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ABSTRACT Chronic obstructive pulmonary disease (COPD) is characterised by nonreversible proximal
bronchial obstruction leading to major respiratory disability. However, patient phenotypes better capture
the heterogeneously reported complaints and symptoms of COPD. Recent studies provided evidence that
classical bronchial obstruction does not properly reflect respiratory disability, and symptoms now form the
new paradigm for assessment of disease severity and guidance of therapeutic strategies. The aim of this
review was to explore pathways addressing COPD pathogenesis beyond proximal bronchial obstruction
and to highlight innovative and promising tools for phenotyping and bedside assessment.
Distal small airways imaging allows quantitative characterisation of emphysema and functional air
trapping. Micro-computed tomography and parametric response mapping suggest small airways disease
precedes emphysema destruction. Small airways can be assessed functionally using nitrogen washout, probing
ventilation at conductive or acinar levels, and forced oscillation technique. These tests may better correlate
with respiratory symptoms and may well capture bronchodilation effects beyond proximal obstruction.
Knowledge of inflammation-based processes has not provided well-identified targets so far, and
eosinophils probably play a minor role. Adaptative immunity or specific small airways secretory protein
may provide new therapeutic targets. Pulmonary vasculature is involved in emphysema through capillary
loss, microvascular lesions or hypoxia-induced remodelling, thereby impacting respiratory disability.

Introduction
Chronic obstructive pulmonary disease (COPD) is a highly prevalent airway disease, most often triggered
by cigarette smoke exposure [1]. In addition, it has systemic manifestations and is an important cause of
respiratory disability [2].
Based on the Global Initiative for Chronic Obstructive Lung Disease (GOLD) classification, the classic
definition is functional, with a bronchial obstruction evidenced by a forced expiratory volume in 1 s
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(FEV1)/forced vital capacity (FVC) ratio <0.7 or below the lower limit of normal (LLN) and which is not
fully reversible with bronchodilation [3]. This bronchial obstruction is the cornerstone of COPD, leading
to gas trapping and hyperinflation, which limit lung expansion during breathing.
Historically, different patients presented common COPD clinical symptoms, and early phenotypes were
defined: the chronic bronchitis on the one hand and the emphysematous presentation on the other hand.
Since then, bronchial obstruction has explained pathogenesis in chronic bronchitis, but is not completely
satisfactory in patients with a predominant emphysematous phenotype.
Indeed, COPD is a heterogeneous disease and patient phenotypes have to be more precisely identified in
order to develop personalised treatments. This rationale has already brought successful therapeutic
developments, which now form the current standards [4]. Inhaled corticosteroids associated with
long-acting β-agonists are recommended in the severe frequent exacerbator phenotype, in balance with the
risk of pneumonia. Phosphodiesterase-4 inhibitors (roflumilast) are indicated in the chronic bronchitis
phenotype, with at least severe COPD and history of exacerbations. α1-antitrypsin augmentation therapy
in deficient patients slows down progression of the disease. Emphysematous hyperinflated patients may
benefit from surgical or bronchoscopic lung volume reduction after accurate evaluation.
Recent reports in the ECLIPSE (Evaluation of COPD Longitudinally to Identify Predictive Surrogate
Endpoints) cohort, comprising COPD patients, smokers with normal lung function and nonsmokers,
demonstrated that the degree of airflow limitation does not capture well all aspects of the disease. Notably,
comorbidities were more prevalent in COPD patients, irrespective of GOLD stage. Furthermore,
permanent airflow impairment was poorly related to important respiratory outcomes such as
breathlessness, exercise capacity or exacerbation rate. In contrast, some patients with severe airflow
obstruction did not complain of any symptoms [5]. Other studies demonstrated a wide distribution of the
COPD assessment test, a score representing disease impact on patient’s life, with respect to GOLD stage [6].
Even the time course of bronchial obstruction is variable, with a different FEV1 decline within GOLD
stages [7].
Some of these COPD patients or smokers have partially altered or no airflow obstruction. Smokers with
FEV1 alterations but no airflow limitation (normal FEV1/FVC ratio) were found to have a wide range of
functional limitation, imaging abnormalities and clinical symptoms [8]. More precisely, these preserved ratio
impaired spirometry (PRISm) patients were found to represent 12% of people in a large North-American
cohort (COPDgene cohort). They have specific symptoms and morphological features such as emphysema,
reduced total lung capacity or increased bronchial wall thickness with respect to control subjects [9].
Similarly, patients with normal FEV1, or FEV1/FVC ratio <0.7 but above the LLN had significant
COPD-like alterations in terms of chest computed tomography (CT) findings and symptoms [10].
This suggests that the aforementioned abnormalities are the real source of respiratory COPD-like disability.
In a population of nonobstructive patients with emphysema, a significant proportion had alterations of
quality of life, diffusing capacity and oxygen saturation at exercise and more exacerbations [11]. Another
study confirmed that smokers with preserved spirometry have significant respiratory symptoms,
quantitative CT-compatible damage and exacerbations of the disease [12]. Other smokers without airflow
obstruction, termed GOLD 0, were found to have significant lung CT abnormalities or functional
impairment [13].
As a result, bronchial obstruction alone as defined by simple spirometric criteria does not capture the
essence of COPD, as illustrated in figure 1. Accordingly, recent modification of COPD severity assessment
has discarded the airflow obstruction level as the main qualifying parameter [4] and replaced patients’
symptoms at the centre of therapy strategies. Moreover, therapeutics have mainly addressed the bronchial
component so far, without succeeding in interfering with natural history of the disease.
In this review, we describe different pathways addressing COPD pathogenesis beyond bronchial
obstruction. The aim was to review innovative and promising tools that could improve knowledge on the
disease or bring new therapeutics in the future.
We first describe the involvement of small airways, which is a well-known and early feature of COPD.
Specifically, we emphasise recent imaging developments in this field and progress in lung functional
assessment. Secondly, we present research advances on inflammation-based processes and their
consequences. The third section exposes pulmonary vascular component as an independent expression of
the disease.

