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Abstract

Pulmonary diseases are commonly encountered by primary care physicians in the outpatient setting. Despite
their prevalence, many physicians may be unfamiliar with the diagnosis and appropriate management of
these disorders. The evidence-based pearls in this article will help primary care physicians navigate important
topics in pulmonary medicine and guide their decision to refer their patients to a pulmonary specialist.
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TOP 10 PULMONARY PEARLS FOR PRIMARY
CARE PHYSICIANS

1. Solid Pulmonary Nodules Smaller Than
6 mm Found Incidentally on Computed
Tomography Do Not Require Follow-up
Imaging in Low-Risk Patients. Optional
Follow-up Imaging Can Be Considered
in High-Risk Patients

P rimary care physicians encounter
pulmonary nodules incidentally on
computed tomography (CT) at an

increasing rate, without a concomitant increase
in the diagnosis of lung cancer.1 This issue chal-
lenges the primary care physician to identify
which nodules may represent early lung cancer
and therefore need follow-up imaging. The
updated 2017 Fleischner Society guidelines2
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recommend that for patients with solid noncal-
cified nodules smaller than 6 mm, routine
follow-up CT is not indicated in low-risk adults
older than age 35 years. “Low risk” corresponds
to an estimated risk of cancer of less than 5% as
proposed by the American College of Chest
Physicians (ACCP) and is associated with
young age, less smoking, smaller nodule size,
regular margins, and location in an area other
than the upper lobe; additionally, these guide-
lines define “high risk” as including both the
ACCP intermediate-risk (5%-65% risk of
cancer) and high-risk (>65% risk of cancer)
categories, which are associated with older
age, heavy smoking, larger nodule size, irreg-
ular or spiculatedmargins, and upper lobe loca-
tion.3 The same recommendations apply even if
multiple solid pulmonary nodules smaller than
6 mm are present. Note that these new guide-
lines are less intensive than prior guidelines,
as the threshold for follow-up imaging has
increased (from 4 mm previously), thereby
eliminating many unnecessary CT scans. This
guideline change is based on supporting evi-
dence from screening trials that indicate that
the risk of cancer in solid nodules smaller
than 6 mm is less than 1%, even in patients
considered at high risk.4 A CT scan at 12
months can be considered optional for nodules
smaller than 6 mm in high-risk patients and
may be considered more seriously in those
with suspicious nodule morphology (eg, spicu-
lated margins) or upper lobe location. For solid
nodules that are 6 to 8mm, follow-up CT is rec-
ommended in all cases; the timing and
frequency is dependent on the size, type, and
number of nodules. For solid nodules larger
than 8 mm, consider 3-month follow-up imag-
ing, work-up with combined positron emission
tomography and CT, tissue sampling, or a com-
bination of these methods; any of these options
may be appropriate, and a pulmonary specialist
can assist with decision making. Importantly,
these specific guidelines pertain to pulmonary
nodules found incidentally on CT; separate rec-
ommendations (Lung-RADS [Lung Imaging
Reporting and Data System]) proposed by the
American College of Radiology exist for nod-
ules found on annual low-dose CT screening
for lung cancer.5 Lastly, updated recommenda-
tions for subsolid and ground-glass nodules are
also provided by the 2017 Fleischner Society
guidelines.

2. In Patients With Acute Chronic Obstructive
Pulmonary Disease Exacerbation, a 5-Day
Course of Prednisone Is as Effective as a
14-Day Course
Most chronic obstructive pulmonary disease
(COPD) exacerbations (up to 80%) are
managed in the outpatient setting.6 The use
of systemic glucocorticoids in COPD exacerba-
tions shortens recovery time, improves lung
function and oxygenation, and decreases the
risk of early relapse.7 However, glucocorti-
coids are also well known to have many
adverse effects, and long-term use is an inde-
pendent risk factor for increased mortality in
COPD.8 The optimal duration of systemic
glucocorticoid treatment for COPD exacerba-
tion was not well defined until the results of
the REDUCE (Reduction in the Use of Corti-
costeroids in Exacerbated COPD) trial9 were
published in 2013. Prior guidelines had gener-
ally recommended a 7- to 14-day course of
systemic glucocorticoid therapy for COPD
exacerbations. The REDUCE trial found that
in patients presenting to the emergency
department with acute COPD exacerbations,
a 5-day treatment course with prednisone,
40 mg daily, was noninferior to a 14-day treat-
ment course with respect to re-exacerbation
rates. These results can be extrapolated to
the outpatient setting because the benefit of
oral glucocorticoids in the outpatient manage-
ment of COPD exacerbations has been well
established.10

3. Pulmonary Rehabilitation Is a Standard of
Care for All Patients With Symptomatic
Chronic Lung Disease
Every patient with chronic lung disease who is
symptomatic or has a decreased quality of life
should be strongly considered for pulmonary
rehabilitation. The American College of Physi-
cians, ACCP, and American Thoracic Society
recommend that clinicians prescribe pulmo-
nary rehabilitation for symptomatic patients
with a forced expiratory volume in the first
second of expiration (FEV1) of less than 50%
predicted and should consider it for symptom-
atic patients with an FEV1 of greater than 50%
predicted.11 There is now a wealth of evidence
that pulmonary rehabilitation yields reduction
in dyspnea and hospital readmissions, increase
in exercise performance, and improvement in
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