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Abstract 

Introduction: the present study aimed to assess 
the health-related quality of life (HRQL) and 
identify the factors associated with poor quality of 
life, among chronic obstructive pulmonary disease 
(COPD) patients. Methods: we conducted a cross-
sectional study at Jamot Hospital and Polymere 
Medical Center, Yaoundé, from February 1 to June 
30, 2020. All consent adult COPD patients who 
were followed in both centers during the 
recruitment period were included. The Saint 
George's Respiratory Questionnaire (SGRQ) was 
used to assess HRQL. Poor quality of life was 
defined by an SGRQ score ≥30. Data analysis was 
performed using IBM SPSS Statistics 23.0 (IBM 
Corp., Armonk, New York, USA) software.  
Multiple logistic regression was used to identify 
the factors associated with poor quality of life. The 
statistical significance threshold was set at 0.05. 
Results: of the 63 patients invited to participate in 
the study, only 29 were finally included. Almost 3/5 
(58.6%) were males, and their median age 
(interquartile range, IQR) was 68.0 (57.0 - 74.5) 
years. The median HRQL score (IQR) was 44.2 (23.2 
- 65.0). The prevalence (95% confidence interval, 
95% CI) of poor HRQL was 65.5% (48.3 - 82.8) %. 
The history of exacerbations during the last 12 
months [odds ratio (95% CI) = 12.3 (1.1 - 136.7); 
p=0.04] emerged as the sole independent predictor 
of poor HRQL. Conclusion: the prevalence of poor 
health-related quality of life was high in these 
COPD patients. The presence of exacerbations in 
the past 12 months was an independent factor 
associated with poor HRQL in patients with COPD. 

Introduction     

Chronic obstructive pulmonary disease (COPD) is a 
common disease, affecting nearly 10% of the adult 
population worldwide [1]. It is a major public 
health problem because of its increasing morbidity 
and mortality, the cost of its management, and the 
impact on patients' quality of life [2-4]. It therefore 
constitutes a major economic and social burden 
that is constantly growing. Epidemiological studies 

have been conducted in Africa on COPD for a few 
years [5-8], but they remain insufficient according 
to the World Health Organization (WHO) [9]. In 
Cameroon, some studies carried out on COPD 
have found a prevalence varying between 2.4% 
and 5.2% [5,10-12]. These are essentially 
prevalence studies (with or without an etiological 
component) carried out in the community. 

The natural history of COPD includes recurrent 
episodes of exacerbations that can lead to a loss of 
patient autonomy, making it the leading cause of 
chronic respiratory failure [13]. It is a debilitating 
disease and a frequent cause of respiratory 
disability, which is responsible for a deterioration 
in the quality of life of these patients. Indeed, 50% 
to 65% of COPD patients have poor health and 
quality of life [14-16]. Impaired quality of life has 
been shown to increase the risk of morbidity and 
mortality in COPD patients [17-19]. Hence, 
improving the quality of life is now one of the 
objectives of COPD management. 

Before putting in place strategies targeting the 
improvement of quality of life in COPD patients, it 
seems appropriate to evaluate their 
characteristics. This could be done in local 
structures involved in the care of COPD patients in 
Yaoundé in a bid to ensure the development of 
strategies specific to the context. This study aimed 
to assess the quality of life of patients with chronic 
obstructive pulmonary disease (COPD) and identify 
factors associated with poor quality of life. 

Methods     

Study design and setting: it was a cross-sectional 
study in two health facilities in the city of 
Yaoundé: Jamot Hospital (JHY) and Polymere 
Medical Center, conducted from February 1 to 
June 30, 2020. Yaoundé: Jamot Hospital is the 
national reference center for the management of 
respiratory and mental diseases. As such, it 
receives patients from all regions of Cameroon 
and the Central African subregion. Polymer 
Medical Center is a private health facility 
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specializing in the exploration and management of 
respiratory and allergic diseases. 

Study population and sampling: all consecutive 
adult COPD patients who were being followed in 
the study sites were invited to participate in the 
study. Only those patients who gave informed and 
written consent with no current or recent (less 
than 1 month) exacerbation were finally enrolled 
in the study. The study size was estimated using 
online OpenEpi, version 3. Assuming a 63.8% 
prevalence of poor quality of life among COPD 
found by Irianti in 2018 [9]. 

