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Czech Multicentre Research                     
Database of COPD  

• Observational Multicentre Prospective Study  
• Consecutive severe COPD patients   
• Assessment of mortality in relation to the phenotypes 
• Inclusion   - postBD FEV1≤ 60 %                                                                                 
                        - definite clinical diagnosis of COPD  
                        - ≥ 8 weeks free of exacerbation 
• Exclusion  -  asthma or bronchiectasis without COPD, cystic 

fibrosis, end-stage of COPD or malignancy, immobility 
 

Novotna et al Int J Chron Obstruct Pulmon Dis accepted 2014 
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Novotna et al Int J Chron Obstruct Pulmon Dis accepted 2014 
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Results 
 preliminary analysis of baseline data                                                    

related to clinical phenotypes 



Demografic data                     

Gender                     Female                                                 
                                   Male 

43 (22.6%) 

147 (77.4%) 

Age  67.0 (55.0; 78.0)  

BMI (kg/m2) 27.2 (18.6; 36.8)  

Post BD FEV1 (%) 42.0 (24.6; 58.7)  

Smoking status         Ex-smoker                                                                                    
                                    Non-smoker 
                                    Current moker  

139 (73.2%) 

16 (8.4%) 

35 (18.4%) 

Duration of COPD before enrollment (yrs) 8.1 (0.3; 23.8)  N=179 

Total education time (yrs) 12.0 (9.0; 18.0)  N=143 

Total numer of acute exacerbation/year  0.0 (0.0; 4.0)  N=188 

GOLD categories    A                                           
                                  B  
                                  C 
                                  D 

11 (5,8%) 

38 (20.0%) 

22 (11,5%) 

119 (62.7%) 

N = 190   (Aug 2013-Feb 2014) 



N =190 

with CT 
N = 157 

with objectively evaluated 
phenotypes 

N = 145 

without objectively evaluated 
phenotypes 

N = 12 

without CT 
N = 33 

Flow-chart of phenotypical analysis                                 
of patients with severe COPD 



Clinical phenotypes                                                                               
in subjects with SEVERE COPD 

N = 145 

COPD phenotype  „Subjective“ „Objective“ P-value  

Bronchitic  77 (53.1 %) 87 (60.0 %) 0.076 

Emfyzematic  96 (66.2 %) 111 (76.6 %) 0.06 

ACOS  17 (11.7 %) 5 (3.4 %) 0.002 

Frequent exacerbation - AE  36 (24.8 %) 45 (31.0 %) 1.00  

Pulmonary cachexia  14 (9.7 %) 22 (15.2 %) 0.021 

COPD/BE  5 (3.4 %) 36 (24.8 %) < 0.001 
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47 (32.4 %) 

46 (31.7 %) 

N = 145 

Combinations of objectively evaluated COPD phenotypes 

Emphysematic 

Bronchitic 

Exacerbators (AE)   

COPD/BE 

Emphysematic + Bronchitic 

Emphysematic + Cachexia 

Emphysematic + AE 

Emphysematic + COPD/BE 

Bronchitic + COPD/BE  

Bronchitic + AE  

AE + COPD/BE 

Emphysematic + ACOS 

 

Total 93 (64.1 %) 
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% 

43 (29.7 %) 

7 (4.8 %) 

2 (1.4 %) 

N = 145 

Combinations of objectively evaluated COPD phenotypes 
Emphysematic + Bronchitic + AE 

Emphysematic + Bronchitic + COPD/BE 

Emphysematic + AE + COPD/BE  

Emphysematic + Bronchitic + Cachexia  

Emphysematic + COPD/BE + Cachexia  

Bronchitic + Emphysematic + ACOS  

Bronchitic + ACOS + COPD/BE  

Bronchitic + AE + COPD/BE 

Emphysematic + ACOS + COPD/BE 

Emphysematic + AE + Cachexia  

Bronchitic + AE + Cachexia 

Bronchitic + Emphysematic + AE + Cachexia 

Emphysematic + AE + COPD/BE + Cachexia  

Bronchitic + Emphysematic + AE + COPD/BE 

Bronchitic + Emphysematic + AE + ACOS 

Bronchitic + Emphysematic + AE + COPD/BE + Cachexia  



Bronchitic COPD 
Emphysematic COPD 
Frequent exacerbators 
ACOS 
COPD+BE 
Cachexia 
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Venn diagram for objectively evaluated phenotypes 



