
Introduction

Chronic obstructive pulmonary disease (COPD) is a
very common disease1 with serious socioeconomic and
health care implications. COPD and asthma are the
respiratory conditions that generate the greatest number
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OBJECTIVE: To study the general characteristics, health
perception and limitations of patients with chronic obstruc-
tive pulmonary disease (COPD) treated at respiratory cli-
nics at primary care centers staffed by pulmonologists from
our hospital service.

METHOD: The study was carried out at 5 primary care
centers that enrolled the patients consecutively.
Questionnaires were used to collect information on sociode-
mographic aspects, perception of health, and limitations to
activities of daily living. We also collected information on
the treatments patients were receiving and comorbidities.
Spirometry was also performed.

RESULTS: Six hundred eleven patients with a mean age of
67.2 years were included in the study; 97.7% were male.
The most common comorbidities were spinal column patho-
logy (43%) and osteoarthritis (37%). The mean forced expi-
ratory volume in 1 second (FEV1) was 1.37 L and FEV1%
was 49.7% of predicted. Medications taken for COPD were
mainly β-adrenergics and anticholinergics; 66% of patients
used inhaled steroids. The majority of patients (52.7%) refe-
rred to their health as fair and 59.9% declared having some
degree of limitation to their activities of daily living which
they attributed to their respiratory disease. Statistical diffe-
rences were found between the degree of limitation and the
degree of dyspnea (P<.0001), perception of health (P<.0001),
and FEV1 (P=.001).

CONCLUSIONS: Our study outlines the general characteristics
of COPD patients and shows that dyspnea is closely related to
the perception patients have of their degree of limitation.
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Descriptive study.

Descripción de una muestra de pacientes con
enfermedad pulmonar obstructiva crónica
atendidos en las consultas del área de neumología
dependientes de un hospital 

OBJETIVO: Conocer las características generales, la per-
cepción de salud y las limitaciones de los pacientes con en-
fermedad pulmonar obstructiva crónica (EPOC) atendidos
en las consultas de área dependientes de nuestro servicio.

MÉTODO: El estudio se llevó a cabo en 5 consultas de área
en las que, de forma consecutiva, se fue incluyendo a los pa-
cientes. Mediante cuestionarios se recabó información sobre
diversos aspectos sociodemográficos, percepción de salud y
limitación en la vida habitual. Asimismo se recogió informa-
ción sobre los tratamientos que realizaban los pacientes y
las enfermedades asociadas que padecían, y se practicó una
espirometría.

RESULTADOS: Se estudió a 611 pacientes con una edad me-
dia de 67,2 años; de ellos, el 97,7% eran varones. Las enfer-
medades asociadas más frecuentes fueron la patología de co-
lumna y la osteoartrosis (el 43 y el 37%, respectivamente).
La media del volumen espiratorio forzado en el primer se-
gundo (FEV1) fue del 1,37 l respecto al valor teórico, y el
FEV1 medio fue del 49,7%. Los fármacos más utilizados en
relación con la EPOC fueron los β-adrenérgicos y los antico-
linérgicos, el 66% de los pacientes recibía tratamiento con
esteroides inhalados. La mayoría de los pacientes (52,7%)
refería su salud como regular y el 59,9% manifestaba pre-
sentar algún grado de limitación en sus actividades habitua-
les que atribuía a su enfermedad respiratoria. Se encontra-
ron diferencias estadísticamente significativas entre el grado
de limitación y el grado de disnea (p < 0,0001), el grado de
percepción de salud (p < 0,0001) y el FEV1 (p = 0,001).

CONCLUSIONES: Los datos de nuestro estudio dibujan las
características generales de los pacientes con EPOC e indi-
can que la disnea se relaciona íntimamente con la percep-
ción de limitación que presentan los pacientes.

Palabras clave: Enfermedad pulmonar obstructiva crónica.
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of visits by medical specialists.2 The number of visits
caused by COPD and related conditions in the United
States in 1995 was 16 million.3

Classically, the severity of a patient’s illness has been
determined by the degree of deterioration in pulmonary
function measured by the forced expiratory volume in 1
second (FEV1). Recently, other measurements have been
used to provide information on patients’ perception of
their disease and functional situation. Examples of these
measurements are the evaluation of exercise capacity,
the degree of limitation in activities of daily living, and
the perception of the quality of life related to health. In
fact some authors have proposed using a combination of
these parameters to categorize COPD.4

The objective of our study was to study the general
characteristics of the COPD patients under our care at
district respiratory clinics, paying particular attention to
the perception these patients have of the degree of
limitation their illness causes them.

