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function, including neurotransmission, vasodilation, and 

immunoregulation.6 Moreover, FENO is implicated in the 

pathophysiology of airway disease, and elevated FENO level 

is found in inflammatory lung disorders such as asthma, pul-

monary hypertension, and cystic fibrosis.7 The measurement 

of FENO has been suggested as a simple and noninvasive 

test in eosinophilic airway inflammation, and the utility in 

aiding diagnosis and monitoring of asthma has also been 

confirmed.7,8 However, limited by the inconsistent results of 

FENO level in COPD, the value and application in this case 

still remains unknown. Interestingly, it was reported that 

FENO levels in patients with COPD could be reduced by 

smoking and inhaled corticosteroids, which indicated they 

were confounding factors in measuring FENO levels in 

COPD. COPD involves excessive inflammation in airway 

and lung, which induces the release of numerous proinflam-

matory cytokines. Yet, the available studies regarding FENO 

levels are controversial and conflicting in their conclusions. 

To address this issue, we performed a systematic review and 

meta-analysis of published studies to determine the levels of 

FENO in COPD, aiming to further the understanding of the 

role of FENO in patients with COPD.

Methods
Search strategy
A systematic search of PubMed, Embase, and Cochrane 

Library was conducted up to January 2018. We searched 

for the terms (“chronic obstructive pulmonary disease” or 

“COPD”) and (“fractional exhaled nitric oxide” or “exhaled 

nitric oxide” or “nitric oxide” or “FENO”). The search was 

limited to articles published in the English language and 

conducted in humans. To ensure that all relevant studies 

were included, we screened bibliographies of relevant 

review articles and searched the clinical trial registry (www.

ClinicalTrials.gov) for additional studies. Case reports, 

reviews, editorials, comments, practice guidelines, historical 

articles, and news were excluded.

Study selection
Two reviewers (ZL and CC) screened titles and abstracts 

independently to identify potential relevant citations. Then, 

the full texts were retrieved and reviewed to confirm eligi-

bility. Differences between the reviewers were resolved by 

discussion and, if necessary, in consultation with a senior 

investigator (QD). Studies were included if they met the 

following criteria: 1) Studies reported FENO levels in both 

patient group and control group quantitatively. 2) FENO 

levels were expressed as mean ± standard deviation, median 

and range, or median and interquartile range. 3) Patients 

with COPD and controls had no history of asthma or other 

respiratory disease.

Data extraction and quality assessment
The extracted information included study source (surname 

of first author and year of publication), study design, study 

population, gender, sample size, diagnostic standard of 

COPD, FENO measurement, and FENO levels (in parts 

per billion or ppb) in patients with COPD and in controls. 

We derived FENO levels expressed as mean ± standard 

deviation preferentially. If not available, the median and 

range, or median and interquartile range were extracted. If 

multiple flow rates were applied in FENO, we then derived 

the data at 50 mL/s flow rate. Quality assessment of cross-

sectional studies was conducted by using an 11-item check-

list recommended by Agency for Healthcare Research and 

Quality. Article quality was assessed as follows: low quality 

ranged from 0 to 3, moderate quality ranged from 4 to 7, and 

high quality ranged from 8 to 11. As for case–control stud-

ies, we applied the Newcastle–Ottawa Quality Assessment 

Scale, with a total score of 0–3, 4–6, and 7–9 considered 

low, moderate, and high quality, respectively. The quality 

of all studies was evaluated by a consensus meeting with 

all authors. Low-quality studies were excluded from our 

meta-analysis.

Data analysis
The means and standard deviation were pooled and calcu-

lated between patients with COPD and controls. For studies 

reporting median and range, or median and interquartile 

range, we analyzed means and standard deviation based on 

the method proposed by Hozo et al.9 For studies reporting 

FENO levels in stable and exacerbated COPD, both levels 

were calculated. If there were 2 or more control groups in 

the included studies, we chose the best match for each group 

(ex-smokers group and current smokers group). Furthermore, 

we performed subgroup analyses regarding COPD status 

including stable and exacerbated COPD, as well as smok-

ing status (ex-smokers and current smokers) in patients with 

COPD. According to the included studies, stable status was 

free from no exacerbation of symptom (increased breathless-

ness, increased cough, and increased sputum production) 

before research. Exacerbated COPD was defined as acute 

exacerbation, with a symptom of increased breathlessness, 

increased cough, and increased sputum production. Het-

erogeneity was assessed by the I2 statistics, with a value 

of 25%–49% representing low heterogeneity, 50%–75% 
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moderate heterogeneity, and .75% high heterogeneity. 

Considering the high heterogeneity, a random-effects model 

was applied to combine the overall effect. In addition, 2 

reviewers (ZL and CC) independently used the funnel plot 

to check the publication bias, and Egger’s test was done to 

access the asymmetry of funnel plots. A 2-sided P-value 

,0.05 was judged to indicate statistical significance. Dif-

ferences between the reviewers were resolved by discussion 

and, if necessary, in consultation with a senior investigator 

(QD). We also performed a sensitivity analysis to explore the 

stability of the meta-analysis. All statistical analyses were 

conducted with Review Manager version 5.3 (The Cochrane 

Collaboration, London, UK) and Stata version 13 (StataCorp 

LLC, College Station, TX, USA).

Results
Study selection
Figure 1 shows details of literature and study selection. 