Small airways involvement
Small airways are classically defined as those having an inner diameter <2 mm and without cartilage [14].
In normal lungs, they do not participate in airflow limitation and form the so-called “silent zone” [15].
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FIGURE 1 Schematic view of chronic obstructive pulmonary disease (COPD) heterogeneity. Mutually exclusive
spirometric definitions capture only a part of respiratory disability continuum. BO: bronchial obstruction, as
defined by the Global Initiative for Chronic Obstructive Lung Disease (GOLD); PRISm: preserved ratio impaired
spirometry.

However, they have been shown to represent the major contribution to airflow limitation in chronic airway
disease [16, 17].
In healthy subjects, small airways are the site of a laminar flow, the intensity of which varies inversely to
the fourth power of airway diameter. As a result, a slight decrease in bronchus radius is very likely to be
the main trigger for an increase in airflow limitation. Such behaviour may arise from three main
phenomena [18].
First, intraluminal obstruction can occur due to epithelial metaplasia, mucus, microbes,
cellular-inflammatory exudates, exogenous particles or deposition of substance (such as in alveolar
lipoproteinosis).
Second, increased wall thickness may be caused by oedema, fibrosis, calcifications, increased vascularity,
inflammatory infiltration and/or granulomas, but also enlarged smooth muscle and/or increased smooth
muscle tone or intraparietal deposition such as amyloid substance.
Finally, airway distortion or narrowing is a result of alveolar attachment loss. This could be seen as a
consequence of the decreased lung elastic recoil leading to premature airway closure [19]. Interestingly,
this mechanism is related to a parenchymal disease.
There are thus two distinct mechanisms for airflow limitation: a parenchymal component due to loss of
alveolar attachment on the one hand and a bronchiolar component on the other hand, resulting from
luminal obstruction or airway wall thickening. This is supported by CT studies, suggesting that small
conducting airways are predominant in airflow limitation mostly when emphysema is absent, whereas loss
of alveolar attachment is important when emphysema is present [20].
Imaging small airways
Recent advances in CT-based imaging of the lungs have brought great insight in the nature of small
airways disease.
CT is the most widely used imaging modality to assess morphological pulmonary disease in COPD.
Different types of abnormalities can be addressed [21], as follows.
Emphysema is classically assessed by measuring areas of low attenuation below a threshold of
–950 Hounsfield units. It can also be identified through distorted or narrowed vasculature, as observed in
maximum intensity projection reconstructions. Visual clinician assessment and quantitative automated
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detection are complementary tools. CT exams at a fraction of the standard dose bring equivalent
information.
Airway disease assessment is based on three-dimensional determination of wall thickness and intraluminal
area. Automated detection is not satisfying and visual assessment remains the standard.
Airways with diameter <2 mm fall below CT resolution. The parametric response map (PRM) is a tool
based on volumetric inspiratory and expiratory CT scans that give functional information on small airways
and air trapping.
In addition, pulmonary vasculature can be assessed: CT perfusion imaging shows qualitative heterogeneity
in smokers and emphysematous patients. Low-diameter pulmonary vessels can be assessed quantitatively
with CT image reconstruction processes, without a need for contrast agent [22]. Using this technique,
pulmonary blood vessels detectable on CT having cross-sectional area (CSA) <5 mm2 can be identified
(see section on pulmonary vascularisation).
A summary of the main imaging techniques available at bedside is provided in table 1.
Such quantitative CT measurements have been well correlated with variables of interest in COPD. FEV1
inversely correlated with emphysema and air trapping obtained on chest CT [23]. CT-metrics of
emphysema was related to important clinical outcomes, such as BODE (body mass index, airflow
obstruction, dyspnoea, exercise capacity) index or quality of life in COPD [24]. Airway wall thickness in
combination with emphysema and air trapping were found to be good predictors of COPD [25]. HAN
et al. [26] tested an association between COPD exacerbation rate and quantitative CT measurement of
emphysema and wall thickness. Adjusted on lung function, the study showed that a 1-mm increase in
bronchial wall thickness resulted in a 1.84-fold increase in exacerbation rate.
Quantitative CT appears to be a reliable tool to identify various abnormalities in COPD that can be used
to identify patient’s phenotypes or emphysema subtypes [27, 28].
In order to overcome CT resolution limit, micro-CT has been developed to specifically assess small airways
in surgically obtained lung tissue samples. Indeed, increased peripheral resistance in chronic airway disease
is usually attributed to lumen narrowing as the airflow varies inversely with the fourth power of diameter.
In addition, ∼90% of bronchiolar airways need to be removed in order to explain the resistance increase
commonly observed in COPD patients. The seminal work of HOGG et al. [29] questioned the relationship
between small airway obstruction and emphysematous destruction in COPD. CT was used in ex vivo lungs
to determine the number of small airways and micro-CT to assess bronchioles and terminal bronchioles
reduction in emphysema. It was found that both narrowing and airways number reduction contribute to
FEV1 limitation. Moreover, this study showed that loss of terminal bronchioles precedes the onset of
emphysematous destruction [30]. These results suggest that the process begins at very early stage of the
disease, raising interest in potential specific therapeutic addressing this issue.
More recently, micro-CT was used to seek structural differences between panlobular and centrilobular
emphysema. The disease was more severe in centrilobular emphysema regarding wall thickening and
lumen narrowing [31]. It should be noted that this technique relies on ex vivo tissue characterisation,
thereby limiting clinical usefulness.
Another recent progress in CT imaging in COPD is the development of PRM [32]. It involves inspiratory
and expiratory CT scans with thresholding, which allows the extraction of the extent of emphysema
(PRMemph) or the extent of air trapping, called functional small airway disease (PRMfSAD). In the original
TABLE 1 Summary of the main imaging techniques available at bedside for assessment of chronic obstructive pulmonary
disease
Target

