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CIntroduction &

INTRODUCTION

COPD is a leading cause of morbidity and mortality
worldwide that induce economic and social burden that is both
substantial and increasing (Barnes and Celli, 2009).

The Burden of obstructive lung diseases (BOLD)
program has also used a standardized methodology comprising
questionnaires and pre- and post-bronchodilator spirometery to
assess the prevalence and risk factors for COPD in people aged
40 and over around the world. Surveys have been completed in
29 countries and studies are on-going in a further nine
(National Heart, Lung & Blood Institute, 2018).

COPD results from a complex interaction between genes
and the environment. Cigarette smoking is the leading
environmental risk factor for COPD, yet even for heavy
smokers, fewer then 50% develop COPD during their lifetime
(Bolton et al., 2004).

COPD should considered to any patient who has
dyspnea, chronic cough or sputum production, a history of
recurrent lower respiratory tract infections and/or history of
exposure to risk factor of the disease (Mannino et al., 2008).

Spirometry is required to make the diagnosis in this
clinical context.




