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D I S C U S S IO N  P A P E R

D ia g n o s is  o f  a s th m a  a n d  c h r o n ic  o b s tr u c t iv e  

p u lm o n a r y  d is e a s e  in  g e n e r a l p r a c t ic e

C  P V A N  SC H A Y C K side the N etherlands.4 For exam ple , general practitioners in the

PR IM A R Y  A N D  S E C O N D A R Y  C ARE  R E SP IR A TO R Y  

S P E C IA L IS T S  W O RK IN G  G R O U P

SUMMARY. There may be an overlap between the clinical 

pictures of asthma and chronic obstructive pulmonary dis

ease which hampers a clear distinction between the two dis

eases. Most symptoms presented by patients do not clearly 

belong exclusively to either asthma or chronic obstructive 

pulmonary disease. By the nature o f their discipline and 

training, general practitioners focus mainly on symptoms 

presented, which do not give a decisive answer in the differ

ential diagnosis between the two diseases. Therefore, gen

eral practitioners must rely on objective parameters, such as 

determining the presence and degree of reversibility of air

way obstruction, diurnal peak flow variability, bronchial 

hyper-responsiveness and allergy. This paper puts forward 

a pragmatic, primary care definition of asthma and chronic 

obstructive pulmonary disease.

Keywords: asthma; infarction; pulmonary differential diag

nosis; diagnostic techniques; quality in general practice.

I n t r o d u c t io n

N diagnosing and treating patien ts w ith  airflow obstruction, it is 

im portant to distinguish be tw een  asthm a and chronic o b s tru c 

tive pu lm onary  disease. Chronic obstruc tive  pulm onary d isease  is 

a  co llec tive  term  for chronic b ro n c h it is  and  em physem a. Until 

recen tly , it w as com m on p rac tice  in  the N etherlands to u se  the 

u m b re l la  term  ‘ch ron ic  n o n -sp ec if ic  lun g  d is e a s e ’ fo r c h ro n ic  

obstructive disorders o f the low er airw ays. T his  descrip tion  was 

based  on the so-called D utch hypo thesis , first put forw ard in 1961 

and  later revised in 1991.2’3

T h e  D utch  hypothesis  p roposes that there is a  (genetic ) host 

fac to r  com m on to both asthm a and  ch ron ic  obstructive pu lm onary  

d isease, and because there is so m u c h  overlap  betw een the ir  c lin i 

ca l pictures, it is not useful to c lassify  patients as having o n e  d is 

ease  or the other. Apart from in so m e  ep idem iological surveys, 

the term  chronic non-specific lung  d isease  has not been used  out-
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U K  have alw ays used  the  term s asthm a and chronic bronchitis 

separately. There is now  clear evidence that the pathogenesis and 

pathophysio logy  o f  as thm a and  chronic obstructive pulm onary  

disease are not the same, and therefore, patients with these condi 

tions should be treated differently .4 There is much evidence indi

cating that anti-inflam m atory and bronchodilator therapies do not 

have the sam e efficacy in patients with chronic obstructive pul 

m onary  d isease  as in pa tien ts  w ith  asthma: an ti-in flam m atory  

m ed ica tio n  is e ssen tia l  in the  trea tm en t o f  (ch ron ic) as thm a, 

w hereas this has not ye t been  show n for patients w ith chronic 

obstructive  pu lm onary  d isease. Longitudinal studies in general 

practice have shown that the two conditions have different prog 

noses: as thm a is often fully  rem itten t, especially in childhood, 

w hereas the progress o f  chronic  obstructive pu lm onary  disease 

seems to be irreversible.5

Therefore, it would seem  useful to develop practical guidelines 

that m ade a clear distinction betw een  asthma and chronic obstruc 

tive pulm onary disease. The a im  o f  the discussion paper is to con 

tribute to this process. This paper draws on international consen 

sus re p o r ts ,1,6,7 and on  the D u tch  standard on the d iagnosis o f  

as thm a and  ch ron ic  o b s tru c tiv e  pu lm onary  disease w hich was 

d raw n  up  by the  D u tc h  S o c ie ty  o f P h y s ic ian s  o f  P u lm o nary  

Diseases and T uberculosis .8 H ow ever, most o f  these reports focus 

on the d iagnosis  o f  as thm a and chronic obstructive pu lm onary  

disease by hospital chest physicians, and thus, cannot easily be 

applied by general practitioners as they comm only refer to techni 

cal equipm ent that is usually not available in primary care. As far 

as we know, there are no guidelines available for general practi 

tioners to m ake a clear d istinction  between asthma and chronic 

obstruc tive  pu lm o n ary  d isease. R ather than being a consensus 

s ta tem en t, th is p ap e r  is p re sen ted  as a d iscussion  w hich , it is 

hoped, will stim ulate com m ent and  debate.

