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T

he burden of chronic diseases on
society is increasing and as the
population ages there is a shift
that is occurring to home care from
hospital care. As a result, patients are
having to rely, to a greater extent, on
family members for assistance.
The typical caregiver is defined in a
series of benchmark studies as an
employed 46-year-old married woman
looking after a widowed mother who
needs help with everyday tasks and
medical issues. In Canada, it is
currently estimated that the unpaid
services of family caregivers amount
to over $35 billion per year and that
they provide an average of 21 hours a
week of care to another adult, usually
an elderly parent or spouse. These
facts are a rather cold-hearted way of
looking at the worth or value of
caregivers. As we know—or should
know—their help is priceless to those
they care for.
Patients often do not give family
member caregivers enough credit for
the job they do tending to their needs.
Whether that be filling their
prescriptions, to keeping their
medicines organized, or making sure
that the medicines are taken properly,
on time and in the right amounts.
Each year that passes the number
of COPD caregivers continues to
grow. That is not a wonderful statistic
but it does means one important thing.
It means that if you are a caregiver,
you are not alone. Each individual
situation is different in many ways for
each caregiver. But, caregivers have
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Chronic Obstructive Pulmonary Disease

Pulmonary rehab,
outpatient care for people
with lung disease

P

ulmonary rehabilitation is a program that helps people with chronic lung disease
learn to live more comfortably and independently in their community. It offers a
supervised exercise program stressing cardiovascular fitness, proper posture,
upper and lower limb strength, endurance training, energy conservation and breathing
techniques. The rehab team performs a comprehensive assessment of your needs and
develops an
individualized treatment
plan. The goals of
pulmonary rehabilitation
are to alleviate symptoms
of breathlessness and
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have a team
consisting of respiratory therapists, a registered nurse,
dietitian and respirologists. Equipment at the centre includes
treadmills, ergometers, recumbent steppers, recumbent
bicycles, stationary bicycles, free weights and Nautilus-type
strength training machines. To attend rehab, the general rule
of thumb is that your medical condition must be stable and
you must be physically and emotionally able to attend the
program. To obtain maximum benefit, individuals are
encouraged to attend the program two days per week for a
maximum of 36 sessions. However, there are options to also
have an individually devised home exercise program for
those who cannot attend.
COPD Canada met with Manji recently to talk about the
state of the art of pulmonary rehab at one of the countries
most advanced clinics. “We try to keep people out of the
emergency room,” said Manji, “One of our goals is to
minimize chances of hospitalization and to help individuals
cope better when they have signs of a worsening condition
or infection.” To attend the clinic all patients must be
motivated to improve and must stop smoking or enter the
smoking cessation program they offer. “Quitting smoking is
the only way to slow the progression of COPD,” Manji
added. “Sometimes part of the motivation to quit smoking is
the desire and need to be in pulmonary rehab.” For new
patients a needs assessment is developed and then patients
are introduced to breathing and relaxation techniques. The
patient soon learns how to control their breathing and how
to relax. Manji also teaches newcomers how to conserve
energy and utilize relaxation techniques to control general
anxiety and stress.
Individuals learn about their medications and proper
inhaler technique. Educational sessions on the value of
action plans and the value of their use are also discussed.
During orientation, the patient is shown the facilities and
gradually introduced to the equipment. Prior to using the
equipment patients are taught how to properly warm up
before they start their exercises. The clinic also gives
instruction on diet, as well as teaching the value of
moderation in both life and alcohol use. Manji encourages
patient-to-patient interaction within the rehab population.
“We find this to be powerful as patients are able to offer
valuable advice through their personal experience and
knowledge,” she said. Support from other patients and the
friendships that develop are very important to members of
the group. Mentoring and interaction, however, is not for
everyone. Over time participants learn that there are some in
the group who prefer to get involved and share. However,
the group respects those who would prefer to be private and
less engaged with others. The clinic does not force
interaction.
A typical rehab session here begins at 9:15 a.m. and
finishes at 11:00 a.m. Although there are many similarities
between rehab centres across the province, the framework of
the programs will vary. To enroll in a program at a
pulmonary rehabilitation clinic
Continued on Page 5
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at this stage are not likely to associate symptoms with the disease
process and therefore, rarely seek treatment.

