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Abstract
Introduction
Although chronic obstructive pulmonary disease (COPD) is preventable and treatable, it is a major public
health problem. The mortality risks are higher in patients with exacerbations. Magnesium (Mg) is crucial in
numerous physiological processes, including membrane stabilization. However, incomplete information is
available regarding the effect of magnesium on the frequency of acute exacerbation of COPD.

Objectives
To determine the serum magnesium level in COPD patients and its correlation with acute exacerbation of
COPD.

Materials and methods
This cross-sectional study included 100 patients diagnosed with acute exacerbation of COPD. The serum
magnesium level was measured in all patients with acute exacerbation of COPD at admission. Serum Mg
level <1.7 mg/dl was considered hypomagnesemia. The correlation between serum magnesium level and
duration of hospital stay and patient outcome was studied. 

Results
In the present study, hypomagnesemia was reported in 57% of patients with acute exacerbation of COPD.
The duration of hospital stay (more than seven days) among hypomagnesemia (80.7%) patients was
significantly higher than that of the normomagnesemia patients (55.8%). Mortality in patients with
hypomagnesemia was higher than in patients with normomagnesemia, although not statistically significant.

Conclusion
Hypomagnesaemia is a common finding in acute exacerbation of COPD. The level of magnesium found is
related to the length of hospital stay, but it is not related to mortality among patients with acute
exacerbation of COPD. Further studies with larger sample sizes and extended follow-up periods are required
to validate the results.
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Keywords: global initiative for obstructive lung disease (gold), normomagnesemia, hypomagnesemia, serum
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Introduction
Although chronic obstructive pulmonary disease (COPD) is preventable and treatable, it is one major public
health problem. In the United States, COPD is the fourth most common cause of mortality, and its
prevalence is gradually increasing worldwide [1]. It is expected that around 250 million people are already
suffering from COPD [1].

Global initiatives of chronic obstructive pulmonary disease (GOLD) defined COPD as a common,
preventable, and treatable disease that is characterized by persistent respiratory symptoms and airflow
limitation due to airway and/or alveolar abnormalities, usually caused by significant exposure to the noxious
particles or gases [2]. In a developing country like India, COPD’s most common risk factors include smoking
and non-smoking-related factors such as occupational exposure to dust and fumes, pollen grains, crop dust,
exposure to biomass fuels while cooking, lower socioeconomic status, and overcrowding [3-4].

The frequency and severity of COPD exacerbations have increased in the last few decades [5]. The hospital
admission rate due to acute exacerbations of COPD is also progressively raised, especially in the winter
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season. The injudicious use of corticosteroids and bronchodilators, irrational uses of antibiotics, low pre-
treatment FEV1 (forced expiratory volume in the first second), history of more than three episodes of
exacerbation in the previous two years, and comorbid or immunocompromised state are the common risk
factors for exacerbation relapses of COPD [6-9]. The risk of death is higher in a group of patients requiring
frequent hospitalization or having a history of frequent episodes of acute exacerbation than in stable COPD
patients [10].

An exacerbation of COPD is defined as a persistent worsening of a patient's symptoms from its baseline,
which is abrupt in onset and beyond its daily variation and may require a change in medicines or
hospitalization for symptoms [11]. Several large COPD studies have defined exacerbations of COPD as "a
worsening of respiratory symptoms, which required treatment with oral corticosteroids or antibiotics, or
both" [12].

Magnesium plays a vital role in various intracellular physiological processes, including membrane
stabilization [13]. Magnesium has mainly bronchodilator properties in the airways of COPD. Inhibitory effect
on bronchial smooth muscle contraction by calcium, inhibitory effect on acetylcholine release from
cholinergic nerve terminal, and histamine release from mast cells are different mechanisms for
bronchodilator activities of magnesium [14-15]. It has been observed that a very low dietary intake of
magnesium is a risk factor for developing asthma and COPD [16].

However, incomplete information is available concerning the effect of magnesium on the frequency of acute
exacerbation of COPD and the role of magnesium in reducing hospital stays and mortality related to the
exacerbations. Therefore, the present study was conducted to determine the serum magnesium level in
COPD patients during acute exacerbation and its correlation with acute exacerbation of COPD.