Bronchitic phenotype 
Emphysematic phenotype  
Frequent exacerbators 

Proportional Venn diagram  
for objectively evaluated phenotypes 
Frequent exacerbators 

60.0 % 
76.6 % 

31.0 % 

N = 145 



Bronchitic phenotype 
Emphysematic phenotype 
ACOS  

Proportional Venn diagram  
for objectively evaluated phenotypes 
ACOS 

60.0 % 
76.6 % 

3.4 % 

N = 145 



Bronchitic phenotype 
Emphysematic phenotype 
Pulmonary cachexia 

Proportional Venn diagram  
for objectively evaluated phenotypes 
Pulmonary cachexia 

60.0 % 

76.6 % 

15.2 % 

N = 145 



Parameter Bronchitic 
(N = 87) 

Emphysematic 
(N = 111) 

ACOS 
(N = 5) 

Exacerbators  
(N = 45) 

Cachexia                       
(N = 22) 

mMRC   2,0 (0,0; 4,0)  2,0 (0,6; 4,0)  2,0 (1,0; 2,0)  2,0 (0,3; 4,0)  2,5 (0,2; 4,0)  

fatigue   38 (43,7 %) 44 (39,6 %) 2 (40,0 %) 22 (48,9 %) 11 (50,0 %) 

SNOT  ENT symptom   19,0 (0,8; 48,2)  18,0 (4,0; 52,3)  25,0 (14,0; 36,0)  27,0 (1,3; 52,0)  25,0 (0,7; 75,0)  

CAT caugh 2,0 (1,0; 4,8)  2,0 (0,2; 4,0)  2,0 (1,0; 3,0)  3,0 (1,0; 4,7)  2,0 (1,0; 4,0)  

  phlegm 3,0 (1,0; 5,0)  2,0 (1,0; 4,0)  2,5 (1,0; 4,0)  3,0 (1,0; 5,0)  2,5 (1,0; 4,0)  

  ch.tightness 1,0 (0,0; 3,0)  1,0 (0,0; 3,8)  1,5 (1,0; 3,0)  1,0 (0,0; 4,7)  2,0 (0,0; 4,0)  

  shortness of b.  3,5 (0,0; 5,0)  3,0 (1,0; 5,0)  2,5 (0,0; 3,0) 4,0 (0,3; 5,0)  4,0 (1,0; 5,0)  

  limitation 1,0 (0,0; 5,0)  1,0 (0,0; 5,0)  0,5 (0,0; 1,0) 2,0 (0,0; 4,7)  3,0 (1,0; 5,0)  

  sleep 1,5 (0,0; 4,0)  2,0 (0,0; 4,8)  0,5 (0,0; 2,0)  2,0 (0,0; 5,0)  2,5 (0,0; 5,0)  

  energy 2,5 (1,0; 5,0)  2,0 (1,0; 5,0)  2,0 (2,0; 3,0)  3,0 (0,3; 5,0)  3,0 (1,0; 5,0)  

 CAT overall score 17,5 (6,8; 34,5)  18,0 (6,0; 33,2)  13,5 (9,0; 18,0)  20,0 (8,6; 35,4)  21,0 (13,0; 34,0)  

SGRQ  T 48,6 (16,8; 75,2)  50,2 (18,2; 77,8) 42,4 (31,0; 44,6)  55,8 (26,4; 87,1)  58,0 (27,0; 87,7) 

 I 38,0 (5,9; 72,4)  38,7 (10,0; 73,0)  38,0 (17,9; 38,2)  48,4 (18,9; 80,9) 51,6 (14,1; 78,3) 

 A 66,2 (20,3; 92,7)  66,2 (26,1; 92,8)  47,2 (0,0; 48,3)  67,1 (29,0; 100,0)  72,4 (25,0; 100,0)  