Methods

Over the period of a year (from February 1998 until
February 1999) we studied all patients who had been
previously diagnosed with COPD, were under 81 years of
age, and came for treatment to one of our 5 outpatient district
respiratory clinics. Our hospital serves an area with a
population of 300 000 in a region of the interior of Vizcaya,
Spain, which includes urban and rural zones.

Patients were consecutively enrolled in the study, had been
diagnosed with COPD at least 6 months before, and had been
followed at our clinics for at least 6 months prior to
enrollment in the study. The clinical situation of the patients
had to have been stable (no increase in respiratory symptoms
or modifications in treatment) over the 6 weeks prior to
enrollment. 

Criteria for enrollment of patients were a) FEV1 less than
80% of predicted with a ratio of FEV1 to forced vital capacity
less than 70%, and b) negative bronchodilation trial with a
FEV1 increase of less than 200 mL and less than 15% with
respect to baseline. Patients more than 80 years old, patients
diagnosed with asthma, patients who had extensive
pulmonary tuberculosis sequelae, neoplastic processes
irrespective of location, psychiatric and neurologic illnesses
that impeded cooperation, and deafness that made
communication difficult were excluded from the study.
Patients more than 80 years old were excluded to avoid
potential difficulties in completing the study measurements
(questionnaires, spirometry). All patients were asked for their
oral consent to participate in the study. 

All patients had previously received basic information
about their disease, using our clinic’s protocol, which
included general information and advice against smoking and
in favor of weight control and regular exercise (mainly,
walking every day); nurses had also shown patients how to
use inhalation devices.

The evaluation was carried out a single day or, in special
cases, within 48 hours.

Patients answered a general questionnaire that covered
sociodemographic characteristics, use of medication related to
respiratory processes, comorbidities, previous hospitalizations,
and general state of health. Patients were asked what they

believed had caused their disease and later they were
specifically asked about tobacco use as a cause of their COPD. 

Patients were also asked to rate their degree of dyspnea on
a scale of 1 to 5, adapted from Fletcher et al,5 in which grade
1 corresponded to dyspnea only during strenuous exercise;
grade 2: the ability to keep pace with people of the same age
walking on level without dyspnea but without climbing hills
or stairs; grade 3: the capacity to walk on level without
dyspnea but not to keep pace with people of the same age;
grade 4: dyspnea while walking slowly for 100 m; and grade
5: dyspnea at rest or during light activities like dressing.

Spirometry was performed following the guidelines of the
Spanish Society of Pulmonology and Thoracic Surgery
(SEPAR)6 with a MasterScope PC spirometer (Erich Jaeger
GmbH & Co, KG, Wuerburg, Germany). Predicted values
were obtained from the European Community for Steel and
Coal (Comunidad Económica del Carbón y el Acero).7

Severity of COPD was defined according to FEV1 using the
stages established by SEPAR.8

General state of health was evaluated with the question,
“In general, how would you say your health was?” Answers
were given on the following scale: excellent, very good, good,
fair, or bad.

Degree of limitation of activities of daily living was
measured with the question, “Do you believe your respiratory
disease limits your everyday activities?” The scale of answers
consisted of “Yes, always;” “Yes, sometimes;” and “No, never.”

Statistical Analysis 

Quantitative variables were expressed as means (SD), and
qualitative variables as absolute numbers and percentages.
The χ2 test was used to study the relation between perception
of limitation to activities of daily living with perception of
general health. Analysis of variance was used to study the
relation between perception of limitation to activities of daily
living and 3 lung function variables. Statistical significance
was achieved at P<.05. Data were entered in the program
Epi-Info version 6.4 and analyzed using SAS for Windows,
version 8.0.

Results

During the study period, 739 COPD patients were
identified consecutively; 128 were excluded. Reasons
for exclusion were age more than 80 years in 63 cases
(49%), neoplasia in 31 (24%), severe hypoacusis in 11
(9%), dementia in 10 (8%), inability to perform
spirometry in 4 (3%), and other reasons in 9 cases (7%).
Finally, 611 patients were enrolled in the study. Table 1
shows the sociodemographic and clinical characteristics
of the patients. The mean age of the patients was 67.2
years and 97.7% were men. Only 11.8% were employed.
Only 3 patients (0.5%) lived alone or in nursing homes,
and 42 (7%) lived with a single relative or spouse.

