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COPD among Adults 

Chronic obstructive pulmonary disease 
(COPD) is a common, disabling disorder 
that causes shortness of breath, lung 
air�ow limitation, cough, and other 
disabling symptoms. Information on COPD 
rates and related health-care use has not 
been available for all states in the US in the 
past. The 2011 Behavioral Risk Factor 
Surveillance System (BRFSS) survey 
evaluated all 50 states, District of Columbia 
(DC), and Puerto Rico, and 21 states, 
including Washington DC and Puerto Rico 
were also surveyed with an optional COPD 
module. BRFSS is an annual state-based, 
random telephone survey of persons 17 
years and older analyzed by the Centers for 
Disease Control and Prevention (CDC). 

Approximately 15 million or 6.3% of U.S. 
adults have been told by a health-care 
provider that they have COPD. COPD is 
more common in persons 65 years and 
older compared to younger respondents. 
COPD is also more common in women 
than men (6.7% vs. 5.2%). Those without a 
high school diploma reported a higher 
prevalence of COPD (9.5%) versus those 
with a high school diploma (6.8%) or some 
college (4.6%). Those divorced, widowed, 
or separated reported COPD more 
frequently (9.4%) vs. married respondents 
(4.6%). COPD prevalence was higher 
among those unable to work (20.9%), 
unemployed (7.8%), or retired (7.6%) 
compared to homemakers or students 
(4.9%) or employed (3.8%). COPD prevalence 
decreased with increasing household 
income. More current smokers have COPD 

(13.3%) vs. those who have quit (6.8%) or 
never smoked (2.8%). A history of asthma 
was strongly associated with risk of COPD 
(20.3%) compared to no asthma history 
(3.8%). The prevalence of COPD varied 
considerably by state, from under 4% in 
Puerto Rico, Washington, and Minnesota to 
over 9% in Alabama and Kentucky.  The 
southern states accounted for the highest 
prevalence of self-reported physician- 
diagnosed COPD.

Although spirometry (or pulmonary 
function testing) is required for accurate 
diagnosis of COPD, approximately 20% of 
those who reported having COPD were not 
diagnosed with a breathing test. Diagnosis 
is an important �rst step, particularly 
because 63% of U.S. adults with spirometry 
measurements of poor lung function 

consistent with COPD have never been 
diagnosed with COPD. In addition, 
spirometry can also help to stage the 
severity of disease and help to inform 
decisions about appropriate treatments. 
COPD makes it di�cult for persons to work 
and results in lost wages and work days. 
Symptoms can be severe, and the majority 
of respondents with COPD state that their 
condition negatively impact their quality of 
life. Although no cure for COPD currently 
exists, COPD is manageable through the 
use of medication and other interventions 
including pulmonary rehabilitation, which 
improves function, symptoms, quality of 
life and reduces hospitalizations. Further 
research is needed to determine what 
barriers to diagnosis and treatment exist. 
Access to health care and insurance 

Adapted from the Centers for Disease Control and Prevention 
publication by Nicole M. Kosacz, MPH and colleagues 11/23/12.

The �gure above shows age-adjusted prevalence of chronic obstructive pulmonary disease (COPD) among adults in the United 
States during 2011. The prevalence of COPD varied considerably by state, from <4% in Puerto Rico, Washington, and Minnesota 
to >9% in Alabama and Kentucky. The median prevalence by state was 5.8% (range: 3.1%-9.3%). The states in the highest 
quartile for COPD prevalence clustered along the Ohio and lower Mississippi rivers. 

continued on page 2



2

Reduced pressure in commercial aircraft 
cabins may cause a decrease in blood 
oxygen levels that may be important in 
those with signi�cant lung disease. Persons 
with lung disease or heart disease should 
always discuss any air travel plans and 
possible need for oxygen with their 
physician long before air travel is planned. 
Current air travel statements from scienti�c 
societies recommend supplemental 
oxygen when a patient’s blood oxygen 
level is expected to fall below safe levels. 