Principle

Main features

Emphysema extent
Airways
Small airways

CT signal thresholding (−950 HU)
CT visual assessment of wall thickness/intraluminal area
PRM: insp/exp CT
Emphysema (PRMemph)
Air trapping (PRMfSAD)
CT image reconstruction

Quantitative, possibly automated
Associated with exacerbation rate
fSAD associated with FEV1 decline and higher RV
Emphysema associated with lower DLCO

Vasculature

Quantitative low-diameter vessels proportion (CSA <5 mm2)

CT: computed tomography; HU: Hounsfield units; PRM: parametric response mapping; insp: inspiratory; exp: expiratory; fSAD: functional small
airways disease; FEV1: forced expiratory volume in 1 s; RV: residual volume; DLCO: diffusing capacity of the lung for carbon monoxide; CSA:
cross-sectional area.
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work, PRM technique showed regional extent of small airways disease and emphysema and supported the
concept of functional small airways disease preceding emphysema. Further work using PRM highlighted
the role of each component in FEV1 decline [33]. In participants without airflow obstruction, PRMfSAD
was associated with FEV1 decline, but not PRMemph. For these patients, functional small airways disease
would thus be the main cause of FEV1 decline, but not emphysema. In participants presenting
GOLD-defined obstruction, both components were associated with FEV1 decline. Consistently, the specific
contribution of emphysema increased with increasing GOLD stage. As a result, functional small airways
disease appears to be the major contributor of FEV1 decline in COPD patients. Another recent study
found a strong correlation between PRM and COPD disease and severity [34]. Consistently, the functional
small airway disease component correlated specifically with increased residual volume and the emphysema
component with lowered carbon monoxide diffusion.

Functional assessment of small airways
Pulmonary function testing is a major tool for COPD assessment as spirometry has been used in clinical
routine for decades. With recent progress on the role of small airways in chronic airway disease, lung
function testing specifically addressed to small airways has regained significant interest.
Among these tests, the most popular so far has been the forced expiratory flow at 25–75% of FVC (FEF25–
[35]. However, this marker is difficult to interpret as it depends on total lung capacity (TLC) and
does not add clinical value with respect to FEV1 or FEV1/FVC ratio [36].

