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Abstract: This paper discusses the basic thoughts behind the so-called diagnosis of COPD 
in relation to cause and course of the disease and questions the value of this functional 
defined terminology. Instead, the terminology should be based on morphology in the broadest 
sense including all methods suitable to describe pathological processes to understand the 
cause of bronchial diseases. The diagnosis COPD is only helpful in relation to therapeutic 
measures. 
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Only rarely does the importance of terminology and the form of diagnoses for the 
scientific structure of medicine undergo reconsideration. Diagnoses are themselves 
guiding components in medicine, and are used in many areas both inside and 
outside the discipline, be it for statistical purposes, for epidemiological studies, as 
a basis for guidelines and of course as a basis for diagnostic and therapeutic 
measures on patients. This means that diagnoses should be based on a clear 
conception of the disease and its cause or development, although this is by no 
means the general case. In a partly empirical science such as medicine, the terms in 
use are of very different value and often do not follow a systematic approach. They 
may therefore be ambiguous, without causing any undue disruption in their daily 
use. In addition, the conceptual quality of the respective terms and the knowledge 
they convey may frequently be unclear. Diagnoses may have a clinically descriptive 
basis, such as headaches, a pathological-anatomical basis as in coronary heart 
disease, a functional basis as in diarrhoea, a pathogenetic basis as in systemic 
diseases, SLE, etc. and an aetiological basis as in infectious diseases. Scientific 
medicine always tries to establish a concept based on the aetiology or at least the 
pathogenesis of a disease. Unfortunately, this target is not always met.

This article questions the meaning and quality of the diagnostic term COPD and 
examines whether the diagnosis of COPD from the perspective of medical science 
actually hinders progress towards knowledge of the pathogenesis and treatment of 
bronchial diseases.

JG Scadding is one of the very few people who have dealt with questions of 
medical terminology.1 He points out that the more precisely the terms – diagnoses – 
are chosen and the more information they implicitly contain, the more efficiently 
they will reflect our knowledge; otherwise, they will be just as effective in disguis-
ing our ignorance.2 Laennec pointed out this problem some 200 years ago: 

Correspondence: Peter von Wichert 
Eppendorfer Landstr. 14, D 20249, 
Hamburg, Germany  
Email vonwichert@t-online.de

International Journal of Chronic Obstructive Pulmonary Disease 2021:16 1349–1352               1349
© 2021 von Wichert. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

International Journal of Chronic Obstructive Pulmonary Disease           Dovepress
open access to scientific and medical research

Open Access Full Text Article

http://orcid.org/0000-0001-9062-6442
mailto:vonwichert@t-online.de
http://www.dovepress.com/permissions.php
https://www.dovepress.com


“Nothing hinders scientific progress more than imprecise 
use of terms, or the creation of bad new terms” (as quoted 
in 2). Above all, it is important that a term should describe 
only one single fact, which does not apply in the case of 
COPD, as is explained below.

Diseases are not always the same as the diagnoses 
and nosological terms used in medicine. A disease 
includes a subjective sensation experienced by the indi-
vidual, also known as individual suffering, which is also 
reflected in but may extend beyond the symptoms of the 
disease. Although latent tuberculosis is symptomless, it 
can be threatening when considered objectively. JG 
Scadding has pointed out the different intellectual levels 
which should underlie a diagnosis or understanding of 
a disease.3–6 He makes it clear that it is essential to add 
causes or at least morphological findings to the diagnos-
tic terms in daily use, as far as they are known, in order 
to obtain a clear definition of the condition in question.4 

From the layman’s point of view diagnoses are often 
understood as truths set in stone, but even in the scien-
tific environment, terms for disease are often used indis-
criminately with little regard for the value of their 
content.