Symptoms and phenotypes   

N = 145 



 
 Parameter Bronchitic 

(N = 87) 
Emphysematic 

(N = 111) 
ACOS 

(N = 5) 
Exacerbators 

(N = 45) 
Cachexia 
(N = 22) 

cardiac failure 14 (16,1 %) 10 (9,0 %) 0 (0,0 %) 5 (11,1 %) 1 (4,5 %) 

atrial fibrillation 12 (13,8 %) 11 (9,9 %) 0 (0,0 %) 5 (11,1 %) 1 (4,5 %) 

diabetes  17 (19,5 %) 13 (11,7 %) 0 (0,0 %) 8 (17,8 %) 0 (0,0 %) 

depression 14 (16,1 %) 22 (19,8 %) 0 (0,0 %) 11 (24,4 %) 4 (18,2 %) 

osteoporosis 9 (10,3 %) 15 (13,5 %) 1 (20,0 %) 7 (15,6 %) 3 (13,6 %) 

sleep apnea  6 (6,9 %) 5 (4,5 %) 0 (0,0 %) 2 (4,4 %) 0 (0,0 %) 

beta-blockers 22 (25,3 %) 25 (22,5 %) 2 (40,0 %) 7 (15,6 %) 4 (18,2 %) 

statins 25 (28,7 %) 27 (24,3 %) 0 (0,0 %) 8 (17,8 %) 6 (27,3 %) 

Comorbidities and phenotypes   

N = 145 



  
Parameter Bronchitic 

(N = 87) 
Emphysematic 

(N = 111) 
ACOS 

(N = 5) 
Exacerbators 

(N = 45) 
Cachexia 
(N = 22) 

heart rate  84,0 (64,4; 110,6)  87,0 (65,2; 111,0)  87,0 (70,0; 92,0) 86,0 (64,6; 114,4)  88,0 (55,2; 114,8)  

respir.rate  18,0 (12,0; 27,6)  18,0 (12,0; 28,0)  18,0 (16,0; 22,0)  18,0 (11,3; 27,4)  20,0 (12,4; 28,0)  

FEV1 (%) 43,9 (24,4; 57,8)  43,0 (25,0; 58,0)  51,0 (39,7; 60,0)  40,0 (22,5; 58,7)  38,5 (22,8; 56,0)  

FVC (%) 70,9 (41,2; 96,2)  74,5 (46,5; 103,6)  77,0 (64,9; 100,0)  73,0 (43,8; 109,0)  76,2 (51,6; 108,5)  

RV (%) 183,0 (113,0; 276,6)  201,0 (118,8; 276,4)  145,0 (109,0; 221,0)  201,0 (121,5; 276,7)  219,0 (150,0; 274,0)  

IC/TLC (%) 30,0 (17,6; 70,7)  27,0 (16,0; 68,5)  34,0 (31,2; 50,0)  27,0 (16,0; 46,4)  24,0 (16,0; 94,4) 

DLCO (%) 46,0 (23,9; 87,6)  41,5 (20,5; 77,0) 55,5 (35,0; 68,0)  43,0 (23,4; 72,8)  31,0 (10,3; 54,4)  

KCO (%) 62,0 (28,9; 116,0)  55,0 (24,2; 91,7)  62,0 (41,0; 104,0) 56,0 (25,0; 89,0) 40,0 (11,3; 67,0)  

Zung's scale 53,0 (35,0; 69,0)  51,5 (31,5; 68,8)  54,0 (45,0; 58,0)  51,0 (35,0; 69,1)  56,0 (29,0; 75,0) 

Beck's scale 6,5 (1,0; 15,9)  6,0 (1,0; 15,0)  6,0 (4,0; 7,0)  7,0 (1,4; 15,9) 8,0 (0,0; 18,0) 

Exams, PFT and depression in phenotypes   

N = 145 



Bronchitic phenotype 
Emphysematic phenotype 
COPD + BE 

Proportional Venn diagram  
for objectively evaluated phenotypes 
COPD + BE 

60.0 % 
76.6 % 

24.8 % 

N = 145 



COPD/BE and non-BE COPD  

Parameter Specification non-BE COPD  COPD/BE P-value 
postBD FEV1 %  43.9 42.7 0.55 
KCO %  61.0 60.0 0.92 
RV % 190 193 0.89 
IC/TLC % 30.5 24.5 0.04 
WA mean % 71.92 70.11 0.06 
LAA total % 9 13 0.05 
mucus plugs  small airways 8.6 13.9 1.0 
mucus plugs large airways 7.6 13.9 1.0 
diabetes yes (%) 19 13.9 0.48 
CAD  yes (%) 26.7 30.6 0.65 
heart failure yes (%) 12.4 25 0.07 
osteoporosis yes (%) 9.5 13.9 0.53 

