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Year 6 Integrated Medicine Course

Respiratory Lectures

• Lecture 1:

Diagnosis and approaches to the breathless 

patient

• Lecture 2:

Management of Common Airway Diseases

• Lecture 3:

Less Common Lung Diseases and 

preparation for PACES
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Year 6 Integrated Medicine Course

Respiratory Lectures 

• This is revision

• Most already covered in Year 3

• E Learning Modules are available to cover 

this ground 

• All available from the Year 6 page on the 

Undergraduate intranet
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Modules available:

1. A rational approach to the diagnosis of respiratory 
disease 

2. Respiratory Emergencies (including pneumothorax, 
foreign bodies, Acute asthma, pulmonary embolism, 
pneumonia and exacerbations of COPD)

3. Asthma

4. Chronic Obstructive Pulmonary Disease

5. Lung Cancer

6. Sarcoidosis (Imminent Launch)

7. Obstructive Sleep Apnoea Syndromes (In 
preparation)

PLUS VPAs on TB and severe asthma
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Aims of the 3 Lectures

• To revise ground covered in Year 3

• To stimulate you to see as many patients with lung 

disease as possible over the next 3 months

• To appreciate the changing burden of lung disease

• To understand the size and diversity of the 

problem 

• To be able to  make prompt and more accurate 

diagnoses

• To understand how to manage common lung 

diseases (not just prescribe for them)

• To be aware of pitfalls and less common diseases
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Aims of todays lecture

• Appreciate the changing burden of lung 

disease

• To understand the size and diversity of the 

problem 

• To be able to  make prompt and more accurate 

diagnoses

• To understand how to manage common lung 

diseases (not just prescribe for them)

• To be aware of pitfalls and less common 

diseases
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The Changing NHS

In 1948, a cataract operation meant a 

week of total immobility with the patient’s 

head supported by sandbags.
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The Changing NHS

In 1948, a cataract operation meant a 

week of total immobility with the patient’s 

head supported by sandbags.

Eye surgery is now over within 20 minutes, 

and most patients are out of hospital the 

same day. 
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Referrals with Suspected Obstructive Sleep apnoea 

syndrome now represent over one half of all 

referrals to our respiratory service











The burden of respiratory ill health has changed

Communicable diseases Non communicable diseases



The burden of respiratory ill health is changing; 

but at different rates in different countries

Communicable Diseases

Non Communicable Diseases

Time

Country A



Changes in the pattern and type of diseases 

may need different services

A series of acute 

illnesses (eg diarrhoeal 

illnesses, ARI,)

A long term disorder (eg 
depression, COPD, Asthma, 
Hypertension, Sleep apnoea 
syndromes, Diffuse 
Parenchymal Lung Disease, 
Diabetes)
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Deaths from different causes

• Respiratory disease kills one in five people in the UK



Deaths by cause, 2004, UK
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COPD
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Pneumonia
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Lung Cancer
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Deaths from different cancers

• Lung cancer is the biggest cancer killer in 

the UK

• Lung cancer now kills more women in the 

UK than breast cancer
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Lung Cancer deaths in Europe

UK has one of the highest death rates from lung cancer in Europe
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5 year survival rate for different types of cancer…
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Age-standardised death rates per 100,000 population from 
diseases
of the respiratory system by sex, 1996,
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension



Are these diseases increasing or decreasing 

in prevalence?
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs
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Rates of TB rising 

again especially in 

London
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 
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Extrinsic Allergic Alveolitis 
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Asthma 

C.O.P.D. 
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Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension

Increasing prevalence 

of obesity causes both 

increased respiratory 

workload, but also 

respiratory 

dysfunction
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Mesothelioma

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension

Deaths due to asbestos related 

lung disease increasing 

significantly
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia
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Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema

Pulmonary emboli

Pulmonary hypertension

Leads to a six times normal

risk of having a road traffic crash
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia
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Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension

One in eight of all 

medical admissions is 

due to COPD



Of the six 
leading causes 
of death in the 
United States, 
only COPD has 
been increasing 
steadily since 
1970

Source: Jemal A. et al.  JAMA 2005
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COPD Mortality by Gender,  U.S., 1980-2000
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COPD: The gender switch
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension

5.2 million people in the UK have 

asthma
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15.3%
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Worldwide Variation in Prevalence of Asthma Symptoms

International Study of 
Asthma and Allergies in 
Children (ISAAC)

Lancet 1998;351:1225
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Increasing prevalence of asthma (9-12 year olds)
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Devenny A et al BMJ 2004 329: 489-90
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Why is asthma increasing?

