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ABSTRACT

Chronic obstructive pulmonary disease (COPD) is the most common medical problem in Nepal.
Echocardiography based cardiac evaluation in COPD israre in Nepal. The purpose of this study is to evauate
the echocardiography based cardiac function in consecutively admitted COPD patients (507) in medical wards
of Nepal Medical College Teaching Hospital during 13th April 2007 to 12th April 2008. Male female ratio was
0.9:1. Age (mean £ SD) was 66.1 + 10.9 yr. Brahman and Chhetri ethnic group comprised of more than half of
total COPD patients followed by similar number of patients in Newar (22.1%) and Mongolian ethnic groups
(21.5%). More than half of the COPD patients were in age group 60-75 years, followed by less number of
patients (approximately 20.0%) in both 45-59 years and 75-89 years age groups. Of the total patients (507),
141 patients underwent echocardiographic evaluation. Among them significant number of patients had poor
LVEF (29, 20.6%) with statistically significant difference in LVEF (36.0 +/- 10.5 vs. 64.3 +/- 8.5 %, p value
<0.01). More than half of the total patients showed features of chronic cor pulmonale (56.3%), followed by
valvular heart disease (49.3%), diastolic dysfunction (38.7%) and left ventricular hypertrophy (14.1%). Mild
pulmonary artery hypertension (PAH) was detected in approximately half of patients (49.1%), followed by
moderate PAH in 17.6% patients. Transthoracic echocardiography was found to be very useful to identify
various concomitant cardiac abnormalities demanding special treatment consideration in managing clinically
COPD like patients.
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INTRODUCTION MATERIALS AND METHODS
Chronic obstructive pulmonary disease (COPD) has Consecutive 507 patients who had suffered from acute
been defined by the presence of airways obstruction, exacerbation of chronic obstructive pulmonary disease
which does not change markedly over several months  (COPD) and were admitted in medical wards of Nepal
and unlike asthma, is not fully reversible.*?Chronic  Medical College Teaching Hospital during Baisakh 2064
cough, chronic sputum production, dyspneaand history  to Chaitra 2064 (13th April 2007 to 12th April 2008)
of exposure to risk factors like tobacco smoking arethe  were included as patient population. Out of them, 141
clues for the diagnosis of COPD.? Global Initiative for  patients underwent echocardiographic eval uation as per
Chronic Obstructive Lung Disease (GOLD) has the judgement of the treating physician.
described COPD as a disease that is preventable and  Echocardiographic examination was undertaken as per
curable? Estimates suggest that COPD will rise from  the recommendation of American Society of
the sixth rank as the cause of death in 1990° to the third  Echocardiography.” & Echocardiography machine used
rank as the most common cause of death worldwide by  for this study was LOGIQ 400 MD MR3 Version 4.31
2020.%4 (GE). Based on left ventricle gjection fraction (LVEF)
calculated, patients were subdivided into good LVEF

COPD is the most common medical problem in Nepal )
and poor LVEF groups. Unpaired t test was performed

according to a hospital-based evaluation and has _ - = e
significant morbidity and mortality. Echocardiography ~ @d P < 0.05 was considered statistically significant.
based evaluation of cardiac function is less known in  Estimated systolic pulmonary artery pressure (PAP) has
Nepal. Here we present our echocardiography based ~Peen calculated aspreviously recommended (4v2 +10).7¢
cardiac evaluation in admitted COPD patientsusingour  PAPhasbeen arbitrarily sub-groupedin mild (40-60 mm
newly introduced echocardiography database and data  H9), moderate (60-80 mm Hg) and severe (>80 mm Hg)
management system.® groups.
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RESULTS

Five hundred and seven patients who had suffered from
acute exacerbation of chronic obstructive pulmonary
disease (COPD) and were admitted in medical wards of
Nepal Medical College Teaching Hospital during
Baisakh 2064 to Chaitra 2064 (13th April 2007 to 12th
April 2008) were included as patient population. Out of
them 141 patients underwent echocardiographic
evaluation. Male female ratio was 0.9:1. Age (mean
+SD) was 66.1+10.9 yr.

COPD patients from across Nepal, were admitted in the
medical wards of Nepal Medical College Teaching
Hospital as shown in Fig 1. Mgjority of patients were
from areas around Kathmandu. COPD patients from
Eastern and Far Western region of Nepal did not attend
NMCTH.

Fig. 1. Flow of COPD patients from across Nepal to
NMCTH
(One dot represents one patient in the map).

Fig. 2 showsthe ethnic group wise distribution of COPD
patients at NMCTH (2064).

Brahman and Chhetri ethnic group comprised of more
than half of total COPD patients followed by Newar
(22.1%) and Mongolian ethnic groups (21.5%) as shown
inFig 2.

