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espiratory illness is an important cause of morbidity and

mortality in the elderly. For example, chronic obstructive
pulmonary disease (COPD) is the 4th leading cause of death
and the only disease among the top five that continues to
increase in its prevalence. There are several changes in the
respiratory system in the elderly compared with in the young,
which include decreased immune defense, anatomic chan-
ges such as decreased elastic recoil and increased compli-
ance, changes in the pulmonary function such as decreased
vital capacity, increased closing volume, and decreased func-
tion of respiratory muscles, and changes in the gas exchange
such as ventilation perfusion mismatch and reduced diffu-
sion capacity. In the elderly, coexisting morbidities such as
coronary heart disease, liver, renal disease, neuropsychiatric
diseases are more prevalent, and adverse drug reactions due
to altered drug metabolism, elimination, and drug interaction
are more common. In this article, clinical presentation, diagno-
sis, treatment, and prognosis of three most common respira-
tory illnesses in the elderly, pneumonia, bronchial asthma, and
COPD, are discussed.

Keywords : Elderly person; Respiratory diseae;
Pneumonia; Bronchial asthma,;
Chronicobstructive pulmonary
disease(COPD)
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Younger Asthmatic Elderly Asthmatic
Symptoms Mostly intermittent and mild; Commonly persistent;

allergic rhinitis common

Pathophysiology ~ Atopy common

Provoking agents  Aeroallergens; exercise;

viral URI

Treatment Intermittent for sympotoms;

side effects uncommon

Prognosis Remission common(60~70%);

excellent QOL with therapy

moderate to severe

Mainly intrinsic(non  atopic);
begins with viral iliness

Viral URI; Gl reflux; medication
for cardiac disease, glaucoma
Drug utilization high;

side effects common
Remission uncommon(20%);
healthcare utilization high

Gl : gastrointestinal, QOL : quality of life, URI : upper respiratory tract infection

0 2.

Mild intermittent asthma

Severity

Symptoms less than 2x / wk; nocturnal symptoms less than 2x /mo; FEV; and
PEFR > 80% predicted; PEFR variability < 20%

Treatment

Inhaled short acting B2 agonist prn

Mild persistent asthma

Severity

Symptoms > 2x /wk and < 1x /d; nighttime symptom > 2x /mo; FEV; and PERF > 80%

predicted; PEFR variability 20~30%
Treatment

Begin anti

inflammatory therapy; inhaled corticosteroids preferred or consider a

leukotriene pathway modifier or cromolyn, Short acting B agonist prn for quick
relief, but increased use means need for additional controller therapy
Moderate persistent asthma
Severity

Daily symptoms and daily use of rescue 2 agonist; > 2 exacerbations/wk and 1 nighttime

exacerbation/mo; FEV1 and PEFR 60~80% predicted; PEFR variability > 30%
Treatment
Add long acting 3 agonist; if symptoms still persist can increase dose of inhaled

corticosteroid, add leukotriene pathway modifier, or consider theophyliine; continue

short acting 32 agonist for acute relief
Severe persistent asthma
Severity
Continuous symptoms; limited physical activity; frequent exacerbations; frequent

nighttime symptoms; FEV; and PEFR < 60% predicted; PEFR variability > 30%
Treatment
Inhaled corticosteroids; long acting 3 agonist; theophylline; and oral corticosteroid

FEV : forced expiratory volume in 1 second, PEFR : peak expiratory flow rate
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, chemoreceptor ,
(resistive respiratory load)
(21). Peak flow
20%
(DLco)

meter

(25).

2.00 000 00

2002 WHO NHLBI
Global Initiative for Asthma(GINA)
(22). GINA web-
site  http://Amww.ginasthma.com expert work-

shop report, pocket guide, patient education mate-

rial . 2
(25). beta2 agonist
steroid
. beta2 agonist beta2
65
ATS FEV1 12% , 200ml
ipratropium

bromide

e

. beta2 agonist
epinephrine
terbutaline ,
(hypertensive crisis), digoxin
QT
beta2 agonist hypokalemia
Theophylline

