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Diagnosis and management
of chronic obstructive pulmonary disease
by primary health care physicians

OBJECTIVE The purpose of this study was the evaluation of the role of
primary health care physicians in the diagnhosis and management of
chronic obstructive pulmonary disease (COPD). METHOD Sixty-five pri-
mary care physicians answered a questionnaire. They were required
to select the main and two other findings from the history, physical
examination, chest X-ray and lung function tests used in the diagno-
sis and follow-up of patients with chronic bronchitis, emphysema and
asthma. The physicians then indicated the medicines used in the treat-
ment of COPD in the chronic phase and during exacerbations. RESULTS
Of the patients examined by general practitioners, 11.5% suffered from
COPD. Only 23 of the 65 physicians considered that chronic produc-
tive cough is the main finding of chronic bronchitis. Twelve physicians
diagnosed emphysema on the basis of the chest X-ray, physical exam-
ination and history of smoking. Only 6 of the 65 considered that dif-
fusion capacity is helpful in the diagnosis of emphysema. About one
in four physicians considered that spirometry is necessary in the fol-
low-up of COPD patients. Theophylline tablets and mucolytics were
the most popular medicines prescribed in COPD, and adrenergic in-
halers in exacerbations of the disease. CONCLUSIONS Because the role
of primary health care physicians in the management of COPD is ma-
jor, the authors conclude that more educational programmes are need-
ed to improve their knowledge about the interpretation of clinical
findings and especially, the use of lung function tests in the diagno-
sis and treatment of chronic bronchitis and emphysema.
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Chronic obstructive pulmonary disease (COPD) is
characterized by abnormal findings on expiratory flow
tests, and includes chronic bronchitis and emphysema.’
Chronic bronchitis is a condition defined on the clinical
basis by the presence of productive cough for at least
three months per year, for at least two consecutive years.
Emphysema is an anatomically defined disorder, char-
acterized by abnormal airspace enlargement and de-
struction of airspaces beyond the terminal bronchioles.
Bronchial asthma is characterized by reversible airways
obstruction. Usually COPD is diagnosed late because
patients often lack symptoms, even at moderate degrees
of airflow obstruction and because spirometry is not
routinely performed.?? In Greece, the diagnosis, follow-

up and management of COPD patients is conducted
mainly by primary health care physicians, especially in
the rural areas.

The purpose of this study was the evaluation of the role
of primary health care physicians in the diagnosis, follow-
up and pharmacologic treatment of COPD patients.

MATERIAL AND METHOD

Sixty-five primary health care physicians with random se-
lection, answered a questionnaire which included questions on
the manner of diagnosis, follow-up and management of COPD.
The questionnaire was compiled by a pulmonologist and a gen-
eral practitioner and was made up of two parts.
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The first part included questions about the diagnosis and fol-
low-up of COPD. The physicians answered how many patien-
ts with COPD or asthma they examined per week. The physi-
cians indicated the main and two other findings from the patien-
t’s history, physical examination, chest X-ray and lung func-
tion tests used in the diagnosis and follow-up of chronic bron-
chitis, emphysema and bronchial asthma, separately for each
disease.

The second part concerned the medicines which the physi-
cians prescribe for patients with COPD. The physicians selected
the main and two other drugs used in the treatment of COPD
in the chronic phase and during acute exacerbations. The
medicines were categorized as follows: Adrenergics: inhalers,
tablets; Anticholinergics: inhalers; Corticosteroids: inhalers,
tablets, injections; Theophyllines: tablets, suppositories, injec-
tions; Mucolytics; Antibiotics.

Three of the authors personally handed the questionnaires
to the primary health care physicians and collected them thirty
minutes later.

The data were recorded in a personal computer and the
statistical analysis was performed using the SPSS programme.

RESULTS

Table 1 shows that about one in ten patients present-
ing in general practice suffers from COPD. The percent-
age of patients with COPD is higher than that of asth-
matic patients.

The diagnosis of chronic bronchitis made by the pri-
mary health care physicians is based on the history of
chronic productive cough, smoking and physical exam-
ination. Only 23 of the 65 physicians consider that pro-
ductive cough is the main finding of chronic bronchitis
(tabl. 2).

Table 3 shows that their diagnosis of emphysema is
based on the chest X-ray and physical examination. On-
ly 6 of the 65 physicians consider that the diffusion ca-
pacity is necessary in the diagnosis of emphysema.

Their diagnosis of asthma is based on exacerbations with
dyspnea, physical examination and response to broncho-
dilators; 46 of the 65 physicians consider that dyspnea is
the main finding in the diagnosis of asthma (tabl. 4).

The follow-up of patients with COPD in general prac-
tice is based on history, physical examination and X-ray;
51 physicians choose the chest X-ray for the follow-up
of emphysema. Only 14 physicians consider that spirom-
etry is necessary in the follow-up of emphysema and 16
consider that spirometry is necessary in the follow-up of
chronic bronchitis (tabl. 5).