N = 145 
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patients 
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• The clinical presentation of severe COPD varies widely among 
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Conclusion 

• Individual clinical presentation of severe COPD varies widely 
• „Subjective“ and „Objective“ phenotypes can differ 
• 2/3 of severe COPD subjects had two or more phenotypes 
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The distribution of phenotypes in a population of SEVERE COPD



Koblizek V, Zatloukal J, Plutinsky M, Safranek P, Novotna B, Kocova E, Hejduk K, et al.

Czech Multicentre Research Database of COPD Group



Text: „Let me shortly describe the preliminary baseline results of NATIONAL MULTICENTRE RESEARCH DATABASE of SEVERE COPD“

*
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Objectives 
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		Conclusion





TEXT: „The agenda of our presentation consists of six items. “

*
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 COPD - heterogenous syndrome 

Global guidelines

Local guidelines



TEXT: „ Currently we can use several guidelines, recommendations and strategies in the COPD field. 

ATS/ERS statements form the basis of all texts.

The Spanish document is strictly based on phenotypic approach to COPD syndrome.

The Czech one integrates the GOLD priciple with phenotypes.“ 

*









Czech Multicentre Research                     Database of COPD 

		Observational Multicentre Prospective Study 

		Consecutive severe COPD patients  

		Assessment of mortality in relation to the phenotypes

		Inclusion   - postBD FEV1≤ 60 %                                                                                



                        - definite clinical diagnosis of COPD 

                        - ≥ 8 weeks free of exacerbation

		Exclusion  -  asthma or bronchiectasis without COPD, cystic fibrosis, end-stage of COPD or malignancy, immobility



Novotna et al Int J Chron Obstruct Pulmon Dis accepted 2014



TEXT: 

„ Phenotypic approach is modern and based on real clinical practice in the Czech Republic. 

However, it lacks sufficient evidence for its validity.

Therefore, The Czech database of severe COPD is a tool for validation of the phenotypic approach to COPD management. 

The Czech Multicentre Research Database of COPD is a multicentre, observational, and prospective study of patients with severe COPD (post bronchodilator FEV1≤60 %). Every consecutive patient, who fulfils the inclusion criteria, is asked to participate in the study.  Patient recruitment is done on the basis of signed informed consent. 

The primary objective of The Czech Multicentre Database of COPD is to assess the all-cause mortality in an unselected group of consecutive patients with severe COPD. 

The secondary objectives consist of assessment of patients´ morbidity:  exacerbation of COPD, acute non-COPD respiratory events, acute non-respiratory events, cancers and coronary artery disease. The tertiary objectives are: monitoring of lung function decline, COPD related symptoms presentation, adherence to inhaled medication and physical activity deterioration. The analysis will concentrate on the differences between various COPD phenotypes and GOLD categories“.



*









Methods

Novotna et al Int J Chron Obstruct Pulmon Dis accepted 2014



TEXT:

The study participants have full access to complex medical care. The study is projected to go on for 5 years after the enrolment of the last patient, or until a statistically significant number of deaths occur. Patient follow up is conducted every 6 months. We aim to enroll 1000 consecutive patients and follow the course of their disease. 



„The study protocol is designed to evaluate the progression of patient symptoms, quality of life, depression, lung function, and physical abilities in time.  

A detailed patient history is recorded, including inhalation risks, comorbidities and medication (respiratory and other). Respiratory symptoms are assessed by CAT and mMRC dyspnea scale, respectively. Sino-nasal outcome test is evaluated. Quality of life is measured by the SGRQ questionnaire and depression is evaluated through Zung and Beck questionnaires. 

