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NAMS (India)
• Established on 21st April, 1961 as a registered Society namely, the ‘Indian 

Academy of Medical Sciences’ under Societies Registration Act XXI of 1860, 
with the objective of promoting the growth of medical sciences

• Inaugurated at New Delhi on 19th December, 1961 by Pt. Jawaharlal Nehru, the 
first Prime Minister of India 

• First Convocation of the Academy held on 8th December, 1963 was addressed by 
Dr. S. Radhakrishnan, the then President of India  

• The Academy was re-named National Academy of Medical Sciences (India) on 
16th November, 1976 on the Working Group set up by Government of India

• NAMS is one of the unique institution which fosters and utilises academic 
excellence as its resource to meet the medical and social goals

http://www.google.co.in/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&docid=rxth_MoAe7l-XM&tbnid=X57U2IX1hFqL6M:&ved=0CAUQjRw&url=http://reasonsoflife.wordpress.com/indian-flag-its-different-avataras/&ei=RvLRU8jQMpSSuATW6oHwAg&bvm=bv.71778758,d.c2E&psig=AFQjCNFLFVpozi1ifWY3JcCJXBHMYzytsQ&ust=1406354310244808


NAMS Family  

1. Fellows (FAMS)

2. Members (MAMS)

3. Associate Fellow (Associate Fellow <45 years)

4. Members (After  DNB  )    (MNAMS)

5. Associate Member ( After MD/MS)

6. Emeritus   Professor
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NAMS Associate Membership 

     NAMS  Associate Membership has been introduced for the Medical /Dental Scientists who 

have completed Postgraduate qualifications (MD/ MS/ MDS) or PhD/MSc Biotechnology in 

SINGLE ATTEMPT and have a postgraduate degree  with Any ONE of the following:

a.  Membership of a National Professional organization in his/her specialty

b.  Publication in a Scientific Journal

c.  Presentation at the Annual Scientific Conference of National Professional organization

The application form, must be proposed by any of the following: 

Head of Institution

Head of Department

Head of Unit

NAMS Fellow 

Applications are accepted throughout the year. 

The link for online application is as follows; https://namsdigital.in/Home/AMAMSHome 

https://namsdigital.in/Home/AMAMSHome


Obstructive airway disease, emphysema 
and chronic bronchitis as separate 
disease entities were first defined in Ciba 
Guest symposium in 1958

Ciba Foundation Guest Symposium. Thorax 1959;14;286-99

COPD 

R Prasad, VPCI



Chronic Cough with excessive mucus secretion

for most days out of 3 months in each of two or

more successive years without other specific

cause of cough (asthma, bronchiectasis, tub.

etc.)

Chronic Bronchitis
R Prasad, VPCI



Emphysema

Abnormal 

enlargement of the 

air spaces distal to 

the terminal 

bronchioles 

accompanied by 

destruction of their 

walls, and without 

obvious fibrosis.

R Prasad, VPCI



Chronic obstructive pulmonary disease (COPD) 

is a disease state characterized by airflow 

limitation that is not fully reversible. The airflow 

limitation is usually both progressive and 

associated with an abnormal inflammatory 

response of the lungs to noxious particles or 

gases.

GOLD - 2005

Definition of COPD
R Prasad, VPCI



COPD

Chronic Obstructive Pulmonary Disease (COPD) is a common, preventable and 
treatable disease that is characterized by persistent respiratory symptoms and 
airflow limitation that is due to airway and/or alveolar abnormalities usually 
caused by significant exposure to noxious particles or gases and influenced by 
host factors including abnormal lung development. Significant comorbidities 
may have an impact on morbidity and mortality

                                                                                                     GOLD 2022    



Definition

Chronic Obstructive Pulmonary Disease (COPD) is a heterogeneous 
lung condition characterized by chronic respiratory symptoms 
(dyspnea, cough, expectoration,exacerbation) due to abnormalities 
of the airways (bronchitis, bronchiolitis) and/or alveoli 
(emphysema) that cause persistent, often progressive, airflow 
obstruction.