Organization: patients were selected from 
consultation registers. The first contact was made 
by telephone interview or at the end of a 
consultation with the referring pulmonologist. This 
made it possible to check the patient's eligibility, 
inform the patient about the study, invite him to 
participate, and give him/her the consent form. 
When conditions were permitted, the inclusion 
visit occurred during the second contact or 
immediately following the first one. It was done in 
a room reserved for the purpose away from prying 
eyes and surrounding noise, through a face-to-face 
interview with the patient, using a previously 
tested paper data collection form. 

Chronic obstructive pulmonary disease definition: 
the most recent spirometry was required to make 
the diagnosis and severity of COPD. The presence 
of a post-bronchodilator FEV1/FVC ratio (forced 
expiratory volume in 1s/forced vital capacity) 
below the lower limit of normal (LLN) was used to 
confirm the presence of persistent airflow 
limitation and thus of COPD [20]. Chronic 
obstructive pulmonary disease severity was 
defined according to the 2006 Global Initiative for 
Obstructive Lung Disease (GOLD)  
classification [21]. It included 4 stages of severity 
based on the post-bronchodilator FEV1, expressed 
as a percentage of the predicted value. 

Baseline data: anamnestic, symptomatic, and 
personal data were collected during the interview. 
Respiratory symptoms were cough, expectoration, 

wheezing, hemoptysis, and dyspnea. The severity 
of dyspnea was assessed using the Modified 
Medical Research Council (mMRC) scale [22]. 
Concerning smoking habits, an "ex-smoker" was 
defined as a person who usually used tobacco and 
had stopped this for at least 6 months. A smoker 
was defined as a person who was still smoking or 
who had stopped for less than 6 months. A Non-
smoker was defined as a person who had never 
smoked or had smoked an average of less than 1 
cigarette per day for less than 1 year. 

The diagnostic, therapeutic, and evolutionary data 
for COPD were collected from the patient's 
medical file. An exacerbation was defined as a 
worsening of respiratory symptoms requiring 
treatment with oral corticosteroids, an antibiotic, 
or both [23,24]. The patient was considered a 
frequent exacerbator if he had at least 2 
exacerbations per year. Anthropometric 
(abdominal circumference, weight, height) and 
physical data were collected during the physical 
examination performed by the investigator. 
Transcutaneous oxygen saturation of hemoglobin 
(SpO2) (%) was measured using a pulse oximeter 

(OXY-ONE lite) placed at the level of the fingertip. 
Depressive symptoms and their level of severity 
were assessed using the "Patient Health 
Questionnaire-9 (PHQ-9). Patients were 
categorized according to their score as having 
depressive symptoms (5 or more) or not (less than 
5) [25]. 

Quality of life assessment: the health quality of 
life (HRQL) was assessed using the specific 
respiratory questionnaire "St George´s Respiratory 
Questionnaire" (SGRQ) [26]. This questionnaire 
was developed and initially validated at St 
George's Medical Hospital in London in asthmatic 
patients [26,27]. It has two parts, subdivided into 
three components. The first part corresponds to 
the symptoms component and comprises eight 
items. The second part includes the impact 
component (26 items distributed in sections 1, 3, 
4, 5, and 7) and the activities component (16 items 
distributed in sections 2 and 6). Each item is 
assigned a unique weight (between 0 and 100) 
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derived from previous data. The minimum weight 
is 0 and the highest is 100. For each component, 
the sum of the weights assigned to each response 
is calculated, and the score is obtained by dividing 
this sum by the maximum possible score and 
expressing the result as a percentage. The total 
score is obtained in the same way as the 
component scores, and this is done by using the 
three component scores. The total score is 
calculated by adding all responses obtained from 
the questionnaire and expressing the result as the 
percentage of the maximum possible for the 
entire questionnaire. Finally, the higher the SGRQ 
score, the lower the HRQL for the patient. The 
threshold used to define a poor HRQL was 30 [28]. 
It is this usual threshold that we used in our study. 