D ia g n o s is  o f  a s th m a

A sthm a is characterized by a specific type o f  inflammation of the 

airways which is expressed clinically as increased airway respon 

siveness to a large num ber o f  stimuli. The result is variable a ir 

w ay obstruction . T h e  m ost im portan t sym ptom s o f as thm a are 

recurren t periods o f cough ing , w heezing and dyspnoea, all o f  

which m ay vary considerab ly  in intensity in a patient. A irw ay 

obstruction can be treated rapidly with a bronchodilator and more 

s lo w ly  w ith  an in h a le d  c o r t ic o s te ro id .  A sthm a is co m m o n ly  

accom pan ied  by allergy . C om pared  with patients with chronic 

obstruc tive  p u lm o n a ry  d isease , patients w ith  asthm a are often 

m uch younger, are less likely to sm oke and have a sudden onset 

o f  th e ir  d isease . F o r a d iag n o s is  o f asthm a, it is im portan t to 

dem onstrate reversibility and increased diurnal variability of a ir 

w ay  o b s t ru c t io n .  A p a r t  f ro m  a irw a y  h y p e r - re s p o n s iv e n e s s ,  

reversib ility  and variability  o f  airw ay obstruction are generally 

considered  to be hallm arks o f  asthm a. General practitioners are 

usually  the first to  d iagnose  as thm a and they  have o ften  been 

accused o f  underdiagnosis (and therefore undertreatment) o f asth 

m a .0 H ow ever, there has been increasing evidence that at least 

part o f  the problem  is caused by the patients them selves, who do 

not present their sym ptom s to general practitioners.111 Therefore, 

general practitioners should be alert: to a patient’s report of, for 

exam ple, a persistent cough. A  careful clinical history and objec-
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t iv e  a s s e s s m e n ts  o f  a s th m a  w ill  he lp  to d is t in g u ish  ‘n o rm al 

co u g h in g ’ from  asthm a in these subjects.

Determining presence of airway obstruction. A irw ay obstruction 

can be docum ented  m ost reliably by m eans o f  the forced expira to 

ry volum e in one second (F E V ,) .11 In this respect, obstruction is 

defined  as a reduction in FEV , com pared with values m easured in 

healthy  subjects o f  the sam e sex, age and height. Predicted values 

established  by  the European Respiratory Society for healthy w est 

ern  E uropeans are recom m ended .11 O bstruction is defined as an 

FE V , w hich  is low er than the predicted value m inus a  fixed value 

in m en and w om en (840 m l in men and 620 ml in wom en). T o  

determ ine F E V ,, a  spirom eter is needed, and reliable and practical 

p o r ta b le  sp iro m e te rs  ran g e  fro m  £ 4 0 0  to  £ 2 3 0 0 .12 T h e  m o re  

e x p e n s iv e  s p i r o m e te r s  d i r e c t ly  c a lc u la te  p r e d ic te d  v a lu e s .  

H ow ever, few  general practices in the N etherlands and in the U K  

have spirom eters as it is currently accepted practice to determ ine 

airw ay obstruction using a peak flow  meter. There are now  sever 

al accurate peak  flow  rate meters ava ilab le ,13 ranging from  £8 to 

£16. P eak  expiratory flow rate (peak flow) is m ore effort depen 

d e n t  a n d  g iv e s  le s s  r e l i a b le  v a lu e s  c o m p a r e d  w i th  F E V , .  

M oreover, the peak flow has been shown to be incapable o f  m on i 

toring the progression as F E V , does.

