Chronic Obstructive Pulmonary Disease (C O P D)

“COPD refers to several disorders that affect the movement of air in and out of the lungs” (Black pg 1814). Usually the three diseases, obstructive bronchitis emphysema, and asthma, coexist and have overlapping clinical manifestations. Increased airway resistance secondary to bronchial mucosal edema or smooth muscle contraction can cause it. In emphysema, it may be caused by decreased elastic recoil” (Black pg1818). 

Most often it contains only emphysema and COPD. Smoking most frequently causes these conditions. Both result in expiratory airway obstruction and wheezing.
“In emphysema, the alveolar walls are damaged. This causes over distention of the air sacs. Protease and elastase can damage the connective tissue of the lungs. The lungs are not able to stop these two enzymes from working. There is a destruction of the walls between the alveoli, and there is a partial airway collapse and loss of elastic recoil. Alveolar destruction causes decreased surface area for gas exchange, leading to hypoxemia, and bronchial wall damage leads to expiratory airway collapse, air trapping, hypoventilation, and hypercapnia, (too much carbon dioxide). There is less functional lung tissue to exchange oxygen and carbon dioxide” (McCance pg1227).
Asthma is caused by increased responsiveness of the tracheobronchial tree to various stimuli, which causes narrowing and inflammation of the airways. The three identifiable symptoms are wheezing, Dyspnea, (shortness of breath or difficulty breathing), and a cough. Triggers, including allergens, dust, fumes, medicines, dyes, odors, exercise, occupation exposures and leukotrienes, influence asthma. 

If chronic bronchitis is the major disease, there is usually wheezing, a productive cough, exercise intolerance, shortness of breath, and prolonged expiration. Bronchial obstruction occurs during expiration due to mucus accumulation and/or loss of the normal elasticity of the airways, with resultant expiratory bronchial collapse.
Some of the complications of COPD are respiratory infections that can lead to respiratory failure. A closed pneumothorax can happen due to rupture of blebs (air sacs between alveolar spaces). A chest tube will be needed for reexpansion of the lungs. COPD may worsen at night. Decrease in respiratory muscle tone may cause hypoventilation, increase in airway resistance, and V/Q mismatch, and eventually hypoxemia occurs.
Chronic Bronchitis

According to Brashers chronic bronchitis is defined as hypersecretion of mucus and chronic productive cough that continues for at least 3 months of the year for at least 2 consecutive years. (McCance p. 1225)

Clinical Manifestations of chronic bronchitis are productive cough- with thick and purulent sputum, wheezing, inspiratory and expiratory crackles, tachycardia, hypoxemia and Polycythemia
“Differences Between the Two Disorders”

“The real differences occur between emphysema and chronic bronchitis.   Although the disorders may overlap in COPD, emphysema is usually what is thought of when COPD is mentioned.  For this reference, emphysema will be talked about for COPD. In Chronic Bronchitis, the classic sign is a productive cough.  This cough occurs late in emphysema when infection is involved.  Dyspnea happens late in chronic bronchitis. It is very common in COPD (emphysema). Wheezing is intermittent in Chronic Bronchitis, and it minimally happens in emphysema.  The barrel chest is the classic sign in emphysema but can occasionally occur in Chronic Bronchitis.  Cyanosis is common in Chronic Bronchitis, but it is uncommon in COPD (emphysema). Chronic hypoventilation is usually associated with Chronic Bronchitis, and is a symptom late in course of emphysema. Polycythemia and corpulnale are common in Chronic Bronchitis, and they occur late in emphysema (McCance pg.1226).
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