Complex physical examination includes chest excursion difference, abnormal breath sounds, clubbed fingers and chest deformity notation. Body composition is measured once a year through skinfold anthropometry (SFA). The Morisky 4-Item Self-Report MEASURE of Medication-taking Behavior [MMAS-4] and a five step inhaler technique assessment are evaluated once a year.“

Participants are screened by echocardiography at enrolment, and during the third and fifth year of the study. High Resolution Computed Tomography (HRCT) is ordered at admission and then compared at fifth year of the study. Full body dual-energy X-ray absorptiometry (DEXA) is recommended for osteoporosis screening as well as body composition analysis at enrolment (see above). Participants are screened for Alpha 1-antitrypsin (A1AT) deficiency.“



„Six minute walking test (6MWT), post bronchodilator pulmonary function test (spirometry, bodyplethysomography, fractional exhaled nitric oxide (FeNO) and transfer factor measurement) and arterial blood gases (at rest, without supplementary oxygen) are measured at every follow up. Electrocardiography (ECG) is recorded once a year. Activity of Daily Living (ADL) is assessed via a pedometer which is worn by the participants every day for one month a year, during a period of non-exacerbation.  

*









Clinical phenotypes evaluation

		Subjective evaluation



    Physician´s on site conclusion

possible emphysema without AE 



TEXT:

„ Subjective PHENOTYPE EVALUATION is based on PHYSICIAN´s on site conclusion.“

*









Clinical phenotypes evaluation

		Subjective evaluation



    Physician´s on site conclusion

		Objective evaluation



    Subsequent PC analysis of all DATABASE parameters      

possible emphysema without AE 

definite emphysema with bronchiectasis



TEXT:

„ OBJECTIVE EVALUATION OF COPD PHENOTYPES depends on subsequent PC analysis of all parameters“ 

*
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TEXT:

„We use simplified definitions on account of OBJECTIVE PHENOTYPES

BRONCHITIC PHENOTYPE is if the patient answered YES to both questions about presence of Coughing and Expectoration.“ 
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TEXT:

„Emphysematous phenotype is if radiology specialist say YES to the assessment of pulmonary emphysema by HRCT“.
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TEXT:

„ Phenotype of COPD with bronchiectasis is defined by presence of bronchiectasis on a CT.“ 
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TEXT:

„Patients with two or more acute exacerbations per year is label as frequent-exacerbators.“
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TEXT: 

„ ACOS is if COPD subjects met two or more MAJOR or one MAJOR + two MINOR criteria.“ 
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TEXT:

„Pulmonary cachexia is if a BMI is below 21 in absence of a valid reason.“

NOTE: We need a broad discussion about normal ranges (?) for ACOS criteria especially 

Vladimir Jun 30 2014









Results

 preliminary analysis of baseline data                                                    related to clinical phenotypes











Demografic data                    





N = 190   (Aug 2013-Feb 2014)



		Gender                     Female                                                
                                   Male		43 (22.6%)

		147 (77.4%)

		Age 		67.0 (55.0; 78.0) 

		BMI (kg/m2)		27.2 (18.6; 36.8) 

		Post BD FEV1 (%)		42.0 (24.6; 58.7) 

		Smoking status         Ex-smoker                                                                                   
                                    Non-smoker
                                    Current moker 		139 (73.2%)

		16 (8.4%)

		35 (18.4%)

		Duration of COPD before enrollment (yrs)		8.1 (0.3; 23.8)  N=179

		Total education time (yrs)		12.0 (9.0; 18.0)  N=143

		Total numer of acute exacerbation/year 		0.0 (0.0; 4.0)  N=188

		GOLD categories    A                                          
                                  B 
                                  C
                                  D		11 (5,8%)

		38 (20.0%)

		22 (11,5%)

		119 (62.7%)
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Flow-chart of phenotypical analysis                                 of patients with severe COPD











Clinical phenotypes                                                                               in subjects with SEVERE COPD

N = 145









		COPD phenotype 		„Subjective“		„Objective“		P-value 

		Bronchitic 		77 (53.1 %)		87 (60.0 %)		0.076

		Emfyzematic 		96 (66.2 %)		111 (76.6 %)		0.06

		ACOS 		17 (11.7 %)		5 (3.4 %)		0.002

		Frequent exacerbation - AE 		36 (24.8 %)		45 (31.0 %)		1.00 

		Pulmonary cachexia 		14 (9.7 %)		22 (15.2 %)		0.021

		COPD/BE 		5 (3.4 %)		36 (24.8 %)		< 0.001































Báro prosímtě o přeložení tří vět:

In the subjective assessment of COPD phenotypes, doctors had the tendency to overestimate the incidence of ACOS. On the other hand, they did not think about cachexia in COPD enough.  

