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The Clinical Manifestation and Diagnosis of COPD
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Table 1. Classification of severity of COPD

Stage Characteristics

0: at risk normal spirometry

chronic symptoms(cough, sputum  production)
[: mild COPD FEV/FVC<70%

FEV1>80% predicted

with or without chronic symptoms

II: moderate COPD

FEVi/FVC<70%

50%<FEV;<80% predicted
with or without chronic symptoms

I: severe COPD

FEVi<FVC<70%

30%<FEV;<50% predicted
with or without chronic symptoms

IV: very severe COPD

FEVi<FVC<70%

FEV1<30% predicted or FEV;1<<50% predicted plus chronic

respiratory failure
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Table 2. Causes of chronic cough with a normal
chest X-ray

Intrathoracic
» Chronic obstructive pulmonary disease
* Bronchial asthma
* Central bronchial carcinoma
* Endobronchial tuberculosis
* Bronchiectasis
* Left heart failure
* Interstitial lung disease
* Cystic fibrosis
Extrathoracic
* Postnasal drip
* Gastroesophageal reflux
* Drug therapy(e.g., ACE inhibitor)
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Table 3. MRC dyspnea scale

Grade Degree of breathlessness related to activities
1 Not troubled by breathlessness except on strenuous excercise
2 Short of breath when hurrying or walking up aslight hill
3 Walks slow than contemporaries on levie ground because of breathlessness, or has to
stop for breath when walking at own pace
4 Stops of breath after walking about 100m or after a few minutes on level ground
5 Too breathless to leave the house, or breathless when dressing or undressing
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Table 4. Bronchodilator reversibility testing
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Preparation

* Tests should be performed when patients are clinically stable and free from respiratory infection.

« Patients should not have taken inhaled short-acting

bronchodilators  in previous six  hours, long-acting  beat2

agonists in previous 12hours, or sustained-release theophyllines in previous 24hours

Spirometry
* FEV; should be measured before a bronchodilator is given

*The bronchodilator should be given by metered dose

certain it has been inhaled

inhaler through a spacer device or by nebulized to be

« The bronchodilator dose should be selected to be high on the dose/response curve

* Suitable  dosage  protocols are  400ug  beta?-agonist,
be measured again 30-45minutes after the bronchodilator is given

Results

*An increase in FEVy; that is both greater than

considered significant

80ug anticholinergic, or the two combined. FEV; should

200m and 12% above the pre-bronchodilator FEVy s
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Table 5. Differential diagnosis of COPD

Diagnosis Suggestive Features

COPD Onset in mid-life

Symptoms slowly progressive

Long smoking history

Dyspnea during excercise

Largely irreversible airflow limitation

Asthma

Onset early in life(often childhood)

Symptoms vary from day to day
Symptoms at night/early morming
Allergy, rhinitis, and/or ecxema also present

Family history of asthma

Largely reversible airflow limitation

Congestive
Heart Failure

Fine basilar crackles on auscultation
Chest X-ray shows dilated heart, pulmonary edema

Pulmonary function tests indicate volume restriction, not airflow limitation

Bronchiectasis

Large volume of purulent sputum

Commonly associated with bacterial infection
Coarse crackles/clubbing on auscultation
Chest X-ray/CT shows bronchial dilation, bronchial wall thickening

Tuberculosis Onset all ages

Chest X-ray shows lung infilterate

Microbiological confirmation

High local prevalence of tuberculosis

Obliterative
Bronchiolitis

Onset in younger age, nonsmokers
May habe history of rheumatoid arthritis or fume exposure

CT on expiration shows hypodense areas

Diffuse
Panbronchiolitis

Most patients are male and smokers
Almost all have chronic sinusitis

Chest X-ray and HRCT show diffuse small centrilobular opacities and hyperinflation

Table 6. Reasons for referral

Reason

Purpose

There is diagnostic uncertainty

Suspected severe COPD

The patient requests a second opinion
Onset of cor pumonale

Assessment of oxygen therapy
Assessment for long—term nebulizer therapy
Assessment for oral corticosteroid therapy

