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n Malnutrition, Cachexia, Sarcopenia, and Frailty in COPD
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Chronic Obstructive Pulmonary Disease (COPD) is a significant global health issue characterized by
high prevalence and mortality rates. COPD is a systemic condition closely associated with various
comorbidities, which significantly impact symptom management and prognosis. Among these,
nutrition-related conditions, such as malnutrition, cachexia, sarcopenia, and frailty, are both common
and important but often overlooked.

Malnutrition, defined as the deficiency, excess, or imbalance of energy, protein, and nutrients, is
prevalent in COPD patients, with an estimated prevalence of 30%. Cachexia, a syndrome associated
with chronic inflammation and malnutrition, is present in 25-35% of COPD patients and correlates
with increased mortality and disease progression. Sarcopenia, characterized by the progressive loss
of muscle mass and strength, affects 21.6% of COPD patients and contributes to reduced physical
function and increased morbidity. Frailty, a clinically recognizable state of increased vulnerability,
affects approximately 32% of COPD patients and is associated with higher hospital readmissions and
mortality risk.

Despite the significant impact of these conditions on the disease control and outcomes in COPD
patients, their recognition and management remain insufficient. Increased awareness and further

research on these conditions are essential to improve patient outcomes and advance clinical practice.
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2. Malnutrition(Z 24! X) and Cachexia(22ZH)

A FA Z(malnutrition):= "R, TEiA T8 7 7|e} GFi 0] HE v} T BP0 2 9I5| 2F 0]
A FEAE, 271, DA 715, 1 A4 Aol FHAA G vlA= Y H'E AT ¢ Qdrt2
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3. Sarcopenia(2Z43)

ZHA2EL I8 27159 At A&Fow APF oz Yt AAIZQ F4Z dgog HojHn
AL A, AA 716 Adt, kd(frailty), AFFE 3715 ohdst £521 A4 Aol dAgto] kP

4423 A 28, 287, 181 2558S H7sto] o] FojAh” 282 o= (grip strength), THEIAL
T 28(quadriceps strength), 2J&F YoJA7] FHAKchair stand test)E B7}1e ¢ Q00 o]F 714 wol A&
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71&L8 th3 3} 2tk 4ulE B £ >5%; AojAA] A7] AAF >20%; 68 B3IAAF (1.0 m/s)."
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COPD9] 5% 50| H1Ert18 T o2 o= COPDEAY] 14.5%014 244 o] ERIEeH, &
tAaZo] 9t e 25 9 58, AA S5, I3 H9EQl A7 At d4E AoE vt a3,
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4. 't 2| (Frailty)
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Fried frailty phenotype(FFP), Clinical frailty scale, Hospital frailty risk Score, Frailty index §°| x4]&
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COPD 3= 35 34 U382 AYst F, 9084 AP L-go] ka7t Qi BHAtol vl 5.194] & okch.” opd] =
W COPD &AoflA] =49] 3 E E 31 A Al gk Ats F-5oich ot FUA3JERA ARE E
A Aol A 654 ol4de] I FoA k47t 23%9] w2 HIEE HE >
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5. Z2 (Conclusion)
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