Subjective evaluation of bronchiectasis was shown to be grossly inadequate.



Subjektivní hodnocení lékařů mělo tendenci nadhodnocovat výskyt ACOS. Naopak méně mysleli na výskyt kachexie.

Jak naprosto nedostatečné se ukázalo subjektivní zhodnocení přítomnosti bronchiektázií.   

*













47 (32.4 %)

46 (31.7 %)

N = 145

Combinations of objectively evaluated COPD phenotypes

Emphysematic

Bronchitic

Exacerbators (AE)  

COPD/BE

Emphysematic + Bronchitic

Emphysematic + Cachexia

Emphysematic + AE

Emphysematic + COPD/BE

Bronchitic + COPD/BE 

Bronchitic + AE 

AE + COPD/BE

Emphysematic + ACOS

Total 93 (64.1 %)











TEXT:

„In addition to patients with a clearly dominant phenotype, we can be confronted with cases of mixed disease forms.

Two thirds of severe COPD subjects have two or three phenotypes. “
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TEXT:

„In addition to patients with a clearly dominant phenotype, we can be confronted with cases of mixed disease forms.

Two thirds of severe COPD subjects have two or three phenotypes “
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Venn diagram for objectively evaluated phenotypes



TEXT:

„Two-dimensional Venns diagrams cannot describe the relationship between four and more COPD phenotypes.“

*









Bronchitic phenotype

Emphysematic phenotype 

Frequent exacerbators

Proportional Venn diagram 

for objectively evaluated phenotypes

Frequent exacerbators

60.0 %

76.6 %

31.0 %

N = 145



Báro, prosím: 

If we look at the relationship between the two main phenotypes and one other, Venn diagram becomes useful. 

Frequent exacerbations affect 31% of patients with severe COPD, and is found amongst the two major phenotypes equaly. 



Avšak pokud se podíváme na vztahy mezi dvěma hlavními fenotypy a jedním dalším, může být Venův diagram užitečný.

Frekventní exacerbace postihují 31% nemocných s těžkým CHOPN, a to poměrně symetricky oba hlavní fenotypy.

*









Bronchitic phenotype

Emphysematic phenotype

ACOS 

Proportional Venn diagram 

for objectively evaluated phenotypes

ACOS
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Báro, prosímtě: 

ACOS is found much less than we anticipated, and is found solely in patients with CT signs of emphysema.  

ACOS je vzácnější, než jsme očekávali a vyskytuje se výhradně u nemocných s CT známkami emfyzému.
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Bronchitic phenotype

Emphysematic phenotype

Pulmonary cachexia

Proportional Venn diagram 

for objectively evaluated phenotypes

Pulmonary cachexia

60.0 %

76.6 %

15.2 %
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Báro prosímtě:

Also, pulmonary cachexia is found exclusively in the presence of emphysema.

Také plicní kachexie je striktně vázána na přítomnost emfyzému.

*









Symptoms and phenotypes  





















N = 145





		Parameter		Bronchitic
(N = 87)		Emphysematic
(N = 111)		ACOS
(N = 5)		Exacerbators 
(N = 45)		Cachexia                       (N = 22)

		mMRC		 		2,0 (0,0; 4,0) 		2,0 (0,6; 4,0) 		2,0 (1,0; 2,0) 		2,0 (0,3; 4,0) 		2,5 (0,2; 4,0) 

		fatigue		 		38 (43,7 %)		44 (39,6 %)		2 (40,0 %)		22 (48,9 %)		11 (50,0 %)

		SNOT 		ENT symptom  		19,0 (0,8; 48,2) 		18,0 (4,0; 52,3) 		25,0 (14,0; 36,0) 		27,0 (1,3; 52,0) 		25,0 (0,7; 75,0) 

