
561https://tgkdc.dergisi.org

Orıgınal Artıcle / Özgün Makale

Turkish Journal of Thoracic and Cardiovascular Surgery 2023;31(4):561-567

Ahmet Hamdi Ilgazlı1, Aykut Eliçora2, Hüseyin Fatih Sezer2, Salih Küçük3, Fuad Pasiyev1, Tuba Küsbeci Çiftçi4, 
Fulya Omak Kaya3, Elif Guliyev1,  Ersin Alkılınç1, Canan Baydemir5, Zeliha Arslan Ulukan6, Salih Topçu2

ÖZ
Amaç: Bu çalışmada ağır amfizemi olan hastalarda 
bronkoskopik akciğer hacim küçültme koil tedavisinin sonuçları 
değerlendirildi.
Çalışma planı: Şubat 2016 - Mart 2019 tarihleri arasında 
bronkoskopik akciğer hacim küçültme koil tedavisi uygulanan 
toplam 20 hasta (19 erkek, 1 kadın; ort. yaş: 65.2±5.2 yıl; 
dağılım, 52-73 yıl) çalışmaya alındı. Her hastaya tedavi öncesi 
ve sonrası (6 ve 12. aylarda) solunum fonksiyon testleri, 6 dk. 
yürüme mesafesi, modifiye Medikal Araştırma Kurulu dispne 
skorları ve akciğerin karbonmonoksit difüzyon kapasitesi testleri 
yapıldı.
Bul gu lar: Her loba yerleştirilen ortalama koil sayısı 
12.0±3.8 idi. Hastaların solunum fonksiyon testleri ve yaşam 
kalitesinde tedaviden 12 ay sonra anlamlı iyileşmeler izlendi. 
Tedavi öncesi skorlara kıyasla, tedaviden sonra 12. ayda 
modifiye Medikal Araştırma Kurulu dispne skorları ile 
değerlendirildiği üzere dispne açısından anlamlı bir fark 
gözlendi (p<0.05). Tedaviden altı ay sonra solunum fonksiyon 
testlerinde bir değişiklik görülmezken, 12. ayda anlamlı bir 
değişiklik izlendi (p<0.05).
Sonuç: Bronkoskopik akciğer hacim küçültme koil tedavisi, 
solunum fonksiyon test sonuçlarında, modifiye Medikal Araştırma 
Kurulu dispne skorlarında ve 6 dk. yürüme mesafesinde anlamlı 
iyileşmeler ile birlikte ağır amfizemi olan hastalar için ümit 
verici bir yöntem olarak görünmektedir.
Anahtar sözcükler: Bronkoskopik akciğer hacim küçültme, kronik 
obstrüktif akciğer hastalığı, koil, amfizem.

ABSTRACT
Background: This study aims to evaluate the outcomes of 
bronchoscopic lung volume reduction coil treatment in patients 
with severe emphysema.
Methods: Between February 2016 and March 2019, a total 
of 20 severe emphysema patients (19 males, 1 female; mean 
age: 65.2±5.2 years; range, 52 to 73 years) who underwent 
bronchoscopic lung volume reduction coil treatment were 
included. Each patient underwent pre- and post-treatment 
(6 and 12 months) pulmonary function tests, 6-min walking 
distance, modified Medical Research Council dyspnea scores, 
and diffusing capacity of the lung for carbon monoxide tests.
Results: An mean number of 12.0±3.8 coils was placed in 
each lobe. There were significant improvements in the patients' 
pulmonary function tests and quality of life 12 months after 
the treatment. There was a significant difference in dyspnea as 
assessed by the modified Medical Research Council dyspnea 
scores 12 months after treatment compared to pre-treatment 
scores (p<0.05). There was no change in the pulmonary function 
tests six months after treatment, while a significant improvement 
was seen at 12 months (p<0.05).
Conclusion:Bronchoscopic lung volume reduction coil treatment 
seems to be a promising modality for severe emphysema patients 
with significant improvements in the pulmonary function test 
results, modified Medical Research Council dyspnea scores, and 
6-min walking distance.
Keywords: Bronchoscopic lung volume reduction, chronic obstructive 
pulmonary disease, coil, emphysema.
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Chronic obstructive pulmonary disease (COPD) 
is a chronic inflammatory disease of the respiratory 
tract and lungs, and is the third leading cause of 
death worldwide.[1] It is an irreversible and progressive 
disease which shares many characteristics of other 
diseases, such as chronic bronchitis and emphysema.[1] 
Emphysema is caused by inhalation of cigarette smoke 
and toxic agents, as well as genetic factors such 
as α1-antitrypsin deficiency, and is characterized 
by parenchymal destruction of the lung.[2] Lung 
parenchymal tissue is destroyed in severe emphysema, 
leading to decreased lung elasticity, loss of elastic 
recoil, and collapse of the expiratory airway. These 
changes result in significant decreases in lung function, 
exercise capacity, and quality of life of patients.[3]

