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GOLD 2017: cosa c’è di nuovo



Summary of new recommendations

GOLD 2017

1. Definition

– Impact of respiratory symptoms

2. Risk factors

3. Spirometry

4. ABCD assessment tool

– Symptoms + Exacerbations



Chronic Obstructive Pulmonary Disease (COPD) is a common, 

preventable and treatable disease that is characterized by persistent 

respiratory symptoms and airflow limitation that is due to airway 

and/or alveolar abnormalities usually caused by significant exposure to 

noxious particles or gases. 

Chronic Obstructive Pulmonary Disease (COPD), a common

preventable and treatable disease, is characterized by persistent airflow 

limitation that is usually progressive and associated with an enhanced 

chronic inflammatory response in the airways and the lung to noxious 

particles or gases. 
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COPD definition: 

some aspects regarding symptoms

Symptoms (dyspnea, cough and/or sputum production)

• may precede the development of airflow limitation

• can exist in individuals with normal spirometry

Currently unclear if these patients have “chronic bronchitis” or an earlier 

presentation of what will eventually become COPD



Chronic Obstructive Pulmonary Disease (COPD) is a common, 

preventable and treatable disease that is characterized by persistent 

respiratory symptoms and airflow limitation that is due to airway 

and/or alveolar abnormalities usually caused by significant exposure to 

noxious particles or gases. 

Chronic Obstructive Pulmonary Disease (COPD), a common 

preventable and treatable disease, is characterized by persistent airflow 

limitation that is usually progressive and associated with an enhanced 

chronic inflammatory response in the airways and the lung to noxious 

particles or gases. 
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COPD definition – old and new
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Risk factors

➢The main risk factor for COPD is tobacco smoking 

but other environmental exposures such as biomass 

fuel exposure and air pollution may contribute.

➢Besides exposures, host factors predispose 

individuals to develop COPD. These include genetic 

abnormalities, abnormal lung development and 

accelerated aging.



Summary of new recommendations

GOLD 2017

1. Definition
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Post-bronchodilator FEV1/FVC < 0.70 confirms the presence of persistent airflow limitation



Classification of airflow limitation 
severity in COPD



1. Diagnosis essential

2. Prognosis  essential

3. Follow-up identification of rapid decliners



Summary of new recommendations

GOLD 2017

1. Definition

– Impact of respiratory symptoms

2. Risk factors

– Environmental exposures  

– Host factors (early-life events)

3. Spirometry

4. ABCD assessment tool

– Symptoms + Exacerbations
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Symptoms

C D

A B

CAT < 10

4
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1

CAT > 10 

Breathlessness

mMRC 0–1 mMRC > 2





Two Patients

• Both with FEV1 < 30% and CAT scores of 15 
• One no AECOPD / the other 2 AECOPD

Both labelled GOLD D 

C D

A B

Grade FEV1 (% 
pred.)

1 ≥80

2 50-79

3 30-49

4 <30

A B

C D

2 AECOPDs - GOLD 4, Category D
No AECOPDs- GOLD 4, Category B  

(GOLD 2011) (GOLD 2017)







▪ Bronchodilator medications are central to the symptomatic

management of COPD.

▪ Bronchodilators are prescribed on an as-needed or on a regular

basis to prevent or reduce symptoms.

▪ Long-acting inhaled bronchodilators reduce exacerbations

and related hospitalizations and improve symptoms and health

status.

▪ Combining bronchodilators of different pharmacological classes

may improve efficacy and decrease the risk of side effects

compared to increasing the dose of a single bronchodilator.

Global Strategy for Diagnosis, Management and Prevention of COPD

Therapeutic Options:  Bronchodilators

© 2013 Global Initiative for Chronic Obstructive Lung Disease
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Exacerbations



Aclidinium improves patient breathlessness 
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Placebo

Tiotropium



Values are LSM (95% CI)
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ACLIFORM1 AUGMENT2

Treatment week Treatment week
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• FDC 400/12 µg significantly improves trough FEV1 vs placebo and formoterol monotherapy at every measured time point 

1Singh et al. BMC Pulm Med 2014;14:178;
2D’Urzo et al. Respir Res 2014;15:123

*

*p<0.05 vs placebo and formoterol; †p<0.05 vs aclidinium
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Donohue JF et al Respiratory Medicine 2013

Broncodilatazione efficace per 24 h
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improvements in lung function over 24 h with an FDC of tiotropium + olodaterol over tiotropium or olodaterol

alone, with no observed difference in tolerability











Szafranski et al, Eur Respir J 2003; 21:74-81

Budesonide/Formoterolo
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Calverley PM et al. Eur Respir J 2003; 22: 912-919

p<0,001 Bud/Form vs placebo e budesonide;

p=0,002 Bud/Form vs formoterolo; 

p<0,001 formoterolo vs placebo
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The CLIMB study design

A 12-week randomised double-blind parallel-group study

Tiotropium 18 µg once daily + budesonide/formoterol

Turbuhaler 320/9 µg twice daily (n= 329)

Tiotropium 18 µg once daily + placebo

Turbuhaler twice daily (n= 331)

Tiotropium 

18 µg once daily
Enrolment

Run-in Treatment period

Randomisation

ICS withdrawn visit 1
Terbutaline Turbuhaler 0.5 mg/dose as reliever

Visit 1 2 3 4 5 6

Week ≥-2 -2 0 1 6 12

LABA withdrawn before visit 2

Figure reproduced from Welte T et al. Am J Respir Crit Care Med 2009; 180: 741–750. 

