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FEV: Decline in Asthma

Although asthma is generally considered as mild and reversible disease, decline of FEV; is observed in some
patients according to previous studies. Decline of FEV; is significantly higher in asthma than normal control,
Smoking is the most important factor to contribute decline of FEV; in asthma patients, Severe asthma in children,
difficult to treat asthma, and life-long asthma are also important risk factors for decline of FEV;, These factors

should be corrected early in asthma patients to prevent COPD in later life,

Key Words: Asthma, FEV;, Decline

Corresponding author: Chin Kook Rhee, M.D., Ph.D.

Division of Respiratory, Allergy and Critical Care Medicine, Department of Internal Medicine, The Catholic
University of Korea, Seoul St Mary’s Hospital, 222, Banpo-daero, Seocho-gu, Seoul 137-804, Korea

Tel: +82-2-2285-9601, Fax: +82-2-599-3589, E-mail: chinkook@catholic.ac kr

7ol & ukg3te] S Aot} webr B

M, $fZo] B4 °}% o QlshE A7t Btk kAN AR
2 ] ol AER THAEE X HolA|vh APt
E &= Sk m=3k o 7|t Eet
215 o Hd FF2 o 2= H7)s Aollghs S50l 5 Jﬂﬂ h‘/} ubr] A2 s #7)50] o9
@iﬂ%ﬂ 9 79} AHE 2Pt FORIAIE Lot Al wi- T 83kl st wEkA] B reviewol A= 212

2. Asthma vs. Non-asthma
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3. Smoking Asthma vs. Non-smoking asthma
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4. FEV, Decline according to Asthma Phenotype
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Figure 1. Comparison of decline of FEV; (mL/6 yrs) between normal and asthma, Modified from Schachter et al.'.
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Figure 2, Decline of FEV; according to smoking status and asthma, Modified from James et al?,
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Figure 3, FEV4/FVC (%) from age 9 to age 26. Modified from Rasmussen et al’®
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Figure 4, Proportion of COPD at age 50 according to asthma status at childhood, Modified from Tai et aI_G,

-0



O -

(Obstructive Lung Disease) Volume 3, Number 2, July, 2015

A
= [ Normal |
>
i
L
Asthma+
Age g
Figure 5, FEVs change thorough the entire life,
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