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The diagnosis of chronic obstructive pulmonary
disease according to current guidelines

Hyun Jung Kim, MD' - Yeon-Mok Oh, MD?

'Department of Internal Medicine, Dongsan Medical Center, Keimyung University School of Medicine, Daegu; “Department of Pulmonary
and Critical Care Medicine, Asan Medical Center, University of Ulsan College of Medicine, Seoul, Korea

Chronic obstructive pulmonary disease (COPD) should be considered in any patient who has dyspnea, chronic cough
or sputum production, and/or a history of exposure to risk factors for the disease, such as cigarette smoking, biomass
exposure, and occupational dust. Spirometry is required to make the diagnosis, and a post-bronchodilator forced
expiratory volume in one second/forced vital capacity ratio <0.7 confirms the presence of persistent airflow limitation.
The goal of COPD assessment is to determine the severity of the disease, including the severity of airflow limitation,
the impact of the disease on the patient’s health status, the risk of future events (such as exacerbations, hospital
admission, or death), and comorbidities in order to guide therapy. Concomitant chronic diseases occur frequently
in COPD patients, including cardiovascular disease, skeletal muscle dysfunction, metabolic syndrome, osteoporosis,
depression, anxiety, and lung cancer. These comorbidities should be actively surveilled and treated appropriately when
present, as they can independently influence mortality and hospitalization. Above all, further efforts are required to

increase the diagnosis rate of COPD in Korea.
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Table 1. Key indicators for considering the diagnosis of COPD ARAL Z 2J0l7o] w2E HEo]
Indicators Description
d Sl 7S AL 9I3) AL B
Dyspnea Progressive over time _
Characteristically worse with exercise. [sit}, T HAeE Sxfofl A 7]
Persistent - . N
. o . A 7R 59 T57] S8l 71 Akt
Chronic cough May be intermittent and may be non-productive.
Recurrent wheeze Hr} W] EAsH= Aox Q1 di
Chronic sputum prod'uctlon . . Any pattern of chronic sputum production. BRpo) A QAFRALF 9lo] 7] Aakur
Recurrent lower respiratory tract infections
Cigarette smoking Current- or ex-smoker A7 = 5], e g et
Exposure to noxious particle or gas Occhupa_tiolnal dusts, vapors, fumes, gases and other o] ALk B|EEFAAE E3) 7|5 A5
chemicals
Family history of COPD Especially, siblings of COPD 9] %‘%‘0]7‘]?_]’, A A= 7]%1, 7}
Childhood factors Low birth weight, childhood respiratory infections etc. ) So] 24} L s Euate] FAols)

Considering COPD, and perform spirometry, if any of these indicators are present in an individual over age 40. HH Uo]] ‘:g] SES -LA] ﬂ - O]E} - %]_

These factors are not diagnostic themselves, but the presence of multiple key indicators increases the probability of

the diagnosis of COPD. Spirometry is required to establish the diagnosis of COPD. Reproduced from Korea Acad- . N -
emy of Tuberculosis and Respiratory Diseases. COPD clinical practice guidelines revised in 2018 [Internet]. Seoul: X]——Oﬂ/ﬁ \_]_' é Jﬂ]éﬂ*é “4] ;‘5—_199. = —‘]é} O}'—'—’—
Korean Academy of Tuberculosis and Respiratory Disease; 2018, with permission from Korea Academy of Tubercu-

losis and Respiratory Diseases [4].
COPD, chronic obstructive pulmonary disease.
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Table 2. Modified Medical Research Council dyspnea scale

Kim HJ - Oh YM - The diagnosis of COPD

MHE A= TS & AT F G4
Grade Degree of breathlessness related to activities e - _
; 2 Asetel 715 Al gelska,
0 | only get breathless with strenuous exercise. .
1 | get short of breath when hurrying on the level or walking up a slight hill. A S B7Feke d ARk gl
2 I walk slower than people of the same age on the level because of breathlessness, or | have HAslerAE =3
to stop for breath when walking on my own pace on the level. HEFHAE Edte] FVCek FEV,
3 | stop for breath after walking about 100 m or after a few minutes on the level. S =Asla, = 7k v|(FEV,/FVCO)
4 | am too breathless to leave the house or | am breathless when dressing or undressing. -
& Y 2 AR 71 ARle] A3k of

Table 3. COPD Assessment Test

FA7E @opA|aL, 0.7 vk A 7]

2 Algte] Qlrka el AR

Description Score

Description

oMM ALFAE ofete B, 7=

| never cough

I have no phlegm (mucus) in my chest at all
(mucus)

