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Abstract

Int roduct ion:  The aim of  t his st udy was t o det ermine pat ient -perceived charact erist ics of 

Chronic Obstruct ive Pulmonary Disease (COPD) in pat ients part icipat ing in a large t rial evaluat ing 

t iot ropium bromide.

Pat i ent s and met hods:  Basel ine sympt oms were assessed by means of  a st andardized 

quest ionnaire. Pat ients reported symptoms that  led to diagnosis as well as their current  most  

t roublesome symptom.

Result s: Data were obtained from 298 pat ients, most ly male (95 %), with mean (standard deviat ion) 

baseline forced expiratory volume in 1 second of 1.1 (0.4) L (40.6 [13.3] % of predicted), mean 

disease durat ion of 14.4 (10.1) years and smoking history of 55.1 (25.3) pack-years. Dyspnoea 

was t he most  f requent ly report ed symptom leading t o COPD diagnosis (55.0 % of  pat ient s), 

followed by cough (33.2 %). Dyspnoea was also the current  most  t roublesome symptom (82.6 %), 

followed by cough (8.4 %). The presence of dyspnoea or cough was independent  of COPD severity. 

The most  commonly reported co-morbidit ies were cardiovascular disorders (49 % of pat ients),  

gast rointest inal disorders (20 %) and metabolic disorders (16 %), mainly diabetes mellitus.
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Conclusions: This analysis con  rms the importance of dyspnoea as the most  common symptom 

leading to init ial COPD diagnosis and the symptom most  t roublesome to pat ients. Co-morbidit ies 

are common among COPD pat ients,  and hence spiromet ric test ing is appropriate in a pat ient  

who presents with dyspnoea associated with such a condit ion.

© 2010 Published by Elsevier España, S.L. on behalf of Sociedade Portuguesa de Pneumologia. 

All rights reserved.

A importância da dispneia no diagnóstico da doença pulmonar obstrutiva crónica — 

uma análise descritiva de uma coorte estável em Portugal (ensaio clínico SAFE)

Resumo

Int rodução: Este estudo teve como obj ect ivo determinar os principais sintomas percepcionados 

pelos doentes com doença pulmonar obst rut iva crónica (DPOC) numa coorte de doentes que 

part iciparam num grande ensaio clínico, que avaliou o t iot rópio e que decorreu em Portugal.

População e mét odos:  A caract erização dos sint omas,  no moment o de aval iação basal dos 

doentes foi efectuada at ravés do recurso a um quest ionário padronizado.  Os doentes foram 

inquiridos quanto aos principais sintomas que t inham levado ao diagnóst ico e também quanto ao 

sintoma actual mais problemát ico.

Resul t ados: Os resultados foram obt idos de 298 doentes, maioritariamente masculinos (95 %), 

que apresent avam, uma média (desvio padrão) de volume expirat ório forçado no primeiro 

segundo basal de 1,1 (0,4) L (40,6 [13,3] % do valor predit ivo), uma duração média da doença de 

14,4 (10,1) anos e uma carga tabágica de 55,1 (25,3) Unidades Maço Ano. A dispneia foi o sintoma 

mais frequentemente reportado, como tendo sido o sintoma que levou ao diagnóst ico da doença 

(55,0 % de doentes),  seguindo-se-lhe a tosse (33,2 %). A dispneia foi também o síntoma actual 

mais problemát ico (82,6 %), seguindo-se-lhe também a tosse (8,4 %). A presença de dispneia ou 

t osse foi  independent e da gravidade da DPOC.  As comorbi l idades mais f requent ement e 

reportadas foram as doenças cardiovasculares (49 % dos doentes),  gast rointest inais (20 %) e 

metabólicas (16 %), principalmente a diabetes mellitus.

Conclusões: Esta análise con  rma a importância da dispneia como o sintoma mais comum que 

leva ao diagnóst ico inicial da DPOC e o sintoma actual mais problemát ico para os doentes. As 

comorbil idades são comuns ent re os doent es com DPOC, pelo que a espiromet ria deve ser 

realizada nos doentes que apresentem dispneia associada às patologias mais frequentes.

© 2010 Publicado por Elsevier España, S.L. em nome da Sociedade Portuguesa de Pneumologia. 