GOLD GUIDELINES 2025



COPD EPIDEMIOLOGY  

• Underestimated

• Not  diagnosed until  clinically overt 

• By that time it  is moderately advanced

• Up to 60-85% of people with COPD (mostly 
mild/moderate severity) are undiagnosed

R Prasad, VPCI



COPD EPIDEMIOLOGY
• According to BOLD the estimated number of COPD cases was 391.9 million in 

2019 with a global prevalence of 10.3%

• Prevalence will increase by 23% from2020 to2050 approaching 600 million

• Globally 3 million deaths annually

• It is expected to rise over next 40 years and by 2060 there may be over 5.4 
million deaths annually

Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2025



COPD - INDIA

Prevalence varied from 2-22% in men 
and 1.2-19% in women 

R Prasad, VPCI



COPD EPIDEMIOLOGY: INDIA

• It is estimated that 55 million people have COPD and second leading cause of death in 
India in 2017

• At least four sites across India took part in the burden of obstructive lung disease study, 
an international study using a robust design and standardized and validated 
questionnaires along with a postbronchodilator spirometry test

• Over the last decade, others also used this methodology to study the burden and risk 
factors for COPD in India

Salvi S et al. What is the true burden of chronic obstructive pulmonary disease in India and 
what are its implications at a national level? Lung India 2021 ;38; 503-5.
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COPD EPIDEMIOLOGY

Enormous burden in terms of 
morbidity and mortality 

globally and in India



Risk Factors for COPD



SMOKING HABITS 

IN INDIA

• Chilum

⚫ Cigarette

⚫ Bidi

⚫ Hukkah

⚫ Cigar

⚫ Chutta, Reverse Chutta

R Prasad, VPCI



Smoking and COPD

• 1 billion current smoker globally

• Different forms of tobacco smoking in India 

• Adjusted Odds ratio for COPD among 

smokers is 4.08 as compared to non smokers

• Strong dose response relationship between 

tobacco use and COPD

• Bidi smoking is even more harmful 



Burning of Biomass fuel and COPD 

• Globally 3 billion people exposed to biomass fuel 
smoke, compared with 1.01 billion people who 
smoke tobacco

• 75% of households in India still continue to use BMF 
for Cooking and Heating.

• Two recent meta-analysis conclusively point that 
BMF combustion important risk factor for COPD

Salvi S et al. Chest 2010:138:3-6

Hu G et al. Chest 2010;138:20-31

Po JY et al. Thorax 2011; 66:232-9

R Prasad, VPCI



Dung cakes

Fire wood

Biomass Fuel R Prasad, VPCI



Indoor air pollution by mosquito coils and 
aggarbatti



Indoor air pollution: Mosquito liquidators



R Prasad et al. Chronic Obstructive Pulmonary Disease (COPD) In Non-smokers: A 
Different Phenotype. Indian J Chest Dis Allied Sci 2021;63:203-6



COPD: RISK FACTORS

• 25–45% of patients with COPD have never smoked and burden of non-
smoking COPD is therefore much higher than previously believed 

R Prasad et al. Chronic Obstructive Pulmonary Disease (COPD) In Non-smokers: A Different 
Phenotype. Indian J Chest Dis Allied Sci 2021;63:203-6



Outdoor Air Pollution and COPD

• Respiratory symptoms were found to be more 
common in the higher pollution zones among 4,171 
randomly selected residents

• Emergency room visits for COPD increased by 24.9% 
when the levels of pollutants in ambient air 
exceeded the acceptable limits

Pande JN et al. Indian J Chest Dis Allied Sci 2002;44:13-9

Willcox PA et al. Respir Med 1989;83:195-8



PULMONARY TUBERCULOSIS & COPD

• Association of PTB with COPD has been described

• Airflow obstruction varies from 28 to 68%  treated PTB pts

• In a survey of 13,826 adults in South Africa, a history of PTB was 
associated with COPD with odds of 4.9 for men and 6.6 for women

• Whether this finding of obstructive functional defect in post 
tubercular sequel behaves as COPD, or is different, remains to be 
established

Limaye S et al. 2011

Silva GE et al. Chest 2004;126:59-65



ASTHMA & COPD

• Asthma Pts have 10-fold risk of chronic bronchitis and 17-
fold risk of emphysema as compared to those without 
asthma even after adjustment for confounding factors