Medical terminology based on science not only serves 
to classify diseases, but also promotes understanding of 
the process of the disease. Diagnoses that merely name 
symptoms such as back pain, hypertension or headaches 
give no information about the cause and mechanisms or 
diagnostic procedures. They do not describe any disease 
entities but are easy to understand in operational use, 
mostly to facilitate communication in everyday clinical 
practice or to provide therapeutic guidelines. However, 
this approach, which is legitimate in practice, reaches its 
limits where these diagnoses are to form the basis for 
a scientific understanding of the disease process, as is the 
case in trials, for example. Medical research is aimed at 
finding the causes of a disease and then naming them, 
which often leads to new definitions or concepts.4

Diagnoses that describe a functional disorder, such as 
heart failure or pulmonary obstruction, are useful for ther-
apeutic considerations, but say little about the origin, 
course or prognosis of a disease process because they 
name the result of a disease process but not its cause. 
Dysfunctions that are used as diagnoses always require 
an additional explanation of aetiology or pathogenesis if 
they are to form the basis for research projects; otherwise 
it becomes necessary to formulate special artificial situa-
tions that may sometimes appear illogical.

Scadding’s ideas3,4 are not only of theoretical impor-
tance, they are essential for research and for the daily work 
at the bedside, because they indicate the level of certainty 
in the diagnostic or therapeutic work of the attendant 
physician. Unfortunately, international classifications of 
diseases do not take these important theoretical considera-
tions into account.

The problem of functionally formulated diagnoses 
becomes particularly clear in the diagnosis of COPD, 
where the functional disorder of obstruction is the defining 
factor. However, the terminology – diagnosis – COPD is 
inconsistent. Curiously, according to general agreement, 
which has yet to be substantiated, not all obstructive 
pulmonary dysfunctions are included under this term of 
disease, because it explicitly excludes asthma, a disease 
with pronounced obstruction, and tracheal diseases caused 
by tumours or cartilage disorders. In addition, the diagno-
sis of COPD includes such widely different conditions as 
bronchitis and emphysema, without making any distinc-
tion between them. On the other hand, this diagnosis does 
not include bronchial diseases without obstruction. From 
an operational point of view, the therapy is similar in all 
forms, which may simplify the practitioner’s task. From 
a scientific point of view, however, it considerably 
diminishes the aetiological and pathogenetic value and 
thus hinders deeper insights within this field. The term 
COPD is based on a symptom – obstruction – but does 
not contain any information about pathogenesis or prog-
nosis of the disease. Nor does the term COPD contain any 
information about causes, such as smoking or infections. It 
is therefore not a term based on science but is related to 
therapeutic actions.

Until the 1980s, an inflammatory disease of the bron-
chial system was called chronic bronchitis, which is both 
pathologically and anatomically correct. The textbook by 
Crofton and Douglas,7 that on Pulmonary Pathology by 
Dail & Hammar8 or on Pulmonary Pathology by MS 
Dunnill9 did not know the term COPD. The problems of 
designating bronchial diseases with or without obstruction 
have occupied scientists for decades because the terminol-
ogy also reflects and must reflect differing ideas about the 
origin and course.10 There is no doubt that COPD is 
a disease, but this term contains no further information 
than that. Instead, it is a purely therapeutic term and 
completely obscures the extraordinary diversity of bron-
chial and pulmonary diseases. Without wishing to trace the 
historical development of the term, I consider it astonish-
ing that the poorly defined term of COPD has conquered 
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the medical world so quickly. It may be that the emergence 
of new therapeutic options has favoured combining bron-
chitis and emphysema into COPD. There has been strong 
support for the COPD approach, particularly in the USA, 
and this has been reflected in what is known as the GOLD 
initiative.12,13 An early move towards COPD came from 
the publication by B Burrows.11 There is no question that 
the term COPD although insufficiently defined, has made 
a significant contribution to therapy.14

