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Tips to Improve
Breathing

Chronic Obstructive Pulmonary Disease

Avoid triggers that
cause exacerbations

Breathing can be a challenge. For most people
breathing is as easy as inhal- A COPD trigger is anything that causes you to have a
lung attack, which is more commonly referred to as a
ing and exhaling, without
flare-up or exacerbation
consciously giving any
thought to the process
hese attacks result in the worsening of your COPD symptoms and can greatly
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or the vast majority of people with
COPD, breathing can be very difficult
and for some, it can be a major
struggle. For caregivers to understand the
difficulty of breathing, try this. Take in a
deep breath but don’t exhale. Take in
another and another. You’re now hyper
inflated. Hold your breath. Now run
upstairs. You can now appreciate what it
feels like to have COPD or asthma. There
are some simple techniques to help people
with COPD cope with breathing.
Pursed-Lip Breathing—Pursed Lip
Breathing (PLB) is the first line of defense
used by most when trying to recover from
shortness of breath. It involves breathing in
through the nose and exhaling with the lips
pursed as if you were going to whistle. How
hard do you blow out? One guide is to use
the same force that you would use to cool
hot soup on a spoon. Blow hard enough to
cool it but not hard enough to blow it off
the spoon. When we pursed-lip breathe
properly we create a back pressure in the
mouth and throat and this back pressure
actually blows the airways open. Now that
we can breathe in easier we have to
concentrate and breathe out for at least two
to four seconds if possible. This helps expel
CO2 and trapped air and we begin to
Continued on Page 6
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impact your quality of life or land you in the hospital. Exacerbations are not
usually random
events but tend to cluster
together. They also
become more frequent
and severe as the severity
of the underlying COPD by Kenneth R. Chapman, MD,
MSc, FRCPC, FACP
increases.
Director of the Asthma and Airway
Clinically, an
Centre of the University Health
exacerbation of COPD
Network, Toronto
is defined as an event in
s there any real benefit
the natural course of the
for COPD patients to
disease characterized by
breathe in the atmosphere of a warm
a change in the patient’s
saline solution?
baseline breathlessness,
he quickest answer to this question is to say that no
cough and/or sputum
one is really sure; proper scientific studies have not
that is beyond normal
been done and are unlikely to be undertaken in the near
day-to-day variations.
future. Having said that, the strategy of inhaling mildly
The most common
salty water to clear secretions has an appealing rationale
causes of exacerbations
and shouldn’t be dismissed out of hand.
are infection of the
As I prepared my answer to this question, I did a
tracheobronchial tree
quick online search to make sure that I hadn’t missed
some late-breaking scientific news. I hadn’t but I was
which increases airway
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inflammation which in turn
affects one’s ability to breathe freely. Both viral and
bacterial infections are directly related to exacerbation
severity and are associated with the vast majority of
severe COPD exacerbations requiring hospitalization.
The cause of many severe exacerbations cannot
be identified. The severity of an exacerbation can be
related to increased breathlessness which is the main
symptom. It is often accompanied by wheezing, chest
tightness, increased cough and sputum. Exacerbations
can be caused by anything from poor weather
conditions to pet dander. What causes one person to
have a flare-up may not affect another person in the
least. You should try to avoid common things that
cause a flare-up of your COPD symptoms. Not
everyone, however, will react negatively to the same
triggers.
Identifying what your specific COPD triggers are
will help you avoid them and cope better with your
disease. Indoor air can be even more polluted than
outdoor air. Some common indoor COPD triggers
that you may want to avoid include tobacco, pipe, or
cigar smoke or smoke from fireplaces or wood
stoves. Others indoor triggers include: Perfumes,
colognes, hairsprays, lotions or other scented
products, and fumes from paint, cleaning products,
glues or solvents. Try to keep your home clean of
dust, dust mites, mold, mildew and if you have pets,
pet hair and dander can be triggers. Some common
outdoor COPD triggers you should avoid include
exhaust fumes, cuttings from grass, shrubs or trees
and chemicals in the workplace.
You should also be aware of abrupt changes in
the weather and avoid going outside during high
smog or air pollution events, or, when the
temperatures are extremely hot or cold or if the
winds are expected to by gusty. Stay indoors when air
quality is poor. Have adequate ventilation in your
home by opening doors and windows when weather
permits or running an air conditioner in fan mode
when weather conditions are nasty. Always avoid
second-hand smoke and ask people to avoid wearing
heavily scented perfumes, colognes or other toiletries
when around you.
Talk to your doctor at the first sign of an upper
respiratory infection like a cold, flu or pneumonia.
It’s important to catch infections early as they are the
number one cause of COPD exacerbations
Continued from Page 1