Data analysis: data were recorded using CSPro7.0 
software (United States Census Bureau, 
Washington, USA) and analyzed using IBM SPSS 
23.0 software (IBM Corp, Armonk, New York, 
USA). Quantitative data were presented using the 
median and the interquartile range (IQR). 
Univariate logistic regression was used to search 
for associated factors with poor HRQL. The 
explanatory variables associated with poor HRQL 
with a p-value < 0.10 were selected for the 
multivariate analysis. Multivariable logistic 
regression was used to identify independent 
determinants of poor HRQL in patients with COPD. 
The strength of the association was determined by 
the adjusted odds ratio (aOR) and its 95% 
confidence interval (95% CI). The simplification of 
the models was carried out according to the 
stepwise regression method. At each step, the 
variable with the highest p-value was extracted 
from the model, provided that its removal did not 
lead to a variation in OR greater than 30%. In this 
case, the variable concerned was kept in the 
model and considered as a confounding factor. 
The simplification stopped when all variables in 
the model had a p-value < 0.05 or there were still 
variables with a p-value ≥0.05 whose removal led 
to a significant modification of the aOR of another 
variable. 

Ethics: this study was approved by the ethics 
committee of the Faculty of Medicine and 
Biomedical Sciences of the University of Yaoundé I. 
It received administrative authorization from 
Yaoundé Jamot Hospital and the Polymere Medical 
Center. The St George´s University of London (St 
George´s Hospital Medical School) permitted to 
use of the Saint George Questionnaire (SGRQ) in 
this study. Participants´ data were collected and 
analyzed anonymously. 

Results     

Sixty-three COPD patients were invited to 
participate in the study. Twenty-two patients 
declined the invitation, 12 were excluded (for 
exacerbation, lack of spirometry, or difficulty in 
administering the questionnaire) and 29 finally 
entered the study (Figure 1). 

Baseline characteristics of the study population: 
of these 29 patients, 17 (58.6%) were males and 
the median age (interquartile range, IQR) was 68.0 
(57.0 - 74.5) years, with extreme ages of 34 and 88 
years. Almost half of the participants (48.3%) were 
married, and more than half of them had no 
professional activity (55.2%). The median (IQR) 
time of discovery of COPD was 1.00 (0.1 - 3.50) 
years. Stage III COPD (44.8%) was the most 
frequent. The most commonly known risk factor 
for COPD was tobacco (37.9%), and 44.8% of 
patients had no identified risk factors. Seventeen 
patients (58.60%) had experienced at least one 
exacerbation of COPD in the last 12 months. The 
most frequent comorbidity was arterial 
hypertension (20.7%). Slightly less than half of the 
patients were smokers or ex-smokers. Dyspnea 
(69.0%) and cough (62.1%) were the most 
common respiratory symptoms. Stage I dyspnea 
was the most frequent (50.0%). Depressive 
symptoms based on PHQ9 were present in 15 
(51.7%) patients. These data are shown in Table 1. 
The median (IQR) body mass index and 
transcutaneous oxygen saturation were 24.8 (20.9 

- 29.0) kg/m2 and 95.0 (92.0 - 97.0)% respectively. 
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Quality of life score and prevalence of poor 
health-related quality of life: the median (IQR) 
global HRQL score of COPD patients was 44.24 
(23.17 - 64.97). Domains´ median scores are 
present. The symptom, activity, and impact 
domains scores (IQR) were 47.5 (31.5 - 64.6), 53.5 
(24.1- 79.1), and 35.1 (18.5 - 57.4), respectively. 
Nineteen patients had an SGRQ score ≥30, giving a 
poor health-related quality of life prevalence (95% 
CI) in COPD patients of 65.50% (48.30% - 82.8%). 

Predictors of poor health-related quality of life: in 
univariate analysis, advanced stages of COPD 
(GOLD III and IV) [OR (95% CI) = 6.53 (1.20- 35.57); 
p=0.03], the presence of dyspnea [OR (95% CI) = 8 
(1.37 - 46.81); p=0.021] and exacerbations in the 
last 12 months [OR (95% CI) = 6.53 (1.20 - 35.57); 
p=0.03] were associated with poor health-related 
quality of life in COPD patients (Table 2). During 
the simplification of the model and after adjusting 
for the two confounding factors (COPD stage and 
history of dyspnea), only a history of exacerbation 
in the last 12 months [aOR (95% CI) = 12.34 (1.12 - 
136.69); p=0.041] was independently associated 
with poor health-related quality of life (Table 3). 