For some authors, this therapeutic concept of COPD 
has lost its persuasive power in recent years.14,15 The 
terminological approach to COPD is too simple to capture 
the diversity of the development and course of bronchial 
diseases. Attempts to characterise different phenotypes 
have failed because the result of the disease, the obstruc-
tion, has dominated the terminology and thus the way of 
thinking. Even studies that question the basic diagnosis of 
COPD16 and examine the problems associated with this 
diagnosis in detail do not touch on the concept of COPD. 
The scientific weakness of the COPD concept is made 
particularly clear by the new term asthma-COPD-overlap 
syndrome.17 The critical point is that it retains the dys-
function as a decisive feature and lacks any tendency to 
differentiate between diseases.18,19

Although it has been clear from the very beginning of 
scientific research into bronchial diseases that inflamma-
tory bronchial diseases can be accompanied by obstruc-
tion, this functional disorder was always considered 
a symptom of bronchial disease at the time, but not 
a criterion for defining the disease.10,20 The diagnostic 
term was bronchitis, possibly chronic bronchitis. As 
a preceding bronchial disease is usually the cause of an 
obstruction, it is nosologically more convincing to 
address this basic disease and to add the obstruction to 
the diagnosis. The obstruction is a frequent but by no 
means constitutive symptom of bronchial inflammation. 
Moreover, the extent of the inflammation varies greatly 
and there is no doubt that there are inflammations in the 
bronchial system that are not accompanied by an 
obstruction, such as in the context of viral infections or 
systemic or concomitant diseases21 or also in 
smokers.22,23 These conditions are not covered by the 
diagnosis of COPD as well as systemic inflammatory 
processes in bronchial diseases. This also applies to 
patients with respiratory symptoms but who still have 
normal lung function.16 Finally, there are obstructions 
that are completely without bronchial inflammation and 
have a purely mechanical cause, such as in the case of 

cured tuberculosis, panacinar emphysema or tumours in 
the tracheobronchial system. These few examples may 
suffice to illustrate that the obstruction is unsuitable as 
a diagnostic parameter for inflammatory diseases of the 
bronchial system.

The diagnosis of COPD does not in any way meet the 
logical requirements of a scientific name for a disease and 
thus hinders scientific research by the absence of patholo-
gical-anatomical or pathogenetic concepts.

COPD serves as an example that it makes little sense to 
use dysfunctions as separate diagnoses, which undoubt-
edly also applies to other dysfunctions. Since such terms 
are worthless without explanatory additions that give indi-
cations of aetiology and pathogenesis, it is better to refer 
to the latter and to add the dysfunction, if it exists, if 
necessary with an assessment of the degree of the disorder. 
The basis for a substantiated diagnosis must be 
a recordable alteration in tissue in the wider sense that 
includes morphology, molecular biology, functions, infec-
tions, etc. The examination of pulmonary secretions, such 
as sputum or bronchoalveolar lavage, must be conducted 
more scientifically. Better biomarkers to classify specific 
pathogenetic mechanisms and individual patients are abso-
lutely necessary.24 Similarly, radiological techniques, 
which have greatly improved recently, will be able to 
show different morphologies.25–29 The development of 
differentiated biochemical or molecular biological meth-
ods as well as genetic studies30 can contribute to an 
increasing characterisation of different phenotypes, as 
can differentiate immunological or bacteriological meth-
ods, and studies of the histology of the bronchial mucosa. 
On the other hand, approaches to describe different phe-
notypes according to the criteria of clinical practice31 will 
presumably not allow precise classification, since obstruc-
tion, as a one-dimensional functional disorder, does not 
reflect the multidimensional aetiological and pathogenetic 
causes of bronchial disease. Such a classification is also 
destined to fail because the result of the disease, which 
alone could differentiate between different forms of pro-
gression, is predetermined in the diagnosis of COPD. In an 
editorial, Hynes and Pavord32 point out the danger of 
taking unfounded diagnoses such as asthma-COPD- 
overlap syndrome as a fact without presenting 
a pathogenetic basis or a recognisable uniform mechanism. 
The demand by Postma et al10 to characterise patients with 
bronchial diseases as precisely as possible, using all avail-
able methods, is still the order of the day and is also shared 
by other authors.33
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A return to the process of disease in the organ would 
reverse the current trend by returning the focus to the 
causality of the bronchial diseases.

