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How to manage
your COPD
through change 
Living with COPD is often
difficult, especially if you feel
that your COPD symptoms
are worsening and you can’t
understand why.      

I
f your breathlessness is increasing, your
cough becoming more frequent, and
your doctor has told you that you are not

having a COPD exacerbation, then making
certain lifestyle changes may help you to feel
better. Here are 10 tips to help you manage
your COPD.

1. Smoking 
Quitting smoking is the single most
important thing you can do if you have
COPD. Not only does continuing to smoke
make COPD progress at a much more rapid
rate, but it can lead to other smoking-related
illnesses, such as hypertension, heart disease,
stroke or cancer.

2. Follow your treatment plan
Being non-compliant, or not adhering to
your recommended COPD treatment plan,
can have a direct impact on how you feel
and your overall quality of life. COPD may
be incurable, but it is treatable.

3. Start moving 
Get up and start moving! Exercise has many
benefits, including helping you sleep better,
increasing your self-esteem and improving
your overall quality of life. Through daily
exercise and other lifestyle changes (like
quitting smoking), people are able to see an
improvement in their current level of lung
function.

4. Watch your diet 
Eating junk food or a diet consisting mainly
of processed foods can have a significant

Chronic Obstructive Pulmonary Disease

Confronting your emotions 
The slide into depression can begin with the inactivity
that comes with COPD   

T
his depression is often overlooked in patients with COPD because physicians
tend to concentrate on managing breathing difficulties and other breath related
symptoms. COPD’s many co-morbidities such as cardiovascular disease, lung

cancer, osteoporosis and muscle wasting can accelerate and exacerbate depressive
symptoms. The emotional effects of COPD can sometimes be unbearable, particularly
if you don’t have a good support system. Before you can seek treatment, however, you
must first learn to recognize signs and symptoms of emotional overload.

When depression is
left untreated, it drains
both your brain and your
body. You not only feel
bad, but you also have
less energy to do the
things you want to do,
including taking care of
yourself and managing
your COPD. It can also
make you feel hopeless—
as if things will never get
any better—and then you
might not want to bother
following your treatment
plan.

There is a large role
that activity can play in
keeping COPD patients
well. It is commonly
known that moderate
exercise can help
breathing function. And,

Ask Dr.
Chapman
by Kenneth R. Chapman, MD,

MSc, FRCPC, FACP

Director of the Asthma and Airway

Centre of the University Health

Network, Toronto

Why do I get so breath-
less when I exert

myself and what can I do
about it? Do I need oxygen?  Will an exer-
cise program help?

For most patients with COPD, the breathlessness
they suffer while trying to enjoy simple day to day

activities is the most distressing symptom of their ill-
ness. Many struggle to maintain a normal lifestyle while
some will attempt to avoid the symptom by avoiding
exertion—resulting in loss of muscular strength and
general fitness.

Continued on Page 2
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impact on COPD.
Eating too much junk food (or any type of food, for
that matter) generally can lead to weight gain and/or
obesity, which can make breathing more difficult than it
already is.

In contrast, eating too little may lead to
malnutrition that can contribute to a premature death.
Maintaining a healthy, well-balanced diet is
recommended for everyone, but is especially important
for those with chronic illnesses.

5. Manage your risk for exacerbation
The two top causes of COPD exacerbation are lung
infections and air pollution. Improper hand-washing
technique and not receiving the vaccinations
recommended for COPDers are just two factors that
increase your risk for exacerbation, which, far too
often, leads to hospitalization and death. That’s why it’s
so important to prevent or at least recognize when an
exacerbation is coming on.

6. Use supplemental oxygen 
Many people with COPD, who would otherwise benefit
from long-term oxygen therapy, won’t do so because
they are embarrassed to be seen in public with an oxygen
tank and nasal tube. This can lead to social isolation and
depression, which does not contribute to your overall
well-being. Oxygen therapy has many benefits, including
improving sleep, mood, and mental alertness.

7. Avoid COPD triggers
A trigger is anything that you are exposed to that makes
your COPD symptoms worse. Not everyone is going to
react negatively to the same trigger. Everyone is
different. Triggers can be found indoors or outdoors,
and once you identify what they are, you can learn how
to avoid them.