Stage II: Moderate COPD. At Stage II, moderate COPD, airflow
limitation worsens and you may start to notice symptoms, particularly
dyspnea or shortness of breath upon exertion along with cough and
sputum production. It is during this stage most people typically seek
medical treatment.

Stage III: Severe COPD. Once the disease has advanced to Stage III:
Severe COPD, limitation of airflow significantly worsens, shortness of
breath becomes more evident and COPD exacerbations are common. If
you reach this stage, you may notice a decrease in your activity tolerance
and an increase in how fast you get tired.

Stage IV: Very Severe or End Stage COPD. What comes to mind
when you hear this term, end stage COPD? If you are like most people,
the term “end stage” implies an association with imminent death, or at
best, grave disability that is leading up to it. But as we explore the term
further, we will see that this is not always the case. By definition, “end
stage” refers to “the last phase in the course of a progressive disease.”
Some believe the term may be carelessly applied to a disease when
health care practitioners feel that they have done all they can do,
medically, for a patient. The reality is, given that the four-year survival
rate of many Stage IV COPD patients is less than 20 per cent, end
stage COPD is a real term and a real problem. But, where, exactly, does
end stage COPD fall in terms of COPD staging?
If we think of end stage COPD in terms of the GOLD guidelines,
we see that it refers to being in the final stage of the disease. But are the
majority of these patients bed-bound, on oxygen, with dyspnea so
severe they can’t even bend over without gasping for breath, and facing
an untimely demise?
On the contrary, there are many Stage IV COPD patients who take
excellent care of themselves—they eat right, exercise religiously, take
their medications—and who are beating the odds and still enjoying life
as we know it. But there are also many COPD patients in Stage IV who
are very, very sick.
Smoking cessation remains the single most important, costeffective way to prevent and treat COPD. If your goal is to feel better,
slow the progression of the disease, and live longer, then you have no
choice but to say goodbye to cigarettes once and for all. Besides quitting
smoking, if you are going to make one lifestyle change after a diagnosis
of COPD that will have the greatest impact on your life, you should
consider a daily exercise program.
Good nutrition should be the foundation from which to start your
journey after a COPD diagnosis, or even if just want to make a positive
lifestyle change to help you feel better. It is an essential part of any
disease management program and gives those with COPD the vital
energy they need to breathe and fight infection.
Staying positive in the midst of a potentially life-shattering illness is
difficult, but it is not impossible. It’s all about developing some new
coping mechanisms that will fit easily into your lifestyle.
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Pulse:

News about COPD

Palliative care underused in end-stage COPD

n Vancouver, / Only a very small minority of patients with end-stage chronic
obstructive pulmonary disease (COPD) were referred for palliative care even
though these patients have a short life expectancy and a large symptom burden, according to Canadian researchers. While the utilization of palliative care
services increased 4.5-fold from 2006 to 2012 among hospitalized COPD
patients on home oxygen included in the study, the overall rate of referral was
still just 1.7% during this time, reported Barret Rush, MD, of the University of
British Columbia in Vancouver, and colleagues. The rates were even lower
among blacks and Hispanics, patients living in poverty, and those living in rural
areas, they wrote in CHEST. Even though palliative care is endorsed for COPD
patients with end-stage disease by the majority of respiratory societies, the
uptake of this service has lagged far behind that seen in patients with metastatic cancer, the authors noted. “Like patients with end-stage cancers, this is a
population with huge symptom burden and a short life expectancy,” said Dr.
Rush.

