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Chronic Obstructive Pulmonary Disease (COPD) is a common,
preventable and treatable disease that is characterized by
persistent respiratory symptoms and airflow limitation or
obstruction that is not fully reversible.
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● COPD is  now one of the top three causes of death worldwide.
 
 

● The most common respiratory symptoms include dyspnea, cough and/or
sputum production. These symptoms may be under reported by patients.

 
 

● The main risk factor for COPD is tobacco smoking but other environmental
exposures such as biomass fuel exposure and air pollution may contribute.

 
 

● Other host factors : genetic abnormalities, abnormal lung development and
accelerated aging.

 

 

  

 

 

Diagnosis and Initial Assessment
 
 

● The possibility of COPD should be considered and spirometry should be
performed in patients 40 years of age or older with progressive dyspnea, chronic
cough, or chronic sputum production, particularly in the presence of known risk
factors for the disease, especially smoking.

 
 

● Spirometry is required to make the diagnosis; the presence of a post-
bronchodilator FEV1/FVC < 0.70 confirms the presence of persistent airflow
limitation.

 

 

 

  

 

 

 

 

  

 

 

 

 

  

 

 

 

 

  

 

 

The initial assessment focuses on disease severity, which is determined
using a combination of :
 
 

●  Symptoms
 

● Degree of airflow obstruction on spirometry
 

●  History of acute exacerbations, and presence of comorbid condition.

 

 

  

 

 

COPD Assessment Test (CATTM)
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ABCD assessment tool
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Non-Pharmacological Treatment

► Smoking cessation is essential in the management of COPD, as it can slow the
decline of FEV1

► Education and self-management

► Physical activity

► Pulmonary rehabilitation programs

► Exercise training

► Self-management education

► End of life and palliative care

► Nutritional support

► Vaccination, all COPD patients should have annual influenza immunization and
the pneumococcal vaccine

► Oxygen therapy
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● The use of supplemental oxygen has been shown to improve quality of
life and decrease mortality in patients with COPD and resting hypoxemia
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● An acute exacerbation of COPD is a change in a patient's typical
symptoms that leads to a change in medical therapy or requires
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