Bullous lung disease

A rapid decline in FEV1

Assessment of pulmonary rehabilitation
Assessment for lung volume reducton  surgery
Assessment for lung transplantation
Dysfunctional breathing

Age under 40 years or a family history of
alphat-antitrypsin deficiency

Uncertain diagnosis

Symptoms disproportionate to lung function test

Frequent infections

Hemoptysis

There is diagnostic uncertainty

Confirm diagnosis and optimise therapy

Confirm diagnosis and optimise therapy

Confirm diagnosis and optimise therapy

Optimise therapy and measure blood gases

Optimise therapy and exclude inappropriate prescriptions
Justify need for long-term treatment or supervise withdrawal

|dentify candidates for surgery

Encourage early intervention

ldendify candidates for pulmonary rehabilitation
Identify candidates for surgery

Identify candidates for surgery

Confirm diagnosis,optimise pharmacotherapy ~ and access
therapists
|dentify alphal-antitrypsin deficiency, consider therapy

screen family
Make a diagnosis
Look for other explanations
Exclude bronchiectasis
Exclude carcinoma of the bronchus

other

and

20



Table 7. Suggested questions for follow-up Vvisits

Tuberculosis and Respiratory Diseases Vol. 59. No. 1, Jul. 2006

Monitor exposure to risk factors:
* Have you continued to stay off cigarettes?
« If not, how many cigarettes per day are you smoking?
» Would you like to quit smoking?
* Has there any change in your working environment?

Monitor disease progression and development of complications:

*How much can you do before you get short of

flights of stairs, up a hill, or on flat ground)

breath?(use an everyday example, such as walking up

* Has your dyspnea worsened, improved, or stayed the same since your last visit?
* Have you had to reduce your activities because of dyspnea or other symptoms?

* Have any of your symptoms worsened since your last visit?

* Have you experienced any new symptoms since your last visit?
* Has your sleep been disrupted due to dyspnea or other symptoms?

« Since your last visit, have you missed any work because of your symptoms?

Monitor pharmacotherapy and othe medical treatment:
» What medications are you taking?
* How often do you take each medication?
* How much do you take each time?

* Have you missed or stopped taking any regular doses of your medication for any reason?
* Have you had any trouble filing your prescription(e.g., for financial reasons, not on formulary) ?

* Please show me how you use your inhaler
* Have you tried any other medicines or remedies?

* Has your medication been effective in controlling your symptoms?

* Has your medication caused you any problems?
Monitor exacerbation history:

*Since your last visitt have you had any episodesftimes when your symptoms were a lot worse than

usual?

«If so, how long did the episode(s) last? What do you

you do to control the symptoms?

think caused the symptoms to get worse? What did

SHEIIAZAAL : FEV o] 40%°]3tolAY &5
Holup A Fdo A HARE Aldgth 355
A7} 60mmHg°l€}°lz Bk 4] 7} 50mmHg
ool ALt o]}l 7-9-o]t}. pulse oximetry= AHA
E3twe7} 92%013}0’ “H sHE AALE Al 33% scr-
eening HA 0=

Xahe oFg ol 9&‘4 FlOze ﬂo}ﬂ T
A A E 79 20-30F Alelsto] O]ﬁ?f/}

s HEn pEete 53

|=]
-
ke

L

_t.:‘l
o]
I o%‘
12 e
ok
¥
0x

rlr
ot
>
2
>,
oy
fo |
QL
ut
=
ffl
=)
s
o
o
ox
Lo,
[
Al
=2
TR e

y
2
s
)
X
&2
=
2
B
Shd
o
o
o
10
>
sy
ax
r (e}
oX
[

=

_‘

N

3

> X
(|

1z

dm Ho
ral o
H

1o p>
flo &
>

>

1o

)

n

on

N

1)

O

0

1o

S~

>

¥

i)