8. Pace yourself
Have you ever found yourself worn out before you
have even started your day? Does your shortness of
breath get so bad that you can’t finish daily tasks that
you used to be able to perform? If this sounds familiar,
you may need to start pacing yourself better to
conserve more energy. Not only will conserving your
energy help you get through your day, but it will help
you deal with the most frightening aspect of COPD—
breathlessness.

9. Be aware of your indoor air quality
Is indoor air sometimes more polluted than outdoor
air? If you spend a great deal of time at home
improving indoor air quality is not only important for
those with chronic illnesses, but will also benefit the
entire family.

10. Keep calm  
Chronic stress can make COPD worse and is actually
related to a number of other chronic illnesses including
heart disease, stroke and obesity. Part of a healthy
lifestyle includes ways to reduce stress that can be
incorporated into your daily life.

Manager Continued from Page 1It may be helpful to under-
stand what triggers the symp-

tom of breathlessness. It surprises most COPD
sufferers to learn that their breathlessness is seldom caused by low oxygen
levels. Instead, it’s the struggle of the breathing muscles to move air in and
out of the lungs that sends a signal to the brain that something is wrong
with the lungs. More specifically, obstructed breathing tubes prevent the
lungs from emptying properly on exhalation, a phenomenon doctors call
“hyperinflation”. During exercise, the hyperinflation is compounded by
faster breathing rates. Rapid breathing during exercise isn’t a problem for the
healthy lung but when breathing tubes are narrow, the lung doesn’t have
enough time to empty during exhalation. This worsening exercise situation is
called “dynamic hyperinflation”.

Understanding why this happens leads to a partial solution to the
problem. When patients with COPD exert themselves, they’ll accomplish
more at a slow and steady pace because this will keep the breathing rates
low and will reduce the “dynamic hyperinflation”. Some patients have
found it useful to try out “pursed lip” breathing, a strategy for applying a
bit of back pressure on exhalation to prevent the breathing tubes from col-
lapsing shut. Adjusting exercise pace shouldn’t be limited to formal exercise
programs but should be adopted for day to day activities.

Of course, prescribed medicines have an important role to play
and most inhalers prescribed by doctors to treat COPD have an airway
opening effect that allows the lungs to empty more fully—decreasing the
hyperinflation that causes such breathing distress. Remember your quick
relief or rescue medication when faced with an exercise task. Many patients
have been taught to regard the blue inhalers like Ventolin (salbutamol) as
emergency medicines to be used only rarely when symptoms are extreme.
However, for most patients with COPD, two puffs (or whatever your doc-
tor has recommended) is quite acceptable use before an afternoon to be
spent walking in the shopping mall—and that small amount of medicine
could spell the difference between a comfortable shopping excursion and
an uncomfortable afternoon.

Some normal activities are especially likely to trigger breathless-
ness. Stair-climbing tends to provoke breathlessness even in those with
healthy lungs and many people have noticed that it’s not so much a prob-
lem of breathlessness while climbing stairs but just after climbing them.
That’s because the high intensity exercise of climbing stairs usually exceeds
the body’s ability to deliver oxygen-rich blood to the large leg muscles, caus-
ing them to burn fuel without oxygen. Afterwards, there’s a catch-up period
or “oxygen debt” when oxygen is resupplied to the the exhausted muscles
and the chemical by-products of exercise is swept away. And this highlights
one of the best reasons for exercising regularly when you have COPD.
Exercise won’t change your lung function but it will improve the blood sup-
ply to exercising muscles and will improve their efficiency. Use it or lose it.