Measuring reversibility of airway obstruction. T he percen tage  

change in FE V , from baseline value is often used as a m easure o f  

reversibility  o f  airway obstruction. H ow ever, studies have shown 

th a t  th is  c r i te r io n  is not e f fe c t iv e  in  d is t in g u is h in g  b e tw e e n  

patien ts with asthm a and patients w ith  chronic obstructive pu l 

m onary  d isease .14 M oreover, the response  m easured  is strongly 

dependent on the baseline va lue .14 A  better m ethod of d iscrim i 

nating betw een  the two conditions is by expressing the change in 

F E V , as a percentage o f  the predicted v a lu e .15 A change in  FE V , 

o f  9%  or greater o f  the predicted indicates reversibility, although 

reversib ility  should be considered  as a continuous variable and 

e a c h  c u t - o f f  p o in t  r e m a in s  a r b i t r a r y . 13 W h e n  h a v in g  th e i r  

re v e rs ib i l i ty  o f  a irw ay  o b s tru c t io n  a s se s se d , p a tie n ts  sh o u ld  

refrain from  taking their short-acting  inhaled beta-agonists (e.g. 

salbutam ol, terbutaline or fenoterol) for at least 8 h before assess 

m e n t a n d  lo n g -a c tin g  inha led  o r  o ral b e ta -ag o n is ts  and  th eo 

p h y l l in e  for 12 h b e fo re  a s se s sm e n t.  R e v e rs ib il i ty  o f  a irw ay  

obstruction  is determ ined 15 m in after the adm inistra tion  o f  an 

appropriate dose o f  a short-acting beta-agonist; for exam ple, 400  

jn g  salbutam ol.

Peak flow

A lth o u g h  peak  flow is less accurate  than FE V , in de te rm in ing  

s e v e r i ty  o f  a irw a y  o b s tru c tio n , it is e f fec tiv e  in d e te rm in in g

reversibility  and variability o f  airw ay obstruction in patients w ith 

asthm a. The advantage o f m easuring reversibility  or variability is 

that the patient is his or her own reference because com parison  is 

a lw ays m ade with one o f  his or her ow n values m easured earlier. 

T h ere  are reference values in the lite ra ture  for peak flow  m ea 

su rem ents, corrected for height, age and  sex ,11 but they are less 

accurate  than those for FE V ,. C hildren  from the age o f  5 years 

and m ost adults are capable  o f  perfo rm ing  peak flow m easure 

m ents. H ow ever, this effort-dependent test does require patients 

to have  been taught adequately. A  p a tien t’s m easurem ents should 

b e  perfo rm ed  using the sam e type o f  peak  flow  m eter16 (if  possi 

b le  w ith the sam e m eter) since in ter-instrum ent variations m ay 

o c c u r .13

Measuring reversibility of airway obstruction. Investiga tion  in 

general practice patients has show n that in a reversibility test an 

absolu te  change in peak flow o f  60 I m ill '1 or m ore cor 

w ith  a change o f  9% in FEV . as a percentage o f  predicted v a lu e .17

Measuring diurnal peak flow variability. To determ ine diurnal 

peak  flow  variability, peak flow measurements are best perform ed 

twice a day; for exam ple, 15 min after getting up in the m orning 

and then betw een 10 and 12 h later. M easurem ents should take 

place at the sam e tim es each day and 8 h after the last dose o f  

b ronchodila to r m edication. A num ber o f different m ethods exist 

fo r calculating diurnal variation in peak flow but the m ost useful 

is the am plitude percen tage m ean .18 Diurnal variability is deter 

m ined by m easuring  the peak flow three times in the m orning and 

even ing  (taking the  highest value o f  three m easurem ents) using 

the fo llow ing fo rm ula  (where PEF is peak flow):

Diurnal variability (%)
highest PEF -  lowest PEF

mean PEF
X 100

A  variability  o f  m o re  than 15% indicates asthm a.7 Increased 

variab ility  in b ro n ch ia l obstruc tion  is a lw ays an ind ica tion  o f  

in c reased  in s ta b il i ty  o f  the  a irw ays and  (p ro bab ly )  o f  a irw ay  

hyper-responsiveness. Patients m ust m easure their peak flow in 

the m orn ing  and  even ing  at hom e for at least 7 days. In m any 

cases, m easu rem en t o f  peak flow over a period o f  one w eek is 

su ff ic ien t to sh o w  d iag n o s tic  variability , bu t w here  d iagnos is  

rem ains in doubt, a trial o f  oral corticosteroids should  be under 

taken, Oral p redniso lone 40  m g daily for adults for 14 days and 

30 m g daily  fo r ch ild ren  w eighing 15 kg or more, for 5—10 days, 

in conjunction  w ith peak  flow  m easurem ents should dem onstrate 

a  rise in baseline p eak  flow  o f  15% or m ore if  untreated asthm a 

is present.