Discussion     

Our study aimed to assess the quality of life of 
patients with chronic obstructive pulmonary 
disease (COPD) in two healthcare facilities in 
Yaoundé (Yaoundé Jamot Hospital and the 
Polymere Medical Center) and to identify the 
predictive factors of poor health-related quality of 
life in these patients. The prevalence (95% 
confidence interval) of poor health-related quality 
of life (HRQL) in COPD patients was 65.5% (48.3% - 
82.8%). The mean (SD) and median (IQR) HRQL 
scores were 44.78 (23.86) and 44.24 (23.17 - 
64.97), respectively. Factors associated with poor 
quality of life were: advanced stage (GOLD III and 
IV) of COPD (OR = 6.53), presence of dyspnea (OR 
= 8), and exacerbations in the last 12 months (OR = 
6.53). After adjusting for the confounding factors 
(severity, stage of COPD, and dyspnea), the history 
of COPD exacerbation in the last 12 months (OR = 

12.34) was an independent factor associated with 
poor HRQL in patients with COPD. 

The HRQL score of patients with COPD varies from 
one country to another and according to the 
socioeconomic conditions and the quality of care 
these patients receive. Ours was close to the total 
SGRQ score of 45 found in a multicenter study 
carried out in seven European countries by Jones 
et al. [29]. This similarity could reflect that, beyond 
the socio-economic conditions as well as the 
technical expertise and healthcare systems 
available, there are other factors inherent to 
patients that would seem to play a non-negligible 
role in the health-related quality of life of the 
latter, namely age, gender, disease duration, 
disease severity, and comorbidities [16]. In 
another multicenter study including European 
countries and the United States of America carried 
out by Carone et al. [18] the mean SGRQ score was 
53, higher than ours. This difference in scores 
could be explained, among other things, by the 
study population. Indeed, our study included all 
patients with COPD who had not had recent 
exacerbations, whereas Carone et al. only included 
patients with COPD already at the stage of chronic 
respiratory failure and on mechanical ventilation. 
This could explain the higher score (and therefore 
a more impaired quality of life) in their study, 
compared to ours. A study was carried out at the 
Douala General Hospital in Cameroon by Ngahane 
et al. [30], and we found a mean SGRQ score of 
53.1, which is higher than ours. Several factors 
known to alter the quality of life were present at 
higher values in this study when compared to 
ours, namely, the mean age (67.5 years vs. 64.7 
years), the severity of COPD (stages III and IV: 68% 
vs 58.6%) and respiratory symptoms (cough: 
87.8% vs 62.1%; dyspnea: 97.6% vs 69%). This 
could therefore explain the more impaired quality 
of life in this study when compared to ours. 

The prevalence of poor quality of life in patients 
with COPD varies little. Ours was close to 64% and 
65% found, respectively, by Iranti et al. in 
Indonesia [15] and Lee et al. in Korea [16]. Many 
factors influence the quality of life of patients with 
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COPD. These include age, tobacco consumption, 
unfavorable socioeconomic conditions, nutritional 
status, recurrence of exacerbations, severity of 
COPD, depression, and the presence of respiratory 
symptoms (mainly dyspnea). Numerous studies 
have demonstrated the association between  
the severity of COPD and poor quality of life. Lee 
et al. [16] in Korea found a greater proportion of 
poor quality of life in patients with COPD at stages 
III and IV of GOLD compared to that of patients at 
stages I and II (80.4% vs. 59.2%). This same study 
found a significant association between the 
percentage (% predicted) of post-bronchodilator 
FEV1 and the SGRQ score in patients with mild to 
moderate COPD (r = -0.10; p = 0.002) than in 
severe to very severe patients (r= -0.22; p <0.001). 
Jones et al. in Europe also found that the 
deterioration of the state of health was associated 
with the severity of the obstruction of the  
airways and therefore with the level of severity of 
COPD [29]. 

In our study, the presence of dyspnea was 
associated with a poor quality of life in patients 
with COPD. This result is similar to those found in 
the literature [31-34]. Indeed, the Korean study by 
Lee et al. [16] found that dyspnea was 
independently associated with poor quality of life 
in patients with COPD regardless of the stage of 
severity of the disease (aOR: 4 - 5; p < 0.01). It was 
also shown in this study that the high proportion 
of patients with mild to moderate COPD having a 
poor quality of life (60%) despite relatively good 
lung function was mainly related to the presence 
of respiratory symptoms, especially dyspnea [16]. 
Indeed, although dyspnea was more common in 
patients with significant levels of bronchial 
obstruction, disability due to shortness of breath 
was common even in patients with stage I and II 
COPD, as found in a European study [30]. The 
study by Justine M et al. [32] showed a significant 
association between quality of life, pulmonary 
function, and dyspnea in patients with stable 
COPD. The dyspnea score was significantly 
correlated with the different components of the 
health-related quality of life score (p < 0.05). A 
multiple regression analysis indicated that the 

assessment of dyspnea was the most important 
predictor of the health status of patients with 
COPD [32]. 

