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introduction: a view from 2010

When the first edition of this book was planned in the 1990s, my 
publishers and I discussed the title in detail. Then, chronic lung 
disease was still generally known as chronic bronchitis and emphy-
sema. So we decided to use that term in our title – Coping with 
Bronchitis and Emphysema, although through the book we also used 
the term chronic obstructive airways disease (also known by the 
acronym COAD). Now, in 2010, the public know this condition as 
chronic obstructive pulmonary disease (COPD). So, while the book 
retains the same title, we now tend to use COPD when discussing 
this disease. However, the book’s main message remains the same, 
and much of it, happily, does not need to be rewritten. What has 
changed is the evidence base on which general practitioners like 
myself have decided to manage our patients with COPD, and how 
you, the patients, and your carers respond to us.
 There is now a massive literature on which we can build our 
treatments for COPD, in particular on how we can help to prevent 
the repeated lung infections that are the bane of your lives, and 
which slowly and inexorably continue to damage your lungs. The 
final chapter of this book reviews this latest evidence, so that you 
can understand fully why your doctors manage your illness in the 
way they do.
 One message above all has been proven beyond all doubt. In the 
first decade of this new century, first Ireland, then Scotland and 
finally the rest of the United Kingdom, banned smoking in public. 
Within a year of the ban in each country in turn the numbers of 
deaths from heart and lung disease dropped significantly, saving 
thousands of lives. The benefit was highest in those who were 
passive smokers – such as non-smoking bartenders and the spouses 
of smokers. If ever the terrible damage inflicted by smoking were in 
doubt, no one can harbour that doubt today. Doctors can help you 
hugely with your lung disease, with modern treatments, medical 
and physical, but all is to no avail if you continue to smoke. What 
I wrote in the 1990s is still relevant today.
 Just as significant a change since the 1990s is the way medical 
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practices all over the country have organized themselves to follow 
up and monitor illnesses. General practitioners have taken it upon 
themselves to provide lung and heart clinics, run from their health 
centres and manned by specialist nurses and the doctors them-
selves. We are watching much more closely than ever before the 
progress of people with COPD, and fine-tuning their treatments to 
deal with their changing circumstances. This gradual switch from 
hospital to general practice care is bound to continue, as family 
doctors take more responsibility for specialist care. Part of the 
change is economic: it is far cheaper to the National Health Service 
for GPs to look after patients than for hospital clinicians to do so. 
But partly it is because it is much easier for the patients to be looked 
after locally, and more satisfying for their family doctors to take on 
the responsibility, provided we have the tools and knowledge to do 
it well.
 In 2010, caring for people with COPD is now the job of the com-
munity health team. This team encompasses the skills of doctors, 
nurses, physiotherapists and occupational health professionals. We 
work together to get the optimum results for our patients, and most 
of the time we succeed. This book explains how we try to do so. If 
you are worried about your future with COPD, I do hope it helps.
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introduction to the first edition

This book is for everyone who coughs regularly. You may think it 
is normal or natural to cough, say, first thing in the morning or 
when you have broken into a short run or had to walk faster than 
usual, but it isn’t. You may think it is normal to cough through 
the winter, and to improve in the spring and summer, but it isn’t. 
You may think that a cough to ‘clear the tubes’ after a cigarette is 
natural, but it isn’t.
 Having a cough regularly – one that persists even when you do 
not have a cold or ‘catarrh’ – is a sign of something going wrong 
inside your chest. Usually that something is chronic bronchitis, 
often it can be emphysema, and sometimes it can be asthma. 
Rarely, today, it may be tuberculosis, and, very occasionally, it can 
be an early sign of something much worse, like lung cancer.
 So, a chronic cough should not be taken lightly. If you are 
bothered by a cough, even if it is only for a few weeks in the year 
or a few minutes every morning, then you need to do something 
about it. Doctors can only do so much in terms of treatment and 
advice. The effort must be made by you, even if it means a com-
plete change of lifestyle and abandoning lifelong habits. Take the 
plunge now and the improvement that you make in your health 
should last you into a fit and active old age. Let the chance pass by, 
however, and from your mid forties onwards, your ‘bad chest’ will 
make you increasingly chair-bound.
 The same goes for the other ‘chesty’ problem that goes hand in 
hand with the cough – breathlessness.
 Do you quickly run out of puff when you break into a run, say, 
when you have to cross the street in a hurry? Are you a bit breath-
less when you walk up a slight slope or even on the level? When 
you walk upstairs, do you have to rest on the landing or hold on to 
the banisters for a while half-way up?
 A fit 50 year old can run 6 miles in an hour on the flat at a steady 
pace without being too puffed. Could you hope to approach this 
speed for even half this time or do you forget the last time you ever 
broke into more than a gentle stroll?
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 If these problems strike a chord, then this book is for you. It 
explains how you breathe, how the lungs work, what can go wrong 
with them, and why. It concentrates on the two commonest chesty 
conditions: bronchitis and emphysema. Doctors now refer to them 
jointly as COPD, but, as this term overlaps with conditions such as 
asthma, cystic fibrosis and work-related chest disease, and the way 
we try to ease them all is the same, these other problems are given 
some space here, too.
 The main message is that something can always be done for a 
‘bad chest’, provided we obey the rules. The best way of obeying 
the rules is to understand why they have been set. So, although 
the medical treatments for COPD are presented in full, it is vital –  
if you are going to give your lungs any chance to improve – to 
follow the guidance in the chapters on smoking and exercise. We 
can fight damaged airways, and help the lungs to repair themselves, 
with cleaner air, medicines, and physiotherapy and even, at times, 
with surgery, but there is no chance of success if they are constantly 
filled with smoke and you remain a couch potato!
 So, read on and help your doctor to help you to a healthier 
future.
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Breathing