• Subset of pts with asthma may have COPD phenotype

Eisner MD et al. Am J Respir Crit Care Med 2010;182:693-718

Broekhuizen BD et al. Br J Gen Pract 2012;62:e632-8



PROPOSED ETIOTYPES FOR COPD
CLASSIFICATION DESCRIPTION

GENETICALLY DETERMINED COPD (COPD-G) Alpha 1 antitrypsin deficiency
Other genetic variants with smaller effects acting in combination

COPD due to abnormal lung development(COPD-D) Early life events, including premature birth and low birth weight

Environmental COPD
Cigarette smoking COPD (COPD-C)

Biomass and pollution exposure COPD (COPD-P)

Exposure to tobacco smoke
Vaping or e cigarette use
Cannabis
Exposure to household pollution, ambient air pollution, wildfire smoke, 
occupational hazards

COPD due to infections (COPD-I) Childhood infections, tuberculosis associated COPD, WHIV-associated COPD

COPD and ASTHMA (COPD-A) Particularly childhood asthma

COPD of unknown cause (COPD-U)

Dharmage S, agusti A Personal communication. 2022
Stolz D et al. Towards the elimination of COPD: a Lancet commission. Lancet 2022:921-72

Gold 2025



SYMPTOMS

chronic cough

shortness of breath

EXPOSURE TO RISK
FACTORS 

tobacco

occupation

indoor/outdoor pollution

SPIROMETRY:  Required to establish diagnosis

Diagnosis of COPD

sputum 

R Prasad Lucknow
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Centrilobular Emphysema Panlobular Emphysema Paraseptal Emphysema



© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Pre- and Post- Bronchodilator Spirometry

Gold 2025
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Role of Spirometry in COPD

Gold 2025



© 2022, 2023 Global Initiative for Chronic Obstructive Lung Disease

A. Spirometry-Normal Trace B. Spirometry-Airflow Obstruction 

Gold 2023



Spirometry

FEV1/ FVC: 24

FEV1(L/ S): 

0.6(15%)

FVC(L): 2.53(54%)

Postbronchodilator 

spirometry

R Prasad Lucknow



Symptoms     Variable                Persistent

   Wheeze  SOB on exertion

ASTHMA COPD

Onset         Usually childhood     Usually >45yr    

Course     Variable, remissions     Progressive 

       rarely progressive

Smoking  Sometimes   Usually

Resp to b/d  Good    Poor

 Resp to steroids Good    Poor

ASTHMA vs. COPD: CLINICAL DIFFERENCES

R Prasad Lucknow



RL 61 yrs. Old female C/o 

cough with expectoration - 5 years

Breathlessness – 3 Years 

Smoking - 15 Bidi/day 35 years. 

Past H/o ATT : RHE for 1 year. No 

response

2-6-02

R Prasad Lucknow



New symptom 

Chest pain Rt. - 1year 

Rec.Haemoptysis- 1 year

R Prasad lucknow



What you would like to do ?

1. Just Treat COPD & Haemoptysis

2. CT Thorax

3. Bronchoscopy

4. ECG

R Prasad Lucknow



CT : Lobulated conglomerated Mass in 

mediastinum bullous lesion in both lung right 

sided pleural effusion with bilateral pleural 

thickening.

R Prasad lucknow



Transtrachial Needle Aspiration 

R Prasad lucknow



Investigation

Transtracheal needle aspiration :  Sq. Cell CA

Bone scan: Suggestive of skeletal metastasis in sacrum. 

 

Diagnosis : Right sided Bronchogenic carcinoma type squamous 

cell stage IV (T4N2M1) with COPD  

R Prasad Lucknow



• Savitri Devi 65 yr Female. Non Smoker 

• C/O. Cough – 5 Months 

• Breathlessness (Exer.)  - 5 Months. 

• On Examination 

– Clubbing Present 

– Bilateral basal inspiratory Crepts

• Put on ATT for 6 Months without response 

R Prasad Lucknow



What are the differential diagnosis ?