8 http://tinyurl.com/zc4f54p

Undiagnosed smokers show COPD symptoms

n Ann Arbor, Mich. / According to a new study, smokers commonly demonstrate
symptoms of COPD even though they are not diagnosed with the condition. A
research team from the University of Michigan Health System observed more
than 2,700 current or former smokers in order to evaluate their respiratory
symptoms with the COPD Assessment Test. The researchers note that a number
of smokers do not meet the definition of COPD but still have respiratory problems. A report from HCP Live indicates that the patients underwent FEV 1
examination to test whether current or former smokers with preserved pulmonary function were asymptomatic or displayed COPD symptoms, as well as
to what degree. The patients were tested on their six-minute walk distance, lung
function, and a high-resolution computer tomographic scan of the chest. The
results of the study revealed that half of the current or former smokers displayed respiratory symptoms including exacerbations. “Clinically, this is an
important group of patients that we as physicians currently have no guidance
on how to treat,” explains lead author of the study Dr. Meilan Han. “A significant percentage of these symptomatic smokers with ‘normal’ breathing tests
had been given respiratory medications by their doctors to treat their symptoms,
but this is a group of individuals that has never really been studied with those
medications in clinical trials.

8 http://tinyurl.com/gqmh8fb
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News about COPD

Drug makers race for smart puffers

n London, UK / Makers of inhalers to treat asthma and COPD are racing to develop
a new generation of smart devices with sensors to monitor if patients are using
their puffers properly. Linked wirelessly to the cloud, the gadgets are part of a
medical “Internet of Things” that promises improved adherence, or correct use
of the medication, and better health outcomes. They may also hold the key to
company profits in an era of increasingly tough competition. Drug makers
believe giving patients and doctors the ability to check inhaler use in this way
could be a big help in proving the value of their medicines to governments and
insurers, though they need to tread carefully on data privacy. GlaxoSmithKline,
AstraZeneca and Novartis are all chasing the opportunity via deals with device
firms including U.S.-based Propeller Health and others. Over the past half century, inhalers have revolutionized care by delivering medicines direct into the
lungs and avoiding the serious side effects seen with older oral drugs. But getting patients to take their medication correctly is a challenge. “Technique is critical. You might have the world’s best blockbuster drug in an inhaler, but if
patients don’t use it properly they won't get the benefits,’ said Omar Usmani, a
consultant physician at Imperial College London.

8 http://tinyurl.com/zpqocgq

FDA bolsters warnings about class of antibiotics

n Silver Spring, MD. / The U.S. FDA announced that it's strengthening label warnings
on a class of antibiotics called fluoroquinolones because the drugs can lead to
disabling side effects, including long-term nerve damage and ruptured tendons.
The agency also cautioned that these bacteria-fighting drugs shouldn’t be prescribed for sinusitis, chronic bronchitis or simple urinary tract infections unless no
other treatments options exist. The fluoroquinolones include levofloxacin
(Levaquin), ciprofloxacin (Cipro), moxifloxacin (Avelox), ofloxacin (Floxin), and
gemifloxacin (Factive). “It’s important that both health care providers and patients
are aware of both the risks and benefits of fluoroquinolones and make an
informed decision about their use”, said Dr. Edward Cox, director of the Office of
Antimicrobial Products at the Center for Drug Evaluation and Research. A safety
review revealed that potentially permanent side effects involving tendons, muscles,
joints, nerves and the central nervous system can occur hours or weeks after exposure to fluoroquinolone pills or injections. Also, two or more serious side effects
can occur together. Because of this, the FDA recommends reserving these antibiotics for serious bacterial infections, such as anthrax, plague and bacterial pneumonia.

8 http://tinyurl.com/j8klaaj
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you typically need to be
referred to the clinic by your family doctor or a respirologist. With
the rise in incidence in COPD across the province, and country,
there are insufficient facilities to service those with COPD. The
“Lung Health Action Plan” produced by the Ontario Lung
Association and an alliance of lung health advocates (including
COPD Canada) recommended an increase in pulmonary rehab
capacity stating that currently rehab services can only be provided
for 1.2% of the COPD population. Governments must make
COPD a priority and do more. In the case of pulmonary
rehabilitation, the outcomes are measurable—not only in reduced
exacerbations and hence hospital visits—but in a general
improvement in quality of life for attendees.

