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ABSTRACT Objective: To study thecorrelation between the degree of pulmonary ventilation function and nocturnal hypoxia occurs
in patients with chronic obstructive pulmonary disease. Methods: Selected 60 patients with stable chronic obstructive pulmonary disease-
from January 2012 to June 2013 in our hospital, divided into mild, moderate, severe , very severe four groups by pulmonary function, 15
cases in each group, monitoring records studied pulmonary function indicators and nocturnal oxygen index , comparing the differences of
indicators in each group , and analyze their relevance. Results: Among four groups COPD FEV1/FVC, FEV1, FVC, PEF, RV, RV /TLC,
MsaO,, ODI, Wsa0,, LsaO,, SIT90% had differences (P<0.05);compared very severe and severe group FEV1/FVC, FEVI, RV, MsaO,,
ODI, Wsa0,, Lsa0,, SIT90% had differences (P<0.05); compared very severe and moderate group FEV1/FVC, FEV1, FVC, PEF, RV,
RV / TLC, Msa0O,, ODI, Wsa0,, LsaO,, SIT90% had differences (P<0.05);compared very severe and mild group FEVI/FVC, FEV]1,
FVC, PEF, RV, RV / TLC, MsaO,, ODI, Wsa0O,, LsaO,, SIT90% had differences (P<0.05 ) ; compared severe and moderate group FEV1/
FVC, FEV1, FVC, PEF, RV / TLC, MsaO, had differences (P<0.05); compared severe and mild group FEV1/FVC, FEV1, FVC, PEF, RV
/ TLC, MsaO,, ODI, LsaO, had differences (P<0.05); compared moderate and mild group FEV1/FVC, FEV1, FVC, PEF, ODI had differe-
nces (P<0.05). Pulmonary function in patients with COPD MsaO, was positively correlated with FEV1 (r = 0.783, P<0.05). Conclusion:
pulmonary ventilation function correlated with the degree of chronic obstructive pulmonary disease in patients with nocturnal hypoxia.
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Table 1 Comparison of pulmonary ventilation function in patients with different severity of COPD(x+ s)

TSR Severity of disease n FEVI1/FVC(%) FEV1(%) FVC(L) PEF(L/s) RV(L) RV/TLC
27 Mild 15 62.56+ 3.94 87.39+ 9.94 3.62+ 0.70 6.59+ 220  2.16* 0.41 0.46% 0.05

1 fF Moderate 15 56.25+ 6.11*  65.58+ 3.28° 2.85+ 0.61* 422+ 1.75* 225+ 0.59 0.48% 0.02
EE Severe 15 50.99+ 5.34% 4748+ 9.30®  2.04+ 0.53® 293+ 1.26® 2.38%+ 0.23 0.54% 0.06®
RE & Extremely severe 15 4026 6.49% 2277+ 3.69%  1.73% 0.28* 2.57+ 1.22® 3.44% 043" 0.56t+ 0.07*

Note:a compared with mild, P<0.05; b compared with moderate, P<0.05; ¢ compared with severe, P<0.05.
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Table 2 Table 1 Comparison of nocturnal oxygen index in patients with different severity of COPD( xt s)

1SR Severity of disease n Msa02(%) ODI( % /h) WsaO,(%) LsaOy(%) SIT90%(%)

27 Mild 15 94.16% 3.99 2.59+ 3.20 95.16% 1.71 84.09+ 9.19 2.29+ 431

1 fF Moderate 15 92.76% 2.54 5.01%+ 0.75° 93.51% 2.59 80.09+ 8.09 6.62+ 8.03

EE Severe 15 89.32+ 1.81*® 5.93+ 2.26* 94.37+ 2.04 76.01% 5.36* 11.54% 7.30
tRE FE Extremely severe 15 84.51+ 5.63% 10.59% 4.22% 87.84+ 4.83% 61.84+ 12.81% 67.27+ 31.36™

Note:a compared with mild, P<0.05; b compared with moderate, P<0.05;c compared with severe, P<0.05.
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