Todos os direitos reservados.
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Introduction

Chronic obst ruct ive pulmonary disease (COPD) is increasingly 
recognized as a maj or publ ic heal t h chal lenge.  1 COPD is 
characterised by reduced expiratory air  ow that  is commonly 
associated with symptoms of cough, sputum product ion and 
dyspnoea. 2 Accurate symptom characterisat ion of  pat ients 
in all stages of severity is an important  step in diagnosis and 
t reatment .

According to the Global Init iat ive for Chronic Obst ruct ive 
Lung Disease (GOLD) guidelines, 3 diagnosis and severit y of 
COPD is def ined by lung funct ion paramet ers.  Despit e a 
well-known cl inical characterisat ion of  t he disease,  more 
knowledge is needed about  the natural history of symptoms 
and smoking status according t o t he dif ferent  degrees of 
disease severity.

This study aimed to  nd out  the main pat ient -perceived 
characterist ics of  COPD by disease severit y that  led to the 
diagnosis among pat ient s part icipat ing in a cl inical  t r ial 
evaluat ing t iot ropium bromide. The aim of this subanalysis 
was t o ident ify t he most  f requent  and most  t roublesome 
symptoms.

Patients and methods

Study Design

Three hundred and eleven COPD pat ient s were st udied 
in a cl inical t rial evaluat ing t iot ropium bromide,  ent it led 
SPIRIVA Assessment  of Forced Expiratory volume in 1 second 
(SAFE;  t r ial  #205. 282).  This t r ial  was a prospect i ve, 
mult icent re, randomized, double-blind, placebo-cont rolled 
paral lel-group st udy designed t o det ermine whet her t he 
ef fect  on lung funct ion of  inhaled t iot ropium 18 g once 
daily over 12 weeks was affected by smoking status, 4 where 
t hirt y-one Port uguese respirat ory cent res part icipat ed. 
The t rial was approved by each local ethics commit tee and 
inst i t ut ional review board.  Al l  pat ient s provided writ t en 
informed consent  prior to the init iat ion of any study-related 
procedure.

The pr imary endpoint  was change in t rough f orced 
expirat ory volume in 1 second (FEV1) af t er 12 weeks of 
t reatment . 4

Dur ing t he screening vi si t ,  eval uat i on of  pat i ent s 
included t he col lect ion of  each pat ient ’s demographic 
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dat a,  medi cal  and smoki ng hi st or i es,  concomi t ant  
diagnoses and t herapies and a physical  examinat ion, 
including lung funct ion tests.

The study groups consisted of  outpat ient s of  eit her sex 
who were aged ≥ 40 years and had a cl inical diagnosis of 
COPD, as de  ned by the American Thoracic Society (ATS). 5 
Part icipants were required to have at  least  a 10 pack-year 
smoking hist ory,  cl inical ly st able airway obst ruct ion and 
moderate or severe COPD, as de  ned by a pre-bronchodilator 
FEV1 ≤ 70 % of  predicted normal values and a FEV1/ forced 
vital capacity (FVC) ≤ 70 %. This de  nit ion of COPD severity 
was according t o t he current  GOLD guidel ines,  when t he 
study was designed (2002), 3 where pre-bronchodilator rather 
t han post -bronchodilator FEV1 values were used.  Pat ient s 
were not  included if  t hey were considered to be at  risk of 
COPD (de  ned as having normal lung funct ion associated 
wit h cough and sput um product ion),  again per t he GOLD 
recommendat ions dated on 2002. 3 Other exclusion criteria 
were a hist ory of  ast hma,  al lergic rhinit is,  at opy,  recent  
history (6 months or less) of myocardial infarct ion, unstable 
arrhythmia or any clinically signi  cant  disease that  might  put  
the pat ient  at  risk because of study part icipat ion. Pat ients 
wit h ≥ 3 exacerbat ions of  COPD in t he preceding year or 
an exacerbat ion or lower respiratory t ract  infect ion within 
t he 6 weeks prior t o randomizat ion were also excluded. 
Pat ients also should not  have received prior t reatment  with 
t iot ropium.

Symptom assessments

In this analysis, two COPD symptom measures were assessed: 
the  rst  symptom that  led to COPD diagnosis and the most  
current  t roublesome symptom.

Regarding the  rst  symptom that  led to COPD diagnosis, 
t his was t aken f rom pat ient s’  chart s,  where past  cl inical 
history was described.