Materials And Methods
Study design and ethical approval
The cross-sectional observational study was conducted in the Department of Medicine, C. U. Shah Medical
College, Surendranagar, a tertiary care center in the Saurashtra region of Gujarat, from January 2019 to June
2020. We did a pilot study and found our prevalence of hypomagnesemia was 7%. We calculated the sample
size using the formula, sample size (N) = Z2*PQ/e2, where z is a confidence level of 95% (1.96), p means
prevalence, q means 100-p, and e means allowable error (5%). Based on this, we have included 100 patients
diagnosed with acute exacerbation of COPD presenting at the outpatient department (OPD) or the
emergency department (ED) of our institute based on inclusion and exclusion criteria. The ethical approval
was taken from the institutional ethical committee with reference no. CUSMC/IEC(HR)/PUB-14/2022/Final
Approval/109/2022.

Inclusion criteria
All diagnosed cases of COPD aged more than 40 years presented with acute exacerbation of COPD in the
OPD or ED.

Exclusion criteria
We have excluded those patients who required intubation or noninvasive ventilation (NIV), were not able to
perform spirometry, have evidence of pneumothorax, hypotension, any other serious medical condition like
a cerebrovascular accident, ischemic heart disease, arteriosclerotic disease, chronic alcoholism,
gastrointestinal surgery or taking regular medications like H2 blocker, proton pump inhibitors, thiazide, and
digoxin at the time of admission.

Methodology
Before enrolling in the study, informed written consent was taken from the study participant. A preformed
semi-structured proforma was used to collect basic demographic information and record each study
subject’s detail. As there is no specific biomarker for COPD, diagnosis of acute exacerbation of COPD relies
on symptoms and clinical assessment for acute exacerbations of COPD. As per the GOLD criteria, COPD
exacerbations are acute worsening of respiratory symptoms that are acute in onset and result in additional
therapy [17]. The serum magnesium level was measured in all patients at admission by colorimetry using the
Merylizer AutoQuant 200 Excelus (Meril Life, Gujarat, India) fully automated biochemistry analyzer. Serum
magnesium (Mg) level <1.7 mg/dl was considered hypomagnesemia [18].

Statistical analysis
The data were collected from various parameters and entered in Microsoft Excel (Microsoft Excel, Redmond,
WA), and analysis was done using the software package Epi Info (Version 7.1.5) from the Centers for Disease
Control and Prevention (CDC, Atlanta, USA). Data were expressed as mean and standard deviation,
frequency, and percentage. A chi-square test of independence was used to study the nominal variables.
When there is a limitation of the chi-square test, such as its sample size requirements, we used Fisher's exact
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test. p-value <0.05 was considered statistically significant.

Results
In the present study, 100 patients who presented with acute exacerbation of COPD were included. The
overall mean age of the patients was 60.1±11.7 years. The mean age was higher among male patients
(62.3±12.1) than female patients (57.7±11.6). Out of all patients, 27% belonged to the age group of 41 to 49
years, 25% of patients belonged to the age group of 51 to 59 years, 31% of patients from the age group 60 to
69 years, and 17% were aged more than 69 years. Among the study group, 78 (78%) patients were male while
22 (22%) were female (Table 1). Out of all patients, 87 (87%) patients had a smoking history. Among all
smokers, 55% of patients had a history of smoking in the past and stopped smoking for at least six months
while 32% of patients were current smokers.

Age Interval
Male (n=78) Female (n=22) Total (n=100)

No. Percentage No. Percentage No. Percentage

40-49 years 22 81% 5 19% 27 100%

50-59 years 18 72% 7 28% 25 100%

60-69 years 25 81% 6 19% 31 100%

>69 years 13 76% 4 24% 17 100%

Mean ± SD 62.3±12.1 57.7±11.6 60.1±11.7

TABLE 1: Age and gender-wise distribution of patients with acute exacerbation of COPD
SD = standard deviation, n = number, COPD = chronic obstructive pulmonary disease

At the time of the presentation, all patients complained of breathlessness. Following that, the most common
presenting symptom was cough (92%), followed by expectoration (69%), wheezing (52%), and fever (46%)
(Table 2).

