiency that leads

« Prespiratory symptoms

* Mung function abnormalities

« a greater annual rate of
decline in FEV1

* MCOPD mortality rate than
non-smokers.

to lung damage is

- Toxic particles ! ; a
epidemiologically rare

- Gases from
household/outdoor air
pollution: Wood, crop
residues, coal etc.

- Occupational exposures:
organic and inorganic dusts,
chemical agents and
pesticides

- Smoking before age 15 1risk of
developing COPD,
independent of cigarette pack-
years and smoking duration

- Other smoking like pipes,
cigars, marijuana also risk
factors




Pathophysiology

Healthy
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Chronic
inflammation

« Related to emphysema or chronic h t
bronchitis
Emphysema usually refers to destruction of i

ny air sacs at the end of the airways in the ~ §

— Chronic bronchitis refers to a chronic cough
with the production of phlegm resulting from
flammation in airways.
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« Emphysema
usually refers to / 3
destruction of 1 ]
the tiny air sacs | =
at the end of the ( (
airways in the \
lungs.

* Chronic

bronchitis refers Pk puter v Blue bloater
to a chronic s e s
cough with the | . SCari

) = Less muscle mass = OSA-COPD overlap
production of = Hyperinflation «Less hyperinfiation
phlegm i for o

resulting from

Emphysema

inflammation in
the airways.
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= Worst health status

wer serum levels of sRAGEs

LDCoPD z
Barnes P), et al. Chronic obstructive pulmonary disease. Nat Rev Dis Primers 2015111

(115076, 601101038/ dIp 201576

= Higher serum levels of inflammatory
markers IL-6 and CRP)

€O, carbon monoxide; CR, C-reactive protein; OSA, obstructive sleep apnoea;

SRAGE, soluble receptor for activated glycosylation end product. Nature Reviews | Disease Primers

Chronic
bronchitis
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COPD Symptoms

Dyspnea
(shortness of
breath) — most
[elaglaglela}
symptom

Wheezing Chest tightness

Cough with or
without sputum
production

Limited
activity/fatigue

If patient has these symptoms and has history of exposure to cigarettes or pollutants,
then recommend spirometry testing

nd pocker quide

* Forced Expiratory Volume in one second
(FEV1): measures the volume of air
exhaled in the first second of a forced
breath

* Forced Vital Capacity (FVC): Measures
total volume/lung capacity

* Spirometry

most reproducible and objective
measure! nt of airflow obstruction

FEVI/FVC < 0.70 required post-
bronchodilation

— Non uction

fully reversible airflow obs

0L CoPD; 2026 Avsiatie from: it
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Diagnostic Test

Spirometry - Normal Trace
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Spirometry - Airflow Obstruction
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GLOBAL INITIATIVE FOR CHRONIC
OBSTRUCTIVE LUNG DISEASE (GOLD)

CLASSIFICATION
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Disease Activity Assessment

+ Airflow obstruction
* Symptoms

odified Medical Research Council
ARC!

3 ent Test (CAAT)
« Exacerbations

Group C/D merged to
become Group E in 2023

oL copD

'GOLD ABE Assessment Tool
re 213
of
airflow abstruction
J

Spirometricaly | Assessment
confirmed diagnosis |

Postbroochodiator ‘

FEVI/PVC <07
- cows | 043
cowa | <30
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Assessment of
symptoms/risk of
exacerbations
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SYmPTOMS.
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d|f|ed Medlcal Research Council (mMRC)
Symptom Assessment Tools

Modified MRC Dyspnea Scale

Figure 2.

+ Dyspnea Scale
* mMMRC =2 more

PLEASE TICK IN THE BOX THAT APPLIES TO YOU | ONE BOX ONLY | Grades 0

MMRCGrade® | mMRCGradel  mMRC Grade 2

MMAC Grade 3

MMAC Grade 4
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* Score up to 4
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CAAT™ Assessment

Chronic Airways Assessment Test
(CAAT):

B sure L oy slect oot respanss for esch guesticn,

Symptom Assessment Tool

* CAAT 210 = high symptom
burden

EXAMPLE: | am very hagpy

Thir 20 peg el
ches
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» Score up to 40

0l 203[a)s

1 seep soundly YD EEEE
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Guideline Update

- 22 moderate
exacerbations

a and/or cough and

- 2] exacerbation
now clinically
meaningful

- Earlier escalation

threshold

ypnea and/or tachycardia
* Rule out comorbidities

— Pulmonary embolism

- Arrythmias
— Myocardial infarctions

26, Avaiabie from: nd pocker quide
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Treatment Goals

—.