The most  t roublesome sympt om current ly,  including 
wheezing,  short ness of  breat h (dyspnoea),  cough and 
t ight ness of  t he chest ,  was evaluat ed by means of  a 
st andardized quest ionnaire at  randomizat ion (see onl ine 
appendix for supplement ary det ai ls).  Each invest igat or 
complet ed t his form,  which provided an assessment  of 
t he pat ient ’s symptoms, based on the pat ient ’s condit ion 
during the week prior to giving the informat ion of the most  
t roublesome symptom. In this assessment ,  t he severit y of 
each symptom was rated as mild (awareness of  symptom, 
which was easily t olerated),  moderate (causing suf  cient  
discomfort  t o cause int erference wit h usual  act ivi t y) or 
severe (incapacit at ing,  wit h inabil i t y t o work or perform 
usual  act ivi t y).  Sympt om assessment s were performed 
before spirometric test ing.

Spirometric testing

Baseline measurements were recorded between 07:00 and 
10:00 AM,  2 weeks pr ior t o randomizat ion.  Spiromet r ic 
manoeuvres were conducted in t ripl icate and the highest  
FEV1 and FVC values were recorded.  Measurement s were 
per f ormed in a Dat ospi r  120C spi romet er  (Sibelmed, 
Barcelona, Spain) in accordance with ATS criteria. 6 Predicted 
normal values for FEV1 and FVC were derived from standard 
equat ions. 7

Statistical analysis

Dat a analysis was based on t he pat ient  cohort  included 
in t he primary study analysis.  Oracle cl inical was used t o 
manage t he dat a and st at ist ical  analysis was performed 
using SAS software (SAS Inst itute, version 8.2). A descript ive 
analysis of  t he pat ient s according t o t he quest ionnaire 
was performed. Data are presented as mean and standard 
deviat ion (SD).  St at ist ical  comparisons used t he St udent  
t  t est  f or  paramet r ic dat a,  Mann Whi t ney U t est s f or 
nonparamet ric dat a,  and x 2 t est  for descript ive dat a.  A 

P < 0.05 was considered signi  cant .

Results

Atotal of 311 pat ients from 31 study sites were randomized 
to t reatment . A further 13 pat ients were excluded from the 
analysis af ter randomizat ion due to the following reasons: 
7 changed their smoking status during the study and 6 did 
not  f ul f i l  t he inclusion cr i t er ia when reassessed at  t he 
basel ine visit .  Hence,  298 pat ient s were included in t he 
analysis according to severity at  baseline (Table 1). Pat ients 
were most ly male and had moderate to very severe COPD, 
as de  ned by the GOLD stages but  using pre-bronchodilator 
FEV1 values.

Dyspnoea was the most  frequent ly reported symptom that  
led to COPD diagnosis in 55.0 % of pat ients. It  was also the 
most  f requent ly reported symptom leading to diagnosis in 
every disease stage, except  in the moderate stage, where 
dyspnoea and cough were equally prevalent  (Fig.  1).  With 
regards to the current  most  t roublesome symptom reported 
by pat ients across all subgroups of  severit y,  dyspnoea was 
also the most  commonly reported symptom, being reported 
by 82.6 % of  pat ients (Fig.  2).  Cough was the second most  
frequent ly reported symptom leading to diagnosis (in 33.2 % 
of  pat ient s) (Fig.  1) and also t he second current ly most  
t roublesome sympt om (8.4 %) (Fig.  2).  In t he moderat e 
disease severity group, the frequency of cough and dyspnoea 
was equal  at  t he t ime of  diagnosis,  as referred above 
(Fig.  1).  However,  when compared wit h dyspnoea,  cough 
had an inverse frequency pat tern (Fig. 2), if  disease severity 
is t aken into account .  It  is worth not ing that  only 5.0 % of 
pat ients reported sputum product ion as the  rst  symptom 
that  led to the diagnosis (Fig. 1).

Concerning t he sever i t y of  sympt oms at  basel i ne, 
dyspnoea was mild or moderate in 75.9 % of pat ients; cough 
was mild or moderate in 64.3 % of pat ients and wheezing in 
53.0 % of pat ients (Table 2).

There was no stat ist ically signi  cant  associat ion between 
smoking status (current  versus past  smokers) and the  rst  
sympt om leading t o diagnosis (P = .699) or t o t he most  
t roublesome symptom (P = .554).