Initially, we identified 2,073 records in the electronic data-

bases. After removing duplicates, 1,466 records were left 

for title and abstract screening. Then, 1,426 citations were 

discarded, as they were not related to the topic. The remaining 

40 studies were retrieved for full-text evaluation. No avail-

able data was provided in 4 studies. Nine studies were not 

related to our study. Two studies reported that patients with 

COPD had other respiratory disease, and 1 study reported 

that participants in the control group had respiratory disease. 

Eventually, 24 studies were included in this systematic 

review and meta-analysis, with 22 cross-sectional studies10–31 

and 2 case–control studies.32,33 As for quality assessment, all 

the cross-sectional studies had a relatively moderate quality 

while the case–control studies (Agency for Healthcare 

Research and Quality score ranged from 4 to 7) had a rela-

tively high quality (Newcastle–Ottawa Quality Assessment 

Scale score .7).

Detailed characteristics of included studies are provided 

in Table 1. The sample size across studies varied from 21 to 

212, with a total number of 1,669. The majority of studies 

were from Europe,10–12,15,18–20,22,23,26–30,33 with 1 study from 

Australia,17 1 study from America,13 2 studies from Africa,21,32 

and 5 studies from Asia.14,16,24,25,31 In terms of diagnosis 

of COPD, 9 studies used doctor-diagnosis,13,15,17,21,23,29,31,32  

8 studies used GOLD guideline,10,12,14,18,22,24,26,30,33 2 applied 

American Thoracic Society criteria,11,16 2 applied European 

Respiratory Society criteria,20,27 2 applied British Thoracic 

Society guidelines,19,28 and 1 applied Chinese Medical Asso-

ciation guidelines.25

FENO in patients with COPD
A total of 24 studies evaluated FENO levels in patients with 

COPD and controls. Due to the evidence of great hetero-

geneity (I2=96%), a random-effect model was used in this 

meta-analysis. The pooled standard mean difference (SMD) 

was 1.28 (95% confidence interval [CI] 0.60–1.96), which 

indicated FENO levels were slightly elevated in patients with 

COPD compared with controls (Figure 2 and Table 2).

Subgroup analyses
Based on COPD status (stable or exacerbated), we conducted 

subgroup analyses to evaluate the association between COPD 

status and FENO levels. Twenty studies were included in the 

subgroup of stable COPD, contributing 1,393 participants for 

this meta-analysis. The calculated SMD was 1.21 (95% CI 

0.47–1.96), which meant FENO levels were 1.21 (95% CI 

0.47–1.96) higher than those in the control group (Figure 3 

and Table 2). As for subgroup of exacerbated COPD, 2 stud-

ies were enrolled and 53 participants were included. The 

calculated SMD (3.20, 95% CI -3.22 to 9.61) indicated that 

there was no association between exacerbated COPD and 

FENO levels in our meta-analysis (Figure 3 and Table 2).

Considering the smoking status in patients with COPD, 

we performed another subgroup analysis to compare FENO 

levels between ex-smokers and current smokers in COPD. 
Figure 1 Flow diagram of literature search and study selection.
Abbreviation: COPD, chronic obstructive pulmonary disease.

 
In

te
rn

at
io

na
l J

ou
rn

al
 o

f C
hr

on
ic

 O
bs

tr
uc

tiv
e 

P
ul

m
on

ar
y 

D
is

ea
se

 d
ow

nl
oa

de
d 

fr
om

 h
ttp

s:
//w

w
w

.d
ov

ep
re

ss
.c

om
/ b

y 
3.

80
.2

23
.1

23
 o

n 
23

-M
ay

-2
01

9
F

or
 p

er
so

na
l u

se
 o

nl
y.

Powered by TCPDF (www.tcpdf.org)

                               1 / 1

www.dovepress.com
www.dovepress.com
www.dovepress.com


www.dovepress.com
www.dovepress.com
www.dovepress.com


www.dovepress.com
www.dovepress.com
www.dovepress.com


www.dovepress.com
www.dovepress.com
www.dovepress.com


www.dovepress.com
www.dovepress.com
www.dovepress.com


International Journal of COPD 2018:13submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

2702

Lu et al

not perform analyses assessing FENO levels in subjects free 

from inhaled steroid treatment. Additionally, the association 

between FENO levels and quality of life and pulmonary func-

tion were also unevaluable due to the amount of information 

available. It is necessary to acknowledge another limitation in 

our search strategy. We did not search the Chinese database. 

Several studies aiming at the association between COPD and 

FENO levels in Chinese might have been excluded from this 

study. Our funnel plot showed an obvious publication bias, 

which may result from clinical and methodological differ-

ences among studies. Another source of asymmetry may be 

from the studies where the sample size was small but the 

result showed a strong effect.

Future practice
The usefulness of FENO measurement in clinical manage-

ment of COPD still needs to be evaluated in a long term of 

practice and requires more high-quality studies. Importantly, 

the association between exacerbated COPD and FENO 

levels and the underlying mechanism in COPD exacerbation 

should be further investigated and explained. Since COPD 

is a neutrophilic airway inflammation, it is interesting that 

antioxidants and theophylline may have an effect on COPD 

since they may interfere with neutrophilic inflammation.

Conclusion
Our findings indicated a mild elevation in FENO levels in 

patients with COPD compared with controls, as well as in 

patients with stable COPD. No association was observed 

in exacerbated COPD, which might result from the limited 

studies assessed. With regard to difference in smoking status 

in COPD, we concluded that ex-smokers had higher levels 

of FENO than current smokers.
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Supplementary materials

Figure S1 Sensitivity analysis of included studies by omitting each study.

Figure S2 Funnel plot of exhaled nitric oxide in COPD.
Abbreviations: SE, standard error; SMD, standard mean difference.
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