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3 B RSP Tl —— R B0 . . Wi 20 AF:
Chronic Obstructive Pulmonary Disease ( COPD ) —repeated cough,
sputum production and dyspnea for 20 years

A 87-year-old male patient, retired worker,
was admitted because of “repeated cough,
sputum production and dyspnea for 20 years
with 1 week exacerbation” . Twenty years
ago, the patient began to have productive
cough with white frothy sputum and dyspnea,
mostly in autumn and winter or induced by
cold. Its longest lasting time was more than 3
months. His symptoms responded to oral
antibiotics and traditional Chinese medications.
In the latest 4 years, the patient developed
increasing dyspnea after exertion. He had
pulmonary function test ( PFT) and was
diagnosed as “ obstructive emphysema ”

About 1 week before admission, the patient
got a cold and had a productive cough and
increasing dyspnea. His sputum turned from
white frothy to purulent. He denied fever,
night sweat, chest pain, weight loss and limb
edema. The blood routine in a local hospital
showed “WBC 14 x 10°/L, N 79.7% " and
elevated to 200/

105mmHg. He was given anti-infection and

blood pressure was
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anti-hypertension therapy but his symptoms
became worse on the following days. 2 days
later, he was sent to our emergency
department. EKG showed “sinus tachycardia,
pulmonary P wave, occasionally ventricular
Head CT showed “senile

Later, his temperature rose to

premature beats” .
changes” .
38.7°C, and chest X-ray showed “pulmonary
emphysema, and chronic bronchitis complicat-
ed with infection” . The blood routine showed
“WBC 8.3 x 10°/L, N 80.2%”" . After
treatment  with  cyprofloxacin and  other
antibiotics, he didn’t get better and was
hospitalized.

He has 2-year history of hypertension, the
highest blood pressure was 230/ 110mmHg.
No history of diabetes, liver disease,
tuberculosis and other contagious diseases.

He had smoked 20 cigarettes every day for
over 40 years and quit smoking about 10 years
ago. Denied alcohol use. He is married ,
having a daughter and a son; his wife and
children are in good health. No history of
hereditory diseases.

Physical examination: T: 37.1C, P:
80bpm, R: 22bpm, BP: 170/70mmHg.
Conscious, thin, no jaundice, no palpable
superficial lymph nodes. The pupils are equal
and responsive to light. Mild cyanosis seen on
lips. Soft neck. Trachea in midline. Barrel
chest with symmetric bilateral respiratory
movements. No apophysis or focal tenderness.
Positive hyperresonance on percussion. The
Jiver dullness border was at the point of the
sixth intercostal space and the right
midclavicular line. Decreased breath sounds
without obvious rhonchi and moist rales. No
precordial heave. PMI ( point of maximal

impulse ) and cardiac border were within

PRI BRR B i — DG ¥ 3

PGP L
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normal limit. Heart rate was 80bpm with
arrhythmia and premature beats. Heart sound
was distant. No pathologic cardiac murmur at
each valvular area. The abdomen was soft,
nontender and without rebound. Liver and
spleen were non-palpable below the ribs. No

edema of the lower limbs. NS ( -)

CLINICAL THINKING (1)

The diagnosis of the patient is “ chronic
bronchitis and chronic obstructive pulmonary
disease (COPD)” . The diagnosis of chronic
bronchitis was based on his history of repeated
cough, sputum production and dyspnea for 20
years. The sputum was white and his
symptoms occurred mostly in autumn and
winter and could be induced by cold. Its
longest lasting time was about 3 months. No
history of tuberculosis, bronchial asthma or
COPD is characterized by

chronic bronchitis and emphysema with airflow

bronchiectasis.

obstruction or chronic bronchitis complicated
with emphysema. The patient had a long
history of smoking and chronic bronchitis and
had barrel chest. The pulmonary function test
showed “obstructive emphysema” . Therefore
the diagnosis of COPD can be established. In
the latest 4 years the patient developed
progressive dyspnea on exertion. EKG showed
pulmonary P wave. Clinically he had entered
the stage of pulmonary heart disease. The
current treatment priority is to control the
infection with antibiotics, relieve bronchospasm,
correct hypoxia with supplemental oxygen and
inflammation  to

reduce the prevent the

progression of the disease.