Simi lar l y,  t here was also no st at ist ical l y signi f icant  
associat ion bet ween body mass index (BMI) and t he f irst  
sympt om leading t o diagnosis (P = . 80) or t o t he most  
t roublesome symptom (P = .336).

Al most  hal f  (49 %) of  t he pat i ent s enrol l ed i n t he 
st udy had a cardiovascular condit ion in t he last  5 years, 
and t his was t he most  f requent  concomit ant  diagnosis 
(co-morbidit y),  fol lowed by gast rointest inal disease (20 %) 
and metabolic-endocrine condit ions (16 %) (Fig.  3).  Among 
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the group of  cardiovascular,  arterial hypertension was the 
most  f requent ,  being present  in 88 % of  t he global group 
of pat ients. In the gast rointest inal disease group, 85 % had 
pept ic disease,  and in t he metabolic disorders group 53 % 
had diabet es mel l i t us.  Concomit ant  pulmonary disorders 
were reported in 14 % of pat ients (n = 48). Of these 14 had 
diagnosis of  obst ruct ive sleep apnea syndrome or past  
t uberculosis (n = 8),  and 26 had a diagnosis t hat  could be 
considered a COPD complicat ion: pneumonia (n = 13), COPD 

Table 1 Demographics and baseline data

 Moderate Severe Very severe Total

No. of pat ients 81 142 75 298

Males (%) 90  99 96  96

Age (years)a 64.5 (9.8)  66.1 (8.3) 63.2 (8.5)  64.9 (8.9)

Durat ion of COPD (years)a 13.4 (10.8)  14.8 (10.4) 13.7 (8.8)  14.4 (10.1)

Smoking history (pack-years)a 56.7 (25.1)  54.0 (25.2) 55.6 (26.0)  55.1 (25.3)

Current  smoker (%) 23 (28.4)  38 (26.8) 14 (18.7)  75 (25.2)

FEV1 (L)a  1.6 (0.3)   1.1 (0.2)  0.7 (0.1)   1.1 (0.4)

FEV1 (% predicted)a 57.7 (6.4)  39.3 (5.6) 24.5 (4.0)  40.6 (13.3)

FVC (L)a  3.0 (0.7)   2.5 (0.6)  2.0 (0.5)   2.5 (0.7)

FEV1/ FVC (%)a 53.2 (9.2)  44.6 (9.4) 36.6 (9.5)  44.9 (11.1)

BMI (kg/ m 2)a 27.3 (5.1)  26.9 (5.2) 24.4 (4.4)  26.4 (5.1)

Visits to emergency room in previous 12 monthsa  0.5 (1.2)   0.6 (2.3)  1.1 (3.0)   0.7 (2.3)

Courses of ant ibiot ic  0.84 (0.98)   1.01 (1.21)  1.25 (1.56)   1.02 (1.26)

Courses of steroids  0.33 (0.94)   0.39 (0.83)  0.85 (2.51)   0.49 (1.47)

BMI: body mass index; COPD: chronic obst ruct ive pulmonary disease; FEV1:  forced expiratory volume in 1 second; FVC: forced vital 

capacity.

 aValues expressed as mean (SD).
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Table 2 Severity of COPD symptoms at  baseline (% of 

pat ients)

 Not  present Mild Moderate Severe

Wheezing 45.0 39.5 13.5 1.9

Dyspnoea 17.7 40.5 35.4 6.4

Cough 33.4 48.2 16.1 2.3
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exacerbat ions (n = 4), pneumothorax (n = 4), bronchiectasis 
(n = 3),  pulmonary t hromboembol ism (n = 1) and lung 
neoplasm (n = 1).

In t he year prior t o t he st udy,  t he use of  heal t h care 
resources was ≥ 1 visi t  only in t he very severe group, 
compared with the moderate and severe groups, as assessed 
by the number of  visit s t o t he emergency room (Table 1). 
Similarly, the very severe group tended to receive a greater 
number of  prescribed ant ibiot ic or oral  st eroid courses 
during the previous year than either of the other 2 severity 
groups.

