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dose and ability of the patient to administer the treatment.  However
consensus is that hand-held inhalers (when used with spacer devices and good
inhaler technique) and nebulisers are equally effective in achieving
broncodilation in COPD exacerbations(1,2,4). The advantages of using
nebulisers are that higher doses are more easily delivered and are independent
of effort or breathing pattern, when the patient is in distress. It is important
to note that in the event of a patient being hypercapnic or acidotic the
nebulisers should be driven by compressed air not oxygen so not to worsen the
hypercapnia (2). However if oxygen therapy is also required this should be given
via nasal cannulae. 

Oral corticosteroids: These should be used in all patients with exacerbations
if significant contraindications are not present. This helps considerably with
symptoms of increased breathlessness, especially if they present early. NICE
guidelines suggest a dose of 30mg for 7 to 14 days to be prescribed (2). A
course longer than this is not recommended, as evidence does not support any
benefit for this (1,3). It is important to consider osteoporotic prophylaxis in
those patients that require frequent courses of steroids.  It is also important
to give clear instructions, especially those patients discharged from hospital
when and how to stop their corticosteroid treatment. 

Theophylline: If inadequate response to nebulised bronchodilators occurs the
use of theophylline should be used as an adjunct in the management of COPD.
It is important to take care when using intravenous theophylline due to
interactions with other drugs and risk of toxicity if the patient has been on oral
theophylline. It is therefore important to monitor levels within 24 hours and
subsequently as indicated by clinical circumstances. Aside from the
bronchodilator actions, theophylline appears to increase respiratory drive,
which will help in counteracting the respiratory drive depression seen in
exacerbations (3). 

Phosphodiesterase-4 inhibitors: Evidence has shown that PDE-4 inhibitors
have favourable effects in preventing exacerbations. Studies have shown that
the use of the PDE-4 inhibitor, Roflumilast leads to a 34% reduction in
exacerbations in patients with moderate COPD (1). 

Antibiotics: Antibiotics are often over prescribed in management of COPD.
They should be used only in those patients with a history of purulent sputum,
proven pneumonia or clinical signs of pneumonia. The choice of empirical
treatment should be an aminopenicillin, a macrolide or a tetracycline(2).
However it is important to take into account local guidelines in addition to the
sensitivities to sputum cultures that may suggest alternative agents. 

Oxygen therapy: The use of oxygen in COPD patients is one of much
confusion. Increased breathlessness is a common symptom of these patients
and oxygen is commonly given to relieve symptoms and prevent life-
threatening hypoxia. However in those patients in whom their hypoxic drive
must not be compromised, care must be given in the use of oxygen. General
consensus is that an oxygen saturation of greater than 90% should be
maintained(3). Ideally ABG (arterial blood gases) should be recorded, in order
to elucidate any evidence of hypercapnia or respiratory failure. 

During the transfer to hospital where ABG is not available it is desirable to not
exceed an oxygen saturation of 93%. Oxygen therapy should be commenced
at 40% and titrated upwards if saturation falls below 90% or downwards if the
patients become drowsy or saturations exceed 93-94%(2). Once the patient is
in hospital ABG should be repeatedly measured according to the response to
treatment. NICE guidelines advise that the use of oxygen is to maintain an
adequate level of oxygenation without precipitating respiratory acidosis or
worsening hypercapnia (2,7). 

Non-invasive/invasive ventilation: Those patients that have a pH of less than
7.35 should be considered for ventilatory support. If this is not available or
considered inappropriate for the patient a respiratory stimulant can be used
such as doxapram. However in the case of persistent hypercapnic ventilatory
failure despite optimal therapy, this is the most suitable management. 

Pulmonary Rehabilitation: 
Respiratory physiotherapy: The role of physiotherapy is an important
consideration, with the use of positive expiratory pressure masks for those
patients to help with the clearing of sputum(8).  Pharmacological interventions
can also be used here with the use of mucolytics, such as N-acetylcysteine

(NAC). Studies have shown that the use of
NAC reduced exacerbations (1).