Airway hyper-responsiveness

A irw ay  hyper-responsiveness is one of the hallm arks o f  asthma. 

W hen  bronchial hyper-responsiveness is present, obstruction can 

be provoked in response to exposure to bronchoconstrictive irri 

tan ts o f  a p h y s ica l  ( fo r  ex am p le  co ld  air, fog), p h y s io lo g ica l 

(exercise), chem ical (sulphur dioxide) or pharm acological (hista 

m in e , m e th a c h o l in e )  n a tu re . T he  sev e rity  o f  the  o b s tru c tio n  

depends on the intensity  o f the stimulus and the patien t’s sensitiv 

ity and reactivity to it.

T he  sensitivity o f  the airways is often measured in hospital by 

m eans o f a  challenge test. Bronchial hyper-responsiveness is then 

defined as the provocative concentration (PC20) or dose (PD 2H) of 

a b ro n c h o c o n s tr ic to r  in h a lan t requ ired  to cause  a d ec rease  in 

F E V , o f  20%  b e lo w  b ase lin e  values. The b ro n c h o c o n s tr ic to r  

inhalant com m only  used is histam ine or m ethacholine, adm inis 

tered  in d o u b lin g  co n cen tra tio n s . T here  is a  b ronch ia l hyper- 

responsivenesness w hen the P C 20 is sm aller than or equal to 8 mg 

h i s t a m in e  m l-1. P a t i e n t s  w ith  a s th m a  h a v e ,  by  d e f in i t io n ,  

b ronch ia l h y p er-resp o n s iv en ess  (high sensitiv ity), but u n fo rtu 

nately, the reverse is not always the case (m oderate specificity), 

i.e. not all su b jec ts  w ith  b ronch ia l hy p er-resp o n siv en ess  have 

asthma. Epidem iological investigations in the past few  years have 

show n that asym ptom atic  hyper-responsiveness often occurs in 

the general popu la tion .19 T he clinical significance o f  this asym p 

tom atic hyper-responsiveness is not yet clear.

A  good  exam p le  o f  a irw ay  obstruction  induced  by physical 

s tim uli is a irw ay  co n s tr ic tio n  afte r  exerc ise , in w h ich  loss o f  

w ater from the surface o f  the airways is thought to be an im por-

tant cause.*-” Exercise tests can be useful in the diagnosis o f  asth 

m a  in children, in w hom  exercise-related airway obstruction is a 

com m only  occurring sy m p to m .19

Standardization o f  bronchial challenge tests is essential which 

m eans that the patient has to be referred to a hospital lung func 

tion lab o ra to ry  for such  a test. In genera l p rac tice , therefo re , 

determ ination o f  diurnal peak flow variability as an indication o f  

airway ss is t
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Allergy

A s th m a  is often accom panied by an allergy. The severity o f  the 

a lle rg ic  reaction is determ ined by the dose o f  inhaled allergen, the 

d e g re e  o f sensitization  and  the degree o f  a irw ay  hyper-respon 

s i v e n e s s .  A v o id a n c e  o f  a l le rg e n s  m a y  d e c re a s e  s y m p to m s ,  

im p ro v e  lung function and decrease airw ay hyper-responsiveness.

W h e th e r  an inhalation allergy is present o r  no t can  often be d e te r 

m in e d  by taking a m edical history. This m eans  that the specificity  

o f  a  proper m edical history is reasonably good, but that the se n s i 

t iv ity  is not sufficient for m ost allergens. W h en  taking a p a tien t’s 

m e d ic a l  history, it is im portant to note w hich  allergens the patien t

m ig h t  inhale in his or her ow n environm ent (i.e. hom e, hobby and  a lveo lar walls w ith loss o f  lung elasticity, 

w o r k ) .  I t a lso  has  to be d e te rm in ed  i f  th e re  is a re la t io n s h ip  

b e tw een  the patien t’s sym ptom s and the level o f  exposure to v a n -  Spirometry

ease is at an advanced age (older than 40 years) and the progres 

s ion  is gradual. L o n g -s tan d in g  cigarette  sm oking is the m ost 

im portan t risk factor.