Pulmonary rehab continued from Page 2

Tailored rehab programs benefit frail people
One in four patients with COPD referred for exercise
rehabilitation are frail, but nevertheless can respond favourably to
rehabilitation and their frailty can be reversed. That’s accorting to a
new study led by King's College London and Royal Brompton &
Harefield NHS Foundation Trust. The study, funded by the NIHR
and Medical Research Council and published in the journal Thorax,
measured the prevalence of frailty using a range of tests in 816
patients (average age 70 years) with stable COPD and looked at
whether frailty affected the completion and outcome of
rehabilitation for their condition. One-quarter of patients (209 out
of 816) recruited from the Harefield Hospital Pulmonary
Rehabilitation Programme were found to be frail and had double
the odds of not being able to complete their rehabilitation, mainly
due to exacerbation of their condition and/or hospital admission.
However, the study found that frail patients who completed the
eight-week rehabilitation program (55% of the 209) scored
consistently better in measures of breathlessness, exercise
performance, physical activity and health status compared to nonfrail participants. After rehabilitation, 71 out of 115 (61%)
previously frail patients no longer met the criteria for frailty.
Frailty increases your risk of becoming dependent on others.
It affects an estimated one in every 10 people aged over 65 years
and is consistently associated with a greater risk of falls, disability,
hospitalization and death. Although frailty is usually linked to agerelated decline, chronic diseases like COPD can accelerate the rate
of decline and hasten a frail state. In COPD, shortness of breath
can be accompanied by other health-related problems including
muscle weakness, osteoporosis and fatigue, symptoms which are
also linked to physical frailty. Identifying frailty early in the course
of disease is important, as interventions can then be introduced to
try to prevent further decline, hospital admission or death in those
at high risk.
Pulmonary rehabilitation targets many components of frailty
including slowness, fatigue, weakness and physical inactivity,
providing a more holistic approach to improve overall health. It is
thus highly effective not only in improving symptoms such as
breathlessness, but also in boosting physical function and health
status more generally. While rehabilitation of older people typically
focuses on fall prevention strategies through balance training and
education, the outcomes of this latest study provide strong
grounds to explore how better to support patients who are frail
through more comprehensive and tailored programs akin to those
offered for COPD. The model for pulmonary rehabilitation could
potentially be adapted to support a wider group of frail people
beyond those with respiratory conditions, conclude the study's
authors.
For more information on the study: http:/tinyurl.com/jppd33d

Sleep can be a challenge

While getting enough sleep is important to all of us, it is
especially important for people who have chronic respiratory
illnesses. A well-rested body gives you energy—energy you
will need to complete daily activities. It also improves your
mood and your overall health. Getting a good night’s sleep
when you have COPD can be a challenge. So, how do you
get a good night’s sleep when you are plagued with COPD
symptoms during the night? For starters, review your
medications with your doctor. Medication side effects can
keep you up at night and if you are having problems
sleeping you may need to make a medication adjustment.
Some people with COPD find that using oxygen therapy
at night helps them sleep more soundly. Your doctor may
suggest you try non-invasive positive-pressure ventilation
(NIPPV) such as CPAP if you have sleep apnea or other
sleep disorders. CPAP during sleep has been found to
improve oxygen saturation levels and may help you sleep
better. Because of the risk of respiratory depression during
sleep, you should think twice about taking anything that
interferes with your breathing, such as sleeping pills.
Keep the room you sleep in cozy, quiet, dark and cool.
This is part of a solid sleep hygiene program that will help
you fall asleep quicker and stay asleep longer. If you don’t
fall asleep within 15 to 20 minutes, get up and do something
else until you feel more tired.