More than half of the COPD patients were in age group
60-75 years, followed by 45-59 years and 75-89 years
age groups (approximately 20.0%) as shown in Fig 3.

Table 1 showsthe concomitant diseases (n = 675) among
admitted COPD patients (N = 507) as per clinical
diagnosis. A significant number of patients (27.3%) had
aready developed features of chronic cor pulmonale
clinically. Organic heart diseases demanding special
treatment considerations were detected in significant
number of patients such as HTN (9.9%), DCM, VHD,
IHD collectively in 5.5% patients. Features of heart
failure (right and left heart failure) was detected in 4.9%
patients. All concomitant diseases are shown in Table-1.

Table-1: Other concomitant disease in COPD

Concomitant diseases Number | (%)
Chronic corpulmonale 184 | 27.3
Type Il respiratory failure 70 104
HTN 67 9.9
DCM 16 2.4
VHD 10 15
IHD 11 1.6
CCF 21 3.1
LVF 12 1.8
Other cardiovascular diseases 22 3.3
DM 25 3.7
PTB 14 2.1
Chest infection 22 3.2
Bronchogenic carcinoma 6 0.9
Other respiratory diseases 25 3.7
CKD 8 1.2
Other renal diseases 51 7.6
Hematological diseases 14 21
AGE 7 1
APD 15 2.2
Hepatobiliary diseases 34 5
Neurologica diseases 11 16
Others 30 4.4
Total 675 1100.0

(Abbreviations: HTN hypertension, DCM dilated
cardiomyopathy, VHD valvular heart disease, IHD
ischemic heart disease, CCF congestive cardiac failure,
LVF left ventricular failure, DM diabetes mellitus, PTB
pulmonary tuberculosis, CKD chronic kidney disease,
AGE acute gastroenteritis, APD acid peptic disease)

Among the 141 COPD patients undergoing
echocardiographic evaluation, they could be sub grouped
into good LVEF (112, 79.4%) and poor LVEF (29,

Ethnic group wise distrbution of COPD patients
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Fig. 2. Ethni
NMCTH
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Fig. 3. Age group wise distribution of COPD patientsin
NMCTH

20.6%) groups with statistically significant difference
inLVEF (64.3+/-85%vs. 36.0+/- 10.5, pvaue<0.01)
asshownin Fig 4. Approximately in onein five patients
of clinically diagnosed COPD patients had other diseases
like DCM, VHD and had poor LVEF.

Out of total admitted COPD patient (n= 507), 141
patients underwent echocardiographic evaluation as per
the instruction of treating physician. Out of them, more
than half patients had features of chronic corpulmonale
(80, 56.3%), followed by valvular heart disease (70,
49.3%), left ventricular hypertrophy [LVH (20, 14.1%)].
Approximately one out of nine patients (17, 12.0%)
showed features of dilated cardiomyopathy. Other
findings were as shown in table 2. As a single patient
may have more than one echocardiography-based
diagnoses, total may be more than the number of patients
undergoing echocardiography (n=141).

Table-2: Echocardiographic diagnoses in COPD patients

Echo findings Number | (%)
Corpulmonae 80 56.3
DCM 17 12.0
LVH 20 141
VHD 70 49.3
Pericardial effusion 17 12
Diastolic dysfunction 55 38.7
Normal echo 35
MAC 5 35
Thickened AV 13 9.2
Thickened MV 2 14
PFO 1 0.7
Tota, n=141

(Abbreviations. DCM dilated cardiomyopathy, LVH left
ventricular hypertrophy, VHD valvular heart disease,
MAC mitra annular calcification, AV aortic valve, MV
mitral valve, PFO patent foramen ovale).
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Fig. 4. Comparison of LVEF in two groups of COPD

patients

Mild pulmonary artery hypertension (PAP 40-59 mm
Hg) was detected in approximately half of patients
(49.1%), followed by moderate PAH (PAP 60-79 mm
Hg) in 17.6% patients as shown in Fig 5. Severe PAH
was detected in few patients (3.7%).

DISCUSSION

COPD is the most common medica problem in Nepal
according to a hospital based evaluation and has
significant morbidity and mortality.> Echocardiography
based evaluation of cardiac function is less known in
Nepal. We present here our echocardiography based
cardiac evauation in admitted COPD patients using our
newly introduced echocardiography data base and data
management system.®

Male femaleratio was 0.9:1 meaning more female were
affected with COPD. This finding is similar to the
previous report from another teaching hospital . ® Almost
equal number of female smoke in Nepalese society and
amost al female are additionally engaged with domestic
pollution due to use of wood for cooking. Even though
urban ladies use gas for cooking, they are more exposed
to vehicle emission in the improperly managed traffic
system in narrow roads and excessive dust, dirt and
garbage exposures.