surprised at how many online references there were to porcelain
Continued from Page 1 salt inhalers as a natural therapy for all manner of
upper and lower respiratory complaints. These devices are apparently an
attempt to mimic a trip to natural salt caves, regarded for centuries as a setting
where natural healing of various medical conditions can occur. It’s difficult to
see how breathing from a container of dry salt can be of benefit and certainly
there’s no research at all to test this strategy. I’ll avoid this particular notion
and return to the question of salt and moisture as raised by the questioner.
The inhalation of moist salty air is of potential benefit by helping
patients with COPD to mobilize sticky secretions. The most common way of
doing this is to use a nebulizer, a device that has been used for many years in
hospital and clinic settings to deliver an aerosol of medications by facemask
or mouthpiece. More recently, it’s been recognized that medications can be
just as effective and can be given more quickly when simple handheld inhalers
(puffers) are used, especially if spacing chambers are used. Doctors still use
nebulizers under some circumstances. One such use is to have patients inhale
concentrated saline or hypertonic (high salt) saline to produce coughing. This
is done to collect samples of sputum to test for bacteria and other infectious
agents, to examine inflammatory cells as an aid to diagnosis or to screen for
cancer cells. The strategy can also be used for treatment in some special disease settings. For example, in cystic fibrosis where the airways are clogged by
very thick and sticky secretions, clinical improvement has been seen with
inhalations given to mobilize secretions. However, the studies showing greatest benefit have involved more than just saline; the enzyme alpha dornase or
the osmotic (fluid mobilizing) agent mannitol have help young patients clear
their secretions and avoid exacerbations. Could just plain saline help a patient
with COPD who suffered from cough and sputum production? It’s likely.
Are there any drawbacks? Aside from the time invested in the inhalations, there is the cost of the nebulizer and supplies of sterile saline to be
considered. In terms of other medical interventions, this would be a low cost
strategy. But there is the potential for some adverse effects. First, the inhalation can trigger more wheezing and breathlessness. This is quite possible if
there is co-existing asthma. Second, the nebulizer with its tubing must be
kept scrupulously clean to avoid inhaling bacteria or other microorganisms
that could cause worsening. This may mean the use of expensive disposable
tubing and/or a rigorous sterilization routine.
Does it work? Possibly but there is no large scale study showing that if
hundreds of COPD patients inhale saline they are healthier and less likely to
have exacerbations if compared to hundreds of similar COPD patients who
don’t. If your COPD is characterized by frequent cough and difficult to
mobilize secretions, speak to your physician about strategies for dealing with
the problem. There are many possibilities but by all means, raise the issue of
saline inhalation if you are willing to invest the time in a strategy that seems
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to make sense but hasn’t been tested rigorously.
Dr. Chapman is Director of the Asthma and Airway Centre of the University Health
Network, President of the Canadian Network for Asthma Care and Director of the
Canadian Registry for Alpha1 Anti-trypsin Deficiency. A graduate of the University of
Toronto and a former member of the faculty at Case Western Reserve University, he is
now a Professor of Medicine at the University of Toronto.