C hronic obstructive pulm onary disease is a collective term for 

chronic  obstructive bronchitis, em physem a and peripheral airway 

o b s tru c tio n . C h ron ic  o b s tru c tiv e  bronchitis  is a c lin ica l te rm  

defined  as a  chronic or recurrent increase in sputum production 

and coughing occurring daily for 3 months in at least two consec 

utive years, w hich is accom panied by chronic airway obstruction. 

E m p h y se m a  is a pa tho log ica l term  characterized by abnorm al 

perm anent dilation o f the air spaces owing to destruction o f the

o u s  a lle rgens. T h ere  m ay  not be  an o b v io u s  tim e re la tio n sh ip  

b e tw e e n  the  in h a la tio n  o f  an  a llergen  an  the  d e v e lo p m e n t o f  

sy m p to m s  as an inhalation allergy can express itself in a so-called  

la te  allergic bronchial obstructive reaction 6 -8  h after exposure .6,8

I f  the m edical history does not give a decis ive  answ er about the 

p re sen ce  o f  an inhalation allergen, a skin p rick  test could be c o n 

s id e red . A n alternative is to use the P had ia top  test, a test c o m 

m o n ly  used by general practitioners in the N etherlands but ra re ly  

u s e d  in the UK. As with the R A ST test, a  b lood sample is taken  

a n d  the serum  analysed in a laboratory. T h e  Phadiatop test c o n 

s i s t s  o f  a  c o m p o s i t io n  o f  the  m ost c o m m o n  a lle rg en s  a n d  is 

c h e a p e r  than the R A ST  test. Its sensitivity and its specificity are

Determining presence of airway obstruction, As with the diagno 

sis o f  asthm a, a irw ay  o b s tru c tio n  in chronic obstructive  p u l 

m onary  disease is determ ined most reliably by FEV ,, there being 

obstruction if  the FEV, is low er than the predicted value minus 

8 4 0  n il in m en  an d  6 2 0  ml in w o m e n .11 A irw ay obstruc tion  

should  be recorded on three or more occasions during one year 

desp ite  adequate treatm ent.8 Peak flow is less suitable for assess 

ing  o b s tru c tio n  in ch ro n ic  o b s tru c tiv e  pu lm onary  disease: in 

p a tien ts  w ith  em physem a, the initial part o f  the flow -vo 'lum e 

c u rv e  m ay be  less red uced , so peak  flow may not accurate ly  

assess the degree o f airway obstruction.

h ig h .21 H ow ever, the Phad ia top  test d o es  no t ind icate  to w h ic h  Measuring reversibility of airway obstruction. In contrast to asth-

a lle rg en  the patient is allergic thus the specific  inhalation a llergen  

m u s t  be identified by m eans o f  an in tracutaneous skin prick  test 

o r  b y  the RA ST-lgE . Skin prick tests are  preferable because the 

re a c t io n s  can  be d irectly  read  and  b ecau se  this test is cheaper. 

T h e re fo re ,  the use  o f  R A S T -lgE  could  b e  restric ted  to p a tien ts  

w i th  eczem a. T he  sensitivity and specificity o f  the determ ination  

o f  the total num ber o f  eosinophils and the total lgE for an in h a la 

t io n  allergen in patients w ith asthmatic com pla in ts  is low so it has 

n o  clinical significance in general practice.8

Infants

G e n e ra l  practitioners are often reluctant to  diagnose w heezing  o r  

c o u g h in g  children aged less than 5 years as hav ing  asthma. T h is  is 

n o t  w ithout reason: only a small m inority  o f  children with acu te  

b ro n ch it is  o r recurrent respiratory tract infections seem  to deve lop  

a s th m a  in adolescence.5 It is not clear from  epidem iological s tu d 

i e s  w hether o r not w heezy bronchitis is an  early form  of as thm a. 