Symptoms No. Percentage

Cough 92 92%

Expectoration 69 69%

Wheezing 52 52%

Breathlessness 100 100%

Fever 46 46%

TABLE 2: Symptomatic presentation at the time of admission of patients with acute exacerbation
of COPD (N=100)
COPD = chronic obstructive pulmonary disease

All patients who presented with acute exacerbation of COPD underwent a chest X-ray (posteroanterior (P/A)
view). The most common finding reported on the X-ray was emphysema in 41 (41%) patients. The
parenchymal infiltrate was reported in 18 (18%) patients while hyperinflated lung was reported in 15 (15%)
patients, lung consolidation was reported in 15 (15%) patients, and cardiomegaly was reported in 11 (11%)
patients (Table 3).
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Chest X-Ray Findings No. Percentage

Emphysema 41 41%

Infiltrates 18 18%

Hyperinflated 15 15%

Consolidation 15 15%

Cardiomegaly 11 11%

TABLE 3: Profile of chest X-ray findings among patients of COPD acute exacerbation (N=100)
COPD = chronic obstructive pulmonary disease

All patients with acute COPD exacerbation have undergone electrocardiography (ECG). Out of all patients,
there were no abnormalities in 21 (21%) patients. Among the remaining 79 patients, the most common ECG
findings were P pulmonale plus poor R wave progression in 29%, followed by isolated P pulmonale in 18% of
subjects (Table 4).

Electrocardiographic (ECG) findings No. Percentage

Normal 21 21%

P pulmonale 18 18%

Poor R wave progression 12 12%

P pulmonale + Poor R wave progression 29 29%

R/S ratio in lead V5 < 1 11 11%

R wave in lead V6 < 5mm 9 9%

Total 100 100%

TABLE 4: Electrocardiographic (ECG) findings among patients with acute exacerbations of COPD
COPD = chronic obstructive pulmonary disease

Serum magnesium was estimated in all patients. The mean magnesium was 1.51 ± 0.4 mg/dl.
Hypomagnesemia was reported in 57 patients. Among the hypomagnesemia group, 46 (80.7%) patients were
admitted for more than seven days. In patients with normomagnesemia (43%), 24 (55.8%) patients were
admitted for more than seven days. Compared to the normomagnesemia group, the greater number of
patients with hypomagnesemia required a hospital stay of more than seven days. These findings were
statistically significant (Table 5).
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Duration of hospital stay Hypomagnesemia (n= 57) Normomagnesemia (n= 43) Total (n=100)

≤ 7 days 11 (19.30%) 19 (44.2%) 30

More than 7 days 46 (80.70%) 24 (55.8%) 70

Chi-square value (�2) =7.229 with 1 degrees of freedom, p-value = 0.0072

TABLE 5: Relation between the duration of hospital stay and serum magnesium level in patients
with COPD
COPD = chronic obstructive pulmonary disease

P-value <0.05 considered statistically significant

Out of all patients with hypomagnesemia, 53 (92.9%) patients were successfully discharged while four (7.1%)
were deceased. Out of all patients with normomagnesemia, 41 (95.4%) patients were successfully
discharged while two (4.7%) died. A higher proportion of patients with hypomagnesemia were deceased than
those with normomagnesemia. However, the difference was not statistically significant (Table 6).

Outcome Hypomagnesemia (n= 57) Normomagnesemia (n= 43) Total (n=100)

Discharged 53 (92.9%) 41 (95.4%) 94

Deceased 4 (7.1%) 2 (4.6%) 06

Fisher's exact test, p-value=0.6971

TABLE 6: Relation between the outcome and serum magnesium level in patients with COPD
COPD = chronic obstructive pulmonary disease

P-value <0.05 is considered statistically significant.

Discussion
In the present study, we have included 100 patients with acute exacerbation of COPD based on our inclusion
and exclusion criteria. In the present study, the overall mean age of the patients was 60.1±11.7 years, which
was a higher mean age among male patients (62.3±12.1) than female patients (57.7±11.6). The proportion of
the male (78%) patients was higher than the female (22%). In a similar study by Singh et al., the mean age of
patients was 60.4±6.5 years, and the proportion of male and female patients was 58% and 42%, respectively
[19]. A study by Bhatt et al. reported a higher mean age of 71.9±10.9 years; the male and female patients were
43% and 57%, respectively [20]. In a study conducted by Shah et al., the mean age of the patients was 62.5
years, and the proportion of male (58.4%) patients was higher than the female (41.6%) patients [21]. So,
similar studies of acute exacerbation of COPD had reported a wide variation in demographic variables like
age and gender of patients.