We invite your questions. Please mail questions to: Ask Dr. Chapman, c/o COPD
Canada, 555 Burnhamthorpe Road, Suite 306, Toronto, Ont. M9C 2Y3. Or you can email questions to: copd.canada@gmail.com
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Pulse:

News about COPD

Smoke-Activated Cells Ravage Lungs in Emphysema
n Houston, Tex / The destruction of lung tissue in emphysema was promoted by antigen-presenting cells (APCs) that were activated by cigarette smoke, according to
an experimental study. With this study, the authors have identified some of the crucial events that cause emphysema. They found that the antigen-presenting cells of
the immune system are culpable; indeed, transfer of these cells from a mouse with
emphysema into a healthy mouse induces disease, wrote the journal editors in an
accompanying commentary. The exposed mice experienced four months of active
smoke exposure in a chamber that mimicked smoking habits in humans. Air was
forced intermittently through the burning cigarette to mimic puffing cycles of
human smokers. Although smoking-related diseases have long been recognized as
a leading cause of death, little is known about the underlying pathology. The
researchers attempted to investigate the immune mechanisms that lead to emphysema. “These discoveries provide a foundation for developing diagnostic, prognostic, and therapeutic strategies that are critically needed for emphysema and
other smoking-related diseases,” the authors said

8 http://tinyurl.com/SmokingCOPD

Poor Lung Function Linked to Heart Failure in Study
n Chapel Hill, NC / A new study has found that reduced lung function and obstructive
airway disorders such as chronic obstructive pulmonary disease (COPD) increase
the risk of heart failure. In patients with heart failure, the heart can’t pump enough
blood to meet the body’s needs. For the study, researchers analysed data from
16,000 people in the United States, aged 45 to 64, who took part in the
Atherosclerosis Risk in Communities study and were followed for an average of 15
years. The results showed that the long-term risk of developing heart failure
increased as lung function decreased. Lung function was determined using a test
known as forced expiratory volume (FEV1) by spirometry, which measures how
much air a person can exhale in one second. The findings did not change even
after the researchers accounted for age, prior heart disease or cardiovascular dis ease risk factors such as smoking. The results, published in the Feb. 25 issue of
the European Journal of Heart Failure, support a link between low lung capacity
and development of heart failure, said first author Dr. Sunil Agarwal, from the
University of North Carolina, Chapel Hill. An editorial accompanying the study
said that the report “strengthens the hypothesis that pulmonary obstruction itself is
a major risk factor for heart failure.” The editorial also stated that “thinking of
heart failure as a possible cause in any patient with shortness of breath and
fatigue, or an increase in such symptoms, irrespective of other disease labels,
including COPD, means that physicians need to ‘reset’ their clinical reasoning,”
and reconsider their patients’ drug treatment plans. While the study uncovered an
association between poor lung function and heart failure, it did not prove a
cause-and-effect relationship

8 http://tinyurl.com/poorlung
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Pulse:

News about COPD

Help smokers quit whether they ask or not
n Birmingham, UK / Doctors should automatically offer smokers help with quitting,
without waiting for signs that they’re ready to kick the habit, researchers say. Right
now, the general guidelines for doctors say that they should ask smokers about
their willingness to quit. Then if the patient seems motivated, the doctor should
offer help. Looking at 13 past clinical trials, the researchers found that some
smokers at least attempted to quit after getting simple advice from their doctor—
namely, that they should kick the habit for the sake of their health. But actual
assistance in quitting—either counselling on behavior changes or nicotine replacement therapy—worked better. Based on three studies, the researchers say, such
help could prompt an additional 40 per cent to 60 per cent of smokers to at least
try quitting, versus advice alone. And all three of the studies offered help to smokers without first checking their “willingness to quit.” Official guidelines in the US
and UK suggest that doctors first gauge patients’ willingness to quit before offering
them help. And that’s probably based at least partly on “common sense,” said Dr.
Paul Aveyard, lead researcher on the new study. That is, why spend time discussing treatment with someone who doesn’t want it? There’s also the theory in
psychology that people go through stages of thinking about change before they
are actually ready to do it, noted Aveyard, a professor of behavioral medicine at
the University of Birmingham. “I guess what we are saying is that people are
sometimes ready to take action without having thought about it prior to that,” said
Aveyard. “Make them a good offer and they’ll act.”