A n o th e r  p roblem  in the diagnosis o f  as thm a in young children is 

th a t  there are few  objective tools for the  general p rac titioner to 

u s e ,  except for the assessm ent o f  allergy. W hen  a specific in h a la 

t i o n  a llergy  has been p roven , this m ay have  im portan t c o n s e 

q u e n c e s  fo r  the disease m anagem ent o f these  children. W e w ou ld  

a d v is e  genera l p rac titioners  to m onito r c lo se ly  young  ch ild ren  

w i th  asthm a sym ptom s or acute bronchitis.

m a, ch ron ic  obstruc tive  pu lm onary  disease is characterized by 

restricted o r absent reversibility of airway obstruction. Therefore, 

in  o rd e r  to d e te rm in e  ch ro n ic  obstruc tive  pulm onary  d isease  

objectively, there should be, simultaneously, airway obstruction 

and an  irreversibility o f this obstruction. When this disease is sus 

pected , airway reversibility can be determined by giving 40 mg 

ipratropium  brom ide because most patients with chronic obstruc 

tive pulm onary disease show a greater bronchodilating response 

after ipratropium  than after salbutam ol.22 However, for com para 

b ility  and standard ization  o f  the test, it is advisable to use the 

sam e inhalant as in asthma: 400 fig salbutamol. In this case, irre 

versible obstruction is indicated by a change in FEV, of less than 

9% o f  the predicted value.

Airway hyper-responsiveness

In patients with chronic obstructive pulmonary disease, increased 

a irw ay  hyper-responsiveness may be present when measured by a 

h istam ine or m ethacholine challenge test. This hyper-responsive 

ness is m ore a result o f  pre-existing airway obstruction than of 

inflam m ation  and is directly related to the degree of baseline lung 

function, whereas this is not the case in asthma.2’ As instability of 

the airways plays a m uch less dominant role in chronic obstruc 

tive pulm onary disease than in asthma, diurnal peak How variabil 

ity w ill always be less than 15%.

D ia g n o s i s  o f  c h r o n ic  o b s t r u c t iv e  p u lm o n a r y  d is e a s e

A l t h o u g h  in te r n a t io n a l  c o n s e n s u s  r e p o r t s  o n  a s th m a  h a v e

a p p e a re d  in  m ore recent years,6,7 chron ic  obstruc tive  p u lm o n ary  func tion  laboratory, 

d is e a s e  is characterized  by the less-p recise  defin ition  p u b lish ed  w ith  m orphologically 

b y  the  A m erican  T horacic  Society in 1 9 8 7 . ' In this defin ition , it m en t cannot be made with 

i s  d e s c r ib e d  as a  d ise a se  c h a ra c te r iz e d  b y  e x p ira to ry  a i rw a y  

o b s tru c tio n  w hich does not clearly ch an g e  o v e r  a period o f  so m e  

m o n th s . It is also characterized  by co u g h in g  and  spu tum  p ro d u c 

t io n ,  and b y  dyspnoea, w hich may be p re sen t at rest o r  d u r in g  

e ffo r t .  T he  percep tion  o f  dyspnoea m ay d ec re a se  w ith  age, b u t it 

is  no t c lear w hether there is a real d ec re a se  in the actual s y m p 

t o m  or w h e th e r  p a tien ts  lea rn  to l iv e  w ith  th e ir  s h o r tn e s s  o f  

b rea th . U sually , the onset o f  chronic o b s tru c tiv e  pu lm onary  d is-

E m physem a can only be definitely diagnosed in a hospital lung-

capacity seems to correlate well 

emphysema, but this measure-

D is t in c t io n  b e tw e e n  a s th m a  a n d  ch ro n ic  o b s tr u c t iv e  

p u lm o n a r y  d is e a s e

T h ere  may be overlap between the clinical pictures of asthma and 

chronic obstructive pulm onary disease which hampers a clear dis-

tinction betw een the two diseases. Most ; s presented  by

p a tien ts  do  not c learly  be long  exclusively  to or
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chronic  obstructive pulm onary disease. By the nature o f  their d is 

c ip line and training, general practitioners focus mainly on sym p 

tom s presented, w hich do not give a decisive answ er in the differ 

en tia l  d iag n o s is  b e tw e en  the tw o  d iseases . T herefo re , genera l 

practitioners m ust rely on objective param eters, such as determ in 

ing the presence and degree o f  reversibility o f  airway obstruction, 

diurnal peak  flow  variability, bronchial hyper-responsiveness and 

allergy. A sum m ary  o f  the difference betw een the tw o diseases is 

presented in  T ab le  1. W e  suggest the fo llow ing pragm atic, p rim a 

ry care  definitions o f  asthm a and chronic obstructive pulm onary 

disease.