SUSCEPTIBILITY ENVIRONMENT ASTHMA

Changes in diet

Maternal smoking

Breast Feeding

Less early life infections

Exposure to indoor allergens

Outdoor pollution

Genetic Factors
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Many diseases, many people affected by them
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Many diseases, many people affected by them

• What symptoms might people with lung 

disease have?
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Many diseases, many people affected by them

• What symptoms might reflect lung disease?
– Breathlessness

– Cough

– Sputum production

– Haemoptysis

– Chest discomfort

– Wheeze or musical breathing

– Stridor

– Hoarseness

– Snoring history /Daytime sleepiness

– (Weight loss. Anorexia, Fever)
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Spend a minute or two thinking about the following 

clinical scenario and what more you would like to know in 

the history, and in a second list structure a differential 

diagnosis

A 47 year old lorry driver attends his General 

Practitioner with a complaint of moderately 

severe breathlessness. He is married with two 

children and drinks alcohol in moderation and 

has a 20 pack year smoking history. There is 

no significant past medical or surgical history.
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Breathlessness may be due to:

Heart Disease

Pulmonary Thrombo-embolic Disease

Lung Disease

Systemic diseases (Anaemia, 

obesity,hyperthyroidism)

Respiratory Muscle weakness

Psychogenic dyspnoea
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So Spirometry is essential for accurate diagnosis of COPD

Of those with suspected or definite COPD 

in whom spirometry was normal 26% would

have been provided with a prescription

(42% SABA, 33% ICS, 12% LABA, 8% Tiotropium)
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What are the practical implications of these 

results?

• These GPs are prepared to make a provisional 
diagnosis

• These GPs recognise that we are all fallible and 
that investigations are often necessary

• The investigations suggest that often their 
provisional clinical diagnosis was wrong

• Trials of therapy are often wasteful

• Obesity as a cause of breathlessness is often 
under recognised

• Spirometry in asthma may be of little value if 
performed after already starting treatment



What lung diseases do we know?
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension
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Cough has 

lasted less 

than 12 weeks

- if no sinister 

features  (and 

not a Smoker 

or ex-smoker) 

may be post 

viral

Cough has 

lasted 

more than 

12 weeks

Chest x-ray

abnormal; 

refer  to 

respiratory 

physician 

Chest X-ray

is normal 

Abnormal 

spirometry or 

personal or 

family history of 

other atopic 

disease? -

consider asthma 

or COPD 

Symptoms of 

gastro-

oesophageal 

reflux or 

overweight –

consider trial 

of proton 

pump 

inhibitor in 

highish 

dosage for 

2/12

Nasal 

stuffiness 

or catarrh 

or other 

suggestion 

of post 

nasal drip 

disease -

consider 

trial of 

intranasal 

steroids

No response → refer respiratory  physician 

Cough

Advise smoking 

cessation or trial 

of anti-asthma 

therapy as 

appropriate

DIAGNOSIS AND MANANGEMENT OF RESPIRATORY DISEASE

© MRP NJR Imperial College London

Send for

Chest 

Xray

Check the patient is not taking an 

ACE Inhibitor. If yes stop, if not 

determine length of history of cough
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Breathlessness? 
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may be post 

viral

Cough has 

lasted 

more than 

12 weeks

Chest x-ray

abnormal; 

refer  to 

respiratory 

physician 

Chest X-ray

is normal 

Abnormal 

spirometry or 

personal or 

family history of 

other atopic 

disease? -

consider asthma 

or COPD 

Symptoms of 

gastro-

oesophageal 

reflux or 

overweight –

consider trial 

of proton 

pump 

inhibitor in 

highish 

dosage for 

2/12

Nasal 

stuffiness 

or catarrh 

or other 

suggestion 

of post 

nasal drip 

disease -

consider 

trial of 

intranasal 

steroids

No response → refer respiratory  physician 

Irregular pulse? 

Clinical signs of left ventricular 

hypertrophy or failure? 

Personal or family history of 

ischaemic heart disease? 

ECG abnormal? 

Treat or refer to cardiologist

Lung disease? 

Is there a fever, a 

cough productive of 

purulent sputum or 

focal signs on 

examination of the 

chest?

Pulmonary 

embolus/ 

infarction? 

•Is a major risk factor 

present?

•Recent immobility

•Recent lower limb  trauma/    

surgery

•Clinical DVT

•Previous or  FH of VTE

•Pregnancy or puerperium

•Major medical illness

Pulmonary 

embolus/ 

infarction?

Is this a small lung disorder, 

and if so is it due to an 

abnormality

Within the lung:

Sarcoidosis

Asbestosis

Extrinsic allergic alveolitis

Fibrosing alveolitis

Or

Outside the lung:

Pleural effusions

Scoliosis

Respiratory muscle weakness

Obesity

•Anaemia – check 

haemoglobin

•Obesity – check BMI

•Overactive thyroid –

check T4

Is the 

breathlessness 

worse on lying flat 

or in water? Does 

the vital capacity 

fall on lying 

compared with 

sitting or standing? 