		CAT		caugh		2,0 (1,0; 4,8) 		2,0 (0,2; 4,0) 		2,0 (1,0; 3,0) 		3,0 (1,0; 4,7) 		2,0 (1,0; 4,0) 

		 		phlegm		3,0 (1,0; 5,0) 		2,0 (1,0; 4,0) 		2,5 (1,0; 4,0) 		3,0 (1,0; 5,0) 		2,5 (1,0; 4,0) 

		 		ch.tightness		1,0 (0,0; 3,0) 		1,0 (0,0; 3,8) 		1,5 (1,0; 3,0) 		1,0 (0,0; 4,7) 		2,0 (0,0; 4,0) 

		 		shortness of b. 		3,5 (0,0; 5,0) 		3,0 (1,0; 5,0) 		2,5 (0,0; 3,0)		4,0 (0,3; 5,0) 		4,0 (1,0; 5,0) 

		 		limitation		1,0 (0,0; 5,0) 		1,0 (0,0; 5,0) 		0,5 (0,0; 1,0)		2,0 (0,0; 4,7) 		3,0 (1,0; 5,0) 

		 		sleep		1,5 (0,0; 4,0) 		2,0 (0,0; 4,8) 		0,5 (0,0; 2,0) 		2,0 (0,0; 5,0) 		2,5 (0,0; 5,0) 

		 		energy		2,5 (1,0; 5,0) 		2,0 (1,0; 5,0) 		2,0 (2,0; 3,0) 		3,0 (0,3; 5,0) 		3,0 (1,0; 5,0) 

		 CAT		overall score		17,5 (6,8; 34,5) 		18,0 (6,0; 33,2) 		13,5 (9,0; 18,0) 		20,0 (8,6; 35,4) 		21,0 (13,0; 34,0) 

		SGRQ		 T		48,6 (16,8; 75,2) 		50,2 (18,2; 77,8)		42,4 (31,0; 44,6) 		55,8 (26,4; 87,1) 		58,0 (27,0; 87,7)

		 I		38,0 (5,9; 72,4) 		38,7 (10,0; 73,0) 		38,0 (17,9; 38,2) 		48,4 (18,9; 80,9)		51,6 (14,1; 78,3)

		 A		66,2 (20,3; 92,7) 		66,2 (26,1; 92,8) 		47,2 (0,0; 48,3) 		67,1 (29,0; 100,0) 		72,4 (25,0; 100,0) 





















































TEXT

„Two phenotypes (cachectic and frequent exacerbations) were associated with more intense symptoms.  

Mucus predominance in CAT was associated with bronchitic and exacerbators phenotypes.“

*









Comorbidities and phenotypes  

















N = 145

		
 Parameter		Bronchitic
(N = 87)		Emphysematic
(N = 111)		ACOS
(N = 5)		Exacerbators
(N = 45)		Cachexia
(N = 22)

		cardiac failure		14 (16,1 %)		10 (9,0 %)		0 (0,0 %)		5 (11,1 %)		1 (4,5 %)

		atrial fibrillation		12 (13,8 %)		11 (9,9 %)		0 (0,0 %)		5 (11,1 %)		1 (4,5 %)

		diabetes 		17 (19,5 %)		13 (11,7 %)		0 (0,0 %)		8 (17,8 %)		0 (0,0 %)

		depression		14 (16,1 %)		22 (19,8 %)		0 (0,0 %)		11 (24,4 %)		4 (18,2 %)

		osteoporosis		9 (10,3 %)		15 (13,5 %)		1 (20,0 %)		7 (15,6 %)		3 (13,6 %)

		sleep apnea 		6 (6,9 %)		5 (4,5 %)		0 (0,0 %)		2 (4,4 %)		0 (0,0 %)

		beta-blockers		22 (25,3 %)		25 (22,5 %)		2 (40,0 %)		7 (15,6 %)		4 (18,2 %)

		statins		25 (28,7 %)		27 (24,3 %)		0 (0,0 %)		8 (17,8 %)		6 (27,3 %)







































TEXT:

„Some phenotypes were significantly associated with the presence of 

particular comorbidities (more cardiac comorbidities in the bronchitic 

phenotype, more depressive symptoms in the presence of frequent exacerbations).“ 

*









Exams, PFT and depression in phenotypes  





N = 145





		 
Parameter		Bronchitic
(N = 87)		Emphysematic
(N = 111)		ACOS
(N = 5)		Exacerbators
(N = 45)		Cachexia
(N = 22)

		heart rate 		84,0 (64,4; 110,6) 		87,0 (65,2; 111,0) 		87,0 (70,0; 92,0)		86,0 (64,6; 114,4) 		88,0 (55,2; 114,8) 

		respir.rate 		18,0 (12,0; 27,6) 		18,0 (12,0; 28,0) 		18,0 (16,0; 22,0) 		18,0 (11,3; 27,4) 		20,0 (12,4; 28,0) 