Ask Dr. Chapman
Continued from Page 1



Pulse: News about COPD

Artery size may predict COPD flares  
n Vienna, Austria / In patients with chronic obstructive pulmonary disease (COPD),

unusually large pulmonary artery diameter was strongly associated with future risk
of serious exacerbations, researchers said. Having a ratio of pulmonary artery
diameter to aortic diameter (PA:A) greater than 1 at baseline roughly tripled the
risk of severe exacerbations within two to three years, according to J. Michael
Wells, MD, of the University of Alabama at Birmingham, and colleagues. While a
causal relationship could not be determined, the ratio could be a valuable metric
for assessing COPD exacerbation risk, as it is based on ordinary CT chest scans
that require minimal training to interpret, they wrote online in the New England
Journal of Medicine. The paper is accompanied by a presentation at the European
Respiratory Society meeting in Vienna. Matthew Stanbrook, MD, PhD, of the
University of Toronto, contended that the ratio may simply be detecting pulmonary
hypertension or other comorbidities that clinicians would already know about in a
given patient. Wells and colleagues, in their study, adjusted for the presence of
coexisting conditions but not their severity, Stanbrook observed. He also noted that
anti-inflammatory drugs are known to reduce exacerbations, an effect that is hard
to explain if flares are “driven by heart disease, thromboembolic disease, or
impaired pulmonary reserve.” Additionally, Stanbrook pointed out that CT scans
are expensive and carry some risk from radiation exposure. “We may need to pay
more attention to unraveling the heterogeneous causes of exacerbations, so that
we may more effectively deliver the right treatment to the right patient with COPD,”
he wrote.
8 http://www.nlm.nih.gov/medlineplus/healthnews.html

Alarming smoking habits found in poorer countries
n Buffalo, NY / Two fifths of men in developing countries still smoke or use tobacco,

and women are increasingly starting to smoke at younger ages, according to a
large international study which found "alarming patterns" of tobacco use. Despite
years of anti-smoking measures across the world, most developing countries have
low quit rates, according to the study. There are wide differences in the rates of
smoking between genders and nations, as well as major disparities in access to
effective anti-smoking treatments. “Although 1.1 billion people have been covered
by the adoption of the most effective tobacco control policies since 2008, 83 per
cent of the world”s population are not covered by two or more of these policies,”
said Gary Giovino of the University at Buffalo School of Public Health and Health
Professions in New York, who led the research. Measures include legislation ban-
ning smoking in public places, imposing advertising bans and requiring more
graphic health warnings on cigarette packets. The findings come as the world's
leading tobacco firms, British American Tobacco, Imperial Tobacco, Philip Morris
and Japan Tobacco lost a crucial legal appeal in Australia against the introduction
of plain tobacco packaging. 
8 http://www.youtube.com/watch?v=-zjjE3J9dyw
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Pulse: News about COPD

Ex-smokers have higher risks for bowel diseases
n Boston / Compared to people who’ve never smoked, former smokers have a higher

risk of developing two inflammatory bowel diseases, Crohn’s disease and ulcera-
tive colitis, according to a new study. “The increased risk of ulcerative colitis fol-
lowing smoking cessation persisted even two decades after cessation,” said Dr.
Leslie Higuchi, the lead author of the study and a researcher at Children’s
Hospital Boston and Harvard Medical School. Following up on earlier shorter-term
studies of the subject, Higuchi and her team collected information from nearly
230,000 female nurses who were surveyed about their behavior and health status
from 1976 and 1989. Over time, Higuchi and her colleagues found, 144 out of
about 124,000 never-smokers developed Crohn’s disease, while 117 out of
51,000 ex-smokers and 75 out of 53,500 smokers also developed the autoim-
mune disease. After taking into account other risk factors, such as age, weight
and hormone therapy use, they determined that smokers were 90 per cent more
likely to develop Crohn's than women who never smoked and ex-smokers were 35
per cent more likely. The more people smoked, the higher their risk. For instance,
women who had smoked a pack a day for 10 to 25 years were 1.7 times more
likely to develop Crohn’s as someone who never smoked, while women who
smoked a pack a day for more than 25 years were 2.3 times more likely. The
researchers found that smoking was also tied to ulcerative colitis, an inflammation
of the colon that can cause pain, diarrhea and bleeding. Higuchi’s group found
that 190 non-smokers, 167 former smokers and 43 current smokers developed
colitis during the study period.
8 http://www.nlm.nih.gov/medlineplus/healthnews.html