Out of the 611 patients, 96.6% had been smokers and
21.3% still were. Mean number of packets/year for
smokers was 49.4.

According to SEPAR’s COPD classification criteria,
169 patients (27.6%) had mild obstruction, 279 (45.7%)
moderate obstruction, and 163 (26.7%) severe obstruction. 
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The most common comorbidities are shown in Table
1. Pathology of the spinal column (43%) and
osteoarthritis (37%) were the most frequent.
Cardiopathy was present in 149 patients (24%), 43% of
them having ischemic cardiopathy. Regarding the
number of hospitalizations related to COPD
exacerbations over the previous 2 years, 131 patients
(21.4%) had been admitted to hospital once, 93 (15.2%)
2 or more times, and 387 (63.3%) had not been
admitted to hospital in the previous 2 years. 

The FEV1 of the sample was 1.37 L (mean 49% of
predicted). Regarding dyspnea, the majority of the
patients reported grade 2 or 3 on the Fletcher scale; the
distribution is shown in Table 2.

Medical treatment related to COPD is described in
Table 3. The most commonly used drugs were β-
adrenergics and anticholinergics, and 66% of patients
were treated with inhaled corticosteroids. The most
common combination of medications (used by 49% of
patients) consisted of β-adrenergics, anticholinergics
and inhaled corticosteroids.

When patients were asked what they thought had
caused their disease, only 166 (27%) indicated
smoking; 113 patients (18.5%) believed it was job
related, 91 (15%) attributed it to repeated infections, 48
(8%) to climatic factors, 37 (6%) to a family tendency,
and 131 (21%) could not indicate any cause. When
asked specifically whether smoking had been a cause of
their COPD, 180 patients who were ex-smokers
(29.5%) denied this possibility.

Regarding limitations to activities of daily living,
137 patients (22.4%) reported having them “always,”
229 (37.5%) “sometimes,” and 245 (40.1%) “never.”

There were no significant differences with respect to
age between these groups. Regarding general health, 18
patients (2.9%) qualified their health as “excellent” or
“very good,” 201 (32.9%) as “good,” 322 (52.7%) as
“fair,” and 70 (11.5%) as “bad”. 

ESTEBAN C, ET AL. DESCRIPTION OF A SAMPLE OF PATIENTS WITH CHRONIC OBSTRUCTIVE PULMONARY DISEASE

TREATED AT HOSPITAL-SUPERVISED RESPIRATORY MEDICINE SERVICES AT PRIMARY CARE CENTERS

Arch Bronconeumol 2003;39(11):485-90 487

TABLE 1
Sociodemographic and Clinical Characteristics of Patients*

Variables

Age, years 67.2 (8.4)
Males 597 (97.7) 
Employment situation

Actively employed 72 (11.8)
Incapacitated 208 (34)
Retired 315 (51.6)

Smoking habit
Current smokers 130 (21.3)
Ex-smokers 460 (75.3)
Never smokers 21 (3.4)
Mean packets/year 47.7 (28.7)

Comorbidities
Hypertension 171 (28)
Diabetes 106 (17.3)
Heart disease 149 (24.4)
Osteoarthritis 225 (36.8)
Spinal column pathology 265 (43.4)
Psychiatric disease 78 (12.8)

Number of hospitalizations in previous 2 years
None 387 (63)
1 131 (21)
2 or more 93 (15)

*The results are expressed as absolute numbers followed by the percentage bet-
ween parentheses, except for age and number of packets/year, which are expres-
sed as means followed by the SD between parentheses.

TABLE 2
Pulmonary Function Variables and Dyspnea*

Variables

FEV1, in L 1.37 (0.46)
FEV1 % 49.7 (14.56)
VC, in L 2.70 (0.72)
VC% 75.4 (17.43)
FEV1/VC 50 (10.32)
Degree of dyspnea

1 44 (7.2) 
2 306 (50.1)
3 233 (38.1)
4 27 (4.4)
5 1 (0.2)
BMI 27.8 (4.3)

*The results are expressed as absolute numbers followed by the percentage
between parentheses, except for FVC%, FEV1/VC, and BMI, which are
expressed as means with SD in parentheses. FEV1 indicates forced expiratory
volume in 1 second; VC, vital capacity; BMI, body mass index. 