Treatment options for patients with severe 
emphysema include smoking cessation, proper 
nutrition, bronchodilator drugs, vaccines, 
anti-inflammatory agents, pulmonary rehabilitation, 
oxygen use, and ventilator support, where necessary. 
If these treatments fail, surgical interventions, such 
as lung volume reduction surgery (LVRS) and lung 
transplantation, can be considered.[3] Although LVRS 
has been reported to improve lung function, quality of 
life, and survival in a particular group of patients with 
advanced heterogeneous upper lobe emphysema, the 
procedure is associated with significant postoperative 
complications and high mortality (7.9% after 
90 days).[4] The recently developed bronchoscopic lung 
volume reduction (BLVR) procedures have shown 
promising results compared to standard medical care, 
and are safe alternatives to LVRS.[1] Regarding the 
treatment of severe emphysema, there are several 
different bronchoscopic treatment alternatives, 
such as bronchoscopic thermal vapor ablation,[5] 
lung volume reduction coils,[6] and endobronchial 
valves.[7] In addition, new airway treatments are 
being developed, such as metered liquid nitrogen 
cryospray[8] and denervation of a specific lung lobe.[9] 
All of these treatments aim to reduce hyperinflation, 
which causes dyspnea and decreased exercise capacity 
in emphysema, and to improve exercise performance 
and quality of life.[7,10]

The aim of BLVR coil (BLVR-C) therapy is 
for the coils to cause contraction in the destroyed 
emphysematous lung parenchyma, and to ensure 
airflow to the healthier parts of the lung. As a result 
of this contraction, hyperinflation decreases and 
diaphragmatic efficiency increases. In addition, since 
the coil can contract the destroyed parenchyma in 
severe emphysematous segments, elasticity and recoil 
may be restored to the entire lung.[11] The BLVR-C 

therapy has been reported to improve the results 
of some pulmonary function tests, such as residual 
volume (RV), forced expiratory volume in 1 sec 
(FEV1), COPD Assessment Test (CAT), modified 
Medical Research Council (mMRC) dyspnea scores, 
and 6-min walking distance (6MWD).[12-15] However, 
there is a limited number of studies reporting 
long-term results. In the present study, we, therefore, 
aimed to evaluate the mid- and long-term results of 
patients treated with BLVR-C.

PATIENTS AND METHODS
This single-center, prospective study was 

conducted at Kocaeli University, Faculty of 
Medicine, Department of Thoracic Surgery 
between February 2016 and March 2019. A 
total of 20 advanced emphysema patients 
(19 males, 1 female; mean age: 65.2±5.2 years; age 
range, 52 to 73 years) who underwent BLVR-C were 
included in the study. Inclusion and exclusion criteria 
for this study were similar to those previously 
reported in the literature.[15] Inclusion criteria were as 
follows: (i) post-bronchodilator FEV1% (15 to 45%) 
predicted; (ii) RV >175% predicted; (iii) 6MWD 
>140 m; (iv) partial carbon dioxide pressure (PCO2) 
<55 mmHg; (v) bilateral emphysema detected by 