Note that this is 

usually a 

diagnosis of 

exclusion

Is this an airway disorder? Is there a cough, wheeze, 

breathlessness or obstructive spirometry or reduced peak 

flow?  If so is it a localised or a generalised obstruction?

Localised obstruction:

Laryngeal carcinoma?

Retrosternal thyroid?

Relapsing polychondritis?

A bronchial or tracheal 

tumour?

Post tracheostomy stenosis?

Inhaled foreign body?

Bronchopulmonary dysplasia?

Generalised obstruction:

Asthma?

Chronic obstructive pulmonary 

disease?

Bronchiectasis?

Cystic fibrosis?

Obliterative bronchiolitis? 

Cough

Advise smoking 

cessation or trial 

of anti-asthma 

therapy as 

appropriate

Heart disease?

Chest  x-ray shows cardiac 

enlargement? 

A systemic disorder? Diaphragm weakness? Psychogenic 

dyspnoea?

Infection?
Small lung disease?

Airways 

disease?

Localised obstruction?

? Stridor

?monophonic wheeze

?unilateral wheezing

Generalised obstruction?

?Polyphonic wheezing

? Bilateral wheezing

Treat &/or refer for 

a chest x-ray and 

or a respiratory 

opinion

Treat or refer

Refer to a respiratory 

physician

Refer urgently for 

investigation

If in doubt refer 

to a respiratory 

physician

Refer to an ENT or 

respiratory physician

Treat or refer to  a  

respiratory physician

DIAGNOSIS AND MANANGEMENT OF RESPIRATORY DISEASE
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Send for

Chest 

Xray

Check the patient is not taking an 

ACE Inhibitor. If yes stop, if not 

determine length of history of cough

Refer to a respiratory 

physician
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension
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How might we reduce the size of this differential 

diagnostic list?
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Report on this lady’s lung function tests
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Examples of spirometry
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension
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How would you grade the severity of

this ladys COPD?
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Classification of COPD Severity
by Spirometry

Stage I:   Mild FEV1/FVC < 0.70 

FEV1 > 80% predicted

Stage II:  Moderate       FEV1/FVC < 0.70
50% < FEV1 < 80% predicted

Stage III: Severe FEV1/FVC < 0.70
30% < FEV1 < 50% predicted

Stage IV: Very Severe    FEV1/FVC < 0.70
FEV1 < 30% predicted or 

FEV1 < 50% predicted plus
chronic respiratory failure 
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MRC dyspnoea grade

1. Normal

2. Able to walk and keep up with people of 

similar age on the level, but not on hills or 

stairs.

3. Able to walk for 1.5Km on the level at 

own pace, but unable to keep up with 

people of similar age

4. Able to walk 100m on the level

5. Breathless at rest or on minimal effort
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Differentiating Asthma from COPD: Why bother?
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Differentiating Asthma from COPD: Why 

bother?

Because:

• The aetiology is different

• The pathology is different

• The natural history is different,

• Whilst “drug” treatments are increasingly 
similar (other than for anticholinergic agents) 
the other aspects of management are very 
dissimilar (eg Self management plans in 
asthma, oxygen therapy, pulmonary rehab and 
detection of depression in COPD)
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Chronic 
Obstructive 
Pulmonary Disease

Chronic 
Bronchitis

EmphysemaAsthma
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So how do we make the differentiation?
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Differentiation of Asthma from COPD

COPD:

Onset in mid life

Symptoms slowly 

progressive

Long Smoking History

Dyspnoea during 

exercise

Largely irreversible 

airflow limitation

ASTHMA:

 Onset early in life

 Symptoms vary from day 

to day

 Symptoms at night/early 

morning

 May have associated 

allergic disease

 May have family history of 

asthma

 Largely reversible airflow 

limitation



To some extent a diagnosis of

COPD is made by excluding asthma
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Copy of actual referral letter:

Dear Dr.

I would be grateful for your assessment of this 61 year old woman who is 
of an anxious personality and has required sedatives, antidepressants 
and beta-blockers in the past. Over the last few months, she has become 
increasingly short of breath and wheezy on occasions. She stopped 
smoking 20 years ago having previously smoked approximately 20 a day 
for 20 years, but otherwise had no respiratory problems.