We take a breath around 12 times a minute every minute of our 
lives, yet we are hardly ever aware of it. Now you have had the act 
of breathing brought to your attention, though, think about it for 
a while.

How do we breathe?

You know you are sucking in air through your nose (if you are using 
your mouth, then you already have a problem), but what muscles 
are you using to do so?
 If you are reading this while sitting and relaxed, then all the 
‘suck’ force you need is supplied by a gentle expansion of your 
ribcage, say a couple of centimetres or so. As the chest expands, 
this opens up the airways inside and, as nature abhors a vacuum, 
air rushes in through the nose, through the airways in the back of 
the throat and chest, to reach the delicate ‘sacs’ in the depths of the 
lungs, where they expand like tiny balloons.
 You breathe out simply by allowing the expanded ribcage 
muscles to relax. This reduces the volume inside the chest, so that 
the balloon-like sacs empty of air, which then flows out again 
through the airways and nose.
 This is nice and simple so far, but what happens when you need 
more air? The first step is to expand your chest even more, simply 
by using those ribcage muscles, because the more you open them 
up, the more air will rush into your chest. You also utilize the dia-
phragm, the tough sheet of muscle that divides the chest from the 
abdomen. (You are probably only conscious of moving your dia-
phragm when you hiccup, which is a sudden spasm or cramp of the 
diaphragm.) Contract your diaphragm and it moves downwards, 
expanding the space in which the lungs lie downwards as well as 
outwards, thus inhaling more air.
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 What if you need more air still? Then, your nose is no longer 
wide enough to take in all the air you need above, so you begin to 
gulp it in through your mouth. Also the ribs and diaphragm may 
not be giving you enough space inside your chest, so you use the 
big muscles that run from the neck to the shoulders and the top of 
the breastbone – the ones that enable you to turn your head and 
shrug – to help open the chest further. This makes your shoulders 
rise and the big neck muscles on either side of your throat bulge 
with each breath. You may have to hold on to something, to give 
these muscles more leverage, so that you can expand your chest to 
its maximum. Look at athletes after an exhausting race, and you 
will see them holding on to a post, so that they can ‘get their breath 
back’.
 This is the normal sequence of events when we exert ourselves. 
Take as an example a brisk run. We start by breathing normally, 
but, as we begin to use up the energy in our muscles, they demand 
more oxygen. We breathe faster and more deeply until we are 
using all the muscles we have to keep the oxygen supply going. 
At some point in the run we become acutely aware that we are 
breathless and this can even make us feel distressed. However, if 
we are fit and well trained, we can ‘run through’ this phase, into 
the ‘second wind’. The less fit we are, the sooner we hit this dis-
tressed phase, the longer it lasts, and the longer we take to recover 
from it – and the less likely we are to achieve that comforting 
second wind.
 To be frank, we do not actually know what this second wind 
is; indeed, some doctors even argue that it does not exist. It may 
simply be the result of the conscious part of the brain deciding to 
ignore the signals of distress it is receiving from the lungs, so that 
breathing returns to being a mechanism that is more automatic 
than conscious. Whatever causes it, athletes experience it either 
during a run or in the warm-up beforehand, and they know that it 
is a sign of fitness.
 The point is that fitness and training are vital for athletes, to 
keep their lungs in trim and to improve their performance. These 
factors are even more important for people with long-term lung 
diseases, such as bronchitis and emphysema. The more they use 
their lungs, the healthier they will be.
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 Many people with chronic coughs or those who easily become 
breathless will recognize themselves in this description of what 
happens when people run – except that it occurs when they are 
at rest or when they are walking about doing the routine things 
of everyday life. In fact, they may be in a constant state of second 
wind, in that, even at rest, they are breathing harder and faster 
than normal, but do not notice it. The brain is no longer heeding 
the warning signals from their overworked lungs. Their relatives 
and friends notice, however. People with COPD can be remarkably 
breathless and seem to be in real distress, yet they may not feel 
breathless until someone brings it to their attention. Often it is only 
then that they become concerned themselves.
 We all know we have to keep breathing to survive (if we stop 
breathing for as little as four minutes we die). Understanding why 
this should be so is essential for anyone wishing to care for their 
lungs.