Figure 1. Chest X-ray showing the bilateral endobronchial coils 
in upper lobe.
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computed tomography; and (vi) no smoking for 
>8 weeks prior to enrollment. Exclusion criteria 
were as follows: (i) post-bronchodilator change 

of >20% of FEV1; (ii) frequent attacks of COPD 
exacerbation (>2 hospital admissions per year); 
(iii) pulmonary artery systolic pressure (PASP) 

Table 1. Demographic and clinical characteristics of patients

Variables n % Mean±SD Median Min-Max
Age (year) 65.2±5.2 66 52-73
Sex

Male 
Female

19
1

95
5

Body mass index (kg/m2) 21.34±5.33 18.87 16.53-39.33
COPD time (year) 9.78±5.89 10 3-30
Coils per procedure 12.0±3.8 11 7-20
Coil 100 mm (n=20) 7.6±3.8 7 2-17
Coil 125 mm (n=16) 5.1±2.4 4.5 1-10
Coil 150 mm (n=1) - 2 2-2
Coil localization*

Right upper 
Left upper 
Left under 
Right upper (6th month)
Left upper (12th month)
Left under (12th month)

14
4
1
1
1 
1

73.7
21.1
5.3
5.3
5.3
5.3

Comorbidity
Yes
No

18
2

90
10

Comorbidities* (n=18)
Hypertension
Gastroesophageal reflux
Coronary artery disease
Diabetes mellitus
Arrhythmia
Depression
Atrial fibrillation
Peptic ulcer
Mitral stenosis
Abdominal aortic aneurysm
Gall stone
Anxiety

12
8
6
4
2
2
1
1
1
1 
1
1

66.7
47.1
35.3
23.5
11.8
11.8
5.9
5.9
5.9
5.9
5.9
5.9

mMRC*
Pretreatment (n=20)

3
4

5
15

25
75

6 months (n=18)
2
3
4

2
15
1

11.1
83.3
5.6

12 months (n=16)
2
3
4

8
7
1

50
43.7
6.3

SD: Standard deviation; COPD: Chronic obstructive pulmonary disease; mMRC; modified Medical Research Council; * Each category 
is evaluated within itself.
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>50 mmHg; (iv) bullous lesions more than 4 cm in 
diameter and take up more than one-third of a single 
lung; (v) bronchiectasis; (vi) lung cancer; or (vii) use 
of oral anticoagulants.

Bronchoscopic lung volume reduction with 
RePneu® coils (PneumRx Inc., Mountain View, CA, 
USA) was performed as previously described,[15] with 
the aim of placing 10 coils in each target lobe in the 
lungs. Three different coil sizes (100 mm, 125 mm, 
150 mm) were applied under general anesthesia 
through the working channel of a flexible video 
bronchoscope, passing through a single lumen 
intubation tube with fluoroscopic guidance. Coils 
were implanted in both lungs of four patients, and 
in one lung in the other 16 patients (Figure 1). All 
cannulated lower airways suitable for inserting a coil 
were treated.

Demographic and clinical characteristics of 
the patients, baseline, six-month, and 12-month 
post-bronchodilator pulmonary function tests, pre- and 
post-treatment 6MWD, mMRC scores, and diffusing 
capacity of the lungs for carbon monoxide (DLCO) test 
results were recorded.

Statistical analysis
Statistical analysis was performed using the IBM 

SPSS version 25.0 software (IBM Corp., Armonk, 
NY, USA). Descriptive data were presented in 
mean ± standard deviation (SD), median (min-max), or 
number and frequency, where applicable. Descriptive 
data were presented in mean ± standard error (SE) 

for mixed effect linear model results. Comparisons 
of blood values according to measurement times 
were made with mixed-effect linear models, as 
there was missing data in the 6- and 12-month 
measurement values. If a difference was found between 
the measurements, the data were evaluated with a 
Bonferroni corrected multiple comparison test. The 
missing data were estimated with the limited restricted 
maximum likelihood method. A p value of <0.05 was 
considered statistically significant.