My chest does not feel tight at all

When | walk up a hill or one flight of stairs |
am not breathless

I am not limited doing any activities at home ©@®@®@@® | am very limited doing activities at home

I am confident leaving my home despite my ©@®@®@@® | am not at all confident leaving my home
because of my lung condition

©DE@B@® |don't sleep soundly because of my lung

lung condition

| sleep soundly
condition

I have lots of energy

O©D@R@® | cough all the time
©DE@B@® My chest is completely full of phlegm

AHE AdstAY BUEF §17] 9
3 &o ikt wEEFAAL WeR
COPD-6E AMEE 4= Slth(Figure 1),
COPD—6% °]&% 4% FEV,/FVC
<0.7 thAle] FEV,/FEVs <0.7302 of
Alsto] ARG 4= QleHI).

©DE@B@® My chest feels very tight

©DE@®@® When | walk up a hill or one flight of
stairs | am very breathless

©DE@B@® | have no energy at all

COPD, chronic obstructive pulmonary disease.

Figure 1. COPD-6. A chronic obstructive pulmonary disease screening device
measuring forced expiratory volume in one second and forced expiratory volume
in six seconds (courtesy of Vitalograph).
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FEV1
(% of predicted value)

Exacerbation history Z2 7L o)A FAlelste] Helolch
In previous year

[17]. 2+ F/dekste 19 23] o4
>2 ofst2 Holl 7 9= Aot Eal,
> 60% (Da) > 1 (leading to - - - _
Hospital admission) Qs Jx g AlSH olsly} 1o 13
ehe g A otstel mejEToR
= 60% o1 BRI 715 Agto] Aat= FAok
(Ga) (Na) (Not !eadlng Fo_
Hospital admission) = ‘?_5:_7]‘ %‘7]‘3}1 %‘%, }\]‘%]_O] %‘7}
SreH 18]
mMRC 0-1 MMRC >2 =uLREL
CAT <10 CAT > 10 4) N 37t

Figure 2. Combined chronic obstructive pulmonary disease assessment (forced expiratory volume in one T A d A gt SRt A Al E
second [FEV,], symptom, acute exacerbation). Group (Ga): low risk, low symptom. FEV, =60% of predicted B i

LY
value and no or one exacerbation in previous year, modified Medical Research Council (mMMRC) 0 to 1 (or HhE = T EEe AEHEs i
o)

A=, |
COPD Assessment Test [CAT] <10). Group (Na): low risk, high symptom. FEV; =60% of predicted, no acute - B
exacerbation or one in previous year, N(MRC =2 (or CAT =10). Group (Da): high risk. Regardless of mMMRC R N e e e |
or CAT score, FEV; <60% of predicted value or two acute exacerbation or one admission history related to

acute exacerbation.
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Appendix 1. Modified Medical Research Council (mMRC) Dyspnea Scale (in Korean)
mMRC SE22SSE Gt 82

ot 207 &
Grade 2

REA {010k BHCE
Grade 3
100 mE ALt o1
Grade 4

TS U 2 ZoiUS o S0l Xick

Reproduced from Korea Academy of Tuberculosis and Respiratory Diseases. Resource center: mMRC [Internet]. Seoul: Korean
Academy of Tuberculosis and Respiratory Disease; 2018, with permission from Korea Academy of Tuberculosis and Respiratory
Diseases [11].

Appendix 2. COPD Assessment Tool (CAT) (in Korean)

EHCOPD)2 O ALI7F? BHEmMSm|ZEHCOPD) E7t HAL (CAT)E SiFMAIL.

Cig 2RSS Folet 99 2210 BHmA4mESHCOPDI0| Fiste] S, FAlA 2t &l 0lXl= S H7ist7| /gt AYUC ernt At
= PRYHAMEHEEHCOPD) #2lE A7 Xz SIS ZCHElch=0 AEE + UFLICL

w9 0-0-000 =
Lk 7hsol 7f2i7) pe O 00000
L= Jks0l EErEre orest —@-0-O-0-0-0— 2o

Li= oisiolut g 98 ol 20| wiameet  —E)—0—O—-O-0-O— w0
Lt 2ol E=stet] xote wsieneer  —E)—@)—O—O—-0—-0O—
sl 275t olEsker xilo] et O 00000 =i
L= mig 20| it OO0 0000 ==
L= 7i20) Sageict -©O-0-0-0-0-0— ==

Reproduced from Korea Academy of Tuberculosis and Respiratory Diseases. Resource center: CAT [Internet]. Seoul: Korean Academy of Tuberculosis and Respiratory
Disease; 2018, with permission from Korea Academy of Tuberculosis and Respiratory Diseases [14].
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