8

http://tinyurl.com/helptoquit

New 24-hour long-acting beta2 agonist for COPD
n Dorval, PQ / Novartis Pharmaceuticals Canada has introduced a new long-acting
beta2-agonist (LABA) for the treatment of COPD in adults. According to their press
release, this once-daily medication—Onbrez Breezhaler (indacaterol maleate) offers rapid and sustained improvement in lung function over 24 hours, reduces
the need for rescue medication during the day and night and improves patients’
quality of life. The approved indication is for long-term, once-daily, maintenance
bronchodilator treatment of airflow obstruction in patients with COPD, including
chronic bronchitis and emphysema. The recommended dose is 75 mcg once daily.
Immediate and sustained bronchodilation is central to managing COPD. “COPD
patients want simple, convenient and effective therapies that provide symptom
relief. We’ve seen the Onbrez Breezhaler open narrowed breathing passages within minutes of first dose and keep the airways open for 24 hours,” said Dr. Kenneth
Chapman, Director of the Asthma and Airway Centre of the University Health
Network and Director of the Canadian Registry for Alpha1 Antitrypsin Deficiency.
“Patients with COPD will often forget to take their medications if they need to be
taken frequently; a once daily regimen is a step forward in insuring that patients
enjoy optimal benefit from their medication.”
For further information visit www.novartis.ca
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Dealing with Caregiver Stress
he emotional and physical demands involved with
caregiving can strain even the most capable person.
That’s why it’s so important to take advantage of
available help and support. These tips have helped others deal
with caregiver stress:

T

Stay connected.
Make an effort to stay in touch with family and friends. Set
aside time each week for socializing, even if it’s just a walk
with a friend. Whenever possible, make plans that get you out
of the house.

Accept help.
Be prepared with a list of ways that others can help you and
let the helper choose what he or she would like to do. For
instance, one person might be happy to take the person you
care for on a walk a couple of times a week. Someone else
might offer to pick up groceries for you.

Commit to staying healthy.
Find time to be physically active on most days of the week,
and don’t neglect your need for a good night’s sleep. It’s also
crucial to eat a healthy diet.

Don’t give in to guilt.
Feeling guilty is normal, but understand that no one is a
“perfect” caregiver. You’re doing the best you can at any given
time. Your house does not have to be perfect, and no one will
care if you eat leftovers three days in a row. And you don’t
have to feel guilty about asking for help.
Get informed.
Organizations such as the Alzheimer’s Society offer classes on
caregiving and offer classes on caregiving, and local hospitals
may have classes specifically about the disease your loved one
is facing.
Join a support group.
A support group can be a great source for encouragement
and advice from others in similar situations.

See your doctor.
Get recommended immunizations and screenings. Make sure
to tell your doctor that you’re a caregiver. Don’t hesitate to
mention any concerns or symptoms you have.
Practice self-care.
Participate in activities you enjoy. Keep your sense of humour.
Reward yourself as often as you can.
Adopt stress reduction techniques.
Try things like yoga, deep breathing, meditation or massage.

Learn to let go.
Accept that you may not be able to do things the way you
used to. Simplify your lifestyle to conserve your time and
energy for what’s most important.
Reprinted with permission from Homewatch CareGivers
www.HomewatchCareGivers.com/oakville

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

COPD Canada’s web resource
www. copdcanada.info www.copdcanada.info

and
click on membership and
follow the step by step instructions. Once

you’ve joined you will begin receiving our quarterly “Living with COPD” newsletter and will
have complimentary access to all COPD Canada seminars, on-line discussion forums and our member
chat section.
COPD CANADA, 555 Burnhamthorpe Rd., Suite 306, Toronto, Ont. M9C 2Y3. For more information