75%)

Development of airflow obstruction leads to premature airway closing and thus nonuniform distribution of
ventilation in the lungs [37]. Specific tests have been derived to assess ventilation heterogeneity as an early
marker of small airway disease in COPD. The nitrogen washout technique consists of expelling nitrogen
gas contained in the pulmonary alveoli by breathing pure oxygen. The expired nitrogen concentration is
measured and two parameters can be extracted: the slope of phase III, which reflects the alveolar washout,
and the closing volume. Single-breath nitrogen washout (SBW) tests evenness of ventilation and was
related to small airways disease in nonobstructive smokers [38].
However, SBW probes the whole airway tree. In order to overcome this issue, multiple-breath nitrogen
washout was proposed by VERBANCK et al. [39]. In this setting, phase III slope first reflects heterogeneity
at acinar level (Sacin) and with progressive washouts it becomes sensitive to small conducting airways
(Scond). This method could detect ventilation heterogeneity at conductive and acinar levels in mild
smokers with normal spirometry [40]. In addition, Scond is conceptually linked to airway calibre (FEV1
and airway resistance) and Sacin to diffusing capacity of the lung for carbon monoxide (DLCO), suggesting
a potential separate analysis of airway and parenchyma destruction [41]. Indeed, the conductive airway
component Scond was shown to be reversible after smoking cessation, in contrast with the acinar
component [40].
The forced oscillation technique (FOT) involves applying periodic pressure variations in order to obtain
airways impedance to flow. It is composed of a reactance component, reflecting capacitive and inertive
properties, and a resistance component. Low-frequency oscillations are better transmitted to distal airways
and are considered as a probe for small airways [42]. In patients with airflow obstruction, the resistance was
found to be particularly increased at low frequencies and decreased at high frequencies [43]. Furthermore,
it showed a good discriminative power between asthma, chronic bronchitis and emphysema [44].
Within-breath reactance was showed to provide an accurate, reliable and effort-independent technique to
detect expiratory flow limitation in COPD [45]. More recently, FOT showed significantly altered
parameters in subjects with COPD, smokers without COPD and nonsmokers [46] and potential to detect
symptomatic COPD earlier than spirometry [47].
Table 2 summarises the most widely available pulmonary function testing methods for assessing small
airways.
Although these techniques are not new, they have recently become more widely accessible and questions
have risen about their functional relevance in COPD. Several studies have brought external validity to FOT
and SBW as markers of small airway disease.
For instance, spirometric airflow obstruction was found to be predicted independently by small airways
function as measured by FOT, closing volume (measured with SBW) and emphysema extent obtained
from CT [48].
Physiological studies found that the degree of ventilation heterogeneity as measured with nitrogen SBW
was independently associated with spirometric FVC, FOT and CT emphysema [49]. This result supports
the concept that air trapping in COPD leads to ventilation heterogeneity.
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TABLE 2 Summary of functional tests available at bedside for small airways assessment in
chronic obstructive pulmonary disease
Technique

Principle

Comment

FEF25–75%

Spirometric flow interval at 25–75% of
FVC
Nitrogen washout in pulmonary alveoli
reflecting ventilation heterogeneity

No added clinical value from other
spirometric indices
SBW relates to SAD
MBW detects heterogeneity at conductive
and acinar levels
Low-frequency component probes small
airways
Early sensitive and effort-independent tool
for detection of flow limitation
Specific sensitivity to bronchodilation

Nitrogen washout

Forced oscillation
technique

Periodic pressure variations to
measure airways impedance to flow

FEF25–75%: forced expiratory flow at 25–75% of forced vital capacity (FVC); SBW: single-breath washout;
SAD: small airways disease; MBW: multiple-breath washout.

In addition, the clinical impact of spirometric markers beyond historical FEV1 in COPD has been studied.
Variation in inspiratory capacity after treatment was found to have better correlation with dyspnoea
improvement than FEV1 variation [50]. This supports the idea that dyspnoea is mostly due to
hyperinflation hampering inspiratory capacity.
It is also sustained by exercise dyspnoea limitation which occurs when inspiratory reserve volume reaches
a specific threshold in COPD patients [51].
New spirometric indices are trying to capture small airways obstruction where FEV1 failed in mild COPD
patients. Current and ex-smokers with normal classic spirometry, but FEV3/FEV6 (forced expiratory
volume at 3 and 6 s) ratio below LLN were identified as having small airway disease determined by
quantitative CT, impaired physical function and quality of life [52]. Such indices have the great advantage
of being broadly accessible.
Another study in stage 0 COPD patients reported that small airways disturbance may be detected using
FOT and spirometric FEF values as compared to a healthy group [53].
BOECK et al. [54] investigated the association between SBW results and clinical outcomes in COPD.
Ventilation heterogeneity was increased in COPD compared with normal subjects. Phase III slope was
correlated to classic function indices (FEV1, residual volume/TLC, DLCO) and respiratory symptoms.
Results were independent of FEV1 level. These results suggest that SBW is a valuable tool for qualifying
COPD.
YAMAGAMI et al. [55] found significant differences in respiratory impedance measured with FOT between
COPD exacerbators and nonexacerbators [55].
Regarding response to bronchodilator treatment, results are dissociated. Bronchodilation bitherapy was
linked to improvements in small airway function measured by FOT despite unchanged FEV1. However,
there was no significant change in ventilation heterogeneity [56]. Another study reported that FOT and
inspiratory capacity were significantly improved after bronchodilator treatment [57]. Thus, FOT may be a
useful clinical marker of small airway response to treatment in COPD. In addition, it seems that
combination of functional tests may capture the responsive (FOT, inspiratory capacity) as well as the
nonreversible (ventilation heterogeneity, FEV1) aspects of the classic bronchodilator therapy used in
COPD.