I Achieve “low disease activity state” aka no
\ exacerbations
st ———...

T

Increase quality of life

o
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TREATMENT

Non-pharmacological management

Smoking cessation

*5 A's: Ask, Advise, Assess, Assist, Arrange

- RSV now recommended =50 years

- Influenza, pneumococcal and RSV vaccines
have been shown to decrease the incidence
of lower respiratory tract infections.

oLD cord;
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Non-pharmacological management

Pulmonary rehab

- Exercise training + education = improves exercise capacity, symptoms, and
quality of life across all grades of COPD severity

- Optimum benefits in 6 to 8 weeks. Limited evidence in extending
pulmonary rehabilitation to 12 weeks.

PHARMACOLOGIC TREATMENT

- May improve survival in patients with severe resting chronic hypoxemia
(PaO2 at or below 55 mmHg (7.3 kPa) or Sa0O2 at or below 88%)
- If stable COPD: long term oxygen DOES NOT length time to death or first
hospitalization or provide sustained benefit in health status, lung function,
and 6 min walk distance

o htpslgoideoprg/2026 goldrepors and- pockes auide
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Group A

Treatment: Bronchodilator

Exacerbations in previous year: Zero (0)
MMRC: 01

Initial Pharmacologic Treatment
I‘e:Tm?mn'N 1

. HI \smARv | CAAT <10

One or more (2 1) GROUP E

» Short-acting or long-acting

LABA + LAMA*
exacerbations in the bronchodilator

previows year conskder LABASLAMAAICS * I blood cos 300

- Short-acting beta agonist

— Short-acting muscarinic antagonist
sy GROUP A GROUP B

moderate or severe LABA + LAMA*

exacerbations in
the previous year

A bronchodilator - Long-acting beta agonist

— Long-acting muscarinic antagonist

J J

mhincz 2,210 |

J antagonists (LAMA)
™ Sweoms Y S

MMAC 0-1, CAAT < 10 J

- ——— daily (inhale
“Sngle ihier therogy may be more comerient anc fectve than e halrs single nalers mprove adherece
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Group B
Treatment: LABA + LAMA

Exacerbations in previous year: Zero (0)
MMRC: 22

Avural Oeciing %

LABA vs LAMA

-acting muscarinic antagonists

* LABAs and LAMAs improve:
—Lung function
—Dyspnea
—Health status
—Reduce exacerbation risks

/0L COPD: 2026 Avaiabe from: itpsilgoidcops o /2026 9ol report and. pocket i

* LAMA > LABA for greater
effects on
—Exacerbation reduction

—Decrease hospitalizations
(lower level of evidence)

CAAT 210
Maltais et al found LABA + LAMA
superior to LAMA for
Change in baseline FEVI1
- Reducing symptoms
- Decreasing risk of a first clinically
important deterioration

If insurance or cost issues with combined inhalers above, below are
jons for LAMA + LABA
(LABA)

23
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Treatment:
LABA + LAMA or LAMA+LABA#ICS if eosinophil
counts are > 300 cells/uL

Exacerbations in previous year: One or more (= 1) moderate Kol R L R O

o severe A+ LAMA + Inhaled corticosteroid (ICS) - combination preferred to avoid using 2

*+ Use of LABA+ICS in COPD is not
encouraged. If there is an
indication for an ICS, then
LABA+LAMA+ICS has been
shown to be superior to
LABA+ICS and is therefore the
preferred choice

iple therapy combined inhalers, below are alterative

ists (LAMA)

25 Avaiabie from: hisps/
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Adding Inhale
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d Corticosteroids (ICS)

Eosinophils greater than 300 cells/uL

For those already on LABA/LAMA + blood
eosinophil counts =100 cells/uL, adding ICS
could be beneficial

