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Abstract

COPD is largely preventable but is expensive to
treat. Under-recognition and Under-diagnosis of COPD
still affect the accuracy of mortality data. However it is
clear that COPD is one of the most important causes of
death in most countries. A newer projection estimated
COPD will be the fourth leading cause of death in
2035. Most of the studied cases were males (84%),
only (16%) were females, the mean age was
56.88+13.76 yrs. and the mean BMI was 56.88+13.76
Kg/m2. Most of COPD patients came from rural areas
(70%) while (30%) came from urban areas; most of the
patients had poor housing (78%). Most of the patients
had family size >5 (78%). Most of studied cases were
low educated and Most of them were blue collar either
skilled or non-skilled (56%). The majority of the
patients in this study were smokers (86 %).

(36%) of the studied cases became improved while
(34%) was stationary and (30%) deteriorated.

Keywords

COPD, Symptoms, functional outcomes, COPD burden,
pulmonary function, dysnea index, exacerbations, Inhaled

corticosteroid, exercise capacity, quality of life.
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Introduction

Chronic obstructive pulmonary disease (COPD) is
a preventable and treatable disease state characterized by
airflow limitation that is not fully reversible. The airflow
limitation is usually progressive and is associated with an
abnormal inflammatory response of the lungs to noxious
particles or gases, primarily caused by cigarette smoking.

Although COPD affects the lungs, it also produces
significant systemic consequences ().

COPD is one of the most common respiratory
problems of adults, is caused in 90% by cigarette smoking.
Active smokers are more frequently affected by COPD than
ex-smokers and passive smokers (2).

COPD is an important cause of morbidity and
mortality in both high- and low-income countries. While
active cigarette smoking is the most important preventable
risk factor globally, outdoor and indoor air pollutants can
cause or exacerbate COPD. Populations in low-income
countries are largely exposed to indoor air pollutants from
the combustion of solid fuels, which contributes significantly
to the burden of COPD-related diseases, particularly in non-
smoking women (3).

The limited data available indicate that morbidity due
to COPD increase with age. Morbidity due to COPD may be
affected by other comorbid conditions ().
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Although COPD is associated with many different co
morbidities, cardiovascular disorders (CVDs) are of
particular importance, as they are the leading causes of
hospitalization and a major contributor of total mortality,
accounting for a quarter to a third of all deaths in COPD
patients (s).

Under-recognition and Under-diagnosis of COPD still
affect the accuracy of mortality data. However it is clear that
COPD is one of the most important causes of death in most
countries. The Global Burden of Disease Study projected that
COPD, which ranked sixth as a cause of death in 1990, will
become the third leading cause of death worldwide by 2020;
a newer projection estimated COPD will be the fourth
leading cause of death in 2035 (4).
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Aim of The Work

The aim of the work is to study the outcome of COPD
patients admitted to The National Institute for Chest diseases
in Imbaba.
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Review of Literatures
The history of the term COPD:

In European medical history chronic bronchitis and
emphysema are known from the early 19" century. The
classical description of emphysema was made by Laennec in
1827, and the term bronchitis is known from the beginning of
19" century and Great Britain ().

However, not until the fog catastrophe in London in
1952 was there an increased awareness of the concept
chronic bronchitis. It was estimated that among those
suffering from chronic respiratory and cardiac disease. The
London fog catastrophe provided motivation for the British
Medical Research Council (BMRC) to guide and support the
research in the field of chronic bronchitis during the
following years (7).

Over view:

Chronic obstructive pulmonary disease (COPD) is a
common respiratory condition involving the airways and
characterized by airflow limitation (g), (9).

It affects more than 5 percent of the population and is
associated with high morbidity and mortality (10).

It is the third-ranked cause of death in the United States,
killing more than 120, 000 individuals each year (11).

As a consequence of its high prevalence and chronicity,
COPD causes high resource utilization with frequent
clinician office visits, frequent hospitalizations due to acute

4