TABLE 3
Medical Treatment of Patients With COPD*

Drug Number Percentage

Short-acting β2 541 88.5 
Long-acting β2 448 73.3 
Anticholinergics 528 86.4 
Methylxanthines 87 14.2 
Inhaled corticosteroids 404 66.1 
Oral corticosteroids 15 2.45 
Oxygen therapy 26 4.26 

Figure 1. Relation between degree of dyspnea, measured according to the
scale of Fletcher et al,5 and limitation in activities of daily living. The his-
togram includes the percentages of patients who presented the various
degrees of limitation to activities of daily living within each degree of
dyspnea. 
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*COPD indicates chronic obstructive pulmonary disease; β2, beta2 adrenergics.



Figure 1 shows how the degree of perceived limitation
varied with the degree of dyspnea. Significant
differences were observed in both perception of
limitation and degree of dyspnea (P<.001), with
limitation perceived as greater when dyspnea was
greater. Similarly, differences were statistically
significant with regard to general perception of health
(Table 4) in function of degrees of dyspnea (P<.001), and
when limitation was greater, health was considered
worse in all general health categories. For FEV1, only
those reporting no limitation were significantly different
from all those who reported limitation of any degree; the
differences between the 2 degrees of limitation
(“sometimes” and “always”) were not significant. 

Discussion

In this descriptive study of outpatient COPD patients
treated at 5 respiratory clinics at primary care centers,
supervised by the respiratory medicine service of the
Hospital de Galdakao, we found that the degree of
limitation to daily activities perceived by the patients
was closely related to the degree of dyspnea and the
perceived state of general health. Almost all patients
were men, and lived with their families; only three lived
alone or in a nursing home, in contrast to other countries
in Europe where there is a much higher rate of patients
who live alone.9 In a health study carried out on people
of more than 65 years in the city of Barcelona, 19.9%
lived alone, a situation 3-fold more common among
women.10 This fact could effect the results of our study,
which is almost entirely made up of male patients. 

Regarding smokers, 30% of ever smokers in the
study denied that smoking had played any part in the
development of their disease. This is all the more
extraordinary considering that patients were monitored
at respiratory clinics that carried out regular programs
of patient education and information. In a study to
evaluate the utility of an educative program using
patients previously diagnosed with COPD and who had
not received information, only 48% correctly answered

the question on smoking as a causal agent of the
disease.11 The educative program was seen to be
effective for short-term learning. The authors did not
measure long-term acquisition of knowledge, so the
information imparted to the patients may be lost over
time if not periodically revised. We did not find
significant differences in our sample between the
percentage of current smokers’ and ex-smokers’ beliefs
about whether smoking was a causal agent of the
disease, differences that, had they existed, could have
explained the continuation of the smoking habit. Then
again, 21% of patients reported being current smokers,
a figure probably underestimated according to the data
published by Lores et al,12 which found that 34% of
smokers with COPD denied continuing to smoke. 

Regarding medication patients were taking for
COPD, β-adrenergics and anticholinergics were the
most common, in accordance with the guidelines for
managing the disease.8,13 It should be pointed out that
short-acting β-adrenergics are not used regularly but on
demand. Inhaled corticosteroids were used by 66% of
patients, a finding that seems excessively high but
corresponds to reports from other studies. Burge et al,
in one such study,14 found that 54% of patients
habitually used inhaled corticosteroids, although it is
also true that the patients in their sample presented
more severe obstruction. These discrepancies are
probably attributable to ill-defined indications for this
group of drugs; while it has been established that they
do not prevent the deterioration of FEV1, they do seem
to reduce the number of exacerbations and the loss of
health-related quality of life.14 Corticosteroids can also
reduce bronchial hyperreactivity and other respiratory
symptoms of the disease, such as coughing.15 One
observational study has even suggested that inhaled
corticosteroids may reduce mortality.16

Regarding comorbidities, 80% of patients enrolled in
this study had at least one, data consistent with those
previously published by Ferrer et al,17 who saw at least
1 comorbidity in 84% of their patient sample. In both
studies, osteoarthritic problems predominated and about
25% suffered heart disease. We found that previously
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TABLE 4
Comparison Between Perceived Limitation of Activities of Daily Living and Clinical Characteristics*