Higher eosinophil counts = greater response
with ICS

IMPACT and ETHOS trial: less mortality in
patients with symptomatic COPD who have a
history of frequent and/or severe exacerbations
—Inclusion criteria: symptomatic patients (CAAT = 10)
with a history of frequent (= 2 moderate
exacerbations) and/or severe exacerbations (=1
exacerbation requiring a hospital admission)

¢ Shine

Dyspnea Reassessment

IF PERSISTENT DYSPNEA Ensifentrine

Mechanism of action

- Phosphodiesterase-3 Enzyme/Phosphodiesterase-4 Enzyme Inhibitor
- both anti-inflammatory activity and bronchodilator effects

LABA or LAMA

l Dosage

LABA + LAMA®

= Consider switching inhaler device or

- Inhale 3mg twice daily by nebulizer

Role in therapy

- Add on therapy when on 2 long-acting bronchodilators with continued
dyspnea

+ However, note studies were not designed to assess impact of
ensifentrine on top of LABA+LAMA or LABA+LAMA®+ICS making it
difficult to fully position this agent in treatment algorithm

« Implement or escalate
logical treatment(s)

of dyspnea
Outcomes

- Improved lung function, dyspnea, health status

/0LD COPD: 2026 Avaiabe from itps
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Role of Roflumilast

osphodiester.
- Reduce inflamrm
intracellular cyclic AMP

-4 Enzyme Inhibitor

50 mcg by mouth once daily for 4 we
tolerability) followed by 500 mcg once daily

- reduces moderate and severe exacer
with systemic corticosteroids in patients
bronchit
and a history of exacerbations

with ¢

- Reduce exacerbations

tion by inhibiting breakdown

ions treated

s, severe to very severe airflow obstruc

Erug oo 1 s s O, et orl 2026 o Bl (i D

IF ONE OR MORE MODERATE OR
SEVERE EXACERBATION

of

I o H ™

\ 5 LABA + LAMA + ICS*

hronic
tion,

Roflurmilast
yoevi<sons
hronic teanchess | |

| Aatthromyn Siologc Therapy”
neer 21

e
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Role of Azithromycin
IF ONE OR MORE MODERATE OR

SEVERE EXACERBATION + Dose: 250 mg/day by mouth or 500 mg

three times per week) or erythromycin (250
mg two times per day) for one year in
patients prone to exacerbations
Outcomes/role in therapy: reduced the risk
of exacerbations compared to usual care
Limitation

— Limited data beyond 1year

— Less beneficial in current smokers
Considerations

- Bacterial resistance patterns

— QTc prolongation

— Greater incidence of impaired hearing

LABA of LAMA

BakogcToamer:"
e
« Megolizumay
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Dupilumab

Dupilumab

— Mechanism of action: Monoclonal antibody
that blocks IL-4/IL-13 pathways

— Role in therapy: For the add-on
maintenance treatment of inadequately
controlled COPD, (e.g., chronic bronchitis) in
patients with eosinophilic phenotype

th ct ¢ bro

ery other

bcutaneously

se like with asthma

|

Dupiaent

Biologic Therapy

IF ONE OR MORE MODERATE OR
SEVERE EXACERBATION

o

LABA + LAMA® l

Roflumilast
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Dupllumab NOTUS Study

Moderate or Severe COPD Excerbations

A 52-week Phase 3, double-blind,
placebo-controlled, randomized trial
Inclusion criteria

- COPD

—Triple inhaler therapy at least 3 months

— At least 2 moderate or 1 severe
exacerbation in previous year

— blood eosinophil count of = 300 cells/uL

Primary endpoint: annualized rate

of moderate or severe exacerbations

Bt 59, Rab KF, Hanana NA, et N Eng J M 202439022745, DOL 1010SEINEIM

1215871
Mepollzumab Biologic Therapy
« Added to 2026 guidelines

» Mechanism of action: humanized monoclonal antibody that targets IL-5.