As previously stated having a previous
exacerbation is a risk factor in having a
future exacerbation. A retrospective audit
in the U.K of 1400 admissions showed that 34% were re-admitted and 14%
died within 3 months (5).  Therefore it follows that prevention of exacerbations
should be an important facet of acute management. This can be tackled
through the following approaches:

Smoking cessation: Smoking is an essential cause of COPD. Smoking leads to
reduce lung function and cessation has shown an improvement not only
symptoms but in lung function tests. Stopping smoking reduces the
frequency of sputum and cough symptoms which are signs associated with the
diagnosis of exacerbations. Therefore despite a lack of evidence to show that
cessation of smoking reduces exacerbations, it is highly suggestive that
cessation has a positive impact on reducing exacerbations(6,9). 

Immunizations: Influenza vaccinations have been described as a highly cost-
effective intervention to reduce COPD exacerbations. A randomised trial
showed that influenza vaccinations reduced total exacerbations by 50% over
the winter months (2,6). 

Education: Self-management is important for all chronic disease patients, in
particular for the improvement of coping skills, self-efficacy and adherence. In
primary care this is especially important where a partnership with the patient
and clinician can be designed to ensure not only adherence but to enhance
patient behavioural modifications. The benefits of recognising exacerbation
symptoms are in seeking early medical treatment but also in preventing
hospital admissions (10). 

The Future: 
Significant understanding has been gained on the best management of COPD
exacerbations, however, the goal is to now tackle the prevention of
exacerbations. The area of pharmacological interventions in the prevention of
exacerbations is one of great interest. The findings that only 15-20% of
cigarette smokers will develop COPD have highlighted the concept of
individual host susceptibility (1). Studies are still currently being carried out to
conclusively prove the use of immunomodulators in preventing exacerbations
and results to date are promising.  Finally future advances in understanding
the biological basis of patient variability in COPD management would be
greatly beneficial, in tailoring specific treatment for individual patients. This
novel approach of pharmacogenetics will allow not only best management but
also avoid unnecessary adverse side-effects from drugs not suitable.   

Another worrying problem in general practice is headache secondary due to
intracranial infection (meningitis/ encephalitis).

Here the signs are usually clear:

� Headache with or without signs of raised intra cranial pressure
(vomiting, drowsiness)

� Neck stiffness on examination (remember that this is a sign, not a
symptom)

� Non blanching (fixed) rash (this may not be present initially).
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Pulmonary Disease
PROGRAMME FOR THE ANNUAL REPRESENTATIVES' MEETING

THE ANNUAL GENERAL MEETING IS OPEN TO ALL MEMBERS OF BIDA
When time is short, the Chairman will, at his discretion, reduce the length of discussion.

Friday 2nd October

Saturday 3rd October
From 9.00am

10.00am
10.10am

10.15am
10.30am
10.45am

11.00am
11.15am - 11.30am
11.30am - 1.00pm
1.00pm - 2.00pm
2.00pm - 5.00pm

Sunday 4th October
9.00am
9.30am
9.35am

9.40am - 10.20am
10.20am - 10.30am
10.30am - 10.45am
10.45am - 11.15am
11.30am - 12.30pm

1.00pm

Blackburn Divisional Function
(The timings below may be adjussted at the ARM Chairman's discretion)

Registration & Delegates assemble
Welcome by ARM Chairman – Dr A Ahmed
Proposal by the General Secretary – Dr A Kakkar to accept the list of representatives for the
ARM as the official representatives to the ARM 2009.
Presentation of Annual Report by the Chairman – Dr S Sarker
General Secretary’s Report – Dr A Kakkar
Presentation of Accounts by the Treasurer – Mr P S Anandaram
Presentation of BIDA News Review Accounts by the Chairman – Dr S Sarker
Matters Arising from the Chairman, General Secretary and Treasurer’s Reports.
Coffee Break
ARM Resolutions
Lunch – Hotel Restaurant
ARM Resolutions followed by ‘Afternoon Tea’