RESULTS
The demographic and clinical data of the 

patients are presented in Table 1. Twelve of the 
patients (66.7%) had hypertension, eight (47.1%) had 
gastroesophageal reflux, six (35.3%) had coronary 
artery disease, and four (23.5%) had diabetes 
mellitus. A total of 205 coils were placed (138 in 
the upper right lobe, 48 in the upper left lobe, and 
19 in the lower left lobe). A mean number of 12.0±3.8 
coils was placed in each lobe. No complications 
were observed during the procedure. However, two 
patients died from myocardial infarction on Days 
7 and 21 following the procedure, respectively and 
two patients died seven and nine months after the 
procedure, respectively.

Before treatment, 15 (75%) patients had an mMRC 
score of 4 and five (25%) had an mMRC score of 3. At 
6 and 12 months after the treatment, only one (5.6%) 
patient had an mMRC score of 4. Fifteen (83.3%) 
patient had an mMRC score of 3 six months after 

Table 2. Pulmonary functions, exercise capacity, 6MWD and DLCO in pre-treatment period and six months and 
12 months after lung volume reduction-coil treatment for patients

Pretreatment 6 month 12 month Descriptive statistics*
Variables c sh c sh c sh F p

FVC 2.06ab 0.13 2.02a 0.17 2.29b 0.16 4.851 0.023
FVC% 57.00 3.46 54.70 4.17 62.11 4.26 2.903 0.085
FEV1 0.80a 0.05 0.82ab 0.07 1.02b 0.09 8.654 0.003
FEV1% 27.74a 1.89 28.72ab 2.23 33.67b 2.84 5.884 0.013
FEV1/FVC 40.11a 2.20 43.70b 2.65 43.14b 2.28 5.721 0.016
FEF 25-75 0.38a 0.07 0.43b 0.08 0.56b 0.12 12.241 0.009
FEF 25-75% 10.63a 0.80 12.69b 1.10 14.92b 1.25 12.318 0.001
DLCO 1.56 0.21 1.64 0.16 1.86 0.18 3.411 0.057
DLCO% 19.26 3.00 20.39 2.40 22.95 2.68 3.118 0.070
6MWT (m) 208.58a 19.87 234.35b 20.07 265.46c 20.11 24.410 <0.001
FVC: Forced vital capacity; FEV1: Forced expiratory volume in 1 sec; FEF: Forced expiratory flow; DLCO: Diffusing capacity of the lungs for carbon 
monoxide; 6MWT: Six minute walking test; * Mixed-effect linear model results; The a, b, and c superscript show the difference between measurements. 
Measurements with the same letters are not statistically different from each other.

- - -
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treatment, and seven (43.7%) had an mMRC score of 
3 12 months after treatment.

While there was no change in forced vital capacity 
(FVC) values six months after treatment, a significant 
improvement was observed at 12 months (p=0.023). 
While FEV1 and FEV1% values were similar at six 
months after treatment compared to pre-treatment 
values, these values were improved significantly 
at 12 months (p=0.003 and p=0.013, respectively). 
Compared to pre-treatment values, FEV1/FVC, forced 
expiratory flow (FEF) 25-75, FEF 25-75% and 6MWD 
values improved 6 and 12 months after treatment 
(p=0.016, p=0.009, p=0.001, and p<0.001, respectively). 
The differences between the groups for the DLCO and 
DLCO% values were not significant (p=0.057 and 
p=0.070, respectively).