The author’s study suggests methods for 
predicting the need for supplemental 
oxygen during air travel. The study 
evaluated 100 patients with COPD referred 
to hypoxia-altitude simulation test (HAST) 
and pulse oximetry oxygen saturation 
evaluated at rest and during exercise using 
a during six minute walk test. Most HAST 
testing uses 15% oxygen which is similar to 
the oxygen concentration found in the 
atmosphere on commercial jets. This is 
substantially lower than 21% oxygen that is 
normally found in sea level air. The HAST 
simulates an altitude of 8,000 feet 
elevation to determine if oxygen 
saturation levels can be maintained during 
air travel. Subjects were evaluated to 
determine if they were �t to �y without 
further assessment, needed further 
evaluation with HAST or should receive 
in-�ight supplemental oxygen without 
further evaluation. The authors suggest 
that in persons with sea level oxygen 
saturation above 95% that do not have 

desaturation during activity, air travel 
without supplemental oxygen may be 
appropriate. In-�ight supplemental oxygen 
is recommended if sea level resting oxygen 
saturation is 92–95% combined with 
exercise desaturation (the authors 
identi�ed a desaturation below 84%) or if 
sea level resting oxygen saturation is less 
than 92%. Use of oxygen was 
recommended in those with a sea level 
oxygen saturation of 92-95% and a 
decrease in oxygen saturation found 
during exercise using a 6 minute walk test. 
HAST is considered to be the clinical 'gold 
standard' for measuring high altitude 
desaturation but may not be widely 
available. A major limitation of this study is 
that persons with COPD may have 
considerable variability in their disease, 
which may result in low oxygen levels and 
instability that can worsen during travel.  
Advanced planning and being well 
informed about safe travel are strongly 
recommended for anyone with breathing 
problems. Key factors include 
understanding oxygen needs and options, 
and FAA regulations. A team approach that 
includes the pulmonary or cardiology 
specialist, medical equipment company, 
and pulmonary rehabilitation is 
recommended. 

Helpful resources include:
copd.about.com/od/livingwithcop1/qt/
Traveling-With-Oxygen.htm 
ADVENTURES OF AN OXY-PHILE2 
available at drtompetty.org

Air Travel in COPD Probiotics Revisited
Probiotics are live, non-disease producing 
microorganisms (usually from bacteria or 
yeast) sold as dietary supplements. They 
are not currently approved by the FDA for 
any treatment. Probiotics may have 
bene�cial e�ects including reducing the 
impact of some bacterial toxins, lowering 
intestinal pH and the growth of harmful 
bacteria. Probiotics are found in various 
foods and supplements. According to the 
FDA, yogurt, which may have probiotic 
properties, must be made of Lactobacillus 
bulgaricus and Streptococcus thermophiles. 
Probiotics are also available as dietary 
supplements. Importantly, the quantity of 
bacteria or yeast, and purity of these 
products is uncertain and not regulated. 

Probiotics used for treatment of 
gastrointestinal disorders has generated 
moderate quality evidence suggesting that 
probiotics may reduce diarrhea associated 
with clostridium di�cile, a bacteria that 
causes severe diarrhea and other 
gastrointestinal symptoms when ‘normal 
�ora’ or healthy competing gut bacteria 
have been wiped out. Probiotics can cause 
gas, diarrhea, bloating and hiccups. These 
symptoms are usually mild and transient. 
Infectious complications have occurred 
with probiotics including blood infections 
and liver abscesses in highly 
immunosuppressed persons, such as those 
with HIV infection, critically ill patients or 
those using high dose steroids. Antibiotics 
can inactivate probiotics. Florastor, a 
probiotic, should not be taken with oral 
antifungal medications such as 
Fluconazole. 

Meeting on Thursday May 28, from 3:30 pm - 
4:30 pm. in Seton Pulmonary Rehabilitation

Discussion about Genetic Forms of COPD and 
emphysema with Diane Angell, Patient 
Support Specialist, and Tim Collard, CSL 
Behring. The class is free. For more 
information, call 650-991-6776 or email 
chrisgarvey@dochs.org.