Practice chest physiotherapy and airway clearance
techniques throughout the day and before bedtime to
remove the buildup of secretions in your airways. Clearing
your airways will make breathing easier so you can get the
rest you need. Practice meditation or relaxation techniques at
bedtime. Important to physical and emotional health,
practicing these while trying to fall asleep will help you relax
and let go of the day.
If you have an underlying lung infection, it will affect
your breathing during sleep. Untreated respiratory infections
can have negative effects on your breathing, your sleep and
your health. You should consult your doctor if you suspect a
lung infection.
Try not to take naps in the daytime, even if you feel
tired. While it may be tempting, an afternoon nap may
interfere with your ability to get a normal night’s sleep. If
you’re a coffee drinker, drink it early in the day so it won’t
affect your sleep. Caffeine is a stimulant that will make
falling asleep difficult. Exercise is generally good for people
with COPD but don’t exercise close to bedtime. Doing so
can keep your body from shutting down for the night and
prevent you from falling asleep. Don’t sleep lying flat if you
find it increases your shortness of breath. Prop yourself up
on several pillows or place a block under the bed posts at
the head of the bed to raise the position of your head.
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Caregiving continued from Page 1

many things in common. First and foremost is that they
care for someone whom they love; and second is that—
from time to time—they likely have the same feeling of
being overwhelmed by the responsibilities.

Caregiver Tips
There are a number of simple tips for caring for a
person with COPD. First and foremost, ban tobacco
smoke in or near the home. Keep the living
environment as dust free as possible. One way to keep
dust and dust mites down is to remove carpeting, limit
the use of draperies and always wash bedding in hot
water.
Try to avoid using cleaning products with strong
chemical odours. If you must paint, try to move the
person with COPD out of the home. As well, limit the
use of fragrant sprays, lotions and air fresheners.
If you and the person you’re caring for are going
outside, pay close attention to outdoor air-quality. When
outdoor air quality is poor or dust levels are high, avoid
going outdoors. Both extreme cold air or hot humid air
should be avoided. Keep windows closed during
extreme weather days and in winter use a humidifier
since dry air from your furnace can exacerbate COPD
symptoms.
If you can’t be there all the time, it can help the
patient if you centralize essential items. Keeping things
most often needed in a central location minimizes the
need to for excess walking or stair-climbing. Look for
ways to enhance mobility. Stairs can be a huge problem.
As home elevators or other automated stair climbers
become more compact and affordable, they can make it
possible for someone to remain in a multi-storey home.
Also, a motorized wheelchair or scooter is useful when
the disease is advanced and walking becomes difficult.

Avoid caregiver burnout
Be aware that caregivers who are experiencing burnout
likely don’t even know it because they’re so absorbed
with their responsibilities. Caregiver burnout does have
warning signals. Crying when alone can be a sign of
being overwhelmed. It’s important for the caregiver to
have someone they trust who they can speak to when
they feel unable to cope. This can be especially true for
women who feel care giving is a part of their marriage
vows. Older generations saw the pattern of their
parents caring for spouses and extended family
members. It is ingrained as being the norm and
expected.
Here are some signs to watch out for that can
indicate that the caregiver needs help caring for a loved
one. They don’t seem to have time for personal care or
skip their own health appointments. The excuse is that
they’re too busy taking their loved one to the dentist,
doctor, or other specialists. If a caregiver spends 45
minutes on a personal call at work—or the work/home
scale is seriously unbalanced—they likely need help.
The average COPDer often says ‘no’ first to most
things. For example, going for walks, getting out of bed
before 11:00 a.m., going to church, or going to rehab.
The constant ‘no’s’ are exhausting, and the caregiver
may become frustrated and eventually stop asking. This
frustration not only affects the caregiver, but the
eventual avoidance of asking will also affect the health
of the loved one.
Caregivers who are burning out may become
irritable, ignore offers of assistance, refuse invitations
to go out, or drop out of their usual activities. All of
these things can point to the fact that additional help is
needed.
Without doubt, the work is demanding, needs lots
of attention to detail and is often thankless. So let’s take
the time to acknowledge, thank and salute the
caregivers. Because, where would we be without them?