1. COPD

2. Bronchial Asthma

3. Pulmonary Tuberculosis

4. Idiopathic Pulmonary Fibrosis

R Prasad Lucknow



• PFT 
                 
FVC  .68  
FEV1  .67
FEV1/FVC 99% 

R Prasad Lucknow



2001

R Prasad Lucknow



What is Diagnosis ?

1. COPD

2. Bronchial Asthma

3. Pulmonary Tuberculosis

4. Idiopathic Pulmonary Fibrosis

R Prasad Lucknow



Idiopathic Pulmonary Fibrosis

R Prasad Lucknow



• Heavy snoring 

• Bed partner reports that he some 
times stops breathing while he sleeps 

• Feeling sleepy at times when he drives 

• Has HT controlled by medication 

• P/E - Overweight 

  - BMI  = 33

  - Neck  circum. is 46 cm.      

43 Yrs. Male COPD patient presented with 

R Prasad Lucknow



WHAT DO YOU SUSPECT ?

OBSTRUCTIVE SLEEP APNOEA (OSA)

R Prasad Lucknow
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WHAT WILL YOU DO NEXT

• Leave him as such.

• Just treat COPD and hypertension.

• Give some drugs for day time sleepiness.

• Polysomnography.

R Prasad Lucknow



COPD 
 Management

R Prasad Lucknow



Guidelines for management

• GOLD, 2025

• ICS /NCCP ( Indian Guidelines), 2013

• BTS/NICE, 2017,2019

• ERS/ATS, 2023

R Prasad Lucknow



Components of COPD Management

1. Assess and monitor disease 

2. Reduce risk factors

3. Manage stable COPD

Education

Pharmacologic

Non-pharmacologic

4. Manage exacerbations

5. Manage Comorbidities 

R Prasad Lucknow



Assessment of COPD

•   Current  level  of  patient’s  symptoms 

•   Severity  of  the  spirometric  abnormality

•   Frequency  of  exacerbations 

•   Presence  of  comorbidities

Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2022

R Prasad Lucknow



© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Modified MRC dyspnea scale



How is your COPD 
today?

Score  Impact

▪ >30  very high

▪ >20  High

▪ 10 – 20 Moderate

▪ <10  Low 

CODP assessment test. Available online: http://www.catestonline.org/ 

http://www.catestonline.org/


© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Teaching 
Slide Set

CAT assessment



© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Gold Grades and severity of Airflow obstruction in COPD 

(based on post-bronchodilator FEV1)



© 2022 Global Initiative for Chronic Obstructive Lung Disease
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© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Use of CT in stable COPD

Gold 2025



Assess COPD Comorbidities

COPD patients are at increased risk for: 
• Cardiovascular diseases
• Osteoporosis
• Respiratory infections
• Anxiety and Depression
• Metabolic syndrome & Diabetes
• Bronchiectasis
• Lung cancer

     These comorbid conditions may influence mortality and 
hospitalizations and should be looked for routinely, and treated 
appropriately

R Prasad Lucknow
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© 2022, 2023 Global Initiative for Chronic Obstructive Lung Disease

e

Gold 2025
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Bronchodilators in stable COPD

Gold 2025



© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Anti-inflammatory therapy in stable COPD

Gold 2025
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Key points for Inhalation of drugs 

Gold 2025



Devices 



Handihaler

Accuhaler 

Cyclohaler

Diskhaler Turbuhaler

Rotahaler

Commonly used Devices

Single dose DPIs

Multidose DPIs
Reservoir DPI



© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Basic principles for appropriate inhalation device choice

Gold 2025
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Initial Pharmacological Treatment 

Gold 2025
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Management cycle

Gold 2025
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Follow-up pharmacological treatment

Gold 2025
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Factors to consider when Initiating ICS Treatment  

Gold 2025
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Management of patients currently on LABA plus ICS

Gold 2025



© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Other pharmacological treatments

Gold 2025



Non pharmacological therapies

Rehabilitation

Long-term oxygen therapy

Smoking Cessation

Vaccination

Surgery

R Prasad Lucknow
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Non-pharmacological management of COPD

Gold 2025
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e
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Pulmonary rehabilitation, self-management and integrative care in COPD

Gold 2025
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Tching Slide Set

Prescription of supplemental oxygen to COPD patients

Gold 2025



Tokyo  - Japan - 1989

R Prasad Lucknow

Long-term oxygen therapy



▪ Oxygen Therapy:  The long-term administration of 
oxygen (> 15 hours per day) to patients with chronic 
respiratory failure has been shown to increase survival 
(Evidence A).