A sthm a is characterized by the periodic occurrence o f  one or 

m ore o f  the follow ing sym ptom s established by taking a patient’s 

m edical history:

w heezing  and/or 

(m orn ing) dyspnoea and/or 

cough ing

com bined  w ith one or m ore o f  the follow ing objective criteria:

reversib le  airw ay obstruction (a change o f  601 min"1 or m ore in 

the  peak  flow o r a change o f  9% or m ore in F E V , com pared 

w ith  the predicted value after adm inistering 400 /ig  salbutamol) 

and /o r

diurnal peak flow  variability (highest m inus low est peak flow 

div ided  by the m ean peak flow) more than 15%

C hronic  obstructive pulm onary disease is characterized by the 

occurrence o f  one or m ore o f  the fo llow ing sym ptom s established 

by tak ing  a pa tien t’s medical history:

chron ic  coughing  and/or

•  ch ro n ica lly  increased  spu tum  p ro d u c tio n  (both should  occur 

daily  for three m onths in at least two consecutive years) and/or

•  effort dyspnoea

com bined w ith the follow ing objective criterion:

•  a irw ay  o bs tru c tion  w ith  little o r no revers ib ility  (an a irw ay  

obstruction  at least three times in one year, i.e. an FEV . low er 

than the predicted value m inus 840 ml in men and 620 ml in

Table 1. Overview of the differences between asthma and chron
ic obstructive pulmonary disease (COPD) (modified according to 
Vermeire24).

H IM

Factors present in

flAirway obstruction = measured FEV, is less than the predicted value of 

FEV, minus 840 ml in men and 620 ml in women. bReversible airway 

obstruction = 9% or more change in measured FEV. as a percentage of

the predicted value or an absolute change of 60 I min 1 or more in peak

flow after administering 400 pg  salbutamol. Airway hyper-responsive- 

ness = PC20 is smaller than or equal to 8 mg m l1 histamine. ‘‘Diurnal 

peak flow  variability = highest minus lowest peak flow divided by the 

mean peak flow is 15% or more.

w om en with a change in FEV , o f  less than 9% o f  the standard 

value after adm inistering 400  ¡lg salbutamol).

A ge o f  patient and age at onset o f  sym ptom s, sm oking history, 

and  allergy m ay also contribute to the differential diagnosis o f  the 

tw o diseases. C haracteristic  o f  chronic obstructive pulm onary d is 

ease  is a  disease onset after the age o f 4 0  years and a gradual p ro 

gression, usually after years  o f  m odera te  o r heavy smoking; aller 

gy  does not p lay  a role. T h is  is in con tras t to asthma, which has its 

peak  at a  younger age, is com m only  accom panied by allergy and 

m ay  be sudden in onset; sm oking history  is o f less relevance.

D iagnosis should e rr  tow ards asthm a w henever there is doubt 

s in ce  tre a tm en t o p tio n s  are  so m u c h  g rea te r. Indeed , patien ts  

should  not be labelled as hav ing  chron ic  obstructive pulm onary 

d ise a se  w ith o u t  c o n c lu s iv e  p r o o f  o f  ir re v e rs ib il i ty  o f  a irw ay  

obstruction including the use o f  trials o f  oral corticosteroids.

R e f e r e n c e s

l .

*

4 .

5.

6 .

7.

8.

9.

10.

1 1 .

Asthma COPD 12.

Young age at onset of disease Often Almost never
Sudden onset of disease Often Almost never 13.

Smoking history Sometimes Almost always
Allergy Often Seldom

14.Dyspnoea Ofte n Sometimes
Wheezing Often Sometimes
Coughing Sometimes Often
Sputum production Seldom Often
Chronic airway obstruction*1 Seldom Almost always 15.

Variable airway obstruction Almost always Seldom
Reversible airway obstruction11 Almost always Almost never
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Diurnal peak flow variability'1 Almost always Sometimes
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be held in A pril 1996, have  been  altered from April 
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o f entrants for the exam ination .
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