Inactivity may kill as many worldwide as smoking
n Boston / Inactivity is a major cause of death worldwide, with new research suggest-

ing that a sedentary lifestyle is on par with both smoking and obesity when it
comes to raising the risk for disease and mortality. In four research papers pub-
lished online in a special physical activity-themed series in The Lancet, a number
of investigating teams peg the number of inactivity-related deaths at 5.3 million
worldwide as recently as 2008. This figure attributed to an inactivity-related risk
for major killers such as breast and colon cancer, type 2 diabetes and heart dis-
ease amounts to roughly one out of every 10 deaths globally, a tally more or less
equivalent to the number of people who die as a result of smoking. Although the
report cites the inactivity-mortality association as most critical in low- and middle-
income nations, researchers depict the situation as a problem with global dimen-
sions. One-third of all adults—globally amounting to about 1.5 billion people—
face a 20 per cent to 30 per cent greater risk for disease due to failing to engage
in the kind of routine physical activity (150 minutes of moderate exercise per
week) typically recommended by public health authorities. 
8 http://www.nlm.nih.gov/medlineplus/healthnews.html
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exercise can release natural
endorphins that can enhance depression recovery.

Depression is a real illness caused by a chemical imbalance in
your brain which is different from ordinary sadness. People with
COPD, who also suffer from depression and/or anxiety, are at a
higher risk for COPD exacerbation. For some, real, physical
symptoms accompany an anxiety disorder. The most basic of
these are an increased heart rate and sweating. Panic attacks are
different from generalized anxiety and include a sudden onset of
a racing heart, numbness and unusual physical sensations. Any of
these symptoms should alert you to see your healthcare provider.

The medical profession is just beginning to understand why
people with COPD are more prone to depression. There may be
a genetic predisposition, which can be present as early as
childhood. The tendency to become depressed may begin during
the teen years and may increase the risk of nicotine addiction.
Research has shown that adolescents who are depressed are more
likely to become addicted to cigarettes. Many kids experiment
with cigarettes but those who are not depressed are more likely
to discontinue use compared with those who are depressed. Thus
smokers have a higher rate of depression than individuals in the
general population; and smoking is the leading risk factor for the
development of COPD. Depressed people are more likely to turn
to cigarettes. Cigarette smoke creates a biochemical environment
in the body that contributes to depression as well as COPD.
Additionally, cigarette smoking causes a state of hypoxia, or
diminished oxygen levels in the blood.

In the event of an oxygen shortage, the heart gets first
access to the limited oxygen supply so the brain may not get all
the oxygen it requires. In fact, the brain is the organ that uses the
most oxygen. Chronically low levels of oxygen can cause subtle
brain damage that leads to depression.

Magnetic resonance imaging (MRI) studies of the brains of
heavy smokers and those of people with depression look
virtually the same compared with those of people with no history
of smoking or depression. This suggests that cigarette smoking
might cause chemical changes in the brain that lead to
depression. And, of course, COPD itself causes hypoxia,
depriving the brain of still more oxygen.

Meds to the Rescue: Many depressed individuals with COPD
could benefit from antidepressant medications but are not
adequately treated. One reason is that they often do not ask for
help, erroneously assuming that it is “normal” to be depressed in
the face of such major life challenges. Another problem is that
medical professionals sometimes shy away from prescribing
antidepressants for patients who are already on numerous
medications.

People with COPD should be proactive in addressing the
issue with their clinicians. While some antidepressants should be
avoided by people with COPD, there are others that can be
extremely effective and that will have minimal negative
interactions with COPD drugs. People with COPD don’t need to
live in a permanent state of reactive depression. Medical
intervention can be significantly helpful.

Creating a New You: People are multifaceted and capable of
contributing to family and society in a variety of ways. However,
most people become accustomed to a particular set of
contributions, such as bringing home a paycheck or taking care of
children. These roles become their self-identity.

The core of self-esteem for many in our society—
particularly men—is tied up with their role as breadwinner and
employed person. Losing this role due to illness can be
devastating and can lead to depression. We live in a society that
tends to implicitly value members who are employed above those
who are not. It requires time and rethinking to shift that
perception and learn to value yourself even if you do not bring
home a paycheck.

