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COPD: more treatment will translate to 
better breathing. Will it?
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COPD is the third leading cause of death from a chronic 
noncommunicable disease in Brazil, and its prevalence 
varies by region, depending on the prevalence of smoking. (1) 
The treatment was previously very limited, based on 
short-acting bronchodilators, xanthines, and inhaled 
corticosteroids (ICS), as well as oral corticosteroids for 
very severe cases. However, the treatments have now, 
after a few years, become more broad and effective. 
Gaining precise knowledge of the indications, limitations, 
and potential risks/benefits of each treatment poses a 
challenge, because it is necessary to modify the simplistic 
thinking of those who insist on maintaining the ICS for all 
patients and the passivity of those who do not consider 
long-acting muscarinic antagonists (LAMAs) an option. 
The fee schedule of the Brazilian Sistema Único de 
Saúde (SUS, Unified Health Care System) has not been 
readjusted for several years, because, in the minds of 
managers, doctors and hospitals will always solve all of 
the problems. Therefore, the technicians responsible for 
the treatment protocols need to know that COPD patients 
can breathe better after the proposed treatment, despite 
the fact that there is not always evidence of a reduction 
in mortality. In fact, there is already a large body of 
evidence that justifies modifying the way we view and 
treat COPD patients in public and private clinical practice 
in Brazil.(2,3)

In this issue of the JBP, Pinto et al.(4) demonstrate, with 
great elegance, the regrettable state of COPD treatment 
in the public health care system in Brazil. Theirs was a 
cross-sectional study involving patients diagnosed, on 
the basis of the clinical and spirometric findings, with 
moderate to severe COPD. All of the patients were 
referred from the SUS-affiliated Bahia State Public Health 
Care Network to a referral outpatient clinic. The authors 
demonstrated the reality of the SUS, emphasizing that 
the approach differs among states,(4) because it depends 
heavily on the economic condition, although there have 
been attempts by several state societies to sensitize 
managers to the need to create treatment protocols for 
patients with COPD.

Pinto et al.(4) included 383 patients, classified by risk 
of exacerbation and severity according to the Global 
Initiative for Chronic Obstructive Lung Disease (GOLD) 
criteria (risk group A, B, C, or D) and the Brazilian 
National Ministry of Health criteria (moderate, severe, or 
very severe), respectively. The authors questioned the 
patients about the use of COPD medications, subsequently 
assessing the appropriateness of the treatment (to identify 
undertreatment or overtreatment) in relation to national 

and international guidelines. The majority of the patients 
(70.5%) belonged to the highest risk group (GOLD group 
D), and 48.8% of the patients were in the severe group 
according to the spirometric criteria. Pinto et al.(4) found 
that 63.7% of patients in their sample were not treated 
in accordance with the Brazilian national guidelines (i.e., 
were treated inappropriately). The authors identified 
cases of undertreatment in their sample. Only half of 
the patients were using a long-acting bronchodilator. In 
addition, although 80% of the patients had a Medical 
Research Council dyspnea scale score ≥ 2 and 85.1% of 
the sample had a high risk of exacerbation (GOLD group 
C or D), in which case the use of a LAMA is definitely 
indicated, only 9.7% of the sample were using one. In 
addition, more than half of the undertreated patients 
were using no medication, perhaps indicating a failure 
of guidance regarding the importance of continued 
treatment. A study conducted in the Brazilian state of 
Santa Catarina and involving 50 hospitalized patients 
showed that, in relation to the national guidelines, 74% 
were receiving inappropriate treatment and 38% were 
being undertreated.(5) Another study, conducted in the 
state of Rio Grande do Sul,(6) collected data related to 
161 patients with COPD who were referred for pulmonary 
rehabilitation, most of them from the SUS-affiliated 
outpatient clinics of two institutions.(6) In that study, 
51.3% of the patients classified as being in GOLD group 
A were receiving an ICS unnecessarily and only 35.2% of 
those classified as being in GOLD group D were receiving 
a long-acting β2 agonist (LABA) combined with a LAMA 
and an ICS (LABA+LAMA+ICS), whereas 82.1% and 
95.2% of those classified as being in GOLD groups C 
and D, respectively, were receiving treatment that was 
in agreement with the GOLD recommendations. 

In the Pinto et al. study,(4) overtreatment (represented 
by the overuse of ICS) was significantly more common 
in patients with moderate COPD and in those at a lower 
risk of exacerbation, being identified in more than half 
of the individuals in the GOLD A and B groups (54.5% 
and 54.3%, respectively), as well as in 46.2% of the 
patients with moderate COPD. In addition to the underuse 
of long-acting bronchodilators and the overuse of ICS, 
as were quite well demonstrated by the authors, factors 
such as a low level of education, low income, not using 
oxygen therapy, and not having received the influenza 
vaccination have also been associated with inappropriate 
treatment of COPD.(5)

The current recommendation for COPD treatment 
is based on an accurate diagnosis and on phenotypic 
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characteristics, especially whether or not the patient 
is a frequent exacerbator. In a recent review,(3) it was 
recommended that, in patients with severe dyspnea 
and a low risk of exacerbation, dual bronchodilator 
treatment (LABA+LAMA) is indicated. A recent meta-
analysis showed that the use of the LABA+LAMA+ICS 
combination reduced the risk of exacerbation (RR = 
0.70; 95% CI: 0.53-0.94) and improved FEV1 (mean 
increase, 37.94 mL; 95% CI: 18.83-53.89) when 
compared with the use of the LABA+LAMA combination.(7) 
However, triple therapy was found to have a protective 
effect mainly in the patients who had an eosinophil 
count ≥ 300 cells/µL (RR = 0.57; 95% CI: 0.48-0.68). 
In that same meta-analysis,(7) the authors concluded 
that patients on long-term bronchodilator therapy or 
using the LABA+LAMA combination who continue to 
experience exacerbations and have an eosinophil count 
≥ 300 cells/µL would benefit from the triple therapy 
(LABA+LAMA+ICS). The risk of pneumonia was not 
found to be higher among the patients on triple therapy 
than among those on monotherapy or dual therapy.

Now that we have the new combinations of LABA+LAMA 
and LABA+LAMA+ICS, tailoring the treatment will be 
of fundamental importance. It is always important to 
emphasize that the pharmacological treatment of COPD 
should be complemented by measures such as smoking 
cessation, encouraging physical activity, pulmonary 
rehabilitation, and vaccination.(3) However, all of the 
new evidence that is being unveiled will have no value 
if the knowledge is not disseminated. We cannot risk 
having primary care physicians who think that every 
wheezing patient has asthma and that there is no 
justification for performing spirometry (because the 
only treatment option is LABA+ICS) and who believe 
that (because LAMA has been approved for asthma) 
prescribing LABA+LAMA+ICS will resolve everything. 
We want to avoid the phenomenon in the pattern of 
prescribing treatment for COPD that occurred in the 
United Kingdom, in which all of the patients were 
moved from LABA+ICS to LABA+LAMA+ICS,(8) a change 
that should not be made without clear, well-defined 
criteria. In conclusion, although undertreatment can 
worsen breathing, overtreatment will not necessarily 
improve breathing.
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