Inflammation and structural remodelling
Inflammation has been debated to play a fundamental role in small airways disease in COPD [58].
Chronic inflammatory response in small airways and lung parenchyma is mainly composed of
macrophages, T-lymphocytes, neutrophils and eosinophils. A number of inflammatory mediators are
involved comprising lipid mediators, inflammatory peptides, reactive oxygen and nitrogen species,
chemokines, cytokines and growth factors. Many proteases are also involved and are responsible for the
destruction of elastin fibres in lung parenchyma resulting in emphysema [58]. As a result, there are a
variety of mediators, consistent with the clinical heterogeneity of COPD, but no preferentially identified
target for therapy.
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The gold-standard tools for assessment of airway inflammation profile are invasive endobronchial wall
biopsy and bronchial fluid lavage [59]. Non-invasive methods consist of analysing sputum or exhaled
breath condensate (EBC).
Sputum analysis has revealed a typical increase in neutrophils count in COPD patients. A variety of
inflammation biomarkers are debated to play a role in the physiopathology of the disease, but collection of
samples is limited by patients’ ability to expectorate, tolerance and lack of repeatability of induced sputum
procedures [60].
Cooling or freezing samples of exhaled air from the patient allows for EBC collection, which is further
analysed biochemically [61]. This technique has the advantage of being easily repeatable and much better
tolerated than induced sputum. The most promising EBC biomarkers studied in COPD are pH,
8-isoprostane, leukotriene B4 and hydrogen peroxide [62]. They have shown abnormal values at basal state
[63, 64] and elevated levels during exacerbation [65, 66], except for pH; acidification was found only in
asthma exacerbations [67].
However, these measurements suffer from important interpatient variability and technical standard
guidelines for sample collection have recently been updated in order to facilitate interpretation of
therapeutic effects in the future [68].
The hallmark of chronic inflammatory airway disease is an important quantity of mucus, leading to
chronic cough and disability. Small airways occlusion by mucus plugging has been found to be a predictive
factor of mortality [69]. Other histopathological studies evidenced specific profiles of mucins MUC5B and
MUC5AC in COPD bronchiolar lumen and epithelium [70]. More recently, results showed that MUC5B is
the dominant secretory mucin expressed in distal airways [71].
Is this phenomenon resulting from failure of mucociliary clearance or oversecretion of mucins, or both?
On the one hand, an increased mucus production has been recently found in induced sputum of COPD
patients, suggesting a crucial role in chronic bronchitis [72]. Another noninvasive CT technique allowed
quantification of mucus plugs in obstructive patients, which correlated with the level of airflow
obstruction [73].
On the other hand, lung mucociliary clearance can be assessed with radiolabelled inhaled particles [74]. So
far, this parameter has not been affected by interventions expected to improve COPD disability such as
aerobic training [75] or inhaled tiotropium [76]. The mucociliary clearance was improved after smoking
cessation at nasal level only [77].
Another consequence of chronic inflammation is structural remodelling of the bronchiolar walls. Such
changes are studied with histological analysis of bronchial endoscopic biopsies. Thickness of the
epithelium is increased in GOLD 3–4 COPD patients [78], attributed to squamous metaplasia [79] and
hyperplasia of airway basal cells [80]. The squamous metaplasia has been shown to be correlated to the
intensity of tobacco smoking [81] and has an extension associated with the level of obstruction [38].
In addition, peribronchiolar fibrosis develops as extracellular amorphous material composed of collagen [82].
It contributes to the bronchiolar wall thickening by means of growth factors [83].
Smooth muscle has been assessed, but does not seem to play an important role in COPD [84].
Other inflammation markers have been assessed in blood samples. Eosinophils seem to play a minor role
in COPD, although their presence has been reported in proximal airways during viral-induced
exacerbations [85]. Concerning blood eosinophils, contrasted results have been found. A study addressing
severe exacerbations found a faster response to treatment and lower hospitalisation duration in patients
having lower blood eosinophil counts [86]. In addition, blood eosinophil levels in a general population was
associated with a 1.76-fold increase risk of severe exacerbations [87]. However, recent prospective analysis
did not show pertinence of this parameter for rate of exacerbations nor for inhaled corticoid efficacy [88].
Furthermore, recent reports evidenced that blood eosinophil count does not reflect tissue eosinophil
infiltration and that a higher level was not associated with worse outcomes [89].
Another promising blood marker is fibrocytes, key effector cells in fibrotic diseases, which have been
recently suggested to play a role in obstructive diseases [90], but need further study.
Inflammatory infiltration observed in small airways wall thickening is related to smoking exposure, but is
rather independent of smoking intensity and is classically self-perpetuating after smoking cessation. It has
been proposed that inflammation in COPD small airways was related to autoimmune mechanisms
triggered by smoke exposure [91]. This hypothesis has been explored more precisely in the case of
emphysema. A murine model for emphysema has been obtained using endothelial cells antibodies [92].
Furthermore, chronic cigarette smoke exposure leads to the generation of pathogenic T-cells able to induce
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COPD in host mice [93]. LEE et al. [94] described antielastin autoantibodies in subjects with tobacco
smoking-induced emphysema. More recently, chronic inflammation studies have demonstrated an
increased level of B-cells and lymphoid follicles in correlation with disease severity. Autoantibodies
produced by B-cells are present in COPD lungs and may contribute to injury. These findings represent a
promising potential immunotherapeutic target to slow disease progression [95, 96].
Small airways consist of respiratory bronchioles containing specific bronchiolar cells known as club cells.
They produce the club cell secretory protein (CCSP), also called CC16, which is the most abundant
protein found in the airway surface fluid [97, 98]. As this protein may be involved in small airway
homeostasis, it has been the subject of much research in recent years [99].
BERNARD et al. [100] reported that serum CC16 levels were significantly lower in COPD patients than in
nonsmoker controls, but also in smokers as compared to nonsmokers [101]. Such results have been
confirmed in the ECLIPSE cohort [102].
In murine models, CC16 deficiency increases smoke-induced lung pathologies by its effects on epithelial
cells, leukocytes and fibroblasts. Emphysema-like lesions due to chronic inflammation have been found in
CCSP-deficient mice [103]. Similarly, cigarette smoke (CS)-exposed CC16−/− mice had greater small
airway fibrosis than CS-exposed wild-type mice [104]. Collectively, these studies suggest a protective role
of CCSP in CS-induced oxidative stress [105, 106].
In clinical studies, reduced serum CC16 levels have been associated with accelerated decline in FEV1 over
9 years [107]. CC16 levels have been associated with chronic bronchitis and decline in lung function even
before subjects develop COPD [108]. Low serum CC16 levels were prospectively associated with lower
FEV1 in children, accelerated FEV1 decline in adults, and increased risk of stage 2 airflow limitation in the
general adult population [109].
Accordingly, supplementation with recombinant CC16 in COPD may be a particularly interesting strategy.
Cigarette smoke extract exposure attenuates the inflammatory response linked to interleukin (IL)-8 and other
markers of immune defence in COPD patients as compared to smokers without airflow obstruction [110].
This result suggests a deficient immune response specifically in COPD patients, triggered by cigarette
smoke. Using IL-8 as a surrogate marker of COPD vulnerability, it was shown in vitro that the use of
recombinant CC16 reduced mucus metaplasia and the release of IL-8 induced by CSE in airway epithelial
cells from COPD patients [111, 112].
Initial in vivo results for recombinant CC16 delivery in infant respiratory distress syndrome indicate that a
single dose can be delivered safely intratracheally, and that it reduces indicators of acute lung
inflammation and injury [113].
However, the most attractive approach would be to develop orally available small molecules that boost CC16
expression by airway epithelial cells [99]. As a result, there is a theoretical background to propose that
COPD patients having small airway-predominant disease are likely to respond to recombinant CC16 therapy.
A synthetic summary of these numerous inflammation-based processes is presented in table 3.

