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Editorial

COPD & COVID-19
EPOC y COVID-19

The COVID-19 pandemic has led to many difficulties with the
diagnosis and routine management of COPD as well as raising concerns about the management and outcomes for patients with COPD
who develop COVID-19. Patients themselves are anxious about
developing COVID-19, worried about being denied care, about coping with the symptoms and dying.1 In November 2020 the Global
initiative for the management of chronic Obstructive Lung Disease
(GOLD) committee published its 2021 Report on the management
of COPD.2 The Report contains some important updates to the recommendations on the diagnosis, assessment and management of
COPD, but the most significant change is the inclusion of a new
chapter on COPD and COVID-19 which reviews the current evidence
about COPD and COVID-19 and makes provisional recommendations based on the current state of knowledge.3
Patients with COPD do not seem to be at greatly increased risk
of infection with SARS-CoV-2, possibly reflecting, at least in part,
the effect of protective strategies. Most studies of symptomatic
people in the community tested for SARS-CoV-2 have not shown
chronic respiratory disease as an independent risk factor for testing positive,4,5 although at least one has.6 Patients with COPD are
at a slightly increased risk of hospitalization for COVID-19 but the
evidence about the risk of developing severe disease and death are
contradictory: COPD has been reported to independently increase
the risk of severe disease or death in some series7–10 but not
all.6,11,12 Overall the magnitude of these risks seems to be lower
than might be expected.13
GOLD recommends that patients with COPD should follow basic
infection control measures and whenever possible should wear
masks. In most cases, a loose face covering, or even a face shield
is tolerable and effective,14,15 but wearing a surgical mask does not
appear to affect ventilation even in patients with severe airflow
limitation.4
Many health systems have reduced face-to-face visits during
the pandemic and introduced remote consultations using online,
phone and video-links. GOLD has produced a tool to support remote
review of COPD patients (www.goldcopd.org). Spirometry should
be restricted to urgent or essential situations such as prior to
surgery. When routine spirometry is not available, home measurement of peak expiratory flow (PEF) combined with validated patient
questionnaires can be used to support or refute a possible diagnosis of COPD. However, PEF does not correlate well with the results
of spirometry,5,6,16 has low specificity17 and cannot differentiate
obstructive and restrictive lung function abnormalities.
https://doi.org/10.1016/j.arbres.2021.01.001
0300-2896/© 2021 Published by Elsevier España, S.L.U. on behalf of SEPAR.

The use of inhaled corticosteroids (ICS) in the treatment of COPD
during the COVID-19 pandemic has been questioned. ICS have an
overall protective effect against exacerbations in COPD patients
with a history of exacerbations; however, their use is also associated with an increased risk of pneumonia. There are theoretical
reasons why they may be beneficial,7 but a systematic review identified no clinical studies concerning the relationship between ICS
use in COPD and clinical outcomes from coronavirus infections.8
A more recent study suggested ICS use in COPD was not protective against coronavirus infection and raised the possibility that
it increased the risk of developing COVID-19,9 but the results are
likely to be confounded by the indication for ICS.10 The GOLD Report
concludes that there are no conclusive data to support alteration
of maintenance COPD pharmacological treatment including ICS,
either to reduce the risk of developing COVID-19, or conversely
because of concerns that pharmacological treatment may increase
the risk of developing COVID-19.
Many pulmonary rehabilitation programmes have been suspended during the pandemic to reduce risks of spreading
SARS-CoV-2. Patients should be encouraged to keep active at
home and can be supported by home-based rehabilitation which,
although probably less effective than traditional programmes2 is
likely to be better than nothing. Technology-based solutions11 may
be useful to support home rehabilitation.
Coronaviruses are among the viruses that trigger COPD
exacerbations12 and COPD patients with SARS-COV2 infection
presenting with respiratory symptoms requiring changes in
their maintenance medications would fulfil the definition of an
exacerbation.2 Differentiating the symptoms of COVID-19 infection
from the usual symptoms of COPD or an exacerbation can be challenging. Cough and breathlessness are found in over 60% of patients
with COVID-19 but are usually also accompanied by fever (>60% of
patients) as well as fatigue, confusion, diarrhoea, nausea, vomiting,
muscle aches and pains, anosmia, dysgeusia and headaches. These
additional symptoms may suggest a diagnosis of COVID-1918 and
testing for SARS-CoV-2 should be considered.
Chest radiography is insensitive in mild or early COVID-19
infection.19 It is indicated in patients with COPD with moderate
to severe symptoms of COVID-19 and for those with evidence of
worsening respiratory status.20 COVID-19 pneumonia changes are
mostly bilateral.21 Chest radiography can be useful for excluding
or confirming alternative diagnoses (e.g., lobar pneumonia, pneumothorax, or pleural effusion). Point-of-care lung ultrasound can
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also be used to detect the pulmonary manifestations of COVID-19.22
Patients with COVID-19 are at increased risk of venous thromboembolism (VTE)23–26 and chest CT angiography should be performed
if pulmonary embolism is suspected.
Bacterial co-infections appear infrequent in COVID-1927 ; however, the risk of co-infections increases with the severity of
COVID-19 and bacterial co-infections have been detected in up
to 46% of COVID-19 patients admitted to an ICU.28 Current
WHO guidelines recommend broad-spectrum antibiotics in severe
COVID-19 patients, and in milder COVID-19 infections when there
is clinical suspicion of a bacterial infection.29 Antibiotics should
be used in COPD exacerbations according to the usual indications2
whether or not there is evidence of SARS-COV-2 infection.
Caution has been raised about the widespread use of systemic corticosteroids in patients with COVID-19,30,31 but systemic
steroids should be used in COPD exacerbations according to
the usual indications2,29 whether or not there is evidence of
SARS-COV-2 infection as there is no evidence that this approach
modifies the susceptibility to SARS-COV2 infection or worsens outcomes.
Patients who develop moderate to severe COVID-19, including
hospitalization and pneumonia, should be treated with the evolving pharmacotherapeutic approaches for COVID-19, as appropriate,
including dexamethasone. High flow nasal therapy (HFTN) should
be considered in preference to non-invasive ventilation (NIV) for
acute hypoxaemic respiratory failure despite conventional oxygen
therapy as it may have a lower failure rate32–34 and NIV has the
potential to worsen lung injury as a result of high transpulmonary
pressures and tidal volumes.35 Patients on HFNT or NIV should be
monitored closely for worsening and early intubation and IMV with
adoption of a protective lung strategy, similar to that used in other
forms of ARDS, should be considered.36,37
COVID-19 is associated with a hypercoagulable state23 and
VTE is common.38 Patients with COPD are already at increased
risk of VTE39,40 and those hospitalized with COVID-19 should
receive pharmacologic intermediate-intensity (i.e. twice daily
LMWH rather than once daily) or even a therapeutic-intensity dose
strategy for thromboprophylaxis.41
Rehabilitation should be provided to all COPD patients with
COVID-19, particularly to those that have been more severely
affected or required ICU admission. Rehabilitation and oxygen
needs should be assessed at discharge, and 6–8 weeks later if they
have had severe COVID-19.42
GOLD concludes that clinicians should maintain a high level of
suspicion of COVID-19 in patients with COPD presenting with new
or worsening respiratory symptoms, fever, and/or any other symptoms that could be COVID related and should test for SARS-CoV-2.
Patients should keep taking their oral and inhaled respiratory medications for COPD as directed, as there is no evidence that COPD
medications should be changed during this COVID-19 pandemic.
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