Funding
No external funding.

Disclosure
The background to these considerations was recently pub-
lished in a BMJ blog. Link: https://blogs.bmj.com/bmj/ 
2018/06/15/peter-von-wichert-copd-the-right-terminology- 
in-the-fight-against-lung-disease/.

The author reports no conflicts of interest.

References
1. Scadding JG, The definition of asthma. Ciba Foundation Symposium, 

Churchill Livingstone, Edinburgh 1971; 13–20.
2. Scadding JG. Meaning of diagnostic terms in broncho-pulmonary 

disease. Brit Med J. 1963;1425–1430.
3. Scadding JG. The clinician and the computer. Lancet. 1967;877–882.
4. Scadding JG. Health and disease: what can medicine do for 

philosophy. J Med Ethics. 1988;14:118–124.
5. Scadding JG. Essentialism and nominalism in medicine: logic of 

diagnosis in disease terminology. Lancet. 1996;348:594–596.
6. Scadding JG. Medical scientism. J Roy Soc Med. 1996;89:360.
7. Crofton J, Douglas A. Respiratory Diseases. 3rd ed. Oxford London: 

Blackwell; 1981.
8. Dail DH, Hammar SP. Pulmonary Pathology. New York: Springer, 

Berlin-Heidelberg; 1994.
9. Dunnill MS. Pulmonary Pathology. London: Churchill Livingstone 

Edinburgh; 1987.
10. Postma DS, White ST, Kerstjens HAM, Koppelmann GH. Revisiting 

the Dutch hypothesis. J Allergy Clin Immunol. 2015;136: 521–529.
11. Burrows B, Niden AH, Fletcher CM, Jones NL. Clinical types of 

chronic obstructive lung disease in London and Chikago. Amer Rev 
Respir Dis. 1964;90:14–27.

12. Pauwels RA, Buist SA, Calverley PM, et al. Global strategy for the 
diagnosis, management and prevention of chronic obstructive pul-
monary disease. NIHLBI/WHO global initiative for chronic obstruc-
tive Lung Disease (GOLD) Workshop summary. Amer J Respir Crit 
Care Med. 2001;163:1256–1276.

13. Global Initiative for Chronic Obstructive Lung Disease (WHO 1997). 
Available from: www.goldcopd.org. Accessed May 6, 2021.

14. Rabe KF, Hurd S, Anzueto A, et al. Global strategy for the diagnosis, 
management, and prevention of chronic obstructive pulmonary dis-
ease: GOLD executive summary. Amer J Respir Crit Care Med. 
2007;176:532–555.

15. Agusti A, Vestbo J. Current controversies and future perspectives in 
chronic obstructive pulmonary disease. On J Respir Crit Care Med. 
2011;184:507–513.

16. Rodriguez-Roisin R, Han M, Vestbo J, Wedzicha JA, Woodruff PG, 
Martinez FJ. Chronic respiratory symptoms with normal spirometry. 
Amer J Respir Crit Care Med. 2017;195:17–22.

17. Gibson PG, Simpson JL. The overlap syndrome of asthma and 
COPD: what are its features and how important is it? Thorax. 
2009;64:728–735.

18. Postma DS, Raven KF. The asthma-COPD overlap syndrome. New 
Engl J Med. 2015;373:1241–1249.

19. Gibson PG, McDonald VM. Asthma-COPD overlap 2015. Thorax. 
2015;70:683–691.

20. Stuart-Harris CH. Chronic Bronchitis. Abstr. World Med. 
1968;42:649–751.

21. von Wichert P, Barth P, von Wichert G. Tracheal and bronchial 
involvement in colitis ulcerosa - a colo-bronchitic syndrome? GMS 
Ger Med Sci. 2015;13:Doc03.