Out of all patients, 87% of patients had a smoking history. Among all smokers, 55% of patients had a history
of smoking in the past and stopped smoking for at least the last six months while 32% of patients were
current smokers. In a study conducted by Kanimozhi et al. to study the relation between serum magnesium
and acute exacerbation, the proportion of non-smokers is almost similar (12%) [22]. In a survey conducted
by Bhatt et al., among acute COPD patients, 90% of patients were either ex-smokers or current smokers [20].

At the time of the presentation, all patients had complained of breathlessness. Following that, the most
common presenting symptom was cough (92%), followed by expectoration (69%), wheezing (52%), and fever
(46%). In a study by Shah et al., the most common presenting symptoms were dyspnea (100%), followed by
cough and expectorations in 96% and 63%, respectively. In a study by Singh et al., dyspnoea was the most
common symptom following cough and expectorant at the time of admission [19]. The high prevalence of
dyspnoea and cough showed that most patients were very severe at presentation.

The most common finding reported on chest X-rays was emphysema in 41% of patients, followed by
parenchymal infiltrate (18%), hyperinflated lung (15%), lung consolidation (15%), and cardiomegaly (11%).
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In a study done by Singh et a., the most common X-ray findings were emphysema followed by parenchymal
infiltrates in 47.05% and 17.64%, respectively [19]. In our study, 79% of patients had an abnormal ECG. The
most common ECG changes were P pulmonale plus poor R wave progression in 29% and isolated P
pulmonale in 18%. The association of prolonged P wave dispersion and right atrial enlargement (RAE) with
COPD may explain the increased prevalence of atrial arrhythmias [23-24].

In the present study, hypomagnesemia was reported in 57% of patients with acute exacerbation of COPD. In
some other studies by Singh et al. [19] and Kumar et al. [25], hypomagnesemia was reported in 34% and 45%
of acute COPD patients. A wide variation is registered in the prevalence of hypomagnesemia among patients
with acute exacerbation of COPD in different literature. In a study by Shah et al., hypomagnesemia was
reported in 33.8% and the mean serum magnesium level was 1.9±0.7 mg/dl [21]. Our study’s mean serum
magnesium level was 1.51 ± 0.4 mg/dl. In a survey conducted by Kanimozhi et al., the mean serum
magnesium was slightly higher (1.6±0.3) than in the present study [22].

Out of all patients with hypomagnesemia, 80.7% were admitted for more than seven days while in the
normomagnesemia group, 55.8% were admitted for more than seven days. Hospital stay among
hypomagnesemia patients was significantly higher than that among normomagnesemia patients in our
study. The findings observed were statistically significant (p-value 0.007). In a study conducted by Singh et
al., hospital stays longer than seven days were also reported to be higher in the hypomagnesemia group
(64.70%) than in the normomagnesemia group (57.75%) [19]. The potential factors associated with the more
extended hospital stay might be the requirement of ventilator care studied by Groenewegen et al. [26] and
Roberts et al. [27].

The overall mortality reported in the present study was 6%. The mortality rate was higher in the
hypomagnesemia group (7.1%) than in the normomagnesemia group (4.7%), but the difference was not
statistically significant (p-value 0.622). In a survey conducted by Bhatt et al., the mortality rate in acute
exacerbation of COPD was 5% [20]. Some other studies were undertaken by Gaude et al. [28] and Wang et al.
[29], which reported an outcome of 12% and 9.9% among hospitalized patients with acute exacerbation of
COPD.

Magnesium sulfate has been used to treat severe acute exacerbations of asthma not responding to
bronchodilators or steroids via nebulization or intravenous injection [30]. Magnesium mainly affects
bronchial smooth muscles and acts as a bronchodilator by inhibiting voltage-dependent calcium channels
[31]. Asthma and COPD both have obstructive pathology and comparable line of management in acute
exacerbation episodes. So, the role of serum magnesium in COPD exacerbations can be studied to improve
outcomes [32].

In a study by Zanforlini et al., treating COPD patients with oral magnesium had shown an anti-inflammatory
role. Still, it does not substantially improve lung function, physical activity, and quality of life in COPD
patients [33]. A recent systematic review and meta-analysis study by Jahangir et al. has studied that
intravenous magnesium was associated with favorable deviation of FEV1 and peak expiratory flow
rate (PEFR). It has decreased residual volume and impacts in reducing odds of admission in patients with
acute exacerbations of COPD. It is suggested that magnesium sulfate can be used as adjunctive therapy in
treating acute exacerbations of COPD patients [32].