Women face equally formidable challenges. Women who have
defined their role in life as nurturing and taking care of others
must learn how to be at the receiving end of care. Women with
COPD can be uncomfortable about accepting help from others.
They should acknowledge that their friends or family members
will feel good and useful by helping them out, so let them.

To create a new identity, a person must be able to mourn the
loss of the old identity, the loss of an accustomed lifestyle that
involved easy mobility, and innumerable activities. Mourning is
not the same as depression. Mourning means acknowledging the
loss and confronting the difficulty the loss presents. It is an active
process and it enables people to move on.

Ask for Help and Access Support: Ask others to assist you
with the things that give you difficulties or will cause over-
exertion. It is an empowering thing to learn to ask for help, even
though it may be difficult in the beginning.

It can be difficult for people to recognize and verbalize their
losses. Overcoming feelings of shame, self-consciousness, or fear
of stigma also takes time and requires the rethinking of
assumptions. Talking to a trusted friend or psychotherapist can
help. So can a support group. Joining a support group can be an
excellent way to make new friends and feel less isolated. Support
groups also provide a venue where people can express feelings of
loss, anger, fear, sadness, and other emotions that arise in the face
of a chronic illness.

Certain forms of psychotherapy are particularly useful in
helping people come to terms with illness and learn new coping
strategies. It is possible to grow and expand by availing oneself of
programs for retired individuals offered by universities, community
centers, and religious institutions. People can also develop new
hobbies, make new friends, and deepen existing friendships.

Remember, difficulty offers opportunities for personal
growth and redefinition.

Before making 
medical decisions
Your physician should be consulted on all medical

decisions. New procedures or drugs should not be started

or stopped without such consultation. While we believe

that our accumulated experience has value, and a unique

perspective, you must accept it for what it is...the work of

COPD patients. We vigorously encourage individuals with

COPD to take an active part in the management of their

disease. You can do this through education and by sharing

information and thoughts with your primary care physician

and respirologist. Medical decisions are based on complex

medical principles and should be left to the medical

practitioner who has been trained to diagnose and advise.

Emotions continued from Page 1



Comparing Effects of Heart Failure and COPD
COPD and heart failure both cause diffi-
culty in breathing. For people who have
both conditions, diagnosing the cause of
breathing symptoms can be challenging.     

B
oth conditions cause the same main symptoms: shortness
of breath with exertion. Both limit one’s ability to exercise,
climb stairs, or take long walks. Difficulty in breathing,

however, occurs for different reasons in COPD and heart failure.

COPD 

People with COPD have difficulty exhaling all the air in their
lungs because of lung damage usually caused from years of
smoking. When it takes longer to exhale completely, it is hard to
increase the rate of breathing. Most people with COPD breathe
comfortably while resting. But, during exertion, breaths start
coming in before air from the last breath has been exhaled,
resulting in a shortness of breath.

HEART FAILURE

In people with heart failure the heart does not pump blood
efficiently. As in COPD most people can breathe easily when
at rest. With activity, blood flow must increase and the heart
must pump harder and faster. If the heart can’t keep up, blood
backs up into the lungs. This fluid congestion causes shortness
of breath.

Physicians cannot consistently or accurately tell the two
apart. When someone with both hear t failure and COPD seeks

help for a breathing difficulty, a physician may use various tests
including:

Physical examination: Listening to the lungs and heart, and
looking at the veins in the neck, can give a physician reason
to suspect COPD or heart failure.
Chest  X-ray: Heart failure may cause fluid in the lungs to be
visible on a chest X-ray; in COPD the lung is usually clear.
Brain (BNP) hormone: This hormone is usually elevated on
blood tests in people with hear t failure, whether or not COPD
is also present.
Pulmonary function tests: Breathing tests can be used to diagnose
people with COPD.
Spirometry: is the most common of the pulmonary function tests
(PFTs), measuring lung function, specifically the amount
(volume) and/or speed (flow) of air that can be inhaled and
exhaled.
Echocardiogram: An ultrasound test of the heart that can
evaluate the heart chambers, valves, and pumping strength.
Cardiac enzymes: This a blood test can help diagnose a heart
attack or excessive heart strain.