Discussion

This analysis of  t his st udy populat ion demonst rat es t hat  
dyspnoea was t he most  f requent l y repor t ed sympt om 
leading to the diagnosis of COPD at  all stages of the disease 
and was also t he most  t roublesome symptom at  al l  levels 
of  severi t y.  These f indings are consist ent  wit h previous 
experience that  dyspnoea is usually the  rst  symptom that  
causes a pat ient  t o seek medical at t ent ion.  8 By cont rast , 
alt hough cough is usually t he  rst  symptom to develop,  it  
is of t en overlooked by pat ients.  8 The report s of  dyspnoea 
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increased wit h increasing disease severit y.  These result s 
suggest  that  dyspnoea should be considered as a diagnost ic 
marker of COPD, even at  less severe or moderate stages. As 
dyspnoea was the most  t roublesome symptom for pat ients 
with COPD, it  should also be a primary t reatment  outcome.

It  should be noted that  cough, the main symptom leading 
t o diagnosis in pat ient s wit h moderat e COPD,  became a 
relat ively less t roublesome symptom with increasing disease 
severit y,  in cont rast  with dyspnoea, which increased in all 
severity groups.

Similar f indings have been report ed in t he l i t erat ure. 
A t elephone survey of  pat ient s wit h COPD l iving in Nort h 
Amer ica and in Europe document ed t he f requency of 
breat hlessness wi t h dai ly act ivi t ies.  9 According t o t his 
survey,  one-f i f t h of  pat ient s report ed t hat  t hey were 
breat hless,  even when j ust  sit t ing or lying st i l l ,  and 24 % 
when t alking.  One-t hird said t hey were breat hless when 
doing l ight  housework or while get t ing washed or dressed, 
and near ly 70 % were short  of  breat h when walking up 
a  ight  of  st airs.  It  is clear f rom these data t hat  COPD is 
associated with a considerable burden of disease, affect ing 
many act ivit ies that  are fundamental to everyday life, such 
as t he abi l i t y t o breat he,  t alk,  work,  sleep,  have sexual 
act ivit y and social ise.  However,  in t he same study,  9 COPD 
pat ients also regarded their disease as mild t o moderate, 
despi t e suf f er i ng f rom rel at i vel y severe dyspnoea. 
This lat t er f inding highl ight s t he dif f icul t ies inherent  in 
diagnosing COPD on symptomat ic grounds.  The condit ion 
is of ten under-diagnosed, at  least  part ly because pat ients 
do not  recognise relevant  sympt oms.  10 The diagnosis of 
COPD should be considered in any pat ient  who present s 
with cough, dyspnoea or sputum product ion, part icularly if  
t he pat ient  has been exposed t o risk factors.  8,11 The best  
est abl ished risk fact or for COPD is exposure t o t obacco 
smoke;  8 epidemiological  st udies have shown t hat ,  wi t h 
suf  cient  exposure, most  smokers wil l  eventually develop 
air  ow limitat ion. 12 Hence, a posit ive smoking history was 
an inclusion criterion in the present  study. Other risk factors 
include indoor air pollut ion, occupat ional exposure to dust , 
gases or fumes and genet ic in  uences. 8

The pat ients part icipat ing in this study had moderate or 
severe COPD, and were being t reated in specialised cent res. 
This raises t he quest ion as t o t he extent  t he  ndings are 
general isable t o t he general populat ion.  In fact ,  because 
the pat ient s were selected f rom special ised pulmonology 
services,  t hey correspond to a subgroup of  COPD pat ients 
and are not  completely representat ive of the real life COPD 
pat ient s.  Accordingly,  t he ext remely high prevalence of 
males (96 %) may result  from this select ion.

Akamatsu et  al have reported that  symptoms alone have a 
low sensit ivity for the diagnosis of COPD, and recommended 
t hat  t he diagnosis be conf i rmed by spiromet ry.  13 Ot her 
studies, however, have shown that  the use of symptom-based 
quest ionnaires to diagnose COPD is feasible in the general 
populat ion.  In one st udy,  a quest ionnaire based on age, 
sympt oms (wheezing and sput um product ion),  smoking 
hist ory,  BMI and previous diagnosis of  obst ruct ive lung 
disease achieved a sensit ivit y of  85 % and a specif icit y of 
45 %; 10 this performance was comparable with that  of other 
inst ruments designed for use in a general populat ion.  14 In 
our study, dyspnoea was the principal symptom leading to a 
diagnosis of COPD. By cont rast ,  in a general pract ice study 

in Netherlands, chronic cough had the st rongest  predict ive 
value for COPD among smokers.  15 However,  i t  should be 
noted that , in this study, from a populat ion of 169 smokers 
only 30 had airways obst ruct ion; in addit ion, the obst ruct ion 
cr i t er ion was FEV1 < 80 % of  predict ed normal  values, 
al lowing the inclusion of  pat ients with less severe disease 
than in the current  study (FEV1 ≤ 70 % of  predicted normal 
values).