This study has its limitations. For acute exacerbation of COPD, frequent hospital readmissions and their
associated factors were not considered. The baseline magnesium level before an acute exacerbation episode
was unavailable in our patients. Further studies with a larger sample size and a more extended follow-up
period are required to validate the results.

Conclusions
Hypomagnesaemia is a common finding in acute exacerbation of COPD. The level of magnesium found is
related to the length of hospital stay, but it is not related to mortality among patients with acute
exacerbation of COPD. Treatment with magnesium to correct hypomagnesemia in acute exacerbation of
COPD can be helpful for a better outcome. Looking forward, a multicentric longitudinal study on the
relation of magnesium with the management and prognosis of COPD is needed.
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Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Institutional Ethics
Committee (Human Research), C. U. Shah Medical College, Surendranagar issued approval
CUSMC/IEC(HR)/PUB-14/2022/Final Approval/109/2022. Institute Ethics Committee - Human Research, C.U.
Shah Medical College, Surendranagar, Gujarat, India issued approval CUSMC/IEC(HR)/PUB-14/2022/Final
Approval/109/2022 To: Dr. Archit Patel, Ex. Resident, Department of Medicine, C. U. Shah Medical College,
Surendranagar Subject: Approval for publication of original research article Reference: 1. Your application
No. IEC(HR)/PUB-14/2022 and Inward No. 45/24-0302022 2. Approval No. CUSMC/IEC(HR)/APPROVAL-

2022 Makwana et al. Cureus 14(6): e26229. DOI 10.7759/cureus.26229 6 of 8



21/2019/604, Dated 07.02.2019 The IECSRC- Subcommittee and Institutional Ethics Committee- (Human
Research) of C. U. Shah Medical College, Surendranagar has considered the application for approval of
publication on "Correlation Between Serum Magnesium Level and Acute Exacerbation in patients of COPD"
Principal author: Dr Archit Patel (Ex, Resident, Medicine) Co-guide: Dr Sanket Makwana (Asst. Prof.,
Medicine) Guide: Dr M J Sonagara (Professor, Medicine) HOD: Dr U S Gediya (Professor, Medicine)
PERMITTED TO PROCEED WITH PAPER PRESENTATION / POSTER PRESENTATION / PUBLICATION. 1. You
must submit the copy of the final presented draft of the paper/poster, published article to the IEC-HR,
CUSMC. 2. You must submit the copy of the certificate of paper/poster presentation, published article to the
PG student section. 3. You must enter the details of the final presented paper/poster, and the published
article in your log book. With best wishes, MEMBER SECRETARY, INSTITUTIONAL ETHICS COMMITTEE
(HUMAN RESEARCH), C. U. SHAH MEDICAL COLLEGE, SURENDRANAGAR-363001. Animal subjects: All
authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Silverman EK, Crapo JD, Make BJ: Chronic obstructive pulmonary disease . Harrison's Principles of Internal

Medicine 21e. Joseph Loscalzo, Anthony Fauci, Dennis Kasper, Stephen Hauser, Dan Longo, J. Larry Jameson
(ed): McGraw Hill LLC, United States of America; 2022.

2. Vogelmeier CF, Criner GJ, Martinez FJ, et al.: Global strategy for the diagnosis, management, and
prevention of chronic obstructive lung disease 2017 report. GOLD executive summary. Am J Respir Crit Care
Med. 2017, 195:557-82. 10.1164/rccm.201701-0218PP

3. Raju S, Keet CA, Paulin LM, Matsui EC, Peng RD, Hansel NN, McCormack MC: Rural residence and poverty
are independent risk factors for chronic obstructive pulmonary disease in the United States. Am J Respir
Crit Care Med. 2019, 199:961-9. 10.1164/rccm.201807-1374OC

4. Hogea SP, Tudorache E, Fildan AP, Fira-Mladinescu O, Marc M, Oancea C: Risk factors of chronic obstructive
pulmonary disease exacerbations. Clin Respir J. 2020, 14:183-97. 10.1111/crj.13129

