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 PULMONARY REHABILITATION

* LONG-TERM OXYGEN THERAPY

e NON-INVASIVE VENTILATION

* ADVANCE CARE PLANNING



oo

1947 1960

!
-

W I /“1"\1’ .
g 5 European Community for
s o ST TS First clinical application Clsxal & Steel issuz
& ) s vk using FEV1 & FVC

John Hutchison develops recommendations (males)
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FEVA (L)

Overlap/range of
‘normal’ varies
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A method of assessing
lung function by
measuring the volume
of air a ptis able to
expel from the lungs
after maximal
inspiration

It can differentiate
between obstructive
airway disorders
(asthma COPD) &
restrictive diseases
where the size of the
lung is reduced
(fibrosis)

It can also used to
determine severity
of COPD




BUT....

THEY DO NOT ACT ALONE

A COMBINATION OF
THOROUGH HISTORY &
PHYSICAL EXAM,

THEY ACT ONLY
TO SUPPORT OR

SUPPORTING
LABORATORY DATA WILL
HELP ESTABLISH A

DIAGNOSIS

EXCLUDE A
DIAGNOSIS
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“Excellent health statistics - smokers are
less likely to die of age related iliness”
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DISEASE
DIAGNOSIS SCREENING PROGRESSION

ASSESS
TREATMENT
SMOKING &
SYMPTOM




The rate at which
the lung
during
forced breathing
manoeuvres

Begins with a full
inhalation, followed by
that
rapidly empties the lungs

Expiration continued
until a is reached
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Spirometry
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Limitation of Peak Flow
A

— Normal PF
in mild COPD

—Low PF in
mod-severe
COPD

°[imited use
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Spirometry Performed

Normal

Abnormal Ventilatory Function

v ¥ v
Obstruction Restriction Mixed
W L o -3 I
;E-" “ e % 5 ",rfl
o L= —
- - =1 —anil
Time Time Time
s
A
3 é I EE - IK:
L L TH num,u




a) normal subject

b) obstructive airway disease ) sever2 obstructive disease
(e.g. asthma); {e.g. emphysema)

d) restrictive lung diseasa e) fixed major airway obstruction
{e.q. pulmonary fibrosis) {e.g. carcinoma of the trachea).
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Flow (L/s)

Volume (L)



Volume

Good effort

1] Time

+ Actual FUrC

Mot at TLC prior
to blow

ceseeenes foctusl PEC -

Premature termination
or glottic closure

—

Submaximal effort

Poor start

Cough




%, Acceptable
. efforts

Flow

Start not rapid

o effort

Submaximal

tops préematurely or
glottic closure

N Mot at TLC

Submaximal
inspiration

Cough

Tongue

“ peclusion
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ASTHMA RESTRICTIVE

OFEV1 O FEV1 & FVC,

. Oor normal
O ratio el

COPD (also O RV & TCL)
O FEV1 y

O ratio
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l three

CONFOUNDERS
AGE, SEX,

ETHNICITY,
HEIGHT

Grade the
severity

Validity
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— COPD OR ASTHMA?

FVC (L)
FEV1 (L) 2.99 1.66 55
FEV1/FVC (%) 83 54

PEF (L/min) 390 298 76
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FVC (L)
B FEV1 (L) 3.04 0.54 18
FEVI/FVC (%) 79 20
41 PEF (L/min) 484 166 34
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% :A(ZZTS % CHANGE
PRED
b1 FVC(L) 366 305 83 3.51 15
FEV1 (L) 2.99 1.66 55 2.10 27
41 FEV1/FVC 83 54 60 /
(%)
PEF 390 298 76 372 25
E“ (L/min)
0= : A significant response

1# z Diagnostic with asthma
alume
Defined as both a >20% rise

and >400ml increase in FEV1
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FVC (L)
il FEV1 (L) 2.15 0.81 38
| FEVI/FVC (%) 83 54
21 PEF (L/min) 318 251 79
| ' ]
) —— C OBSTRUCTED/RESTRICTED
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Confirms chronic airflow
limitation but limited value
distinguishing between asthma
with fixed airflow obstruction,
COPD & ACOS

Single visit spirometry is NOT

always a confirmation of
diagnosis
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8-
FVC (L)
g FEV1 (L) 3.32 1.33 40
FEV1/FVC (%) 87
44 PEF (L/min) 416 368 89
24
* Newton
* 59 years
il | T VT T * Coughing / smoking
-1 0 1 2 3
Volume
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Spirometry is essential assessment of suspected

disease of airways

Initial & subsequent

Before & after
treatment

Early confirmation or
exclusion

a Y

Avoid needless therapy

" w

'

Avoid delay in initiating
other investigations

" w




If you can’t explain 1t simply, you
don’t understand it well enough.

— Albert Einstein
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