		FEV1 (%)		43,9 (24,4; 57,8) 		43,0 (25,0; 58,0) 		51,0 (39,7; 60,0) 		40,0 (22,5; 58,7) 		38,5 (22,8; 56,0) 

		FVC (%)		70,9 (41,2; 96,2) 		74,5 (46,5; 103,6) 		77,0 (64,9; 100,0) 		73,0 (43,8; 109,0) 		76,2 (51,6; 108,5) 

		RV (%)		183,0 (113,0; 276,6) 		201,0 (118,8; 276,4) 		145,0 (109,0; 221,0) 		201,0 (121,5; 276,7) 		219,0 (150,0; 274,0) 

		IC/TLC (%)		30,0 (17,6; 70,7) 		27,0 (16,0; 68,5) 		34,0 (31,2; 50,0) 		27,0 (16,0; 46,4) 		24,0 (16,0; 94,4)

		DLCO (%)		46,0 (23,9; 87,6) 		41,5 (20,5; 77,0)		55,5 (35,0; 68,0) 		43,0 (23,4; 72,8) 		31,0 (10,3; 54,4) 

		KCO (%)		62,0 (28,9; 116,0) 		55,0 (24,2; 91,7) 		62,0 (41,0; 104,0)		56,0 (25,0; 89,0)		40,0 (11,3; 67,0) 

		Zung's scale		53,0 (35,0; 69,0) 		51,5 (31,5; 68,8) 		54,0 (45,0; 58,0) 		51,0 (35,0; 69,1) 		56,0 (29,0; 75,0)

		Beck's scale		6,5 (1,0; 15,9) 		6,0 (1,0; 15,0) 		6,0 (4,0; 7,0) 		7,0 (1,4; 15,9)		8,0 (0,0; 18,0)











































TEXT:

„The impairment of lung function is most apparent in patients with pulmonary cachexia.“

*









Bronchitic phenotype
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Báro, prosím:

The most surprising find was the presence of significant bronchiectasis (in two or more lung lobes) in a quarter of patients with severe COPD. 

We expected bronchiectasis to be found solely in patients with a bronchitic phenotype – as you can see, that was not the case.



Největším překvapením bylo zjištění výrazných bronchiektázií (ve dvou a více plicních lalocích) u čtvrtiny nemocných s těžkým CHOPN. 

Oproti našim předpokladům nebyla přítomnost bronchiektázií vázána pouze na bronchitický fenotyp. 

*









COPD/BE and non-BE COPD 









N = 145

		Parameter		Specification		non-BE COPD 		COPD/BE		P-value

		postBD FEV1		% 		43.9		42.7		0.55

		KCO		% 		61.0		60.0		0.92

		RV		%		190		193		0.89

		IC/TLC		%		30.5		24.5		0.04

		WA mean		%		71.92		70.11		0.06

		LAA total		%		9		13		0.05

		mucus plugs 		small airways		8.6		13.9		1.0

		mucus plugs		large airways		7.6		13.9		1.0

		diabetes		yes (%)		19		13.9		0.48

		CAD 		yes (%)		26.7		30.6		0.65

		heart failure		yes (%)		12.4		25		0.07

		osteoporosis		yes (%)		9.5		13.9		0.53













































Báro, prosím:

On the contrary, the presence of bronchiectasis was associated with pronounced signs of emphysema and hyperinflation.



Naopak výskyt bronchiektázií byl spojen s výraznějšími známkami plicního emfyzému a hyperinflace.  

*









Conclusion

		The clinical presentation of severe COPD varies widely among patients









Conclusion

		The clinical presentation of severe COPD varies widely among patients

		„Subjective“ and „Objective“ phenotypes can differ









Conclusion

		Individual clinical presentation of severe COPD varies widely

		„Subjective“ and „Objective“ phenotypes can differ

		2/3 of severe COPD subjects had two or more phenotypes





TEXT:

„The usefullness and effectiveness of a phenotype oriented approach to patients with severe COPD will be 

assessed by prospective follow-up.“ 

*
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Figure 2 The twelve participating centers in the Czech Republic
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