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INTRODUCTION

Chronic obstructive pulmonary disease (COPD) is a
common, preventable and treatable disease that is
characterized by persistent respiratory symptoms and airflow
limitation that is due to airway and/or alveolar abnormalities
usually caused by significant exposure to noxious particles and
gases (GOLD, 2017).

Asthma is a heterogeneous disease, usually characterized
by chronic airway inflammation. It's defined by the history of
respiratory symptoms such as wheeze, shortness of breath,
chest tightness and cough that vary over time and in intensity,
together with variable expiratory airflow limitation (GINA,
2017).

Spirometry is essential for the assessment of patients
with suspected chronic disease of the airways. It must be
performed at either the initial or subsequent visit if possible
before and after a trial of treatment. Early confirmation or
exclusion of the diagnosis of chronic airflow limitation may
avoid needless trial of therapy, or delays in initiating other
investigations (GINA, 2017).

The diagnosis of COPD should be considered in any
patient who has the following: symptoms of cough, sputum
production, or dyspnea, or history of exposure to risk factors of
the disease (exposure to cigarettes, and/or occupational or
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environmental pollutants).The diagnosis requires spirometry; a
post-bronchodilator forced expiratory volume in one second
(FEV1)/ forced vital capacity (FVC) <0.7 confirms the
presence of airflow limitation that is not reversible (Celi et al.,
2004).

Screening spirometry influences physicians' diagnosis of
airflow obstruction and management plans especially in patients
with moderate to severe obstruction (Robert, 2005).
Misdiagnosis of COPD or Asthma leads to inadequate
management of patients and to escalating healthcare costs. An
early and accurate diagnosis can help to ensure optimal and cost-
effective management of patient care (Kuebler et al., 2008).

Objective confirmation of airway obstruction is essential
in preventing misdiagnosis in frequent severe exacerbators of
clinically diagnosed asthma and COPD. Spirometry utilization
is strongly associated with a reduced risk of misdiagnosis (Jain
et al., 2015).
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AIM OF THE WORK

60 assess use of spirometry as an objective tool in diagnosis
and management of patients treated of obstructive lung
diseases (Asthma and COPD).

13



 COPDP Review Review of Titerature

Chapter 1:
COPD REVIEW

Definitions:

C/hronic obstructive pulmonary disease (COPD) is a
\_J common, preventable and treatable disease that is
characterised by persistent symptoms and airflow limitation
that is due to airway and/or alveolar abnormalities usually
caused by significant exposure to noxious particles or gases
(GOLD, 2018).

Chronic obstructive pulmonary disease (COPD) refers to
a group of diseases that cause airflow blockage and breathing-
related problems. It include chronic bronchitis, emphysema,
and in some cases asthma (Centers for Disease Control and
Prevention, 2015).

COPD is characterized by airflow obstruction that is not
fully reversible. The airflow obstruction does not change
markedly over several months and is usually progressive in the
long term. COPD is predominantly caused by smoking. Other
factors, particularly occupational exposures, may also
contribute to the development of COPD. Exacerbations often
occur, where there is a rapid and sustained worsening of
symptoms beyond normal day-to-day variations (Nice, 2010).

14



 COPDP Review Review of Titerature

Asthma and chronic obstructive pulmonary disease
(COPD) are traditionally recognized as distinct diseases.
However, the difference between the two is not always clear.
Patients with severe asthma may present with fixed airway
obstruction, and patients with COPD may have hyper-
responsiveness and  eosinophilia.  Recognizing  and
understanding these overlapping features, may offer new
insight into the mechanisms and treatment of chronic airway
inflammatory diseases (Kim and Rhee, 2010).

Burden of (COPD)

Epidemiology: COPD is a leading cause of morbidity
and mortality worldwide and results in an economic and social
burden that is both substantial and increasing. COPD
prevalence, morbidity, and mortality vary across countries and
across different groups within countries. COPD is the result of
cumulative exposures over decades. Often, the prevalence of
COPD is directly related to the prevalence of tobacco smoking,
although in many countries, outdoor, occupational and indoor
air pollution, are major COPD risk factors. The prevalence and
burden of COPD are projected to increase in the next decades
due to frequent exposure to risk factors and the aging of the
world’s population (GOLD, 2018).

Prevalence:

Approximately 65 million people have moderate-to-
severe COPD (WHO, 2015).
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