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Introduction 

          Chronic Obstructive Pulmonary Disease (COPD) 

is a common preventable and treatable disease is 

characterized by persistent airflow limitation that is 

usually progressive and associated with an enhanced 

chronic inflammatory response in the airways and the 

lung to noxious particles or gases. Exacerbations and 

comorbidities contribute to the overall severity in 

individual patients (GOLD, 2015). 

          COPD has been a major public health problem during 

the 20th century, and will remain a challenge for the 

foreseeable future. Worldwide, COPD is in the spotlight, 

because its high prevalence, morbidity, and mortality create 

formidable challenges for healthcare systems (Joan et al., 

2011). 

          Cigarette smoking is the major risk factor for COPD 

passive smoking, indoor air pollution, occupational dust 

exposure and genetic factors are recognized as potential 

factors contributing to the development of COPD (Viegi et 

al., 2007). 

          COPD is frequently associated with other diseases. 

There is consistent evidence that these comorbidities have a 
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greater negative impact in COPD patients in terms of quality 

of life, exacerbation and mortality. Thus, diagnosis and 

management of comorbidities is an important challenge for 

the COPD patient (A Cavaille`s et al., 2013). 

            COPD affects about 10% of the general population, 

but its prevalence among heavy smokers can reach 50% 

(Cosio et al., 2009). 

          According to the World Health Organization (WHO), 

COPD will become the third commonest cause of mortality , 

and the seventh commonest cause of disability adjusted life 

years worldwide by 2030 (Sara Maio et al., 2012). 

          The epidemiology, demographic, clinical characteristic 

of the patients and prescription pattern vary significantly 

between studied Egyptian COPD patients and other studied 

in different countries; which highlight individuality of each 

country and necessity of national data on our health problems 

(Elsayed, 2007). 

          Prevalence, morbidity and mortality in Egypt are still 

lacking and have to be estimated; however COPD is arising 

significant health problem in Egypt (Egyptian Society of 

Chest Diseases and Tuberculosis, 2003).
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Aim of the work 
 

The aim of this work is to study two hundred COPD patients 

in Suez Chest Hospital divided equally to one hundred 

patients attending outpatients clinic and one hundred patients 

admitted to the hospital during period from January 2013 to 

June 2014 as regard: demographic characteristic of the 

patients, clinical characteristic of the patients and available 

prescription pattern. 

 

 

 

 

 
 
 
 
  
 
 
 