Pulmonary vascularisation
COPD primarily impairs ventilation. However, the respiration process drastically involves gas exchange
and thus pulmonary vasculature. As a result, potential vessel injuries may participate in COPD disability
beyond bronchial obstruction.
Pioneering work from LIEBOW [114] reported loss of pulmonary capillaries in emphysema. Animal
experiments with chronic smoke exposure have reproduced such pulmonary vascular changes [115], while
imaging confirmed this feature [116].
Classically, areas of high alveolar ventilation/perfusion ratio (V′A/Q′A) are observed in emphysematous
patients. These regions have preserved ventilation and lowered perfusion, possibly due to capillary loss,
microvascular obstruction or positive end-expiratory pressure linked to dynamic hyperinflation [117]. The
multiple inert gas elimination technique confirmed that acute COPD exacerbations are linked to V′A/Q′A
mismatching [117, 118]. In addition, pulmonary artery enlargement measured by CT was associated with
severe COPD exacerbations [119]. These results highlight the fundamental role of pulmonary vasculature
in COPD symptoms.
The
that
skill
and

effects of cigarette smoke on vascular endothelium is well known [120]. Basic science studies suggest
such deleterious effects also occur on the pulmonary vasculature [121]. Pulmonary vessels have the
to adapt their calibre in order to match lung blood flow to ventilation, to adjust to high-altitude living
to protect lung capillaries from flooding due to increased precapillary pulmonary arterial pressure.
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TABLE 3 Summary of the reviewed inflammation-based processes involved in chronic obstructive pulmonary disease
Site