CLINICAL COURSE ( 1)
On the admission day, the blood gas analysis

IGEkBEE (1)
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showed pH 7.441, PCO, 46.2mmHg, PO,
80mmHg, BE 5.3mmol/L, HCO,  29.2mmol/L,
Sa0,97.4% (while receiving oxygen therapy) -
Blood routine: WBC 1.2 x10°/L, N91.3%,
liver function test showed low albuminemia
(29¢/1.) . Normal electrolytes .

CLINICAL THINKING ( II)

The blood gas analysis showed mild hypercapnia
reflecting the ventilation dysfunction. Because of
obvious infection, we should select effective
antibiotics and other supportive treatment such

as albumin infusion.

CLINICAL COURSE (1)
After admission, the microbiologic culture of

sputum showed “ Pseudomonas

aeruginosa
infection” , the susceptibility test showed it
After

effective antibiotic combination therapy, the

was sensitive to multiple antibiotics.

patient dramatically improved. Pulmonary CT
scan showed “increased bilateral pulmenary
markings, emphysema and bilateral pleural
thickening, but no evidence of infection” .
And the pulmonary function test showed
“FEV,% 38%, FEV/FVC 66.79% , VCmax
50.3%" .

weeks later.

The patient was discharged two

CLINICAL THINKING (1)

When elderly COPD patients had exacerbation
with cough productive of sputum and dyspnea,
the pathogens are
bacilli.

treated, their

usually Gram-negative

Once the infection is effectively
symptoms  will  improve
promptly. In this case, the patient’ s CT scan
had showed no signs of infection. According to
classification based on pulmonary function

( see table ), the patient had COPD at
PG ERRBI S H—NEFS)
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stage 11B.

Table 1 Classification of Chronic Obstructive
Pulmonary Disease { COPD) by Severity

stage spirometry Clinical features
Stage 0  Normal Chronic symptoms
(At Risk) ( cough, sputum
production)
Stage 1  FEV,/FVC <70% With or without

(Mild)  FEV, =80% predicted chronic symptoms

( cough, sputum
production)

With or without
chronic symptoms

Stage I FEV,/FVC <70%
(Moderate) 30% <FEV,

<80% predicted ( cough, sputum
Il A: 50% <FEV, production,
< 80% predicted dyspnea)

II B: 30% <FEV,

- <50% predicted
FEV,/FVC <70%
FEV, <30% predicted
or FEV, <50%
predicted plus

respiratory failure or

Stage Il

(severe)

clinical signs of right
heart failure

( Abbreviations;: FVC = forced vital capacity

FEV, = forced expiratory volume in one second)

CLINICAL COURSE (i)

The patient history showed that he had
moderate to severe ventilation dysfunction so
that there was hypercapnia in his blood gas
analysis. As we know, elderly patients with
COPD and poor pulmonary function are prone
failure  once
What  preventive
measures should be adopted for stable COPD

patients?

lo respiratory contracting

pulmonary infection.

CLINICAL THINKING (V)
The underlying injury in COPD is progressive. We
should encourage the patient to quit smoking,
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avoid occupational dusts and chemicals and avoid
enviromental pollution. For stable patients in
remission but with hypoxemia, low-flow oxygen
therapy should be provided . Exercises such
as respiratory function training are also

encouraged .

COMMENT
COPD is clinically a common disease. The
process of COPD is progressive, easy to cause

chronic

pulmonary  heart disease and

respiratory failure. It is very important to
know how to make an accurate diagnosis and
how to manage the exacerbated COPD patient.
In our clinic work, strategies selected should

be evidence-based.
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Bronchial Asthma—cough, chest tightness, dyspnea

A 53-year-old male patient was admitted to the
hospital because of “cough, chest tightness for
1 week , exacerbated with dyspnea for 3 days”.
One week prior to admission, the patient
had suffered a cold and developed cough and

chest tightness. He took some over-the-

PIRHIEERMRO S B —NEE S

B, B, 3%, H MK, Kk
FmMEfLSEA3 X" Abt. £F 1 AWH
Zrm Bk, W, AREEERT.
a3mE LR, AMEFHASE . BR
B, BT EORBR, TE#R, X
I, TME, $RERITEHE. Bl