Some people have severe COPD and only mild heart failure.
Others have severe heart failure and only mild COPD. In these
cases, the more severe condition is more likely to be causing the
symptoms. In people with COPD and hear t failure of equal
severity, physicians must make their best guess as to which is
causing the symptoms presented.

—Mary Layton

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 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

COPD Canada’s web resource

www.copdcanada.info
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Do you like living in a retirement resi-

dence?

Ireally enjoy the activities and the cama-
raderie of my fellow retirees. Most of the

ladies here are independent. At first I was
too shy to join in, but now I’m an active
participant in many of the day programs.

Are there others here that go to rehab?

Not that I’m aware of. The rehab clinic
produced a DVD of their exercise program.
They sell the instructional DVD’s for $5 to
recoup production costs. I showed a few
people the DVD. The programs are so pop-
ular with the residents here that I’ve had
requests for a dozen more copies. The exer-
cises are of value to most elderly people,
not just those with COPD. I’ve had many
positive comments on the program about
the breathing, stretching, and general fitness
exercises.

Most people with COPD smoked ciga-

rettes. Were you a smoker?

Yes, I smoked from 1962 to 1987.

What made you quit?

In 1987 I had three bouts of pneumonia.
That was it for me—time to quit smoking.. I
had tried to quit many, many times before. I
was such a smoker I knew all the diners
where you could buy cigarettes at three in
the morning, I was that addicted to smoking.

How did you learn you had COPD? 

The doctor from Toronto General Hospital
who managed my colon cancer was con-
cerned about my breathing. He sent me to a
respirologist at Toronto Western Hospital. It
was there that I was diagnosed with COPD.
Along with medical treatments, I was

referred to their pulmonary rehab program.

What do you take for your COPD?

I take Spiriva every morning and have a res-
cue inhaler (Ventolin).

How have the medicines worked for you?

I have not had pneumonia and have not
had to go to the hospital. So, I guess they’re
working quite well.

How well do you know your condition?

I’ve learned so much at the rehab clinic. I
have also learned a lot about pulmonary
fibrosis. I’ve recommended the clinic and
doctors to others here, who have breathing
problems. There’s also a positive social aspect
to going to the rehab clinic, seeing and inter-
acting with others with the condition.

Do you have any hobbies?

Sewing, having a good dinner with friends,
volunteer work in the retirement building.
My greatest hobby and enjoyment is spend-
ing time with my two grandkids. Going to
movies, to the park, and when the weather
permits, taking them swimming.

I notice you have a computer?

Yes, I enjoy looking at the different sites. I
also use e-mail. I read a lot online.

Do you have a favorite flower?

My favorite flowers are daisies. I love white
flowers—white roses, babies’ breath, lily of
the valley, white hydrangeas. I have white
geraniums on my balcony right now.

Any smells that you particularly enjoy?

My favorite, favorite smell is that of the
rain when if falls on ground. The smell of
the wet earth.
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COPD people
Julie Mix 

Julie Mix emigrated from
Greece in 1961 from a town
that was so small she didn’t
see her first car until she was
six years of age. Although she
loves The Danforth (Toronto’s
famous Greek district, with its
culture and variety of Greek
restaurants) she moved to the
west end of town and has
lived there since. Her husband
passed away a number of
years ago which resulted in
her selling the family home
and moving to a senior's
residence in the area. Her
greatest pleasure is being with
her daughter, son-in-law and
two grandchildren. She was
worried that COPD would
prevent her from looking after
her grandchildren but has
discovered that pulmonary
rehab has helped
tremendously as she has
learned how to breathe
properly and how to walk and
breathe without gasping for
breath. Julie is no stranger to
hospitals and surgeries,
having undergone major
surgical procedures in 1995,
2004 and 2006. She’s a
survivor of stage 3 colon
cancer. The surgeries were
very complicated and a bit
risky due to her low oxygen
saturation levels. The lack of
oxygen in her blood is caused
by COPD, in her case, chronic
bronchitis. Prior to diagnosis
she would get pneumonia
constantly, had lots of phlegm.
This is her first year of not
going to hospital with
bronchitis or pneumonia.