Better Breathers Club

Adapted from the Medical Letter January 7, 2013  

Adapted from MD consult article and article from CHEST, July 2011 by Aina Akero et al.

coverage are possible issues, given that wide geographic variation was observed in the 
reporting of spirometry and medication use in this study. 

This is the �rst report of state-speci�c prevalence of COPD in all states and provides state- 
level data regarding use of COPD-related health-care resources and COPD's impact on 
quality of life for selected states and territories. This analysis provides an important starting 
point for states to quantify the burden of COPD locally and target resources, as well as to 
evaluate the e�ectiveness of education and awareness programs such as the National 
Heart, Lung, and Blood Institute's "Learn More, Breathe Better" campaign in various states. 

continued from page 1COPD among Adults 
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Understanding Medicare Coverage for Oxygen?

Long Term Antibiotics and Bronchiectasis
Long-term use of macrolide antibiotics in 
persons with bronchiectasis decreases 
pulmonary exacerbations (acute severe 
worsening of respiratory symptoms) but 
increases the risk for antibiotic resistance, 
according to two randomized controlled 
trials published in the Journal of the 
American Medical Association on 3/27/13. 
Bronchiectasis is a chronic lung disorder 
associated with abnormal, permanent 
distortion of airways. 

One study compared azithromycin to 
placebo in persons with bronchiectasis 
who had had three or more lower airway 
infections in the previous year. In the 

antibiotic group, 46% had at least one 
exacerbation, compared with 80% in the 
placebo group. Lung function also 
improved among patients in the 
azithromycin group compared with the 
placebo group. The researchers saw an 
increase in macrolide antibiotic resistance 
compared with those receiving placebo 
(88% vs. 26%) as well as an increase in 
gastrointestinal adverse e�ects in those 
taking antibiotics (40% vs. 5%).

A second study evaluated low-dose 
erythromycin in bronchiectasis in persons 
with at least two pulmonary exacerbations 
in the preceding year. The average number 

of pulmonary exacerbations was reduced 
in the antibiotic group compared with 
those receiving placebo. There was an 
increase in macrolide antibiotic resistance 
in erythromycin- treated patients 
compared with placebo. The studies 
suggest that macrolide treatment did not 
result in the emergence of new bacterial 
infections. However, erythromycin 
signi�cantly increased macrolide resistance. 
The bene�ts of long- term macrolide use 
need to be weighed against the potential 
adverse e�ects on liver function and 
hearing as well as on the development of 
antibiotic resistance, speci�cally, 
macrolide-resistant mycobacteria.  

Medicare’s method of paying suppliers for 
oxygen equipment and supplies was 
updated in 2009 and may impact an 
oxygen user’s ability to change or select 
new oxygen providers. Medicare pays 
monthly rental payments to the oxygen 
equipment supplier for 36 months while 
the oxygen supplier retains ownership of 
the equipment. Suppliers are required to 
provide the oxygen equipment and related 
supplies for two additional years (�ve years 
total), as long as oxygen is medically 
necessary. In addition to oxygen 
equipment, the monthly rental payment to 
the supplier covers any supplies and 
accessories such as tubing, oxygen 
contents, maintenance, servicing and 
repairs. Medicare pays 80% of the rental 
amount, and the patient is responsible for 
any unpaid Medicare Part B deductible. 
Some or all of the remaining 20% balance 
of the rental amount may be covered by 
supplemental insurance or Senior 
Advantage plans. 

Your supplier is required to continue to 
maintain the oxygen equipment (in good 
working order) as long as you need it until 
the �ve year period ends. If you use oxygen 
tanks or cylinders, or need delivery of 
gaseous or liquid oxygen contents, 
Medicare will continue to pay each month 
for the delivery of contents after the 
36-month rental period. The supplier must 
provide these items, as long as you 
medically need it, up to �ve years.  
Suppliers own the equipment after the 
rental payments stop and are required to 
take care of the equipment they have been 
paid to furnish to you. The supplier can’t 
charge you for performing these services. 
This includes repairing the equipment and 
replacing any parts necessary to make sure 
that the equipment functions properly. If 
the equipment must be replaced because it 
will no longer function properly, the 
supplier must replace it with the same, or 
similar, make and model of equipment at 
no charge.

