
likely that the patient will require hospital admission. The history
should include quantification of the degree and change in dyspnea
by asking about breathlessness during activities of daily living and
typical activities for the patient. The patient should be asked about
fever; change in character of sputum; and associated symptoms
such as wheezing, nausea, vomiting, diarrhea, myalgias, and chills.
Inquiring about the frequency and severity of prior exacerbations
can provide important information; the single greatest risk factor for
hospitalization with an exacerbation is a history of previous
hospitalization.

The physical examination should incorporate an assessment of
the degree of distress of the patient. Specific attention should be
focused on tachycardia, tachypnea, use of accessory muscles,
signs of perioral or peripheral cyanosis, the ability to speak in
complete sentences, and the patient’s mental status. The chest
examination should establish the presence or absence of focal
findings, degree of air movement, presence or absence of
wheezing, asymmetry in the chest examination (suggesting large
airway obstruction or pneumothorax mimicking an exacerbation),
and the presence or absence of paradoxical motion of the
abdominal wall.

Patients with severe underlying COPD, who are in moderate or
severe distress, or those with focal findings should have a chest x-
ray or chest CT scan. Approximately 25% of x-rays in this clinical
situation will be abnormal, with the most frequent findings being
pneumonia and congestive heart failure. Patients with advanced
COPD, a history of hypercarbia, or mental status changes
(confusion, sleepiness) or those in significant distress should have
an arterial blood gas measurement. The presence of hypercarbia,
defined as a PCO2 >45 mmHg, has important implications for
treatment (discussed below). In contrast to its utility in the
management of exacerbations of asthma, measurement of
pulmonary function has not been demonstrated to be helpful in the
diagnosis or management of exacerbations of COPD. Pulmonary
embolus (PE) should also be considered, as the incidence of PE is
increased in COPD exacerbations.


