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Question 5

50 year old man with COPD presents with an exacerbation. Usually he takes bronchodilators PRN and in recent weeks, he has noticed he needs to take them more frequently. Addition of inhaled corticosteroids will improve what?

a) survival

b) exacerbation frequency

c) bronchodilator use

d) exercise tolerance

e) symptoms

“…data are limited about whether ICS can prevent or ameliorate the severity of COPD exacerbations…”

“The effect of ICS therapy on exacerbations was reported in a multicenter trial of 281 patients randomised to either 1000 mcg of inhaled fluticasone daily or placebo [8]. This trial had several desirable design elements: it enrolled a large number of COPD patients and excluded asthmatics, it used a 6-month treatment period, and it assessed a range of outcomes including exacerbation rate and severity, symptom scores, exercise tolerance, and lung function. The total number of exacerbations, and the percentages of patients with one or more exacerbations, were not significantly different between treatment groups (37 percent of placebo patients versus 32 percent of fluticasone patients).

The study did note that the severity of exacerbations was decreased in the fluticasone-treated group, but only when moderate and severe exacerbations were combined and compared with mild events. The study also found that the fluticasone group showed more improvement in peak expiratory flow, FEV1, symptoms, and 6-minute walk distance than did the placebo patients. Patients who had COPD for more than 10 years were more likely to show an FEV1 response, but the study was unable to define a specific subgroup of patients with COPD who should be the target of ICS therapy. While these results lend support the use of ICS, some caution is needed. The effect on exacerbations was modest, found only in an analysis of severity, and required chronic, high-dose inhaled fluticasone.”

Difficult to answer as studies (including recent NEJM review article places very minimal use of ICS in patients with COPD. However, given the above options, symptom control would probably be most relevant.

Question 6

60 year old man with increasing exertional dyspnoea, no cough, fevers or chest pain. He is 175 cm tall, and weighs 98kg giving him a BMI of 32. he has the following respiratory function tests:

FEV1 65%

FVC 60%

FEV1/FVC 80%

TLC70% and RV 64%

DLCO 30%, KCO 118%

What is the most likely cause for this man’s respiratory function test abnormality and dyspnoea ?

a) COPD

b) Obesity

c) Pulmonary Fibrosis

d) CCF

e) Bilateral diaphragmatic Paralysis

Above gases show a restrictive lung disorder with decreased lung volume (TLC 70%).

DLCO 30% shows an intrinsic lung disease however when corrected for Hb and alveolar volume ( 118%

Therefore there is no evidence of interstitial lung disease

COPD ( obstructive picture and (TLC

Bilateral Diaphragmatic Paralysis ( restrictive picture as above with normal corrected DLCO

CCF ( restrictive picture – would expect some diffusion capacity ( (as per MKSAP’s)

Pulm Fibrosis ( parenchymal lung dx – therefore DLCO should be decreased

Obesity – restrictive picture with Normal lung parenchyma – more likely than bilat diaphragmatic paralysis