Table 6 shows the medicines prescribed by physicians
in the chronic phase of COPD. Theophylline is the first
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Table 1. Diagnosis of chronic obstructive pulmonary disease (COPD)
and bronchial asthma by primary care physicians.

Disease Examined patients/week
COPD 115
Asthma 9.5
All diseases 125.5

Table 2. Diagnostic criteria of chronic bronchitis (65 physicians).

Physicians (main finding)

Chronic productive cough 52 (23)
Smoking 47 (14)
Physical examination 46
Chest X-ray 15
Dyspnea 14
Age >50 years 12
Productive cough, smoking

and physical examination 26

Table 3. Diagnostic criteria of emphysema (65 physicians).

Physicians (main finding)

Chest X-ray 51 (26)
Physical examination 48 (18)
Smoking 23
Age >50 years 19
Spirometry 9
Diffusion capacity 6
Chest X-ray, physical examination

and smoking 12

Table 4. Diagnostic criteria of asthma (65 physicians).

Physicians (main finding)

Exacerbations with dyspnea 55 (46)
Physical examination 54 (11)
Response to bronchodilators 48
Smoking 23
Spirometry 9

Table 5. Follow-up of patients with COPD (65 physicians).

Chronic Emphysema Asthma
bronchitis
History
and physical examination 56 50 54
Chest X-ray 47 51 28
Spirometry 16 14 16
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Table 6. Management of COPD, chronic phase (65 physicians).
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Table 7. Management of COPD, acute exacerbation (65 physicians).

Physicians (main medicine)

Physicians (main medicine)

Theophylline tablets 36 (18)
Mucolytic agents 32 (23)
Corticosteroid inhalers 28 ( 5)
Adrenergic inhalers 27 (11)
Anticholinergic inhalers 16 (10)

Adrenergic inhalers 29 (16)
Antibiotics 26 (9)
Corticosteroid inhalers 18 (6)
Mucolytic agents 17 (7)
Anticholinergic inhalers 17 (3)

choice and mucolytic agents and adrenergic inhalers are
prescribed by 32 and 27 physicians respectively. Only
16 of the 65 physicians prescribe anticholinergic inhalers.

Table 7 shows that the most popular medicines pre-
scribed in acute exacerbations of COPD are the adren-
ergic inhalers and antibiotics. Only 17 physicians pre-
scribe anticholinergic inhalers.

DISCUSSION

Primary health care physicians in Greece do not use
lung function tests adequately in the diagnosis and fol-
low-up of COPD, especially for emphysema. Theo-
phylline tablets and mucolytics are the most popular
medicines used in the management of COPD, and a-
drenergic inhalers and antibiotics in the treatment of a-
cute exacerbation of disease. Anticholinergic inhalers are
used only by about 25% of the primary care physicians.

The incidence of and morbidity from COPD vary wide-
ly between countries. Population-based studies in the
United States reported diagnosed COPD in about 6% of
adult white males and 3% of adult white females.* A
study by the authors estimates that in Greece COPD is
a more common problem than asthma in general prac-
tice.® About ten per cent of all patients examined by pri-
mary health care physicians suffer from COPD.

The diagnosis of COPD is often made late in its course.
Many patients have no symptoms even at persistent air-
flow limitation as indicated by low forced expiratory vol-
ume in one second (FEV1). Chronic productive cough,
especially in the morning, is present in all patients with
chronic bronchitis.®” Patients with chronic bronchitis
usually have been smoking at least 20 cigarettes per day
for 20 or more years before the onset of symptoms. Pro-
ductive cough presents in the fifth, and dyspnea on ef-
fort in the sixth or seventh decade of life. Although the
diagnosis of chronic bronchitis is based on symptoms, e-
specially those of productive cough, physical findings
and smoking habits, only 26 of the 65 primary health
care physicians used these criteria for diagnosis. The
study of the authors showed that not only patients but

also physicians underestimate the diagnostic findings of
chronic bronchitis. Conversely, in the diagnosis of bron-
chial asthma, 46 of the 65 physicians consider that exa-
cerbations of dyspnea is the main criterion of diagnosis.
The prolonged course of development of symptoms
seems to be the reason for the delay of the diagnosis of
chronic bronchitis.®?

Because emphysema is an anatomical term, radio-
graphic images of the lung provide good evidence of its
presence.’” The single-breath carbon monoxide diffusing
capacity is decreased in proportion to the severity of em-
physema because of destruction of alveolar capillary
bed.” The consensus statement of the European Respi-
ratory Society includes the diffusion capacity in the
routine tests for diagnosis and initial assessment of
COPD.* This study showed that only 6 of the 65 pri-
mary health care physicians consider that diffusion ca-
pacity is an essential finding in the diagnosis of em-
physema.