Components

Consequences

Intraluminal airways

Mucins
Inflammation mediators
Squamous metaplasia
Basal cell hyperplasia
Fibrosis
Increased size/tone
Oedema, vessels,
inflammation
Eosinophil cells

Chronic cough
Small airways obstruction
Structural wall thickening

Mucus and inflammatory
exudates
Epithelial remodelling

Bronchiolar walls

Peribronchiolar fibrosis
Smooth muscle
Wall infiltrate

Bronchiolar walls
Bronchiolar walls
Bronchiolar walls

Eosinophils

Proximal airways and blood

Fibrocytes
Adaptative immunity

Blood
Lung, extracellular matrix
and alveolar attachments
Bronchiolar club cells

Club cell secretory protein

#

Blood circulating cells
B-cells, lymphoid follicles,
auto-antibodies
Small airways homeostasis
protein

Structural wall thickening
Structural wall thickening
Functional wall thickening#
Minor contribution, no
consensus
Fibrosis/repair process?
Emphysema
Emphysema and small airways
fibrosis

: in contrast to structural remodelling, functional wall thickening refers to processes that do not directly affect histopathological structure.

Specific pulmonary artery endothelial dysfunction, that is, impairment of blood vessel calibre adaptation,
was found after 3 months’ smoke exposure and preceded the appearance of emphysema lesions in
guinea-pigs [122]. Pulmonary endothelial dysfunction has been evidenced ex vivo in COPD lungs, through
endothelium-dependent relaxation of pulmonary arteries [123]. Accordingly, endothelium-dependent
pulmonary arteries relaxation in vitro was found lower in COPD versus smokers and nonsmokers [124].
Moreover, an inflammatory endothelium profile suggested potential involvement of an inflammatory
process in the pathogenesis of pulmonary vascular abnormalities at early stage of COPD [125].
Systemic airway endothelial dysfunction has been investigated using albuterol responsiveness measured
using the multiple inert gas technique. WANNER and MENDES [126] reported a blunted bronchial vascular
response to albuterol, that is airway endothelial dysfunction, in asthma, COPD and smokers compared to
healthy nonsmokers. Interestingly, a long-term (several weeks) treatment with inhaled corticosteroids
improved albuterol responsiveness in both asthma and COPD patients, thereby identifying the airway
endothelium as a potential therapeutic target in the treatment of airway disease [127, 128].
In healthy smokers, bronchial endothelial dysfunction was similarly assessed, but in combination with
systemic extrapulmonary endothelial dysfunction measured by brachial arterial flow-mediated
vasodilatation. An impairement of airway vascular endothelial function was found to precede systemic
endothelial dysfunction [129].
As a result, studies show that predominant vascular changes in COPD and emphysema are endothelial and
microvascular dysfunction [130]. They probably appear early in the disease and take part in its
pathogenesis. Although toxic cigarette effects may occur at the beginning of the disease, hypoxia-induced
vascular changes may also occur after disease evolution, leading to pulmonary hypertension and
consequent heart disease.
An increased level of COPD severity was associated with a decreased heart size. Indeed, hyperinflation
could play an important role regarding heart size and heart dysfunction in patients with COPD.
Particularly, left ventricular diastolic filling is impaired in patients with static hyperinflation [131]. Another
study found that emphysema and airflow obstruction were linearly related to reduction in left ventricular
filling without changes in ejection fraction [132].
Accordingly, COPD patients were found to have reduced right ventricular volume in the MESA
(Multi-Ethnic Study of Atherosclerosis) COPD cohort [133]. In addition, percentage emphysema was
associated with smaller right ventricle volumes and lower mass, probably involving increased pulmonary
vascular resistance [134].
CT studies showed that emphysema extent was correlated to blood vessel pruning (CSA <5 mm2), thereby
highlighting a pulmonary vascular phenotype [22, 135, 136]. This decreased proportion of small
pulmonary vessels has also been linked with pulmonary hypertension [116] and clinical outcomes [137] in
COPD patients. Interestingly, longitudinal follow-up of CSA <5 mm2 may indicate once more that vessel
pruning precedes emphysema evolution [138].
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Traditional explanations for pulmonary hypertension in COPD are emphysema destruction leading to loss
of vasculature and hypoxemia-induced vasoconstriction. However, tobacco-induced vascular injury
possibly leads to a specific mechanism for pulmonary hypertension in COPD with a combined arterial
disease (group 1) and hypoxia-induced vascular disease (group 3) [139]. Although this latter mechanism
may not be present in non-hypoxaemic COPD patients, some of them develop pulmonary hypertension.
Pathobiological features of the pulmonary vasculature suggest that pulmonary hypertension can occur with
or without emphysematous lung tissue destruction and with or without loss of lung vessels. In COPD
