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Background : Measurement of the FEV; and PEFR in COPD patients is a significant indicator of the disease
severity , the response to treatment and the acute exacerbation. However, it is not known if PEFR can be used to
determine the severity of COPD because the agreement between PEFR and FEV; in COPD patients is not well
known.

Methods : From September, 2003 to August, 2004, 125 out patients with COPD who were treated at the pulmonary
clinic in KonKuk University Hospital were enrolled in this study. The FEV; and PEFR of each patient were
measured and all the data was analyzed using SPSS.

Results : The average predicted FEV; % and PEFR % was 56.98 + 18.21% and 70 = 27.60%, respectively. There
was linear correlation between the predicted FEV; % and predicted PEFR %. There was no correlation between age
of the COPD patients and the predicted PEFR %. There was correlation between dyspnea, which is a subjective
symptom of the patients, and the predicted PEFR %.

Conclusion : In COPD patients, the classification of the severity by PEFR tends to underestimate the state of the
disease compared with the classification of the severity by the FEVi. Therefore, the classification of the severity by
PEFR should be interpreted carefully in patients with severe symptoms. Once the classification of the severity has
made, the follow-up examination may use the PEFR instead of the FEV1. (Tuberc Respir Dis 2006: 58 507-514)
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el o W}~~ PEFR <540 we} S8
57 39S ] Stage I ©] 26.2%, Stage 1T 7} 40.8%,
Stage I 7} 26.2%, Stage IV 7} 6.8% ©]AtK Table 2).
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Table 1. The classification of the severity of COPD using FEV; values

+COPD (stage) "FEV: (% predicted) *No. %
I: Mild >80 5 49
II: Moderate 50779 53 514
I: Severe 30749 37 359
IV: Very Severe <29 8 78
Total (* No) 103 100.0
*COPD : chronic obstructive pulmonary disease.
' FEV; : forced expiratory volume in 1 second.
¥ No. : Number of patients.
Table 2. The dlassification of the severity of COPD using the PEFR values
COPD (stage) " PEFR (% predicted) * No. %
I: Mild >80 27 26.2
II: Moderate 50779 42 40.8
I: Severe 30749 27 26.2
IV: Very Severe <29 7 6.8
Total (* No) 103 100.0

*COPD : chronic obstructive pulmonary disease.
" PEFR : peak expiratory flow rate.
¥ No. : Number of patients.
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Table 3. Comparison of the dlassification of the severity of COPD between the PEFR and FEV;

*No. classified by "PEFR % predicted

Mild Moderate Severe V.Severe Total(%)
(=80) (50779) (30749) (<29
) 5 5
Mid (100.0%) (49%)
*No. classified 17 R 4 33
by # FEV; Moderate (32.0%) (60.5%) (7.5%) (51.4%)
% predict ed 5 9 19 4 37
(%within FEV:) Severe (135%) (24.3%) (51.4%) (108%) (35.9%)
V. Severe ! 4 3 8
) (12.5%) (50.0%) (37.5%) (7.8%)
. 27 4 27 7 103
Total (%) (26.2%) (408%) (26.2%) 6:8%) (100%)
*No. : Number of patients. "PEFR : peak expiratory flow rate.
¥ FEV; : forced expiratory volume in 1 second.
R=0.629, p <0.01
5 PEFRE 55 #5-5 shal& o 60.5%c14 o] 442 PEFRE F3% 75 39S Wl 375%°]
TUS FH5FOE R0%E AFoE EREUCH A Ed At 5 0%T T35, 125% T T2
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Figure 1. Comrelation between the predicted FEV: % FEV, 9Z=x7} 80% u] ko) 73 ©=200PDE At
and predicted PEFR  %showing a linear  correlation. L
The average predicted FEV; % was 5638 + 1821% g ouf B Ao Al o]of sl $kxl= 989 o]Sith
and thg averagg predicted PEFR % was 70 = 27.60%. (Table 3). ©]% PEFR¢|= ] 7} oogn|Ekel 7S =
Correlation coefficient: 0.445, p value < 0.001 - ol A= o . o
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Table 4. Relationship between Age and the PEFR in COPD patients

Tuberculosis and Respiratory Diseases Vol. 58. No. 5, May. 2006

“PEFR (% predicted)

>80% <80% Total
<60years 7 31 338
Age (year)
>60years 20 45 65
Total (" No)) 27 76 103

*PEFR : Peak expiratory flow rate. " No. : Number of patients.
p = 0.111, Chi-Squire Test

Table 5. Relationship between Dyspnea and the PEFR in COPD patients

" PEFR (% predicted)

>80% <80% Total
142 20(50.0%) 20(50.0%) 40(100%)
*Dyspnea
34445 7(11.0%) 56(89.0%) 63(100%)
Total (* No.) 27 76 103

*American Thoracic Society Grading Scale for Dyspnea i
1 : troubled by breathlessness, other than on strenuous exertion

2 @ short of breath when hurrying on level ground or walking up a slight hill

3 : need to wak slower than most people on level ground, have to stop after a mie or so (or after 15 minutes)

when walking on level ground at own pace

4 : need to stop for breath after walking approximately 100 yards (or after a few minutes) on level ground

5t too breathless to leave the house or breathless after undressing
" PEFR : Peak expiratory flow rate.

¥No : Number of patients

p <0.01, Chi-Squire Test

Table 6. Comparison of the diagnosis of COPD between PEFR and FEV,

" No. classified by PEFR % predicted

FEV; <80% *PEFR <80%
>80 179750 TM:49730 V: <29
:79750 : 53 17 3?2 4 36 (53-17)
M:49730 : 37 5 9 19 4 3 (37-5)
IV: <29: 8 1 4 3 8
Total (' No.) 98 » V) 27 7 76 (98-22)

*FEV, @ forced expiratory volume in 1 second.
+ .

No. : Number of patients.
¥ PEFR : peak expiratory flow rate.

A= 98HF 76™ 0| 2ith = FEV AA] 98] COPD
2 ke skzke] 78%7F PEFR7AAM 98] COPD=E
A A H(Table 6).
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