
Chronic Obstructive Pulmonary Disease in
the Veterans Affairs Hospitals: Haven’t We Seen This Before?

In radiology, the term “Aunt Minnie” has been used for
decades. Attributed to Dr Benjamin Felson, it refers to “a
case with radiologic findings so specific and compelling
that no realistic differential diagnosis exists.” In Dr Fel-
son’s mind, if it looks like your Aunt Minnie, then it must
be Aunt Minnie.1 To paraphrase Dr Felson, patients with
chronic obstructive pulmonary disease (COPD) often fall
into the Aunt Minnie category. If it looks like COPD, then
in must be COPD. There are undoubtedly providers who
make the diagnosis of COPD on a clinical basis. COPD
often harkens images of patients labeled as “pink puffers”
or “blue bloaters,” patients with severe emphysema or
progressive cor pulmonale. Unfortunately, while these do
represent COPD patients, the disease severity represented
is often end-stage and in inexorable decline.

COPD has long been acknowledged as a major cause of
respiratory disability, but the magnitude of its impact has
been only recently recognized. It is the fourth leading
cause of death in the United States and is the only cause of
death projected to continue to increase over the ensuing
decade.2,3 The American Thoracic Society and European
Respiratory Society joint COPD guidelines emphasize
COPD as a preventable and treatable disease, much dif-
ferent from previous images of end-stage lung disease.4

The Global Initiative for Chronic Obstructive Lung Dis-
ease further emphasizes an extrathoracic systemic compo-
nent that previously attracted little attention.5

The diagnosis of COPD should be considered in any
patient who experiences cough, sputum production, or dys-
pnea, in association with specific risk factors, which for
the vast majority is cigarette smoking. Spirometry is es-
sential for diagnosis and to categorize the severity of dis-
ease. The recommendation for spirometry is reiterated in
numerous treatment guidelines, including one from the
Veterans Affairs Healthcare System and Department of
Defense.6,7 It would seem that diagnosis would be straight-
forward, but experience suggests that this is not the case.

The shortcomings in COPD diagnosis by the medical
community are well documented. Some databases in En-
gland would place the COPD prevalence at 1.4%, when it
is closer to 20%, with estimates as high as 65% not diag-
nosed because symptoms are misinterpreted.8 Other re-
views suggest a worldwide prevalence closer to 10% in
adults over 40 years of age.9-11 Irrespective of the actual

prevalence, it is clearly not � 2%, as this would be in-
conceivable for a condition projected to be the third lead-
ing worldwide cause of death by 2020. Without a diagno-
sis, treatment cannot be rendered and COPD morbidity
and mortality will continue to increase.
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Given uncertainty about the prevalence of COPD at
their medical center, and to better gauge their smoking-
cessation program, in this issue of the Journal, Thompson
and St-Hilaire evaluate their experience with a patient pop-
ulation of middle-age, mostly male veterans.12 Not sur-
prisingly, COPD was diagnosed more frequently in older
(� 50 y) men, who were current or past smokers. They
reported a COPD prevalence of 8.8% in that group, but
14.1% and 16.1% for smokers and previous smokers. On
further examination of those with a COPD diagnosis, less
than half (45.5%) had undergone spirometry. Some may
have had spirometry at outside institutions or some may
have been unable to undergo spirometry, but this could not
have occurred in over 50% of their patients. Another Vet-
erans Affairs study suggests that outside spirometry is ob-
tained in a little over 5% of COPD patients.13 Some pa-
tients may have undergone spirometry outside of the 7-year
window of analysis, but, again, it was unlikely to have
occurred in more than half of their patients.

The utilization or lack of utilization of spirometry is
noteworthy, since it is from a population with a tradition-
ally high prevalence of cigarette use and thus a high risk of
COPD. It would be expected that their health-care provid-
ers would have greater experience with the presentation
and diagnosis of COPD than a non-veterans facility. Spi-
rometry should be universal in COPD, much in the same
manner that blood pressure readings and hypertension or
serum glucose and diabetes are linked. Each measurement
is not only integral to the diagnosis, but important for the
monitoring of treatment. This may not be a totally fair
analogy, but consider when the last patient seen with heart
disease did not have an electrocardiogram. Spirometry in
less than half of these patients means that more than half
are not receiving optimal and recommended care.