5. Verma A, Gudi N, Yadav UN, Roy MP, Mahmood A, Nagaraja R, Nayak P: Prevalence of COPD among
population above 30 years in India: a systematic review and meta-analysis. J Glob Health. 2021, 11:04038.
10.7189/jogh.11.04038

6. Garcia-Aymerich J, Monsó E, Marrades RM, Escarrabill J, Félez MA, Sunyer J, Antó JM: Risk factors for
hospitalization for a chronic obstructive pulmonary disease exacerbation. EFRAM study. Am J Respir Crit
Care Med. 2001, 164:1002-7. 10.1164/ajrccm.164.6.2006012

7. Miravitlles M, Guerrero T, Mayordomo C, Sánchez-Agudo L, Nicolau F, Segú JL: Factors associated with
increased risk of exacerbation and hospital admission in a cohort of ambulatory COPD patients: a multiple
logistic regression analysis. Respiration. 2000, 67:495-501. 10.1159/000067462

8. Yohannes AM, Alexopoulos GS: Depression and anxiety in patients with COPD . Eur Respir Rev. 2014,
23:345-9. 10.1183/09059180.00007813

9. Patel IS, Seemungal TA, Wilks M, Lloyd-Owen SJ, Donaldson GC, Wedzicha JA: Relationship between
bacterial colonisation and the frequency, character, and severity of COPD exacerbations. Thorax. 2002,
57:759-64. 10.1136/thorax.57.9.759

10. Suissa S, Dell'Aniello S, Ernst P: Long-term natural history of chronic obstructive pulmonary disease:
severe exacerbations and mortality. Thorax. 2012, 67:957-63. 10.1136/thoraxjnl-2011-201518

11. Burge S, Wedzicha JA: COPD exacerbations: definitions and classifications . Eur Respir J Suppl. 2003, 41:46s-
53s. 10.1183/09031936.03.00078002

12. Burge PS, Calverley PM, Jones PW, Spencer S, Anderson JA, Maslen TK: Randomised, double blind, placebo
controlled study of fluticasone propionate in patients with moderate to severe chronic obstructive
pulmonary disease: the ISOLDE trial. BMJ. 2000, 320:1297-303. 10.1136/bmj.320.7245.1297

13. Fawcett WJ, Haxby EJ, Male DA: Magnesium: physiology and pharmacology. Br J Anaesth. 1999, 83:302-20.
10.1093/bja/83.2.302

14. Spivey W, Skobeloff E, Levin R: Effect of magnesium chloride on rabbit bronchial smooth muscle . Ann
Emerg Med. 1990, 19:1107-12. 10.1016/s0196-0644(05)81513-6

15. Del Castillo J, Engbaek L: The nature of the neuromuscular block produced by magnesium . J Physiol. 1954,
124:370-84. 10.1113/jphysiol.1954.sp005114

16. Song WJ, Chang YS: Magnesium sulfate for acute asthma in adults: a systematic literature review . Asia Pac
Allergy. 2012, 2:76-85. 10.5415/apallergy.2012.2.1.76

17. Qureshi H, Sharafkhaneh A, Hanania NA: Chronic obstructive pulmonary disease exacerbations: latest
evidence and clinical implications. Ther Adv Chronic Dis. 2014, 5:212-27. 10.1177/2040622314532862

18. Kateb ME, Topf JM: Disorders of magnesium metabolism . Nephrology Secrets. Lerma EV, Sparks MA, Topf
JM (ed): Elsevier, Philadelphia, PA; 2019. 539-48.

19. Singh JP, Devi A, Mahajan S: Serum magnesium level in COPD patients attending a tertiary hospital - a cross
sectional study. JK Science. 2012, 14:185-9.

20. Bhatt SP, Khandelwal P, Nanda S, Stoltzfus JC, Fioravanti GT: Serum magnesium is an independent
predictor of frequent readmissions due to acute exacerbation of chronic obstructive pulmonary disease.
Respir Med. 2008, 102:999-1003. 10.1016/j.rmed.2008.02.010

21. Shah B, Naik M, Rajab S, et al.: Serum magnesium levels in exacerbation of COPD: a single centre
prospective study from Kashmir, India. J Med Sci. 2010, 13:15-9. 10.33883/jms.v13i1.38