Official Journal of the American Thoracic Society. © American Thoracic Society.



Rate of severe exacerbations reduced by 62% with 

budesonide/formoterol plus tiotropium compared 

with tiotropium alone

Cox-proportional hazards: rate ratio 0.38 (95% CI 0.25, 0.57, p<0.001)
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Figure reproduced from Welte T et al. Am J Respir Crit Care Med 2009; 180: 741–750. 

Official Journal of the American Thoracic Society. © American Thoracic Society.



LABA / ICS 

Why??





Patients with COPD had higher levels of CRP than control subjects in all studies

CRP



Macrophages in mild/moderate COPD

Neutrophils in severe COPD

CD8+ cells in mild/moderate COPD

1  Zhu J. et al; AJRCCM 2001;164:2220-8

2  Saetta M. et al; AJRCCM 1997;156:1633-9

3  Mullen JBM. et al; BMJ 1985;291:1235-9

4  Saetta M. et al; AJRCCM 1998; 157:822-6





Stanescu D, et al. Thorax 1996;51:267-271



G. Balzano et al. AJRCCM 1999; 160: 1486-1492

A significant increase in sputum eosinophils was found in patients with COPD as 

compared with healthy subjects, although the sputum eosinophilia in COPD was several 

orders of magnitude less versus the asthmatics



Iperreattività

bronchiale

Reversibilità

bronchiale

Eosinofilia dell’espettorato

37.8% 41.3%

31.0%



• Effect of steroids on COPD inflammation



CRP levels were lower in COPD patients treated with ICS than in those not treated (3.7 

(3.0) mg/l v 6.3 (3.6) mg/l)

Pinto-Plata VM et al. Thorax 2006

CRP



GLUCOLD study 

Lappere TS, Ann Intern Med 2009

▪ Biopsie bronchiali : 114 pazienti con BPCO moderata o grave
▪ FP riduce significativamente l’infiammazione bronchiale 
▪ La sospensione dello steroide inalatorio determina una recrudescenza della flogosi bronchiale



There was a trend toward the reduction in the number of airways containing lymphoid follicles



Inflammatory indices in induced sputum in COPD after 2 weeks 
treatment with budesonide and placebo. 

Keatings VM, et al. AJRCCM 1997;155:542-548

The treatment of COPD patients with budesonide did not determine an 
improvement of neutrophil airway inflammation 



Leigh R et al.  Eur Respir J 2006;27:964-971

In stable COPD the presence of sputum eosinophils predicts, as occurs in 
asthmatic patients, a response to inhaled corticosteroid treatment.



The management of COPD patients, according to sputum eosinophilia, allows to reduce the 

number of exacerbations

R. Siva et al.     Eur Resp J 2007; 29: 906-913  



▪ In the presence of plasmatic EOS≥2%, the percentage of exacerbations is 29% lower (p<0.01) in patients treated with 

combination compared to only LABA.

▪ No difference in the patients with EOS < 2%
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Is blood eosinophil count a predictor of response to ICS in COPD? 







Symptoms and exacerbations guide therapy

The separation of airflow limitation from clinical parameters makes 

it clearer what is being evaluated and ranked. This should facilitate 

more precise treatment recommendations based on parameters that 

are driving the patient’s symptoms at any given time.



Group A Group B

Group C Group D

A bronchodilator

Continue, stop or
try alternative class
of bronchodilator

Evaluate
effect

A long-acting bronchodilator 
(LABA or LAMA)

LAMA + LABA

Persistent
symptoms

LAMA

LAMA + LABA

Further
Exacerbation(s)

LABA + ICS

LAMA + LABA

Consider rolumilast if 
FEV1 < 50% pred and 
patient has chronic 

bronchitis

Further
Exacerbation(s)

Consider 
macrolide

LAMA LABA + ICS

LAMA + LABA + 
ICS

Further
Exacerbation(s)

Persistent 
symptoms/further

exacerbations

mMRC 0-1
CAT < 10

mMRC 2+
CAT 10+

> 2 ECOPD  or                       
>1 leading

to hospitalization

0 or 1 ECOPD 
(not leading

to hospital
admission)



Diagnosis

C D

A B

mMRC 0-1
CAT < 10

mMRC 2+
CAT 10+

> 2 or                       
>1 leading

to hospitalization

0 or 1 (not leading
to hospital
admission)

Grade FEV1 (% 
pred.)

1 ≥80

2 50-79

3 30-49

4 <30

FEV1/FVC<0.7

Assessment 
of airflow 
limitation

Assessment of 
symptoms/risk of 

exacerbations
+=

The refined ABCD  “GOLD 2017”