DISCUSSION
Emphysema is characterized by a permanent and 

abnormal expansion of the airways distal to the 
terminal airways. Tissue damage caused by chronic 
inflammation in emphysema leads to a decrease in 
elastic recoil, progressive hyperinflation, and early 
closure of small airways, all of which may result 
in insufficient ventilation.[16] As a result, the lung 
becomes unable to stretch and, thus, cannot function 
within the rigid rib cage. Exercise capacity decreases, 
as deep breathing becomes difficult. Breathing itself 
requires more work and, therefore, the respiratory 
muscles become tired. The patient’s quality of life 
is impaired due to chronic shortness of breath, and 
exercise capacity is decreased.[16,17]

A comprehensive approach should be taken 
for the proper treatment of emphysema, including 
smoking cessation, optimal nutrition, pulmonary 
rehabilitation, and vaccination. In addition, 
pharmacological treatments consisting of beta-2 
agonists and anticholinergic agents are practiced 
almost worldwide.[17] However, patients with 
severe emphysema do not experience improved 
breathing, despite their optimal medical treatments 
(i.e., anticholinergic drugs, beta-2 agonists, 
long-acting bronchodilators, inhaled steroids, and 
mucolytics), and there is no improvement in their 
quality of life.[16,18]

Patients' symptoms, exercise tolerance, and 
quality of life improve more with surgical treatments 
(i.e., LVRS) than with medical treatments alone. 
However, it has been reported that there is an 
increase in mortality and significant morbidity in 
patients undergoing LVRS. This has led to the 

development of minimally invasive lung volume 
reduction procedures.[11] Innovative therapeutic 
strategies have been developed in the past decade 
to reduce lung volume. As a result, emphysema 
phenotyping is required and emphysema patients 
require personalized treatments. The gold-standard 
approach is following a multidisciplinary team to 
identify which lung volume reduction intervention to 
apply to each individual patient.[17]

For patients with severe emphysema who do 
not benefit from medical treatments, bronchoscopic 
reduction of lung volume may be an appropriate 
treatment option.[17,19] Different endoscopic lung 
volume reduction methods have been developed, all 
of which can be applied for different emphysema 
phenotypes. Of these, endobronchial one-way valve 
therapy and endobronchial coil treatment have been 
the most extensively studied.[2,3,8,20] These treatment 
methods have been recently adopted in the Global 
Initiative for Chronic Obstructive Lung Disease 
(GOLD) recommendations for COPD.[2] The coil 
treatment aims to increase the true lung volume by 
compressing the emphysematous lung parenchyma 
and causing less hyperinflation.[21] In addition, the 
coils reduce airflow toward targeted segments of the 
lung, thereby ensuring that the airflow is redistributed 
to the healthier areas of the lung.[22] Finally, as a result 
of treating emphysematous areas, the function of the 
diaphragm increases.[23,24]

In the first pilot study on coil treatment in 
patients with COPD, 11 patients were treated with 
six coils per lobe, and both their applicability and 
safety were evaluated; however, no explanation was 
given regarding the effectiveness of the coils.[25] 
In a study conducted using the second-generation 
of coils, 16 patients were treated, and the safety, 
feasibility, and effectiveness of the procedure were 
shown by increasing the number of coils per treated 
lobe to 10 to 12.[15] At six months after treatment, 
improvements were observed in the St. George 
Respiratory Questionnaire (SGRQ), RV, 6MWD, and 
FEV1. In the Endobronchial Coils for the Treatment 
of Severe Emphysema with Hyperinflation (RESET) 
study, which was the first randomized-controlled 
trial to investigate coils, 23 patients (two unilateral 
and 21 bilateral) treated with coils were compared 
with 23 patients who received conservative medical 
treatment.[14] The results of this study indicated that 
the improvement in FEV1 three months after the coil 
treatment increased significantly over the medical 
treatment group. Similarly, a study conducted in 
another center reported significant improvements in 
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the FEV1 (1150 mL), RV (214.5%), 6MWD (148 m), 
SGRQ (210.5), and CAT score (27.5) of patients six 
months after BLVR-C treatment.[26] Bostancı et al.[27] 
reported a significant improvement in FEV1, RV, and 
6MVD six months after treatment with BLVR-C, 
showing a significant improvement in quality of life 
as measured by mMRC, CAT, and Hospital Anxiety 
and Depression Scale scores. In a multi-center study in 
which 34 patients were treated with BLVR-C, there were 
significant improvements in the respiratory function 
(both FEV1 and RV) 12 months after treatment.[28] 
Likewise, Hartman et al.[29] reported a significant 
improvement in FEV1 12 months after BLVR-C 
treatment. In the current study, FVC, FEV1, and 
FEV1% did not improve six months after treatment, 
while but significant improvements were observed at 
12 months. These results are not consistent with the 
findings of the aforementioned studies, indicating that 
the values improved at six months.[15,26,27] However, 
these results are in line with the studies showing that 
the values improved 12 months after treatment.[29] 
However, in the current study, mMRC, FEV1/FVC, 
FEF 25-75, FEF 25-75%, and 6MWD values started 
to improve at six months after treatment, while getting 
even better at 12 months. Therefore, we believe that the 
12-month results in the current study are satisfactory 
and seem to be parallel with the results of the studies 
mentioned above.