22. Woodruff PG, Barr RG, Bleeker E, et al. Clinical significance of 
symptoms in smokers with preserved pulmonary function. New Engl. 
J Med. 2016;374:1811–1821.

23. Regan EA, Lynch DA, Curran-Everett D, et al. Clinical and radiolo-
gic disease in smokers with normal spirometry. JAMA InternMed. 
2015;175:1539–1549.

24. Hurst JR. Precision medicine in chronic obstructive pulmonary 
disease. Amer J Respir Crit Care Med. 2016;193:593–594.

25. Ostridge K, Wilkinson TMA. Present and future utility of computed 
tomography scanning in the assessment and management of COPD. 
Eur Respir J. 2016;48:216–228.

26. Martinez CH, Diaz AA, Meldrum C, et al. Age and small airway 
abnormalities in subjects with and without airflow obstruction in 
SPIROMICS. Amer J Respir Crit Care Med. 2017;195:464–472.

27. Nakano Y, Muro S, Sakai H, et al. Computed tomographic measure-
ments of airway dimensions and emphysema in smokers: correlation 
with lung function. Amer J Resp Crit Care Med. 
2000;162:1102–1108.

28. Lynch D, Austin JHM, Hogg J, et al. CT-definable subtypes of chronic 
obstructive pulmonary disease. Radiology. 2015;27::192–205.

29. Vasilescu DM, Martinez FJ, Marchetti N, et al. Noninvasive imaging 
biomarker identifies small airway damage in severe chronic obstruc-
tive pulmonary disease. Amer J Resp Crit Care Med. 
2019;20:575–581.

30. Lowe KE, Regan EA, Anzueto A, et al. COPDGene 2019: redefining 
the diagnosis of chronic obstructive pulmonary disease. Chronic 
Obstr Pulm Dis. 2019;6:384–399.

31. Han MK, Agusti A, Calverley PM, et al. Chronic obstructive pul-
monary phenotypes: the future of COPD. Amer J Respir Crit Care 
Med. 2010;182:598–604.

32. Hynes G, Pavord ID. Asthma-like features and chronic obstructive 
pulmonary disease. Amer J Respir Crit Care Med. 
2016;194:1308–1309.

33. Lange P, Halpin DM, O`Donnell DE, MacNee W. Diagnosis, assess-
ment and phenotyping of COPD beyond FEV1. Int J COPD. 
2016;11:3–12.

International Journal of Chronic Obstructive Pulmonary Disease                                                       Dovepress 

Publish your work in this journal 
The International Journal of COPD is an international, peer-reviewed 
journal of therapeutics and pharmacology focusing on concise rapid 
reporting of clinical studies and reviews in COPD. Special focus is 
given to the pathophysiological processes underlying the disease, inter-
vention programs, patient focused education, and self management 

protocols. This journal is indexed on PubMed Central, MedLine 
and CAS. The manuscript management system is completely online 
and includes a very quick and fair peer-review system, which is 
all easy to use. Visit http://www.dovepress.com/testimonials.php to 
read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/international-journal-of-chronic-obstructive-pulmonary-disease-journal

DovePress                                                           International Journal of Chronic Obstructive Pulmonary Disease 2021:16 1352

von Wichert                                                                                                                                                          Dovepress

https://blogs.bmj.com/bmj/2018/06/15/peter-von-wichert-copd-the-right-terminology-in-the-fight-against-lung-disease/
https://blogs.bmj.com/bmj/2018/06/15/peter-von-wichert-copd-the-right-terminology-in-the-fight-against-lung-disease/
https://blogs.bmj.com/bmj/2018/06/15/peter-von-wichert-copd-the-right-terminology-in-the-fight-against-lung-disease/
http://www.goldcopd.org
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Funding
	Disclosure
	References