> R
Log b
( U.?{_', f
N
o

offt
S
do X
B>
>

)
o
]
H

o> 19
mlomﬁ
N

Hoox @ op
L

o fo
:?1:4“
o
rlr
ok
e

>
>
=,
jubad
28
i
o
o

I
)
;1
ot
S
i)
ko
2&
O
o,

Ab Al eke] g wrt gojit,
CTe} &7|-z= A - tgaggj]_;_q?_

2lovt o5 AA

3k HRCT: 7%k Ao el e i‘f?léw

A8 A AT Folh

Hematocrit : 438757 (polycythemia)= 5™
A g Fo A #AS 4= 913 hematocrit”} 55%°]
3 woltt,

[SE= 7I% DR FHY 279 S7IAY
o] AMEHILE &7]59] 39 AL YxISHof
oy #7]s AR AHyEA v gy o
et Fo] 7o mgo] Hrh o] AAle] A= |
dAgte] 57 glo|® AL} 2 AE5ZE &
Aol & & gl

FOHZAL - A- o 7)F Algte] A3k 799
JAard oy A FHo] gl Ay FEFE



KH Kang : The clinical manifestation and diagnosis of COPD

Aol AFEEY 2 SEAEAE RO 2ol

dailed

o ;ZH 2| F oA o EH'3H =217} Slofof
& FUA A
X]—_Q_ =

w
19
I
=
o
1o
N
=

a2

ol
ol
2l
Lo

2

of oJate= Satol| Al Al o]
7ol A =8k Arg ot o

f 4y
N
o

2o
tlo 1o, ol
i

o

o A
QL
N

=
o,
N
N
ok
i
12
o
lo,
rE
I
ofN
olN
kr

o,
Lo

o 2 g

b 2 K
=
ox o,
N
N
o

S
ot
o2
lo,

o o
o
4 Ol'r

!
rr
N,

>
d
o
2
T
"
>
cl

AxjolA A, AAa, S 5
o FukAg o ol vha) sele)
Coleld AL o) lshs Fako] Kol 4
ol AT ANE NSkt

rat

=

0t

1. Murray CJ, Lopez AD. Alternative projections of
mortality and disability by cause 1990-2020. Lancet

10.

11.

1997;349:1498-504.

. American Thoracic Society. Standards for diagnosis

and care of patients with chronic obstructive pul-
monary disease. Am J Respir Crit Care Med 1995:
152(Suppl):S77-S121.

. Siafakas NM, Vermeire P, Pride NB, Paoletti P,

Gibson J, Howard P, et al. Optimal assessment and
management of chronic obstructive pulmonary dis
ease (COPD). Eur Resir J 1995:8:1398-420.

. Celli BR, MacNee W. Standards for the diagnosis

and treatment of patients with COPD: a summary of
the ATS/ERS position paper. Eur Resir J 2004:
23:932-46.

. Global Initiative for Chronic Obstructive Lung Di-

sease. Global strategy for the diagnosis, manage-
ment and prevention of chronic obstructive lung
disease. NHLBI/ HO workshop report. No. 2701.
Bethesda, National Heart, Lung and Blood Insti-
tute, April 2001.

. Global Initiative for Chronic Obstructive Lung Di-

sease. Global strategy for the diagnosis, mana-
gement and prevention of chronic obstructive lung
disease. NHLBI/ WHO workshop report. Bethesda,
National Heart, Lung and Blood Institute, April
2004. Available from: www.goldcopd.com

. National Collaborating Centre for Chronic Conditions.

National clinical guideline on management of chronic
obstructive pulmonary disease in adult in primary
and secondary care. Thorax 2004:59(Suppl):1-232.

. Calverley PM. The GOLD classification has advanced

understanding of COPD. Am J Respir Crit Care
Med 2004:170:211-2.

. Kerstjens HA. The GOLD classification has not

advanced understanding of COPD. Am <J Respir Crit
Care Med 2004:170:212-3.

Vestbo J, Lange P. Can GOLD stage 0 provide in-
formation of prognostic value in chronic obstructive
pulmonary disease? Am J Respir Crit Care Med
2002:166:329-32.

Celli BR, Cote CG, Marin JM, Casanova C, Montes
de Oca M, Mendez RA, et al. The body-mass index,
airflow obstruction, dyspnea, and, excercise capacity
index in chronic obstructive pulmonary disease. N
Engl J Med 2004:350:1005-12.

22