At the end of the 5-year period, your 
supplier’s obligation to continue furnishing 
your oxygen and oxygen equipment ends, 
and you may elect to obtain replacement 
equipment from any supplier. Your current 
supplier may alert you before the �ve-year 
period is over so that you have time to 
decide whether to obtain the replacement 
equipment from them or from another 
enrolled supplier that you choose if you 
decide to switch suppliers. A new 36- 

month payment period and �ve year 
supplier obligation period start once the 
old �ve-year period ends and the new 
oxygen and oxygen equipment you require 
is furnished. 

If you travel away from home for an 
extended period of time (several weeks or 
months) or permanently move to another 
area during the 36-month rental period, ask 
your current supplier if they can help you 
�nd a supplier in the new area. If your 
supplier can’t help you locate an oxygen 
supplier in the area where you are visiting 
or moving to, call 1-800-MEDICARE 
(1-800-633-4227). TTY users should call 
1-877-486-2048. If you travel or move after 
the 36-month rental period ends, your 
supplier has been paid for furnishing your 
equipment for �ve years and is generally 
responsible for ensuring that you are 
provided with oxygen and oxygen 
equipment in the new area. Your supplier 
may choose to make arrangements for a 
di�erent supplier in your new area to 
provide the oxygen and oxygen 
equipment. However, a supplier may not 
charge you for the equipment, supplies, 
accessories or other services identi�ed 
above that are provided after the 36-month 
rental payment period. If your supplier is 
not following Medicare laws and rules, call 
1-800-MEDICARE (1-800-633-4227). TTY 
users should call 1-877-486-2048. Or visit 
mwww.medicare.gov/Publications/Pubs/pdf/11
045.pdf  
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More Good News for the Mediterranean Diet Coalition for 
Pulmonary Fibrosis 

A diet rich in olive oil, nuts, vegetables, 
fruit and �sh can reduce the risk of stroke 
and other cardiovascular diseases by 30% 
according to a recent study in the New 
England Journal of Medicine. The study 
followed over 7,400 persons in Spain at risk 
for heart disease for nearly �ve years to 
evaluate the impact to eating a low fat 
diet. The subjects were 55-80 year old and 
had high cardiovascular risk, but with no 
cardiovascular disease at enrollment. 
Participants were randomly assigned to 
one of three diets: a Mediterranean diet 
supplemented with extra-virgin olive oil 
(four tablespoons daily), a Mediterranean 
diet supplemented with mixed nuts (one 
ounce total of mixed walnuts, almonds, 

and hazelnuts daily), or a control diet with 
advice to reduce dietary fat intake. 
Participants received quarterly individual 
and group educational sessions and free 
extra-virgin olive oil, mixed nuts, or small 
nonfood gifts. The study evaluated major 
cardiovascular events (heart attack, stroke, 
or death from cardiovascular causes) over 
an average follow-up of 4.8 years.  The 
results were so striking that the study 
ended early. The groups assigned to the 
Mediterranean diet had fewer cardiovascular 
problems (lowest in the mixed nut group 
and olive oil group compared to the low fat 
group). This was mostly due to lower risk of 
stroke. The study found that a 
Mediterranean diet supplemented with 
extra-virgin olive oil or nuts reduced the 
incidence of major cardiovascular events. 

The Coalition for Pulmonary Fibrosis (CPF) 
provides support for patients with 
pulmonary �brosis and caregivers through 
every step of their experience with 
pulmonary �brosis — sharing resources, 
information and working to protect the 
rights of patients. CPF serves the patient 
and physician community by advocating 
for patients, funding research for 
treatments, building public awareness, and 
pressing for increased federal research 
funding. The CPF needs you on the team to 
help us conquer PF. Join now and help us 
�nd answers. There is no charge for any of 
CPF services. coalitionforpf.org
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