Nonetheless, there are some limitations to this study. 
First, this is an analysis of a small group of patients 
selected from a single centre. A second limitation is the 
absence of a control group, the relatively low number 
of patients receiving bilateral treatment, and the short 
follow-up period.

In conclusion, our study results showed a 
significant improvement in the respiratory functions, 
modified Medical Research Council dyspnea 
scores, and 6-min walking distance 12 months after 
bronchoscopic lung volume reduction coil treatment. 
Based on these findings, the bronchoscopic lung 
volume reduction coil treatment seems to be 
promising for severe emphysema patients. However, 
additional data regarding the efficacy and safety 
of reducing lung volume in emphysema with this 
treatment are needed in randomized clinical trials.

Ethics Committee Approval: The study protocol was 
approved by the Kocaeli University Faculty of Medicine Ethics 
Committee (date: 03.07.2020, no: 2020/210). The study was 
conducted in accordance with the principles of the Declaration 
of Helsinki.

Patient Consent for Publication: A written informed 
consent was obtained from each patient.

Data Sharing Statement: The data that support the findings 
of this study are available from the corresponding author upon 
reasonable request.

Author Contributions: Idea/concept: A.H.I., A.E., H.F.S.; 
Design, data collection: S.K., F.P., T.K.C., F.O.K.; Control: E.G., 
C.B, Z.A.U., S.T.; Analysis: C.B., Z.A.U.; Literature review: 
S.K., F.P., T.K.C., F.O.K., E.G.; Writing the article: A.H.I., A.E., 
H.F.S.; Critical review: E.A., C.B., Z.A.U., S.T.

Conflict of Interest: The authors declared no conflicts of 
interest with respect to the authorship and/or publication of this 
article.

Funding: The authors received no financial support for the 
research and/or authorship of this article.

REFERENCES
1. Rustagi N, Singh S, Dutt N, Kuwal A, Chaudhry K, Shekhar 

S, et al. Efficacy and safety of stent, valves, vapour ablation, 
coils and sealant therapies in advanced emphysema: A 
meta-analysis. Turk Thorac J 2019;20:43-60. doi: 10.5152/
TurkThoracJ.2018.18062. 

2. Vogelmeier CF, Criner GJ, Martinez FJ, Anzueto A, Barnes 
PJ, Bourbeau J, et al. Global strategy for the diagnosis, 
management, and prevention of chronic obstructive lung 
disease 2017 report. GOLD executive summary. Am J Respir 
Crit Care Med 2017;195:557-82. doi: 10.1164/rccm.201701-
0218PP.

3. Welling JBA, Slebos DJ. Lung volume reduction with 
endobronchial coils for patients with emphysema. 
J Thorac Dis 2018;10(Suppl 23):S2797-S2805. doi: 10.21037/
jtd.2017.12.95.