Delegates Assemble
Welcome and opening remarks by the National Chairman - Dr S Sarker
Introduction of Scientific Lecture - sponsored by Boehringer Ingelheim
Scientific Lecture - T.B.C.
“Question and Answer” Session.
Coffee Break
‘Open Forum’ – Chaired by the National Chairman, Dr S Sarker
ANNUAL GENERAL MEETING
Address by the President – Dr D Trivedi
Review of proceedings and Resolutions of the ARM by the General Secretary – Dr A Kakkar
Presentation of Treasurer’s Report and Approval of Accounts by the Treasurer – Mr P S Anandaram
Presentation of BIDA News Review Accounts by the Chairman of the Editorial Board – Dr S Sarker
Election of Association’s Auditors and Solicitors for the ensuing year
Awards and Honours
Conference Closes
Please note: Sunday Lunch is available in the Hotel for those who have given prior notice to Central Office.

DR S SARKER
NATIONAL CHAIRMAN

DR D TRIVEDI 
NATIONAL PRESIDENT

DR A AHMED 
CHAIRMAN A.R.M.

DR S S PARIHAR 
VICE CHAIRMAN A.R.M.

Dr D Trivedi (President)

Dr S Sarker (Chairman)

Dr A Kakkar (General Secretary)

Dr S S Parihar (ARM Vice Chairman)

Mr P S Anandaram (Treasurer)

MEMBERS
OF THE

AGENDA
COMMITTEE

Dr A K Banerjee
Mr I Dos Remedios
Mr M S Eljamel
Dr S Gupta
Dr B N Kulkarni

Prof. M I Memon
Dr T K Rastogi
Dr R C Rautray 

(Host Divisional Chairman)

Mr S Ray

Dr H Sahni
Dr A Trivedi
Dr A Ahmed

(Chairman, Agenda Committee)

Hosted by THE BRITISH INTERNATIONAL DOCTORS' ASSOCIATION, Blackburn Division

Supported by an Educational Grant from BOEHRINGER INGELHEIM LIMITED



 
 
    
   HistoryItem_V1
   DefineBleed
        
     Range: all pages
     Request: bleed left 28.35, right 623.62, top 28.35, bottom 28.35 points
     Bleed area is outside visible: no
      

        
     28.3465
     1
     28.3465
     28.3465
     0
     0
     623.6220
     Margin
            
                
         Both
         AllDoc
              

       CurrentAVDoc
          

     28.3465
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.1c
     Quite Imposing Plus 2
     1
      

        
     0
     14
     13
     14
      

   1
  

    
   HistoryItem_V1
   DefineBleed
        
     Range: all pages
     Request: bleed left 623.62, right 28.35, top 28.35, bottom 28.35 points
     Bleed area is outside visible: no
      

        
     28.3465
     1
     623.6220
     28.3465
     0
     0
     28.3465
     Margin
            
                
         Both
         AllDoc
              

       CurrentAVDoc
          

     28.3465
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.1c
     Quite Imposing Plus 2
     1
      

        
     0
     14
     13
     14
      

   1
  

    
   HistoryItem_V1
   StepAndRepeat
        
     Create a new document
     Trim unused space from sheets: yes
     Allow pages to be scaled: no
     Margins and crop marks: none
     Sheet size: 8.268 x 11.693 inches / 210.0 x 297.0 mm
     Sheet orientation: tall
     Layout: rows 2 down, columns 1 across
     Align: top left
      

        
     0.0000
     5.6693
     20.0001
     0
     Corners
     0.2999
     Fixed
     1
     2
     0.7050
     0
     0 
     1
     0.0000
     1
            
       D:20090702103140
       841.8898
       a4
       Blank
       595.2756
          

     Tall
     593
     265
    
    
     0.0000
     TL
     0
            
       CurrentAVDoc
          

     0.0000
     1
     2
     0
     0
     0 
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.1c
     Quite Imposing Plus 2
     1
      

   1
  

 HistoryList_V1
 qi2base