22. Kanimozhi J, Sujatha S: A study on association between serum magnesium and acute exacerbation of COPD .

2022 Makwana et al. Cureus 14(6): e26229. DOI 10.7759/cureus.26229 7 of 8

https://accessmedicine.mhmedical.com/content.aspx?bookid=3095&sectionid=265456497
https://dx.doi.org/10.1164/rccm.201701-0218PP
https://dx.doi.org/10.1164/rccm.201701-0218PP
https://dx.doi.org/10.1164/rccm.201807-1374OC
https://dx.doi.org/10.1164/rccm.201807-1374OC
https://dx.doi.org/10.1111/crj.13129
https://dx.doi.org/10.1111/crj.13129
https://dx.doi.org/10.7189/jogh.11.04038
https://dx.doi.org/10.7189/jogh.11.04038
https://dx.doi.org/10.1164/ajrccm.164.6.2006012
https://dx.doi.org/10.1164/ajrccm.164.6.2006012
https://dx.doi.org/10.1159/000067462
https://dx.doi.org/10.1159/000067462
https://dx.doi.org/10.1183/09059180.00007813
https://dx.doi.org/10.1183/09059180.00007813
https://dx.doi.org/10.1136/thorax.57.9.759
https://dx.doi.org/10.1136/thorax.57.9.759
https://dx.doi.org/10.1136/thoraxjnl-2011-201518
https://dx.doi.org/10.1136/thoraxjnl-2011-201518
https://dx.doi.org/10.1183/09031936.03.00078002
https://dx.doi.org/10.1183/09031936.03.00078002
https://dx.doi.org/10.1136/bmj.320.7245.1297
https://dx.doi.org/10.1136/bmj.320.7245.1297
https://dx.doi.org/10.1093/bja/83.2.302
https://dx.doi.org/10.1093/bja/83.2.302
https://dx.doi.org/10.1016/s0196-0644(05)81513-6
https://dx.doi.org/10.1016/s0196-0644(05)81513-6
https://dx.doi.org/10.1113/jphysiol.1954.sp005114
https://dx.doi.org/10.1113/jphysiol.1954.sp005114
https://dx.doi.org/10.5415/apallergy.2012.2.1.76
https://dx.doi.org/10.5415/apallergy.2012.2.1.76
https://dx.doi.org/10.1177/2040622314532862
https://dx.doi.org/10.1177/2040622314532862
https://www.sciencedirect.com/book/9780323478717/nephrology-secrets
https://www.researchgate.net/publication/287913629_Serum_magnesium_level_in_COPD_patients_attending_a_tertiary_hospital_-_A_cross_sectional_study
https://dx.doi.org/10.1016/j.rmed.2008.02.010
https://dx.doi.org/10.1016/j.rmed.2008.02.010
https://dx.doi.org/10.33883/jms.v13i1.38
https://dx.doi.org/10.33883/jms.v13i1.38
https://dx.doi.org/10.9790/0853-1609110912


J Dent Med Sci. 2017, 16:9-12. 10.9790/0853-1609110912
23. Caglar IM, Dasli T, Turhan Caglar FN, Teber MK, Ugurlucan M, Ozmen G: Evaluation of atrial conduction

features with tissue Doppler imaging in patients with chronic obstructive pulmonary disease. Clin Res
Cardiol. 2012, 101:599-606. 10.1007/s00392-012-0431-7

24. Tükek T, Yildiz P, Akkaya V, Karan MA, Atilgan D, Yilmaz V, Korkut F: Factors associated with the
development of atrial fibrillation in COPD patients: the role of P-wave dispersion. Ann Noninvasive
Electrocardiol. 2002, 7:222-7. 10.1111/j.1542-474x.2002.tb00167.x

25. Kumar G, Keerthi CS: Study of serum magnesium levels in stable chronic obstructive pulmonary disease and
chronic obstructive pulmonary disease exacerbations. Indian J Immunol Respir Med. 2017, 2:33-5.
10.18231/2456-012X.2017.0003

26. Groenewegen KH, Schols AM, Wouters EF: Mortality and mortality-related factors after hospitalization for
acute exacerbation of COPD. Chest. 2003, 124:459-67. 10.1378/chest.124.2.459

27. Roberts CM, Lowe D, Bucknall CE, Ryland I, Kelly Y, Pearson MG: Clinical audit indicators of outcome
following admission to hospital with acute exacerbation of chronic obstructive pulmonary disease. Thorax.
2002, 57:137-41. 10.1136/thorax.57.2.137

