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In an a previous editorial (HP, April 15, 2001), I made the case for
the early diagnosis of asymptomatic chronic obstructive pulmonary disease (COPD). The basis for this recommendation is
twofold. First, a national survey of a large U.S. population sample showed that many patients with asymptomatic and symptomatic
COPD were undiagnosed and not receiving therapy.1 Second, the Lung
Health Study demonstrated that airway function (as judged by FEV\)
improves in patients with mild to moderate COPD who successfully
stop smoking, whereas function continues to deteriorate in patients
who continue to smoke.2
Another major finding of the Lung Health Study, which followed
5,887 middle-aged smokers and exsmokers of both sexes, was that lung
cancer is a more common cause of death than heart attack and stroke.
The association between COPD—even early-stage disease—and lung
cancer has been known for many years.3'4 Recently, a 2% prevalence
of lung cancer was reported among heavy smokers (i.e., 30 pack-years
or more) with airflow obstruction who were evaluated by sputum
cytology5 or low-dose helical computed tomography (CT).6 Lung cancer was detected at an early stage in both of these studies, indicating
that cures could be expected in these patients. Thus, it seems reasonable to embark on lung cancer screening programs, particularly in
high-risk groups.
The arguments against early diagnosis of lung cancer are based on
three studies sponsored by the National Cancer Institute (NCI) in the
mid-1970s. These studies concluded that even though resectability and
survival were increased in screened patients, overall disease-specific
mortality did not change substantially.7 However, the emphasis on mortality in large groups denies the importance of improved survival in selected patients. The arguments of lead-time bias, length-time bias, and
tumor-biology bias are based on the fact that screening identifies lesions early in their natural history, and that early tumors may be biologically less aggressive than late-stage tumors. Such arguments imply
that these tumors do not require identification, which does not make
sense to me. The very point of early diagnosis is to find lung cancer
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when it is noninvasive, relatively less aggressive, and
amenable to cure. Indeed, follow-up of a well-characterized cohort of patients with roentgenographically occult lung cancer that was identified by sputum cytology showed improved survival of many
years, compared with outcomes of conventionally
managed patients.8'9
Today, the technology for the early diagnosis of
lung cancer is much better than it was when the NCI
studies were conducted. Helical CT is a very sensitive but not so specific test, particularly in geographical regions where fungal-induced granulomas are
common, such as in the midwest (histoplasmosis) and
southwest
(coccidioidomycosis).
Additional
technologies, such as positron emission tomography, will
further separate malignant from benign lesions.10 Improved sputum cytology employing automated highvolume computer-oriented image detecting adds still
another dimension to early diagnosis.
Heavy smokers with airflow obstruction may present with cough, expectoration, or dyspnea; however, many of them are asymptomatic. All heavy smokers with airflow obstruction by definition have a diagnosis of COPD (ICD-9 codes 492-496). Thus, the
further evaluation of these patients with sputum cytology and CT scanning is not only reasonable but
also justifies reimbursement. And it should not be
forgotten that lung cancer is diagnosed more often in
former smokers than in current smokers."
We finally have the knowledge and the technology to alter the course of lung cancer, the most common fatal malignancy in men and women. The prevention of smoking, although a laudable goal, will not
change the epidemic of lung cancer in the foreseeable future. All primary care physicians should have
a spirometer in their offices and test all patients who
smoke for airflow obstruction. Obviously, smoking
cessation should be recommended to all smoking patients, but the need is most critical in those with airflow obstruction. By stopping smoking, the progression of COPD can be slowed or stopped and the prevalence of lung cancer reduced as years of smoking abstinence accrue.Q
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