patients, vasculature damage and haemodynamic changes influence regional lung blood flow. The
combination of vascular injury and shear stress may result in the formation of neointimal lesions [140]
with proliferation of smooth muscle-like cells, leading to pulmonary hypertension.
Finally, there is compelling evidence for a pulmonary vascular disease in COPD patients, as illustrated
schematically in figure 2. Interestingly, a subset of patients has been described recently as having a
“pulmonary vascular phenotype”, with a vascular disease expression exceeding the expected level in
proportion to lung destruction [141].
Specific pulmonary hypertension therapy targeting pulmonary vascular endothelium may impair gas
exchange by inhibiting hypoxic pulmonary vasoconstriction [142] and is currently lacking efficacy in
COPD patients [141].
Vascular endothelial growth factor (VEGF) is a target of interest as it has fundamental role in vascular
regulation. Indeed, impaired VEGF signalling causes emphysema in animal models [143] and some
alterations in tissue VEGF expression have been observed in COPD patients. However, serum VEGF levels
have not been associated with clinically significant outcomes in COPD [144].
Explorations of the vascular component in COPD rely on lung diffusing capacity and pulmonary vascular
imaging.
Lung diffusing capacity is assessed in standard care with carbon monoxide uptake. It is classically
decreased in emphysema [145]. Consequently, emphysema is usually characterised by low DLCO and
chronic bronchitis by normal DLCO. DLCO technique is routinely used as a marker of alveolar–capillary
membrane conductance. Recent research work found that smokers with normal spirometry but low DLCO
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Pulmonary
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(exacerbations, exercise dyspnoea, right heart failure)
FIGURE 2 Schematic summary of the altered vascular component in emphysema. Capillary loss,
microvascular lesions and hypoxia-induced remodelling play an important role in respiratory disability. DLCO:
diffusing capacity of the lung for carbon monoxide; DLNO: diffusing capacity of the lung for nitric oxide; COPD:
chronic obstructive pulmonary disease; CT: computed tomography; MRI: magnetic resonance imaging.
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have significantly higher risk to develop airflow obstruction [146], supporting the existence of early
vascular injury in COPD.
Additional measurement of diffusion capacity of the lung for nitric oxide has been proposed to separate
the lung blood volume component from membrane diffusing capacity [147]. In principle, this tool may
differentiate alveolocapillary diffusion alterations due to membrane disease with those due to
microvascular disruption. It has been the subject of recent guidelines for standardisation of the test [148].
Echocardiography is routinely used to estimate pulmonary arterial pressure [149]. Novel CT tools, as
described earlier, but also magnetic resonance imaging (MRI)-based pulmonary vascular blood flow
assessment are promising tools being developed. Using contrast-enhanced MRI in the MESA COPD
cohort, a 30% reduction of pulmonary microvascular blood flow (PMBF) in mild COPD patients was
shown compared to control subjects. This supports evidence for early microvascular damage in the
disease. Findings suggest that reduced PMBF is a predominant feature of emphysematous COPD and less
important in small airways disease and gas trapping [150].

Conclusion
In conclusion, COPD is a heterogeneous disease and more precise description of phenotypes should help
to develop personalised treatments in the future. Owing to the failure of bronchial-obstruction-only
description in patients’ symptoms, specific non-obstructive phenotypes of patients such as “pulmonary
vascular phenotype” [141] may represent valuable subjects for better understanding of respiratory
disability.
Emerging tools addressing lung imaging such as quantitative CT have already brought great insight in
COPD pathogenesis. Micro-CT and functional CT imaging of small airways or pulmonary vascular MRI
may in the future bring new information. Combination of functional tests using FOT or nitrogen washout
have provided useful information on small airways, and additional gas diffusion capacity could shed light
on the pulmonary vascular component of the disease. Ongoing inflammation-based research provides
promising biomarkers and innovative therapeutic strategies. Vascular endothelial dysfunction probably
plays an important role in the progression of COPD symptoms and disability. Progression of the disease is
an expanding topic and lung function trajectories from childhood to old age have been described recently
as determinants of COPD [151]. Loss of pulmonary vessels or small airways identified in this disease also
raises questions about their pre-existence at paediatric roots [152].
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