28. Gaude GS, Rajesh BP, Chaudhury A, Hattiholi J: Outcomes associated with acute exacerbations of chronic
obstructive pulmonary disorder requiring hospitalization. Lung India. 2015, 32:465-72. 10.4103/0970-
2113.164150

29. Wang Q, Bourbeau J: Outcomes and health-related quality of life following hospitalization for an acute
exacerbation of COPD. Respirology. 2005, 10:334-40. 10.1111/j.1440-1843.2005.00718.x

30. Powell C, Dwan K, Milan SJ, Beasley R, Hughes R, Knopp-Sihota JA, Rowe BH: Inhaled magnesium sulfate in
the treatment of acute asthma. Cochrane Database Syst Rev. 2012, 12:CD003898.
10.1002/14651858.CD003898.pub5

31. Gourgoulianis KI, Chatziparasidis G, Chatziefthimiou A, Molyvdas PA: Magnesium as a relaxing factor of
airway smooth muscles. J Aerosol Med. 2001, 14:301-7. 10.1089/089426801316970259

32. Jahangir A, Zia Z, Niazi MR, Sahra S, Jahangir A, Sharif MA, Chalhoub MN: Efficacy of magnesium sulfate in
the chronic obstructive pulmonary disease population: a systematic review and meta-analysis. Adv Respir
Med. 2022, 90:125-33. 10.5603/ARM.a2022.0012

33. Zanforlini BM, Ceolin C, Trevisan C, et al.: Clinical trial on the effects of oral magnesium supplementation
in stable-phase COPD patients. Aging Clin Exp Res. 2022, 34:167-74. 10.1007/s40520-021-01921-z

2022 Makwana et al. Cureus 14(6): e26229. DOI 10.7759/cureus.26229 8 of 8

https://dx.doi.org/10.9790/0853-1609110912
https://dx.doi.org/10.1007/s00392-012-0431-7
https://dx.doi.org/10.1007/s00392-012-0431-7
https://dx.doi.org/10.1111/j.1542-474x.2002.tb00167.x
https://dx.doi.org/10.1111/j.1542-474x.2002.tb00167.x
https://dx.doi.org/10.18231/2456-012X.2017.0003
https://dx.doi.org/10.18231/2456-012X.2017.0003
https://dx.doi.org/10.1378/chest.124.2.459
https://dx.doi.org/10.1378/chest.124.2.459
https://dx.doi.org/10.1136/thorax.57.2.137
https://dx.doi.org/10.1136/thorax.57.2.137
https://dx.doi.org/10.4103/0970-2113.164150
https://dx.doi.org/10.4103/0970-2113.164150
https://dx.doi.org/10.1111/j.1440-1843.2005.00718.x
https://dx.doi.org/10.1111/j.1440-1843.2005.00718.x
https://dx.doi.org/10.1002/14651858.CD003898.pub5
https://dx.doi.org/10.1002/14651858.CD003898.pub5
https://dx.doi.org/10.1089/089426801316970259
https://dx.doi.org/10.1089/089426801316970259
https://dx.doi.org/10.5603/ARM.a2022.0012
https://dx.doi.org/10.5603/ARM.a2022.0012
https://dx.doi.org/10.1007/s40520-021-01921-z
https://dx.doi.org/10.1007/s40520-021-01921-z

	Correlation Between Serum Magnesium Level and Acute Exacerbation in Patients With Chronic Obstructive Pulmonary Disease (COPD)
	Abstract
	Introduction
	Objectives
	Materials and methods
	Results
	Conclusion

	Introduction
	Materials And Methods
	Study design and ethical approval
	Inclusion criteria
	Exclusion criteria
	Methodology
	Statistical analysis

	Results
	TABLE 1: Age and gender-wise distribution of patients with acute exacerbation of COPD
	TABLE 2: Symptomatic presentation at the time of admission of patients with acute exacerbation of COPD (N=100)
	TABLE 3: Profile of chest X-ray findings among patients of COPD acute exacerbation (N=100)
	TABLE 4: Electrocardiographic (ECG) findings among patients with acute exacerbations of COPD
	TABLE 5: Relation between the duration of hospital stay and serum magnesium level in patients with COPD
	TABLE 6: Relation between the outcome and serum magnesium level in patients with COPD

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