, , cimetidine, calcium

channel blocker, erythromycin, fluoroquinolone, allo-

purinol

Corticosteroid

estrogen , diphosphonate etidronate,

vitamin D, calcium

beta , non-
steroidal anti  inflamatory drug(NSAID), aspirin
metered dose
inhlaer(MDI)
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Stage Characteristics ( COP D)
0 : At Risk * Normal spirometry
 Chronic symptoms(cough, sputum production)
: Mild COPD * FEV1/FVC <70% COPD 0
e FEV1=> 80% predicted
« With or without chronic symptoms(cough, sputum production)
: Moderate COPD « FEV;/FVC < 70%
* 50% < FEV; < 80% predicted
« With or without chronic symptoms(cough, sputum production) 4
: Severe COPD * FEV1/FVC <70%
* 30% < FEV1 <50% predicted 5
« With or without chronic symptoms(cough, sputum production)
: Very Severe e FEV1/FVC <70% 2000
COPD * FEV1 < 30% predicted or FEV1 < 50% predicted
« Plus chronic respiratory failure
2020 3
(26). COPD
2001 WHO NHBLI  Global

spacer
breath activated MDI

3.00 000 00

55
(23).
1986 45% 60
(24).
) , beta2 ago-
nist
pulsus paradox
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Initiative for Chronic Obstructive Lung Disease

(GOLD) Workshop Summary @27
. website  http://www.gold-
copd.com slide
2003
45 12%, 4%
COPD (29).
1.0 0O
COPD
50%
30%

spirometry COPD
. COPD



07-EX (I H =) 20053.1810:7 AM T 0| X| 121 $

0 4. COPD
T T T T
| | | : Moderate |
Old ! 0 : At Risk } - Mild | | : Severe
| ! } A B :
| |
New | 0 : At Risk | : Mild | : Moderate | : Severe | : Very Severe
| | | 1 |
| | | | |
Characteristics = Chronic symptoms » FEV1/FVC<70% @ FEV1/FVC<70% | FEVi/FVC<70% # FEVi/FVC <70%
| |
. Exposure to risk i FEV1 = 80% ' 50%< FEV; <80% i 30%s< FEV1 <50% * FEV1 <30% or
|
! factors ' With or without » With or without l» With or without | FEV1 <50%
» Normal spirometry i symptoms i symptoms i symptoms i predicted plus chronic
i | | | | respiratory failure
} Avoidance of risk factor(s); influenza vaccination
: T
i } Add short  acting bronchodilator when needed
| : T
| i | Add regular treatment with one or more
| | i long acting bronchodilators
|
! i | Add rehabilitation
| | : T
| : j | Add inhaled glucocorticosteroids
| |
: i : | if repeated exacerbations
| | | L T
| : : I Add long term
i | i 1 oxygen if chronic
| |
| : | | respiratory
! ! : | failure
| |
i i : | Consider surgical
| | | | treatments
| 1 1 |
spirom- 3
etry COPD peak flow meter spirometry
FEV1, FVC
(29). National Lung Health Education COPD
Program(NHLEP) office spirometry HRCT COPD
500 1,000
“ Test your lung, know your numbers’
. Spirometry COPD
COPD
. COPD GOLD spirometry
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COPD GOLD
4 . Sin  (26)
COPD , ,
COPD
27%
5%,
, , hicotine , bupropion
25% . COPD
30—40% COPD
long acting

beta2 agonist

steroid . COPD
short act-

ing beta2 agonist short acting anticholinergics

ipratropium
COPD short acting beta2 agonist
. Long
acting beta2 agonist
COPD
21%
FEV1
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tiotropium
ipratropium
COPD
FEV1 121ml
long acting beta2 agonist COPD
steroid COPD
COPD
24% COPD
€] 1.0—~15%)
FEV1 6 45ml
steroid
long acting beta2 agonist long
acting beta2 agonist COPD
steroid

additive effect synergistic effect
FEV1 (101mlAyear), long acting beta2
agonist(34ml/year), steroid(50ml/year)

mechanical ventilation, NIMV)

inflation)

COPD

(Non invasive

COPD
(dynamic hyper-

60—90%
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Pa02 60mmHg COPD
COPD
theopylline COPD
, FEV1
7

(lung volume reduction surgery) FEV1 30%
COPD

FEV1 20% 4
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