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L Introduction

Introduction

Chronic obstructive pulmonary disease is a cluster of
ilinesses that cause blockage of the air flow and breathing-
related difficulties. It contains emphysema, chronic
bronchitis, and asthma (Centers for Disease Control and
Prevention, 2015).

COPD is described by irreversible airflow
impediment and constant respiratory symptoms which is an
enhanced inflammatory reaction to protracted exposure to
smoking or harmful gases or particles and manifested by
chronic cough, exertional dyspnea, expectoration and
wheezing, symptoms that seems to be in context of airways
hyper-responsiveness and may be mostly reversible
(Mannino, 2002).

COPD is the fourth leading reason of death
worldwide and is predicted to be the third leading reason of
death by 2020 (Murray and Lopez 1997).

A lot of smokers simply expect that the
manifestations they are having are because of smoking and
not to something more serious (Celli 2008)
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In any case, diagnosing patients with COPD relying
upon clinical manifestations alone prompts overdiagnosis
(Lin et al., 2008).

Lung function tests are used to survey the severity
and prognosis of chronic obstructive pulmonary disease
(COPD) basically depend on spirometry (Gruffydd-Jones
& Jones, 2011).

Because of the permanent nature of COPD, early
identification of the disease and its consequent treatment is
imperative. However, under-diagnosis is a worldwide issue
(Pauwels et al., 2001).

The epidemiology, demographic, clinical
characteristic of the patients and prescription pattern differ
considerably between studied Egyptian COPD patients and
other studied in wvarious countries; which features
unigueness of each country and requirement of national
information on our health problems (El Sayed, 2007).

Prevalence, morbidity and mortality in Egypt are still
missing and ought to be assessed; however, COPD is
emerging important health problem in Egypt (Egyptian
Society of Chest Diseases and Tuberculosis, 2003).