Despit e dyspnoea and cough being good predict ors of 
COPD,  current  guidel ines recommend t hat  spiromet ry is 
needed to con  rm the diagnosis in pat ients in whom COPD 
is suspected on symptomat ic grounds and encourage the use 
of spirometry in primary care. 3,11

Somehow unexpect ed was t he f inding of  only 5 % of 
pat ients reported sputum product ion as the  rst  symptom 
that  led to COPD diagnosis. One explanat ion for this result  
could be memory bias,  t aking int o account  t hat  mean 
disease durat ion at  the t ime of evaluat ion was 14.4 years.

Anot her  i ssue i n our  st udy i s t he l ar ge gr oup of 
co-morbidit ies associat ed wit h COPD. It  is possible t hat , 
in some cases t hese may have int roduced confounding 
ef fect  by producing symptoms that  overlap wit h t hose of 
COPD. In part icular,  respirat ory disorders were report ed 
in 14 % of  pat ients,  and in the maj orit y of  t he cases these 
could be considered compl icat ions of  COPD.  However, 
t his interpretat ion requires caut ion.  Alt hough pneumonia 
is a common feat ure of  COPD exacerbat ions,  t here are 
import ant  di f ferences bet ween exacerbat ions wit h and 
without  pneumonia; pat ients with pneumonia tend to show 
a faster onset  of  symptoms, and more severe il lness, than 
those without . 16,17 Although dyspnoea could be a symptom of 
congest ive heart  failure as well as COPD, it  seems unlikely 
t hat  t his was a maj or confounding f act or in t his st udy 
because only 19 pat ient s (6.4 %) had diagnoses of  heart  
failure.

There is ext ensive evidence t hat  co-morbidi t ies are 
common among pat ients with COPD, although the reported 
prevalence vary widel y.  17-26 There i s,  f or  example,  a 
growing body of  epidemiological  evidence l inking COPD 
wit h cardiovascular disease.  21,22 Large populat ion-based 
studies suggest  that  pat ients with COPD have 2 to 3 t imes 
t he r i sk f or  cardiovascular  mor t al i t y compared wi t h 
cont rols. 21-24 The pro  le of co-morbidit ies seen in our study 
was consist ent  wit h t hat  report ed in ot her st udies.  17,18,26 
Moreover,  considering t hat  some exclusion cri t eria were 
related to the presence of some co-morbidity, the reported 
co-morbidit ies may underest imate t heir real occurrence. 
In accordance wit h our resul t s,  Ant onel l i  Incalzi  et  al ,  25 
in a study of  270 COPD pat ient s discharged f rom hospit al 
af ter an acute exacerbat ion of  COPD, found that  the most  
common co-morbid condit ions were hypert ension (28 %), 
diabetes mell it us (14 %) and ischemic heart  disease (10 %). 
Also, in a review of the l it erature, Chat ila et  al 17 reported 
t hat  cardiovascular disorders are present  in 13-65 % of 
COPD pat ients,  hypertension in 18-52 %, diabetes mell it us 
in 5-16 % and gast roint est inal  disorders in 15-62 %.  More 
recent ly Agust i  et  al ,  26 in t he descript ion of  t he Ecl ipse 
cohort ,  report ed higher prevalence of  co-morbidit ies in 
COPD pat ients than in cont rols and with similar frequencies 
to our data.

This increased prevalence of co-morbidit ies in COPD may 
provide an opport unit y t o ef f icient ly ident ify persons at  
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risk for undiagnosed COPD and to get  t hem appropriately 
evaluated, diagnosed and t reated.

The  ndings of the present  study highlight  the importance 
of  t he associat ion bet ween dyspnoea and co-morbidit ies 
when considering a diagnosis of COPD. The authors suggest  
t hat ,  mainly in t he pr imary care set t ing and int ernal 
medicine out pat ient  cl inics where pat ient s present ing 
with dyspnoea associated with co-morbid condit ions such 
as cardiovascular disease, pept ic disease and/ or diabetes 
mel l i t us,  are f requent ,  t he diagnosis of  COPD should be 
considered. As a consequence, a spirometry should be done 
in order to exclude a diagnosis of COPD.
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