» Role in therapy: For the add-on maintenance treatment of inadequately
controlled COPD in patients with eosinophilic ph type

« Dose: 100 mg subcutaneously every 4 weeks

« Available as autoinjector pen or syringe

31
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Mepolizumab Study

* A 52-week Phase 3, double-blind, placebo-

controlled, randomized trial

Inclusion criteria

-COPD

—Triple inhaler therapy

— At least 2 moderate or 1 severe exacerbation in
previous year

- blood eosinophil count of = 300 cells/uL*

Primary endpoint: annualized rate of moderate

or severe exacerbations

Modm«e or Severe Exacerbmons

1.01
95% €1, 039-115

050

NOT a class effect as benralizumab is also a IL-5
receptor monoclonal antibody and was not
associated w/ lower annualized rate of COPD

Mepolizumab Placebo

xacerbations

s

Inpatient/Acute Management

Severity Variable thresholds to determine severity
Ml detault) Dyspreavas<s

A< 24 breaths/min

HR.<95 bpm

Resting Sa0) 2 925 breathing ambient aie

or panient's usual cuygen prescription).

ano
change s 3% (when known} Ambulatory Indications for Hospitalization
€AP <10 mg/L (f obtained)

Moderaie Dysonea VS 2§
(meetationt | . tas 2 brethafmin o e eyl eiilzans
thiee of five") HR 2 95 bpm ertal st

harees s, et coma)

ey o g v on
ehange » 3% (when known) [epp— obletn

€RP2 10 mg/ st e s tesarans g ot
1 ttaioed, ABG ey show hyponea (101 st tinatenintd e
7080 mmHg) opon
Severe Dysprea, R, HR, 520, and CAP same. a5
modernte

M obtained, ABG may show hypavemia (P30
% 60 mmiHg) andfor hypercapnia and acidosis
’ satursnon;
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Inpatient/Acute Management

Antibiotics for up to 5 days
with purulent sputum or
history of lung infections or
require mechanical
ventilation

Steroids up to 5 days for
moderate/severe
exacerbations

SABA w/ or w/o

anticholinergics

- One dose of nebulized
medication glh for 2-3
doses or use a pMDI 1-2
puffs every one hour for 2-
3 doses and then every 2-4
hours based on the
patient’s response

« Improve lung function
(FEV1), oxygenation,
shorten recovery time and
hospital duration

- Recommended dose: 40
mg prednisone- - Amoxicillin/clavulanic
equivalent per day x 5 acid, azithromycin,
days doxycycline, or, in selected

patients, levofloxacin or
moxifloxacin

- Shortens recovery time
and hospital duration,
reduce risk of early relapse
and treatment failure

Avaiabiefrom: nd pocket quidel.
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Concomitant Asthma Management

« Asthma and COPD may coexist in an individual patient. If patient has both COPD
and asthma, pharmacotherapy should primarily follow asthma guidelines.
- Treatment base: ICS/LABA (budesonide/formoterol)

COPD

- Group E:
LABA/LAMA/ICS

« Dupilumab dosing differs
— Loading dose 600 mg subcutaneously once, followed by 300 mg every other week.

2026 Avsiabie from;
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COPD = progressive disease, less likely to de-escalate

Patients treated with LABA+LAMA+ICS should not have the ICS component
withdrawn unless:

ICS was started inappropriately or
—There's no response to ICS or

- Significant side-effects or severe or recurrent pneumonia

If blood eosinophils are = 300 cells/uL de-escalation is more likely to be associated
with the development of exacerbations

26, Avaiabie from: 2 - pocket quide

0L COPD; 2026 Avsiabie from: ispeligadconc

Pharmacist impact

Medication optimization

—Especially for frequent
hospitalizations

Adherence

Access and insurance
navigation (brand vs generic)
Exacerbation prevention
Smoking cessation education

ol reportand-pocket qudl

* Educate on inhaler technique

therapies with
bronchodilator

O Different inhaled

- Different inhaler devices
- pressurized metered-
dose inhaler
- breath-actuated
metered-dose inhaler
- soft mist inhaler
- Dry powder inhaler

37 38

Summary

» Major 2026 guideline changes include decreasing number of exacerbations from
>2 moderate exacerbations to 21 exacerbation thus creating an earlier escalation
threshold and addition of mepolizumab as a treatment option

Patients classified as Group E (=1 exacerbations + mMRC = 2 or CAAT = 10) treated
with LABA/LAMA or LABA/LAMA/ICS if eosinophil counts are > 300 cells/uL

Pharmacists educating on the importance of medication adherence and
appropriate inhaler technique are vital to help meet COPD treatment goals of no
exacerbations and increasing patient quality of life

39 40
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