contact: Mary Layton, email: mary.copdcanada@gmail.com, telephone 416-487-9213
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Knowing your medications
It is important to learn as much about
your medications as possible and to ask
your physician to explain your medications in terms that you understand
Things that you should know about your medications:
• The names and strength of all your meds
• Why you are taking them
• How and when to take them (for example, with food or on an
empty stomach, in the morning or in the evening)
• The side effects that you can expect and the ones you should
report to your physician.
Always keep an up-to-date list of your medications,
including strength and dosing regimen. Take the list with you
when visiting any of your physicians.
Rescue Medications vs. Maintenance Medications
Medications vary in the time it takes for them to start to work
(called the “onset of action’). If you require prompt relief you
will use a fast acting inhaler that starts to work as quickly as
possible. There are also long-acting bronchodilators that are not
used for rapid relief as they require longer to act. They are used
as a maintenance therapy to keep the airways open. There are a
number of long-acting bronchodilators available that your doctor can prescribe. Remember that different medications work
differently.

General principles about your medications
Please ask your physician and your pharmacist to give you a lesson on how to properly use your medications and inhalers or
you may not get the full benefit of the medicine.
Take your meds as directed. Never assume that taking more
will make your symptoms better. Too much or too little of a
drug can be harmful. Take them as prescribed whether on an
“as needed” basis or at fixed times every day, to get the full
benefit. And, always finish the meds unless your physician tells
you not to.
Check with your physician or pharmacist before taking
over-the-counter medications such as ASA, laxatives, cough
medicine; or naturopathic remedies because they could interact
with your prescription medications and decrease their effectiveness or cause unwanted side effects.
How to store your medications:
• Store medications in a dry place, out of sunlight
• Don’t store your medications in the bathroom because the
heat and moisture could damage them.
• Some meds need to be stored in the fridge and some at room
temperature: make sure you read the label or ask your
pharmacist,
• Check expiry dates. Return extra or outdated medications to
your pharmacist.
• Make sure to keep all meds out of reach of children.
This article on general medication is par t of the West Park Toronto educational program which I attended during my six week stay at their facility.
—Mary Layton

Tips Continued From Page 1
breathe easier yet. After exhaling for two to four seconds or more, pause momentarily and then
let the body inhale naturally. The reason for the pause is two-fold. First of all, it lets you know that you are regaining control of
your breathing and it allows you to relax easier. Secondly, you may find that if you consciously try to inhale right away, you may
gasp. When inhaling make sure you do not try to “top off ” the air already in your lungs. “Topping-off ” is when you inhale once
and then inhale again before exhaling. This will cause you to use your auxiliary breathing muscles in your shoulders and neck and
will also cause “air-stacking” in your lungs. This will in turn cause you to expend more energy and use up more oxygen. Also, by
pausing after exhaling it gives the lungs a little more time to exchange gases (CO and CO2).

Diaphragm Breathing—Your diaphragm is a large muscle separating your lungs from your abdomen. Your diaphragm can work
hard and never get tired. Some people breathe using their chest muscles instead of their diaphragm. This takes extra effort and can
cause fatigue and tension. Test yourself to see whether you
breathe correctly through your diaphragm: A) Sit upright and relax
your shoulders; B) Rest one hand on your chest and the other on
your stomach; C) Breathe in deeply through your nose and pay
attention to the movement of your hands. If you use your
Your physician should be consulted on all medical
diaphragm to breathe, the hand on your stomach will move. If
decisions. New procedures or drugs should not be started
you use your chest muscles to breathe, the hand on your chest will
or stopped without such consultation. While we believe
move. Try both ways of breathing and feel the difference. If you
that our accumulated experience has value, and a unique
are a chest breather, practice diaphragmatic breathing for a few
moments several times a day, and soon it will become automatic.
perspective, you must accept it for what it is...the work of
If your neck and shoulder muscles are constantly sore after being
COPD patients. We vigorously encourage individuals with
short of breath, then you are a chest breather and you have to
COPD to take an active part in the management of their
learn to diaphragm breathe. Most of the pulmonary rehab
disease. You can do this through education and by
programs available provide very good instruction on how to
sharing information and thoughts with your primary care
breathe. They also have excellent exercise programs. Exercising
physician and respirologist. Medical decisions are based
regularly helps keep our muscles as well toned as possible and
on complex medical principles and should be left to the
well-toned muscles use a lot less O2. We highly recommend
medical practitioner who has been trained to diagnose
pulmonary rehab for all living with the burden of COPD.
and advise.
—Mary Layton