Perceived Limitation of Daily Activities

Never Sometimes Always P

General health <.0001
Excellent-Very good 12 (4.9) 4 (1.8) 2 (1.5)
Good 121 (49.4) 59 (25.8) 21 (15.3)
Fair 101 (41.2) 142 (62) 79 (57.7)
Bad 11 (4.5) 24 (10.5) 35 (25.5)

Lung function
FEV1% 51.6 (14.5) 50.2 (14.6) 45.5 (13.9) <.001
VC% 76.5 (17.8) 76.6 (17.3) 71.6 (16.5) .014
FEV1/VC% 51 (9.7) 49.7 (10.2) 48.7 (11.5) .081

*χ2 test was used to look for significant differences in the general health variable and analysis of variance was used for the lung function variables. The general health data
are presented as absolute number of patients followed by percentages between parentheses; lung function data are means followed by SD between parentheses. FEV1

indicates forced expiratory volume in 1 second; VC, vital capacity.



diagnosed ischemic disease constituted 43% of the
cardiopathies reported in our study. Psychiatric disease
largely consisted of patients diagnosed as suffering
from anxiety and depression (81% of the patients with
psychiatric conditions). COPD patients are known to
have a high prevalence of depression (42% in some
studies) and anxiety is frequently present in depressed
patients.18 We only reported patients previously
diagnosed with these conditions, without further
investigating their prevalence in our sample.

Despite the fact that our sample consisted of
moderately ill patients, 60% of them reported some
limitation in activities of daily living which they
attributed to their respiratory disease. The greater the
limitation reported, the higher the degree of dyspnea. We
used a simplified scale to evaluate limitations to
activities of daily living, unlike authors, like Bestall et
al,19 who have used more complex scales to demonstrate
how the capacity to carry out activities of daily living
deteriorates with increases in dyspnea. In Bestall’s study,
however, patients with mild degrees of dyspnea were
excluded. We used the Sickness Impact Profile to show
how COPD patients, as opposed to controls, showed
significant deterioration in activities of daily living that
required physical exertion, especially if an activity
involved ambulation, and this had a marked effect on
domestic activities and functions as basic as eating and
resting. Patients with lower pulmonary function values
(FEV1 less than 50%) reported the greatest limitations in
activities of daily living.20 Garrod et al,21 while
validating a questionnaire on activities of daily living in
COPD patents, found a strong correlation with degrees
of dyspnea of 3 to 5 on the Medical Research Council
scale.19 The patients in Garrod’s study came from a
rehabilitation program and their mean FEV1 was 0.91 L,
explaining why only severe degrees of dyspnea were
analyzed. 

These same authors used the Saint George’s
Respiratory Questionnaire to measure the relationship
between limitation of activities of daily living and
quality of life, and found good correlations for the
domains “impact,” “activity,” and the total score but not
with “symptoms,” as aspects such as cough and
expectoration are included but not dyspnea. 

When we evaluated the relation between FEV1 and
the degree of limitation reported by patients, we found
significant differences between those who reported no
limitation and those who did, regardless of the degree.
In our sample, patients who reported always having
limitations in their activities had a mean FEV1 of
45.5%, in contrast with 51.7% for the group that
reported no limitations (P<.001), although FEV1 was
not significantly different between the 2 groups
characterizing their degrees of limitation differently.
Monsó et al22 found correlation between a scale of
activities of daily living and FEV1 in chronic COPD
patients undergoing long-term oxygen therapy. Other
authors, however, have found no correlation between
FEV1 and activities of daily living.21

The main limitation to this study was the exclusion,
for reasons explained above, of patients more than 80
years of age, who probably have more comorbidities and
greater functional deterioration and limitations to
activities of daily living. Neither did we include patients
whose physical activity was so limited they could not
leave home. This explains the scarcity of patients with
grade 5 on the dyspnea scale. As the study was carried
out in outpatient clinics, we used simplified scales
instead of more extensive questionnaires. Despite their
obvious limitation, we think the results show the
simplified scales to be valid instruments of measurement.
On the other hand this is a cross study so patient follow
up has not been carried out.

In conclusion, patient’s level of knowledge of the
causes of the COPD they suffer is inadequate, so patient
education about the disease should be periodically
revised. Patients seem to be overtreated with inhaled
corticosteroids, and a higher level of evidence on the
indications of these drugs for COPD is needed. The
degree of dyspnea is closely related to a patient’s degree
of limitation, and perception of state of health is related
to degree of limitation. The measurement of dyspnea and
limitations to activities of daily living closely reflects the
impact COPD has on patients with the disease. 
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