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INTRODUCTION DISCUSSION

Chronic obstructive pulmgnary disease (COPD) is a highly prevalent disease The articles included in this systematic review present a potentially
throughout the \?vorld that.ls preventable and treatable. Qne of the most . o . . . significant effect of inhaled furosemide on dyspnea, and on
common and evident respiratory symptoms of COPD is dyspnea.! Dyspnea Table 1: Comparison of studies included in this review

can be detrimental to the quality of life of patients with COPD; thus, finding pulmonary function values in individuals with COPD. While

ways to try to alleviate discomfort in breathing is clinically significant. Dyspnea Sy e sy Ot IGremialon [t L Eons inhaled furosemide seems to benefit dyspnea and pulmonary
is commonly measured using subjective means or through analyzing pulmonary Sheikh et al. 5-month | The primary outcomes are dyspnea severity | Dyspnea and FEV, improved in both The study did not discuss outcomes function values in COPD patients, more research is needed to
function values. In patients with COPD, pulmonary function values such as (2013) randomized |(measured with a visual analog scale), and  |intervention and placebo groups, but the |such as eventual ICU admission, need support firm recommendations for its use. Additionally, further
forced vital capacity (FVC), forced expiratory volume in one second (FEV)), double FEV,. improvement was significantly greater in |for invasive/ noninvasive ventilation, research is needed to consider the long-term impact and
and peak expiratory flow rate (PEFR) are linked to the severity of symptoms blinded The intervention group of the study was the intervention group (p<<0.001 which is | or mortality rates mechanism of action of inhaled furosemide.
and confirms the presence of airflow obstruction.” However, the correlation linical trial , led £ 1 hile the |1 b Ioha level Addic I , , T ble RCT . cluded in thi : h d
between pulmonaty function values and symptoms is not strong thus clinical trial | given 40 mg nebu zed furosemide while the |less than 0.5 alpha level). ittonally, noninvasive, as a wo notable RCTs wete not included in this review as they excee
assessment of patients” subjective dyspnea scores are still essential.! (n = 100) [control group received a placebo as an standard of care for COPD the ten-year limitation; howevet, they should be considered when
There is emerging evidence showing inhaled furosemide, a common loop adjunct to the conventional treatments. exacerbations, was not used therefore, discussing this topic due to their significant impact. Both examined
diuretic, may be useful in relieving dyspnea in patients with COPD. The an adequate comparison was lacking. the efficacy of inhaled furosemide in COPD patients. The first
hani f acti f thi 1al th ' fully und d : .. .. : : : : ) : ' ' ' ' '

jechanism of action of This potentia’ thetapy 15 ROt yet futy understood, Saba, Randomized |Participants were divided into two groups. |The primary outcomes improved in both | The Cochrane Risk of Bias RCT concluded that inhaled furosemide provides relief for induced
however, it has been suggested that inhaled furosemide has a bronchodilator . . . . . _ dvspaea. bronchodilation and a sienificant imbrovement in mean
effect on the airwav epitheli v - ents” d i level Davoodabadi| double blind |The first group received salbutamol in their |groups after the first episode however Assessment Tool (Table 2) yspnea, bronchodiiation and a signitica proveme ca

y epithelium, potentially improving patients’ dyspneic levels . . . . s . FEV. and FVC after i : - inhaled £ - 1e8Th
and pulmonary function values®. , Ghaffari, |controlled trial | first episode while the second group only the Borg scale significantly demonstrates unclear risk for the 1 an after intervention with Inhaled turosemide.= 1 he
There 1s no current systematic review that has examined the effects of inhaled Gilasi, & (n=069) received inhaled furosemide in their first improved after the first episode (p- blinding process due to insufficient §econd RCT requted Statlstl.caﬂy significant auevuiltlon of exercise-
fu{cosemide spe.tci.ﬁcally in people with .COPD. This rev.iew presents the current Haghpanah episode. The treatments for the two groups |value< 0.001). However, all outcomes | details. Another limitation is that all induced .dyspnea in Feople with COPD following inhaled
?Vldenc.e P ?tammg 0 dthe le ticacy Off mmkd ﬁlﬂosémlde. oA gp}}: E)g:%o (2020) were subsequently reversed. Spirometry improved significantly after the second | patients were stable at the time of the furosenyde therapy. o | o | |
improving dyspnea and pulmonaty function values in patients wit . values (FEV,, FVC, and FEV, /EVC) and | episode in both groups (p value <0.001). |intervention, therefore when Future iterations of clinical practice guidelines will help improve

patient outcomes,/ quality of life and guidelines for best practice.

dyspnea scores (mMRC and BORG scales) |The sequence of drug administration did | considering patients experiencing
QUE STION were assessed between episodes and after | not cause a significant effect as the two | COPD exacerbations, optimal
the second episode in both groups. groups did not have significantly interventional therapy may differ. CONCLUSION

Created with PICO method:

different reactions. Currently inhaled furosemide 1s not a standard therapy for dyspnea

Population — Adult patients with Chronic Obstructive Pulmonary Masoumi et | Randomized, |Participants were patients admitted to the |The difference between the mean PEFR [ As noted in the study, a recorded relief and improvement of pulmonary function values in people

Disease (COPD) al., (2014) do.ul?le blifld, emergency departmer.lt Wi.th an a(.:ute of the two gr.oups_was significant at the |formal dia.gnosis of asthm;t or (;OPD with COPD. There needs to be more evidence-based research in
Intervention — Inhaled furosemide clinical trial |exacerbation of reactive airway dls.ease end of the trla.l (p= 0.0()Ol): were considered an exclusion criteria ordert to validate current findings and assist in determining the best
Comparison — The gold standard therapy for COPD (n=90) symptorgs. For the study they recetved 5 mg | Post-intervention, the severity o.f therefore Fhe sample may be way to integrate this research into current practice. To date, while
Outcome — Decreased perception of dyspnea and improved of nebuhzed salbu.tam.ol and. 40 mg of dyspnea was noted to be worse in tbe .con.lprf)tmsed and may not be inhaled furosemide therapy is promising for dyspnea relief and the
pulmonary function values nebulized furosemide in the intervention salbutamol group than the furosemide  |indicative of the general COPD improvement of pulmonary function values in individuals with

group. 5 mg of nebulized salbutamol were | group. population. COPD, there is still insufficient data to draw a definitive conclusion
otven alone in the control group. PEFR was

regarding the effectiveness of inhaled furosemide. Researchers and
estimated before treatment and at specific

“In people with COPD, does inhaled furosemide lead to
decreased perception of dyspnea and improved pulmonary
function values?”

clinicians should consider the use of inhaled furosemide in

intervals after. conjunction with current best practice interventions for COPD

Boyden et al. | Literature |4 of the studies in this review specifically |* A potential benefit was suggested for | This review included studies from since it has been shown to demonstrate clinically significant
1. Dyspnea will be assessed using two methods: subjective data (2015) Review looked at inihgled furosemide use with nebulized fur(.)ser.nid.e. o 1989 to 2013 —.therefore newet improvements. Determining the best way to integrate this research
collected from patients as well as the pulmonary function values (39 COPD participants. * Included studies indicated significant |research is not included and not into current practice is essential for improving the physical burdens
of patients. publications) improvements in FEV1, FVC, and considered. of these patients.

dyspnea relief with inhaled
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