Before making
medical decisions
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people
Eileen Anderson

COPD

Eileen Anderson was born
in Windsor but now calls
Kingsville, Ont. home.
Kingsville is just west of Point
Pelee National Park, the
southernmost tip of Canada.
She moved to Kingsville
because of her job with Social
Services. As a case worker she
managed about 200
people.There was a lot of
travel involved and she
wanted to be closer to clients
in the Kingsville area.
The Anderson’s have three
children, but raised four, the
fourth being a family friend
whose mother died at an early
age. They brought her into the
family when she was 12 and
raised her until she was 18.
This year Eileen and her
husband are driving to Texas,
a 3-1/2 day trip by car. They
had been driving to Bucerias,
Mexico, each year but have
opted to forego Mexico
because of the recent troubles
there. Flying is not an option
because of her lung condition.
They’ll be staying in Port
Aransas, Texas on the Gulf
coast, about a 15 minute
drive from Corpus Christi. She
has a girlfriend in Houston
who they’ll visit while in the
lone star state. Eileen
discovered, during her visits to
Mexico, that she had a very
favorable, positive reaction to
the salt sea air. Her whole
spirit and body were
rejuvenated, she felt better
and looked better because of
it. We spoke to Eileen to learn
more about her unique form
of COPD caused by a rare
genetic disorder.

How do you manage your oxygen needs
while taking one of your road trips?

a new portable mini-condenser that
Ibeuse
has long lasting portable batteries that can
re-charged in the car. It also comes with
battery packs that are like belts you can wear.
You mentioned that the salty sea air is
good for you. Have you had salt therapy?

No, but I do use a saline solution, morning
and night, and that’s a very good way to
clear some of the phlegm.
Do you have any hobbies?

I love to paint. I’m currently working with
watercolors. I meet with an art group to
paint twice a week. My sister and I are volunteers for hospice. Two years ago we
painted 400 stemmed glasses to raise funds
for hospice. This year I painted all of my
Xmas cards while spending some rehab
time at West Park.
Does your husband paint as well?

No, George is a computer geek and quite an
established musician. He’s a member of the
Windsor Banjo Club. Since retiring he has
been playing to groups in retirement and
nursing homes. His passion though is with
computers.
What did he do before he retired?

He was the Senior Superintendent with the
Essex County Board of Education.
Do you play an instrument?

No, but I like all types of music. My preference is country. My husband and I sang
together for family gatherings, but I’ve had
to give up the singing as my lungs have
diminished.
Most people with COPD were smokers.
That’s not the case with you. Tell us
about your condition.

I’m a lifelong non-smoker, but I have a rare
genetic disorder called Alpha1-antitrypsin
deficiency. I lack a protein that protects the
lungs, leaving my lungs prone to damage
from second hand smoke, pollution or airborne particulates.
Is there an AA1 association in Canada?

Yes, we have a very active patient association headquartered in Windsor. You can get
more information about the condition from
our website—http://www.alpha1canada.ca
Do you receive treatments for your specific condition?

I get weekly intravenous infusions of prolastin to manage the ailment. Every Monday
I walk into that hospital. I know it’s an
enormous cost. No one plans to put such a
burden on the healthcare system.
Where do you see all of this going?

As the incidence of COPD grows it’s going
to put increasing pressure on more than
healthcare funding. Everyone will be a
caregiver or providing support for friends
and loved ones.
How do we raise awareness of COPD?

As a group, COPD patients, by the nature
of their illness, can’t go out to march,
demonstrate or even manage a walkathon. I
hope that social media will change that.
Give a voice to people who currently can’t
be heard..
Are patient groups like ours having an
effect?

Yes, I've noticed a bump in awareness
among my friends. Twenty years ago no one
knew what it was. But when friends hear
COPD now, they're taking note—beginning
to understand the magnitude of the issue.
More awareness will help with earlier diagnoses of the disease and better care.
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