4. Fishman A, Martinez F, Naunheim K, Piantadosi S, Wise 
R, Ries A, et al. A randomized trial comparing lung-
volume-reduction surgery with medical therapy for severe 
emphysema. N Engl J Med 2003;348:2059-73. doi: 10.1056/
NEJMoa030287.

5. Herth FJ, Valipour A, Shah PL, Eberhardt R, Grah C, 
Egan J, et al. Segmental volume reduction using thermal 
vapour ablation in patients with severe emphysema: 
6-month results of the multicentre, parallel-group, 
open-label, randomised controlled STEP-UP trial. 
Lancet Respir Med 2016;4:185-93. doi: 10.1016/S2213-
2600(16)00045-X.

6. Slebos DJ, Hartman JE, Klooster K, Blaas S, Deslee G, 
Gesierich W, et al. Bronchoscopic coil treatment for patients 
with severe emphysema: A meta-analysis. respiration 
2015;90:136-45. doi: 10.1159/000431384.

7. Klooster K, ten Hacken NH, Hartman JE, Kerstjens HA, 
van Rikxoort EM, Slebos DJ. Endobronchial valves for 
emphysema without interlobar collateral ventilation. 
N Engl J Med 2015;373:2325-35. doi: 10.1056/
NEJMoa1507807. 

8. Slebos DJ, Breen D, Coad J, Klooster K, Hartman J, 
Browning R, et al. Safety and histological effect of liquid 
nitrogen metered spray cryotherapy in the lung. Am J Respir 
Crit Care Med 2017;196:1351-2. doi: 10.1164/rccm.201611-
2220LE.



567

Ilgazlı AH,et al.
Coil treatment with severe emphysema

9. Slebos DJ, Klooster K, Koegelenberg CF, Theron J, Styen D, 
Valipour A, et al. Targeted lung denervation for moderate 
to severe COPD: A pilot study. Thorax 2015;70:411-9. doi: 
10.1136/thoraxjnl-2014-206146.

10. Sciurba FC, Criner GJ, Strange C, Shah PL, Michaud 
G, Connolly TA, et al. Effect of endobronchial coils vs 
usual care on exercise tolerance in patients with severe 
emphysema: The RENEW randomized clinical trial. JAMA 
2016;315:2178-89. doi: 10.1001/jama.2016.6261.

11. Bezzi M, Luzzi V, Novali M, Comel A, Polese G, Corbetta 
L. Competence in bronchoscopic treatments in emphysema. 
Panminerva Med 2019;61:401-21. doi: 10.23736/S0031-
0808.18.03571-1.

12. Connolly TA. Lung volume reduction coils as a novel 
bronchoscopic treatment for emphysema. Methodist Debakey 
Cardiovasc J 2016;12:17. doi: 10.14797/mdcj-12-4s1-17.

13. Kontogianni K, Gerovasili V, Gompelmann D, Schuhmann 
M, Hoffmann H, Heussel CP, et al. Coil therapy for patients 
with severe emphysema and bilateral incomplete fissures 
- effectiveness and complications after 1-year follow-up: A 
single-center experience. Int J Chron Obstruct Pulmon Dis 
2017;12:383-94. doi: 10.2147/COPD.S117655.

14. Shah PL, Zoumot Z, Singh S, Bicknell SR, Ross ET, Quiring 
J, et al. Endobronchial coils for the treatment of severe 
emphysema with hyperinflation (RESET): A randomised 
controlled trial. Lancet Respir Med 2013;1:233-40. doi: 
10.1016/S2213-2600(13)70047-X.

15. Slebos DJ, Klooster K, Ernst A, Herth FJF, Kerstjens 
HAM. Bronchoscopic lung volume reduction coil treatment 
of patients with severe heterogeneous emphysema. Chest 
2012;142:574-82. doi: 10.1378/chest.11-0730.

16. Kemp SV, Polkey MI, Shah PL. The epidemiology, etiology, 
clinical features, and natural history of emphysema. 
Thorac Surg Clin 2009;19:149-58. doi: 10.1016/j.
thorsurg.2009.03.003.