R Prasad Lucknow



Goals of LTOT

PaO2 - at least 60 mm Hg

SaO2 -  at least 90 %

R Prasad Lucknow
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Oxygen therapy and ventilatory support in stable COPD

Gold 2025
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Palliative care, end of life, and hospice care in COPD

Gold 2025
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Evidence supporting a reduction in mortality with pharmacotherapy 
and non-pharmacotherapy in COPD patients

Gold 2025



• Bullectomy 

• Lung volume reduction surgery (LVRS) 

• Non-Surgical LVR 

• Lung transplantation   

Surgical treatments 

R Prasad Lucknow



R Prasad Lucknow



R Prasad Lucknow





© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Current and proposed surgical and bronchoscopic 
interventions for people with COPD

Gold 2025



© 2024, 2025 Global Initiative for Chronic Obstructive Lung Disease

Surgical and interventional therapies in advanced emphysema

Gold 2025
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Interventional therapy in stable COPD

Gold 2025
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Confounders or contributors to be considered in patients presenting 
with suspected COPD exacerbation

Gold 2025



Exacerbation of COPD

An event characterized by increased dyspnea and/or cough 
and sputum that worsens in <14 days which may be 
accompanied by tachypnea and/or tachycardia and is often 
associated with increased local and systemic inflammation 
caused by infection, Pollution, or other insult to the airways

Gold 2025
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Exacerbations : Diagnosis and assessment

Gold 2025
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Classification of the severity of COPD exacerbations

Gold 2025
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Potential Indications for hospitalization Assessment*

Gold 2025
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Management of Severe but not Life-threatening Exacerbations*

Gold 2023
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Key Points for Management of Exacerbations 

Gold 2025
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Indications for Respiratory or Medical Intensive Care Unit Admission*

Gold 2025
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Indications for Noninvasive Mechanical Ventilation(NIV)

Gold 2025
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Indications for Invasive Mechanical Ventilation

Gold 2025
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Discharge Criteria and Recommendations for Follow-up

Gold 2025
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Interventions that reduce the frequency of COPD exacerbations

Gold 2025
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Treatable traits in pulmonary hypertension-COPD (PH-
COPD) and suggested management

Gold 2025
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Common Risk Factors for Development of Lung Cancer

Gold 2025



COPD – Take Home Messages

➢ Major cause of chronic morbidity  &  mortality

➢Progressive disease, largely preventable, but marginally treatable disease

➢ Perform spirometry in patient having risk factors for COPD and suggestive symptoms

➢Perform additional investigation to rule out alternate diagnosis

➢Assessment of COPD requires assessment of  symptoms, degree of airflow limitation,      

risk of exacacerbations and   comorbidities.

R Prasad Lucknow



➢ Combined assessment is the basis for non-pharmacologic & pharmacologic 

management  of COPD.

➢ Treat COPD exacerbations to minimize their impact and to prevent the

development of subsequent exacerbations

➢ Smoking Cessation is the single most effective measure to prevent onset and 

progression of COPD

COPD – Take Home Messages
R Prasad Lucknow



Approach To Respiratory Patients - 
History

https://youtu.be/iGdcPHZdjvk

https://youtu.be/iGdcPHZdjvk


Approach To Respiratory Patients Physical Examination
https://youtu.be/R9ZLd2H37So

https://youtu.be/R9ZLd2H37So


https://youtu.be/VYU3M6aYIxU









THIS BOOK IS AVAILABLE ON AMAZON

https://www.amazon.in/-
/hi/Rajendra-
Prasad/dp/9354665098/ref=sr_1_1?
crid=29UEXSGTLBVFU&keywords=m
anual+of+chest+x+ray&qid=1690476
714&sprefix=Manual+of+%2Caps%2
C244&sr=8-1













“Anyone who keeps learning stays young”

 Henry Ford



Thank You

I am Still Learning…… 



Questio
ns 

? ? ?
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