This discrepancy raises further questions, the most fun-
damental being the diagnosis of COPD. If there was no
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spirometry, how was this diagnosis established? Perhaps
smoking status and respiratory symptoms were sufficient
for some providers. Nevertheless, spirometry should have
been done for confirmation. In their cohort, they identified
642 smokers or previous smokers with respiratory symp-
toms, yet only 29% (187/642) carried a diagnosis of COPD,
and of 455 with a smoking history and respiratory symp-
toms, only 40% had undergone spirometry.12

The under-utilization of spirometry has long been rec-
ognized as a gaping deficiency in the management of the
COPD patient. In review of a Veterans Affairs database of
almost 200,000 patients with newly diagnosed COPD, only
33.7% underwent spirometry in the ensuing year, and those
seen in a pulmonary specialty clinic were over 3 times as
likely to undergo spirometry. This experience is not unique
to the Veterans Affairs Health Care System, as other da-
tabases of over one million report similar utilization rates.14

Whereas access to spirometry may have been a limiting
factor in the past, this is also no longer a legitimate reason
not to perform spirometry. Office spirometry, with less
bulky, easier-to-use equipment, has long been endorsed as
acceptable for patient management. Office spirometry is
relatively inexpensive; at less than $100, and probably less
than $50 it can be performed in less than 15 min, and is
reimbursed.15 Other factors that limit use of spirometry
include issues with education, unfamiliarity, and train-
ing.16,17

There is also a potentially confusing message regarding
spirometry. The United States Preventive Services Task
Force does not recommend screening spirometry for asymp-
tomatic individuals.18,19 The yield from screening spirom-
etry is low, and the potential of over-diagnosis, anxiety,
and adverse effects of unnecessary therapy exceed the po-
tential benefit of spirometry, specifically prevention of a
COPD exacerbation. While the recommendation pertains
to asymptomatic individuals, it can be easily misinter-
preted by the busy clinician who may generalize the rec-
ommendation to include those who have early undiag-
nosed COPD. The distinction in these patients is that
spirometry would not represent a screening test, but is part
of appropriate medical care.

This non-endorsement seems to reinforce existing nihil-
ism in COPD management, but that is subject to change.
Spirometry may be an effective adjunct to smoking-ces-
sation programs.20 Earlier diagnosis represents earlier treat-
ment, which is more effective than previously available
remedies. This coming decade will herald the arrival of
new medications or emphasis on existing combinations as
evidence mounts for treatment, decreasing the decline in
lung function, dyspnea relief, and improvement in quality
of life. Mortality is lower with therapy even if statistical
thresholds are not reached.21-25 Old concepts may be hard
to shed, but the modern face of COPD is no longer the
older male smoker. More patients with COPD are female,

but are less likely to be diagnosed with COPD, and women
with COPD may fare worse than men.26-28

The 18th century author Samuel Johnson wrote “What
is easy is seldom excellent.” The same can be said for our
current approach to COPD. There are many more COPD
patients than are diagnosed, which implies that these un-
diagnosed patients are not being treated. Spirometry would
identify these patients, but spirometry utilization is quite
low. Past concepts about the disease course are changing,
and treatments are available. The information from Thomp-
son and St-Hilaire12 is not necessarily new, but calls for a
renewed focus on management. Mortality from COPD is
increasing and represents a huge mountain to climb. The
path to the top will not be easy, but at least it is now in
view.

Guy W Soo Hoo MD MPH
Pulmonary and Critical Care Section

West Los Angeles Veterans Affairs Healthcare Center
Veterans Affairs Greater Los Angeles

Healthcare System and
David Geffen School of Medicine

University of California
Los Angeles, California

REFERENCES

1. Anonymous. What is an “AuntMinnie?” http://www.auntminnie.com/
index.asp?Sec�abt&Sub�faq&Pag�dis&ItemId�50609. Accessed
March 5, 2010.

2. Mannino DM, Homa DM, Akinbami LJ, Ford ES, Redd SC. Chronic
obstructive pulmonary disease surveillance: United States, 1971-
2000. Respir Care 2002;47(10):1184-1199.

3. Jemal A, Ward E, Hao Y, Thun M. Trends in the leading causes of
death in the United States, 1970-2002. JAMA 2005;294(10):1255-
1259.

4. Celli BR, MacNee W; ATS/ERS Task Force. Standards for the di-
agnosis and treatment of patients with COPD: a summary of the
ATS/ERS position paper. Eur Respir J 2004;23(6):932-946. Erra-
tum: Eur Respir J 2006;27(1):242.

5. Rabe KF, Hurd S, Anzueto A, Barnes PJ, Buist SA, Calverley P, et
al; Global Initiative for Chronic Obstructive Lung Disease. Global
strategy for the diagnosis, management and prevention of chronic
obstructive pulmonary disease. GOLD executive summary Am J
Respir Crit Care Med 2007;176(6):532-555.

6. National Collaborating Centre for Chronic Conditions. National clin-
ical guideline on management of chronic obstructive pulmonary dis-
ease in adults in primary and secondary care. Thorax 2004;59(Suppl
1):1-232.

7. Management of COPD Working Group. VA/DoD clinical practice
guideline for management of outpatient chronic obstructive pulmo-
nary disease. Version 2.0, 2007, http://www.healthquality.va.gov/
copd/copd 20.pdf. Accessed March 5, 2010.

8. Halpin DM, Miravitlles M. Chronic obstructive pulmonary disease:
the disease and its burden to society. Proc Am Thorac Soc 2006;
3(7):619-623.

9. Peña VS, Miravitlles M, Gabriel R, Jiménez-Ruiz CA, Villasante C,
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