COPD Canada’s web resource

www.copdcanada.info

Join Today:The COPD Canada web site is your portal to
our association, new and varied educational materials,
medical resources and community interaction.
Membership is free of charge but is restricted to individuals living with COPD or their caregivers. Joining is fast
and easy. Just visit our web site www.copdcanada.info and
click on membership and follow the step by step instructions. Once you’ve joined you will begin receiving our
“Living with COPD” newsletter and will have complimentary access to all COPD Canada seminars, on-line discus-

sion forums and our member chat section. COPD CANADA, 555 Burnhamthorpe Rd., Suite 306, Toronto, Ont. M9C

2Y3. For more information contact: Henry Roberts, email: henry.copdcanada@gmail.com, telephone 416-465-6995
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COPD people
Chris Leaman
Chris Leaman is originally
from Kingston, Ontario. For
most of his life, he had a
professional, white collar
career but he always wanted
to work with his hands. In
pursuit of that dream, he
changed jobs to work in
construction. It was then that
life threw him a curve. He
began noticing his shortness
of breath. Despite the fact
that he had a long smoking
history he thought the
breathlessness was a normal
part of aging. After all, while
growing up he was an
enthusiastic athlete. An avid
golfer, a competitive swimmer
and for over 20 years he
played pick-up hockey weekly
with his high school buddies.
He grew up in a sports family
with a father who was
involved in the Ontario Golf
Association. With his active
sports days behind him, he
now gets satisfaction
watching professionals
compete in major sports
events. Currently he lives in
Toronto with his daughter
Chelsea who is an actress
and an accomplished dance
teacher. She also teaches
aerobic classes for adults
and theatre to kids – the
latter being her personal
favorite. Between helping his
daughter, walking Tweed
(their dog) and going to
pulmonary rehab three days
a week, Chris is living well
with COPD.

We met with Chris at Toronto
Western Hospital’s pulmonary
rehabilitation centre.
How did your COPD diagnosis come
about?
enrolled in a clinical study at a Kingston
Ibreathing
hospital that involved a once-a-week
test. Based on the spirometry

test results I was informed that my lung
function was too far gone for the study.
That was when I first learned that I had
COPD.

What did you do after that?
I saw a lung specialist and was told that the
COPD I had was quite severe. I had both
emphysema and chronic bronchitis and a
few other co-morbidities.

How did you end up in Toronto?
My daughter Chelsea insisted that I move
to Toronto after my COPD diagnosis. By
moving to Toronto I’d be closer to medical
specialists I couldn’t access in Kingston.
Also, I wanted to be nearby, to be seen and
heard by the doctors.
Describe your progression through
the healthcare system.
After an initial review of my medical file
and physical examination by my Torontobased GP, I was referred to a respirologist
at Mount Sinai. After more lung function
tests she referred me to lung transplant

specialists at Toronto General Hospital.
I’m currently being assessed at TGH. I’m
on what they call the pre, pre-waiting list as
a lung transplant candidate.
Have you experienced any complications through this process?

I have tuberculosis which originally slowed
me down. As well, I had a couple of heart
attacks. My heart is now in good condition.
Unfortunately, about six months ago I
developed another lung disease –
Mycobacterium Avium Complex (MAC).
MAC is a group of bacteria that are related
to tuberculosis. These germs are very common in food, water, and soil. Almost
everyone has them in their bodies. If you
have a normal immune system, MAC doesn’t usually cause problems. The pills used
to treat MAC can also cause side effects,
like anorexia. This is far from ideal for
someone with severe COPD.

How did you end up in the pulmonary rehab program at Toronto
Western Hospital?
It was recommended by the respirologist.
It’s a highly regarded program. I’m lucky to
be there. In the meantime, a group of us
have started a lung health support group at
TGH. We thought it would be great for
everyone to share their experiences, in support of each other. I’m proud to be one of
the founders of Lung Issues Support
Toronto (LIST). We meet once a month.
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