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COPD in someone without symptoms
and to consider use of standardised
residuals where airflow obstruction is
minimal.
The presence of airflow obstruction 

is far from specific and is also seen in
asthma and bronchiectasis. Hence,
interpretation of spirometry should
always be made in the context of clinical
features and risk factors. Therapies and
treatment goals differ between the
conditions making accurate diagnosis
very important. 
There has been considerable recent

focus on asthma-COPD overlap
syndrome, examined in a recent review.6

DISEASE SEVERITY AND
SYMPTOM MANAGEMENT
One of the biggest changes in COPD
management is the focus on symptoms
and risk highlighted in the GOLD (Global
Initiative for Obstructive Lung Disease)
guideline.3

The degree of impairment of FEV
1

is no longer used to guide treatment,
something which many local guidelines
have been slow to adopt. There can be 
a large discrepancy between level of
breathlessness and degree of FEV

1
impairment but this should prompt the
clinician to consider other causes of
breathlessness.
As shown in figure 1, opposite,

management is focused first on relieving
symptoms of breathlessness (assessed
using the MRC dyspnoea scale) and
improving quality of life (assessed using
the COPD Assessment Test), see 
box 1, p13.7 The latter is a validated and

Table 1

Relative physiological criteria for consideration of lung volume reduction
surgery/procedures. Of the many clinical trials each uses different criteria 
and each centre will typically have their own criteria

FEV
1
(litres)

DLCO (% of predicted value)
Plethysmographic residual volume (% of predicted value)
Total lung capacity (% of predicted value)
Pattern of emphysema

infection. The diagnosis should be
suspected in symptomatic patients with
risk factors, usually cigarette smoking,
and typically aged 40 years or older,
albeit the majority of people with COPD
present when considerably older. 
Physiological confirmation of airflow

obstruction with spirometry is essential.
Where the test is performed for
diagnostic rather than monitoring
purposes, use of post-bronchodilator
measurements is important. 
As with any physiological test it is vital

that a diagnostic test is quality assured
and carried out by someone who has
had the requisite training, who performs
the test regularly, and who has
appropriate supervision and support.
COPD is defined by the presence of

post-bronchodilator airflow obstruction
with a FEV

1 
/FVC ratio < 0.7 required to

make the diagnosis.3 If reversibility
testing is performed, a modest degree of
bronchodilator reversibility is common in
COPD4 but a FEV

1
improvement > 400 ml

is uncommon and strongly suggestive
of asthma. 
While this makes the results typically

straightforward to interpret there are
pitfalls, in particular where the results are
only modestly abnormal. 
The most common pitfall relates to

the loss of natural lung elasticity with
age which means that it can be easy 
to overdiagnose milder COPD in older
people, particularly men, and, less
commonly, underdiagnose COPD in
younger people, particularly women.
This can be overcome by using
standardised residual values which 
use the lower limit of normal rather than
< 0.7 and reduce false-positive results.
This approach is supported by the
Global Lung Initiative 2012 programme.5
However, this does make interpretation
of results more complex and for this
reason current guidelines continue to
recommend use of < 0.7. 
It is important to recognise these

challenges, to be cautious diagnosing

responsive questionnaire that is freely
available, takes less than 5 minutes to
complete and provides a score of 
0-40 with a score  ≥ 10 representing
significant quality of life impairment. 
Management is also focused on risk

reduction assessed by the number of
exacerbations and hospitalisations
during the previous year. Low risk is
defined as 0-1 exacerbation(s) and no
episodes of hospitalisation. Patients with
COPD are then classified by GOLD as:
•Group A: Low symptom score and
low risk 
•Group B:High symptom score but 
low risk
•Group C:Low symptom score but
high risk 
•Group D: High symptom score and
high risk 
This grouping is used to direct 

certain pharmacological treatments.
Notwithstanding, many COPD
treatments have an impact on both
symptoms and exacerbations while
many patients with COPD have both.

TAILORING TREATMENT
Over time and with additional research
greater evidence has accumulated as to
which sub-group of patients is likely to
derive benefit from a specific treatment
such as inhaled corticosteroids (ICS),
prophylactic azithromycin and
roflumilast. This is incorporated into the
GOLD guidance.3As trials using new
agents such as mepolizumab8are
published it is highly likely such
treatments will be appropriate only for
certain individuals and in the UK likely to
be accessible via clinical networks.
Lung volume reduction procedures,

including surgery, are an early example
of a treatment only beneficial to a small
proportion of patients with a particular
distribution of emphysema whose
ability to exercise is limited despite other
therapy and who meet specific
physiological criteria, see table 1, left.
Decisions about suitability for volume
reduction procedures are increasingly
made via regional emphysema
multidisciplinary team meetings.
Social deprivation can have a

significant impact on outcomes, for
example completion of pulmonary
rehabilitation9 and local solutions will 
be important to these challenges.
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