The cause for higher number of COPD patients in
Brahman and Chhetri ethnic group asshowninFig 2, is
not known. Possible causes are domestic pollution,

PAP wise distritbution of COPD patients
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Fig. 5. Estimated systolic pulmonary artery pressure (PAP)
based division of patients with feature of chronic cor
pulmonale
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outdoor vehicle emission, air pollution and use of dhups
(scented sticks) during puja in Brahman ethnic group
and smoking.

Age group wise distribution of COPD as shown in Fig.
3, showed patients of COPD appeared dramatically after
the age of 45 years, and peaking at the age group 60-75
years. COPD is a chronic illness taking more than 10
packsyear of smoking to developit. AsNepal ese people
start smoking in late childhood or early adolescence,
involvement of COPD in 40s or 50s of their agein this
study seems to be a true representation of COPD in
Nepalese society.

Chronic cor pulmonale is an important complication of
COPD®and the development of pulmonary hypertension
isassociated with higher mortality and morbidity.*°L ong-
term oxygen therapy isbeneficial in COPD with chronic
cor pulmonale.***Significant proportion of COPD
patients had features of chronic cor pulmonale (Table-
1,2). Thisdatasupportsthe excessive need of domiciliary
oxygen therapy. As cylinder based oxygen supply is
available in big cities only and are quite expensive for
ordinary poor Nepalese people, management of COPD
is not that easy in Nepal as health insurance service is
amost non existent and purchasing power of ordinary
Nepalese is very poor. Though oxygen concentrator
machines are recently introduced in big cities, frequent
electric power cuts affects patients with good purchasing
power aswell. Introduction of liquid oxygen will bevery
useful milestone in the management of COPD, asit will
help really ambulatory oxygen therapy to COPD patients.

Among the patients undergoing echocardiographic
evauation, significant proportion of patients (29, 20.6%) had
poor LVEF (36.0 + 10.5) as shown in Fig 4. In poor LVEF
groups, the presence of severe globa hypokinesia, presence
of other vavular lesions, treatment becomes a difficulty as
beta-blockers are usudly not preferred in COPD.

Carvedilol,>* Metoprolol*” and Bisoprolol®® has been
found to be very useful medicines in heart failure.
Presence of concomitant COPD creates probleminusing
beta blockers as they can exacerbate the bronchospasm.
Carvedilol is reported to be better than Metoprolol in
managing heart failure.®2° However, it being a
nonsel ective betabl ocker may exacerbate bronchospasm
more. Henceit may beless preferablein the background
of COPD and low LVEF.

COPD is usualy managed with inhaled bronchodiltors
like rapid acting and slow acting beta 2 adrenoceptor
agonists like salbutamol,? salmeterol,?? formoterol,%
anticholinergic drugs like ipratropium,?-24 tiotropium?
and steroid like fluticasone.®® Combination of beta 1
specific betablocker should be more compatible with

beta 2 stimulant bronchodilators in comparison to
nonspecific beta blocker like carvedilol as nonspecific
beta blocker like Carvedilol may have beta2 blocking
effect canceling the efficacy of bronchodilators like
Salbutamol, Terbutaline, Salmeterol etc.

When component of heart failure is prominent, it may
be good to introduce gradually specific beta 1 blocker
like Metoprolol or Bisoprolol?” aong with inhalational
bronchodilator therapy after optimizing the heart failure
therapy with drugslike angiotgensin converting enzyme
inhibitor, digoxin and diuretic as specific beta 1 blocker
may be more appropriate and compatible with beta 2
stimulants e.g. Salbutamol, Terbutaline, Salmeterol.
Specific beta 1 blockers loose their specificity at higher
dose, demanding extreme care in avoiding higher dose.

Improved clinical outcomeshasbeen previously reported
with long term oxygen therapy. Significant number of
COPD patientsin this study had mild to moderate PAH
shown in Fig 5, reflecting the high oxygen demand in
poor patients. Though the reports of improved
cardiopulmonary function in severe COPD are available
with the combination of nitric oxide and oxygen,?* these
strategies are not yet practiced in Nepa but should be
used in selected severe COPD patientsif it is affordable.

Though critically ill COPD patients requiring
mechanical ventilation have higher mortality, non-
invasive mechanical ventilation is better in terms of
mortality.3>3* Non-invasive pressure support ventilation
is gaining popularity in Nepal as well.

Use of echocardiography based cardiac evaluation in
COPD to evaluate the status of pulmonary arterial
hypertension and other concomitant cardiac lesions, is
very vauable in the management of COPD. * Selecting
patients with moderate or severe pulmonary arterial
hypertension for long term oxygen therapy with or without
nitric oxide and selecting poor LVEF patients for
optimizing heart failure therapy has the potential to have
further improvement in severe COPD patients having
apparently poor response in usual COPD management.
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