Lung function tests are used not only in the diagnosis
of COPD but also in the assessment of its severity and
for follow-up and prognosis. The FEV1/VC ratio is a sen-
sitive index of mild COPD. The FEV1 is also a good in-
dex of the severity of airflow limitation in moderate to
severe disease.’? The assessment of progression of COPD
by primary health care physicians in Greece is based al-
most completely on clinical findings alone. One in four
physicians uses spirometry in the follow-up of patients

with COPD.

Outpatient treatment should be organized according to
the severity of COPD. The pharmacologic therapy in-
cludes use of bronchodilators and drugs which decrease
the inflammation and facilitate expectoration.”®’> The
goals of treatment in COPD are to prevent symptoms and
exacerbations and to improve the quality of life.?*?’ Con-
trary to recommendations of the European Respiratory
Society consensus’?and the American Thoracic Society*
statement about diagnosis and care of patients with
COPD prescription of theophylline tablets and mucolytics
is more popular in general practice than that of inhalered
adrenergics or anticholinergics. Only 17 of the 65 physi-
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cians prescribe anticholinergic inhalers for exacerbations
of COPD in outpatients.

It appears that the diagnosis of COPD by primary
health care physicians is underestimated. Although it is
recommended that the diagnosis of chronic bronchitis is
based on the patient’s history and physical findings, some
physicians do not evaluate adequately diagnostic crite-
ria such as chronic productive cough or a long history
of heavy smoking. Conversely, the diagnosis of em-
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tion tests, but there are indications that physicians do not
use these tests in the diagnosis, estimation of severity
and prognosis of COPD. Finally, the treatment prescribed
for COPD by the primary care physicians has many dif-
ferences from the consensus-statement of the European
Respiratory and American Thoracic Societies. Edu-
cational programmes on the diagnosis and management
of COPD for primary care physicians need to be orga-
nized by the National or International Respiratory Soci-

physema is based on radiographic findings and lung func-  eties.

MEPIAHWYH

A1dyvmon Kal auIlpEIONIon Xpoviag ano@pakiikng nvevpovonadsiag
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JIKOIMOX Zxrondg tng epyaciag ritav n penéin tng ovpBonng touv yiarpol npwroBdbuiag nepiBadypng orn 81d6-
YVOON Kal aQVIIPEIDNIOoN TG Xpoviag ano@pakukrig nvevpovonddeiag (XAIT). YAIKO-MEOOAOX 65 yiatpofl
nporoBdbuiag nepiBanyng cvunAnpwoav §va epowinpgarondyio, nov nepienduBave to kKBplo Kai ta dnna &vo
orolxeia and 1o 16TopIKS, T QULOIKA £€€taon, Tnv aknvoypagia OdPaArog Kal To NEITOLPYIKS ENEYXO TNG AvVA-
MVONG Mov xpnoipornoloboav yia tn Sidyvoon Kal v napakoNovBnon acbsvadv pe xpovia Bpoyxitda, ep@v-
onpa kKal doBpa. AronoBBbwg, cvunnripocav tn Oeparnsia nov enéheyav omnv aviiperdnon acBsvodv pe XAIT
orn xpovia @don kat otg napo§vvoeig. AMOTEAEEMATA To 11,5% tov acBevdv nov e€stdzoviav and yevi-
KOUG yiatpoVg €naocxe and XAIl. Moévo 23 croug 65 yiarpoig Bempoios 611 o xpdviog napaymyikdg Brixag ritav
10 KUpIO XapakInplotkS tng Xpoviag Bpoyximbdag. 12 yiarpoi €0stav tn Sidyvwon suguonparog pe Bdon v
aktvoypagia Bdpakog, n QLOIKA e€€taon Kail To 10topIkS Kanvioparog. O1 6 and tovg 65 yiarpols Bemwpov-
oav In PErpnon tng S1axvtiknig 1kavomntag BonBntikA orn Sidyvwon epguonparog. [epinov 1 oroug 4 yiarpovg
Beswpovoe 611 n onpopsrpnon Nrav avaykaia omv napakonovOnon acbsvav pe XAl Ta Siokia Beo@uanivng
Kal ta BAsvvonutikd ritav ta Snpo@ingotepa @dpuaka o XAIT kai ta abpevepyikd sionvedpsva orig napo-
Ebvoeig tng véoov. TYMITEPAXMATA O pdiog tov yiatpadv npmtoBdduiag nepiBanyng sivar 181aitepa onpa-
VTIKGG oy aviperdmon g XAl anaitobvral Spwg nepiocdtepa eknaiSevtikd npoypdupara, nov 6a Bennm-
OOLV TIG YVDGEIG TOLG otn Sidyvmon, tn Bepaneia Kai 1o ASITOLPYIKS ENEYXO TNG AVANVONG.

...............................................................................................................................................................
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