
Pharmacological Therapy and Treatment Options 
Chronic Obstructive Pulmonary Disease (COPD) 

SuperiorHealthPlan.com 
SHP_202411447 

 

447 

Not all people with Chronic Obstructive Pulmonary Disease (COPD) have the same symptoms, and treatment 

may differ from person to person. Providers can work to create the best plan to address the COPD symptoms and 

an individual’s personal needs. Please review the information below regarding pharmacological therapy and 

treatments for patients with COPD. 

Non-pharmacologic approaches to treatment for all Superior HealthPlan Medicaid (STAR, STAR Health, STAR 

Kids, STAR+PLUS), CHIP, STAR+PLUS Medicare-Medicaid Plan (MMP), Ambetter from Superior 

HealthPlan and Wellcare By Allwell (HMO and HMO SNP) members with COPD include the following:  

• Avoidance of risk factor(s) such as smoking(1,2)  

• Up-to-date with influenza, pneumococcal, COVID-19 and pertussis vaccinations (3-6)  

• Regular physical activity  

• Regular review/correction of inhaler technique7 

• Long-term oxygen therapy if chronic hypoxemia7 

• Pulmonary rehabilitation8 

Management of stable COPD: Initiation of therapy based on the GOLD ABE assessment of symptoms and 

exacerbation9 

*mMRC: modified Medical Research Council dyspnea scale; CAT: COPD Assessment Test; SABA: short-acting beta2-agonost; SAMA: short-

acting muscarinic antagonist; LABA: long-acting beta-agonist; LAMA: long-acting muscarinic antagonist; ICS: inhaled corticosteroids; eos: 

blood eosinophil count in cells per microliter 

 

Gold Group Symptoms Exacerbation 

History 

Suggested Treatment 

A Less 

symptomatic 

(mMRC 0-1 

OR CAT < 10)  

0 or 1 (not leading 

to hospital 

admission) 

Short- or a long-acting bronchodilator  

(SABA, SAMA, LAMA, or LABA) 

B More 

symptomatic 

(mMRC ≥ 2 OR 

CAT ≥ 10) 

0 or 1 (not leading 

to hospital 

admission) 

LABA + LAMA combination 
 

E Less 

symptomatic 

(mMRC 0-1 

OR CAT < 10) 

OR 

More 

symptomatic 

(mMRC ≥ 2 OR 

CAT ≥ 10) 

≥2 or ≥1 leading to 

hospital admission 

LAMA + LABA 

consider LABA+LAMA+ICS if blood eos are ≥ 300 

 

 



 

Follow-up Treatment Modification Based on Dyspnea9 

Current 

Treatment 

New Treatment 

LAMA or LABA LAMA + LABA 

 

Follow-up Treatment Modification Based on Exacerbations9 

Current Treatment New Treatment 

LAMA or LABA and 

if blood eos < 300 

 
 

LAMA + LABA 

LAMA or LABA and 

if blood eos ≥ 300 

 

LABA + LAMA + ICS 

LAMA + LABA and if 

blood eos ≥ 100 

LABA + LAMA + ICS 

LAMA + LABA and if 

blood eos < 100 

Add roflumilast or azithromycin 

LABA + LAMA + ICS Add roflumilast or azithromycin  

*At a minimum, all members should have a SABA inhaler for as needed basis rescue inhaler. 

*If patient is under treatment with LABA + ICS and is well controlled, continuation with LABA + ICS is an option. If patient does develop 

further exacerbations, escalate therapy to LABA + LAMA + ICS if blood eos count is > 100 or LABA + LAMA if < 100. If major symptoms, 

switching to LABA + LAMA should be considered.  

Commonly used medications in COPD:  

• SABA: albuterol, levalbuterol, fenoterol 

• LABA: salmeterol, olodaterol, arformoterol, formoterol, indacaterol 

• SAMA: Ipratropium bromide 

• LAMA: tiotropium, umeclidinium, glycopyrronium, aclidinium bromide  

• Combination LABA + LAMA: olodaterol/tiotropium, vilanterol/umeclidinium, formoterol/glycopyrrolate, formoterol/aclidinium  

• Combination SABA+ SAMA: albuterol/ipratropium 

• Combination LABA + ICS: fluticasone/salmeterol, budesonide/formoterol, formoterol/mometasone 

• LABA + LAMA + ICS: fluticasone/umeclidinium/vilanterol, budesonide/glycopyrrolate/formoterol, 

beclomethasone/glycopyrronium/formoterol  

*Formulary options for all medications can be found on Superior’s website  
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