17. Shah PL, Herth FJ, van Geffen WH, Deslee G, Slebos DJ. 
Lung volume reduction for emphysema. Lancet Respir Med 
2017;5:147-56. doi: 10.1016/S2213-2600(16)30221-1.

18. O'Donnell DE, Laveneziana P. The clinical importance of 
dynamic lung hyperinflation in COPD. COPD 2006;3:219-
32. doi: 10.1080/15412550600977478.

19. van Geffen WH, Kerstjens HAM, Slebos DJ. Emerging 
bronchoscopic treatments for chronic obstructive pulmonary 
disease. Pharmacol Ther 2017;179:96-101. doi: 10.1016/j.
pharmthera.2017.05.007.

20. Herth FJ, Slebos DJ, Rabe KF, Shah PL. Endoscopic 
lung volume reduction: An expert panel recommendation. 
Respiration 2016;91:241-50. doi: 10.1159/000444090.

21. Palamidas AF, Kemp SV, Shen M, McNulty W, Zoumot 
Z, Hopkinson NS, et al. Putative mechanisms of action 
of endobronchial coils. Am J Respir Crit Care Med 
2017;196:109-15. doi: 10.1164/rccm.201606-1123LE.

22. Kloth C, Thaiss WM, Hetzel J, Ditt H, Grosse U, Nikolaou K, 
et al. Impact of endobronchial coiling on segmental bronchial 
lumen in treated and untreated lung lobes: Correlation with 
changes in lung volume, clinical and pulmonary function 
tests. Eur Radiol 2016;26:2176-83. doi: 10.1007/s00330-015-
4033-4.

23. Fessler HE, Scharf SM, Ingenito EP, McKenna RJ Jr, 
Sharafkhaneh A. Physiologic basis for improved pulmonary 
function after lung volume reduction. Proc Am Thorac Soc 
2008;5:416-20. doi: 10.1513/pats.200708-117ET.

24. Ingenito EP, Loring SH, Moy ML, Mentzer SJ, Swanson SJ, 
Reilly JJ. Interpreting improvement in expiratory flows after 
lung volume reduction surgery in terms of flow limitation 
theory. Am J Respir Crit Care Med 2001;163:1074-80. doi: 
10.1164/ajrccm.163.5.2001121.

25. Herth FJ, Eberhard R, Gompelmann D, Slebos DJ, Ernst A. 
Bronchoscopic lung volume reduction with a dedicated coil: 
A clinical pilot study. Ther Adv Respir Dis 2010;4:225-31. 
doi: 10.1177/1753465810368553.

26. Gulsen A, Sever F, Girgin P, Tamci NB, Yilmaz H. Evaluation 
of bronchoscopic lung volume reduction coil treatment 
results in patients with severe emphysema. Clin Respir J 
2017;11:585-92. doi: 10.1111/crj.12387.

27. Bostancı K, Bilgi Z, Ömercikoğlu H, Çetinkaya Ç, Olgun 
Yıldızeli Ş, Yüksel M, et al. Endobronchial coils in treatment 
of advanced emphysema: A single center experience. Turk 
Gogus Kalp Dama 2019;27:57-62. doi: 10.5606/tgkdc.
dergisi.2019.16893.

28. Deslee G, Klooster K, Hetzel M, Stanzel F, Kessler 
R, Marquette CH, et al. Lung volume reduction coil 
treatment for patients with severe emphysema: A European 
multicentre trial. Thorax 2014;69:980-6. doi: 10.1136/
thoraxjnl-2014-205221.

29. Hartman JE, Klooster K, Gortzak K, ten Hacken NH, 
Slebos DJ. Long-term follow-up after bronchoscopic lung 
volume reduction treatment with coils in patients with severe 
emphysema. Respirology 2015;20:319-26. doi: 10.1111/
resp.12435.