Why do we need to breathe?

Oxygen is essential to every cell and tissue in our bodies: it is our 
fuel; we use it in all the processes that keep us active and conscious. 
If we are deprived of oxygen, our hearts stop within a few seconds, 
we become unconscious in a minute or two, and the brain is per-
manently damaged only a few minutes later. Death follows soon 
afterwards.
 Breathing is our only way of obtaining oxygen. To keep up the 
correct levels of oxygen in our bodies, before we even start to do 
anything, we must process about 0.5 litre (1 pint) of air through our 
lungs about 12 times a minute, every minute of the day and night. 
With exertion, the requirement rises to about 1.5 litres (21/2 pints) 
30 times a minute. About a fifth of the air we breathe is oxygen, and 
our lungs are specifically designed to ‘capture’ it from the air and 
pass it very rapidly into the bloodstream.
 On its way towards the lungs, however, the air is ingeniously 
processed, so that nothing but air, at body temperature, with the 
correct moisture content, and without dusts, pollens, irritants or 
germs, reaches the vital areas where the transfer of oxygen to the 
circulation takes place.
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What happens when we breathe?

The nose and throat

The nose is the first step. When we breathe in, the air is wafted over 
the ‘turbinate’ bones (see Figure 1), which are ledges that protrude 
into the air spaces inside the nostrils. They do exactly what their 
name suggests: they cause eddies in the air current so that all the 
air entering the nose must come into direct contact with their sur-
faces. If there is anything solid in that air, such as particles of dust 
or pollen, it will stick to these surfaces. So, the nose’s first function 
is to filter the air, preventing pollutants from passing lower down 
into the chest.

 It has two other vital purposes: it brings the entering air to the 
correct body temperature, so that no matter the temperature of the 
outside air – be it freezing cold or tropical – it enters the lungs at 
just the right level of warmth. It also corrects the moisture content 
of the air. Breathe in dry air and your nose will do its best to add 
moisture to it, to keep the lungs comfortable.
 So, when you are breathing normally, your nose tries to make 
sure that the air entering your lungs is pure, warm, and moist, to 

Figure 1 The nose – filter, warmer, moisturizer
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give the best possible conditions for oxygen to be transferred into 
your bloodstream.
 This is why breathing in through your mouth is less healthy. 
Your mouth has no filtering turbinates or specialized warming and 
moisturizing chambers, and what you breathe in through it goes 
straight into the lungs, unprepared. Chronic mouth breathers need 
advice on how to restore their noses to their proper function.
 It is also why smoking does so much damage. Smokers do not 
stick their cigarettes up their noses, for the very good reason that 
the hot smoke, direct from a cigarette, would irritate the sensitive 
membranes inside the nostrils and on the turbinate bones beyond 
belief. The surfaces inside the nose are sensitive to irritants, unlike 
the inside lining of the airways in the chest, which are devoid of 
nerves that can transmit the sensation of pain.
 Worse still, smokers, by bypassing the nose, deliver air to the 
chest that is low in oxygen (it is used up in burning the tobacco), 
devoid of moisture (it, too, is burned away), but high in ash, tars 
and irritant solids, some particles of which are still glowing at 
around 400°C (752°F)! If this were not enough, highly poisonous 
carbon monoxide and nicotine accompany them.
 When you inhale cigarette smoke, this disastrous combination 
first hits the tongue, then, in order, the back of the throat, the 
larynx (voice-box) and the main air passages from the larynx into 
the chest – the trachea and bronchi. All these structures have very 
delicate surfaces, not designed to cope with such concentrated pol-
lution, and they react in the best way they can.
 Often, sadly, their best is not good enough, and it is easy to 
understand why. Neither the trachea, the main ‘windpipe’ in the 
throat, nor the bronchi, the main airways in the chest, are primarily 
designed to filter and regulate the content of the air entering the 
lungs because this is the nose’s job. The trachea and bronchi are 
there to conduct the air into the deeper reaches of the lungs, where 
the vital oxygen exchange takes place.

The trachea and bronchi

All the upper air passages – the nose, throat and larynx – are highly 
sensitive to irritation and inflammation, which is why the throat is 
so sore and it hurts when you swallow when you have tonsillitis. It 
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