On examination she is overweight, weighing 13 stone and giving her 
body mass index of 34 as her height is 5’1½”.  She is not anaemic and 
her chest has usually been clear with a mild wheeze on occasions and 
poor expansion.  Her predicted peak flow is about 350 but recently, when 
she was feeling particularly short of breath, a reducing course of steroids 
over a week did not bring her peak flow above 240. At present, she has a 
Beclomethasone 100 mcg. inhaler which she takes 2 buffs b.d. and a 
Ventolin inhaler p.r.n. but I am very unsure as to the reversibility of her 
respiratory problem and would value your assessment. Her chest x-ray 
was reported as normal. Many thanks for seeing her.”
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Discussion 1:

1. Note how the GP has carefully thought about other 
causes of breathlessness (such as anaemia) and 
mentions her BMI.

2. She stopped smoking 20 years ago and has only 
recently become short of breath and wheezy.  This 
makes COPD an unlikely diagnosis.

3. Her reduced peak flow does not respond to the 
steroids (albeit a rather short course) and therefore 
asthma is an unlikely cause for her recent onset 
symptoms.

4. The wheeze was monophonic and only present on 
the right and whilst the chest x-ray was indeed 
normal, they proceeded to bronchoscopy – this 
showed an extensive bronchial carcinoma in the right 
lower lobe extending up into the lower end of the 
trachea.
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Discussion 2:

Moral:  Recent onset respiratory 

symptoms in smokers or ex smokers 

should always raise the question of a 

carcinoma and you should never be 

reassured by a normal chest x-ray.
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Discussion 3

• This is obviously an unusual case and an 

unusual presentation but it’s introduced 

here to ensure that people don’t rush into 

thinking of the diagnosis of asthma and 

COPD without going through the logical 

progression of considering other causes of 

breathlessness, and thinking carefully 

about whether any airway obstruction is 

localised, or generalised. 
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension
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Think!

Cough, breathlessness, wheeze and 

obstructive spirometry may reflect 

either:

• Generalised narrowing of all of the medium or   

small sized airways or:

• Localised obstruction of a larger more central     

airway

Is the wheeze monophonic or polyphonic?

Is the wheeze unilateral?

Is there stridor?
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension
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Lung Cancer: Possible presentations

• Symptoms due to Primary 
Lesion

• Cough

• Change in character of 
longstanding cough

• Haemoptysis

• Breathlessness

• Distal Infection

• Lobar Collapse
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Are there  other causes of localised obstruction?
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension
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Foreign body inhalation: Who is at risk?

• Under 2s

• The Elderly

• Those with bulbar disease

• The edentulous

• Alcoholics

• Epileptics 

• Anyone unconscious for any reason (eg GA, RTC) 

or after upper airway local anaesthesia
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6 months breathlessness and a left sided 

monophonic wheeze
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Foreign body inhalation

• May present with new onset cough, 

breathlessness, stridor or distal chest 

infection

• Always ask about what was happening at 

the time symptoms began

• May be present with a normal chest 

radiograph

• Does not always go down the right side!

• Is not excluded by ENT examination
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Airways diseases Small lung disorders
(also known as “restrictive disorders”)

Localised obstruction Due to disease within the lungs

Sleep apnoea 

Laryngeal carcinoma 

Thyroid enlargement 

Vocal cord dysfunction 

Relapsing Polychondritis 

Tumours 

Post tracheostomy stenosis 

Foreign bodies 

Bronchopulmonary dysplasia

Sarcoidosis 

Asbestosis 

Extrinsic Allergic Alveolitis 

Fibrosing Alveolitis 

Eosinophilic pneumonia

Generalised obstruction Due to disease outside the lung

Asthma 

C.O.P.D. 

Bronchiectasis 

Cystic Fibrosis

Obliterative Bronchiolitis

Pleural effusions

Pneumothorax

Scoliosis 

Respiratory muscle weakness

Obesity

Infections Pulmonary vascular disorders

Tuberculosis 

Infective bronchitis 

Pneumonia 

Empyema 

Pulmonary emboli

Pulmonary hypertension
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Multiple tracheal strictures
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Conclusions:

• Remember that the symptoms of lung disease 
are shared with disorders of other systems

• If you are sure that you are dealing with lung 
disease differentiate infections from pulmonary 
emboli, and small lung disorders from airway 
disorders

• If the patient has features of airway obstruction 
differentiate localised obstruction from a 
generalised disorder,

• Asthma and COPD only rarely occur together 
and should be differentiated
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Guidelines in abundance; usually disease 

specific

• TB

• Pneumonia

• Asthma

• Lung Cancer

• Pneumonia

• Sleep apnoea

• Fitness to fly

• COPD

• DPLD

• Pleural Conditions

• Mesothelioma

• Bronchoscopy

• Smoking Cessation, etc

www.brit-thoracic.org.uk
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Thank you
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