Sanchez et al. [35] in their study conducted in 
Brazil on eighty-nine patients with COPD showed 
that the Modified Medical Research Council 
(mMRC) scale for evaluating dyspnea was a 
predictive factor of the SGRQ score (p < 0.001) and 
therefore the quality of life. A few studies have 
also found that, in addition to dyspnea, cough, and 
sputum, although less severe, were also 
associated with poor quality of life in patients with 
COPD regardless of the level of severity of 
bronchial obstruction (p < 0.01) [16]. All these 
results sufficiently show that the evaluation of 
respiratory symptoms and dyspnea in particular is 
an important factor in the prediction of health-
related quality of life (HRQL) in patients with COPD 
and that the stage of severity of dyspnea 
influences quality of life more than the 
physiological measure of respiratory function. The 
burden of these significant respiratory symptoms 
in COPD, especially in cases of severe bronchial 
obstruction, reduces physical and psychological 
functioning, ultimately decreasing health-related 
quality of life [36]. Thus, the search for dyspnea 
and respiratory symptoms in general in a patient 
with COPD, even at an early stage or in a stable 
state, makes it possible to detect an alteration in 
the quality of life early and therefore improve 
management. 

The natural history of COPD includes recurrent 
episodes of exacerbations, which are the most 
common reason for consultation, hospitalization, 
and death in these patients. Several studies  
have shown that these exacerbations are 
associated with a significant deterioration in the 
state of health of subjects with COPD and 
therefore have a definite impact on the health of 
patients [23,34,37,38]. In our study, we found that 
the presence of at least one exacerbation in the 
last 12 months is independently associated with 
poor quality of life in patients with COPD, a result 
similar to those of other studies [23,24,37]. In a 
prospective study on 156 subjects with COPD, 
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Nishimura et al. [24] showed that 31% of these 
patients had experienced one or more 
exacerbations during 6 months of follow-up. 
Patients with exacerbations had a significant drop 
in SGRQ symptom scores (p<0.05), although there 
was no noticeable change in respiratory function. 
Seemungal et al. [37] reported that patients who 
had more than three exacerbations per year had 
significantly higher SGRQ scores and therefore a 
more impaired quality of life than those who had 
fewer. Results from the ISOLDE (Inhaled Steroids 
in Obstructive Lung Disease in Europe) trial of 613 
patients with COPD showed that frequent 
exacerbations were independently associated with 
impaired quality of life (P< 0.0001) and a more 
rapid deterioration in the state of health 
(p=0.0003) [23]. Despite optimal management and 
rapid recovery from acute exacerbations, they 
have a significant and lasting effect on the state of 
health because convalescence is sometimes long 
even in the absence of additional exacerbations. 

In addition, the delay in complete recovery in 
patients with frequent exacerbations may affect 
the further deterioration of the health status of 
these patients. This has been demonstrated in 
several studies [23,24,37]. Thus, exacerbations can 
have harmful and cumulative effects on the state 
of health. Therefore, to avoid further deterioration 
of the state of health, it is important to prevent 
recurrent exacerbations [23]. Our study did not 
reveal many other factors known to be associated 
with poor quality of life in patients with  
COPD, such as the low socioeconomic level [16], 
the presence of comorbidities [16,29],  
depression [14], tobacco consumption [39] and 
hypoxemia [40]. The reason for this could be the 
small size of our sample compared to other 
studies, which were mostly multicenter and 
included a large number of subjects. 

The main limitations of our study were: i) cross-
sectional nature, which does not allow a causal 
link to be established between the factors 
highlighted and the event of interest; ii) The 
subjective nature of quality-of-life assessment 
tools, the answers to which can lead to biases 

because they depend on the respondent's 
experience and susceptibility; iii) The small sample 
size, may mask certain associated factors. 
However, it is one of the pioneer studies in 
Cameroon that not only assessed the quality of life 
of patients with COPD but also assessed their 
depressive symptoms. This work is the first of its 
kind, which will make it possible to express to 
various actors in the health sector as well as to 
practitioners the burden of COPD on the health 
and the poor quality of life of the patients 
concerned. We hope that this study will allow 
better management of patients with COPD, which 
will no longer be limited to the prescription of 
drugs, but to a broad and multidisciplinary vision 
with under optimal conditions, the creation of a 
respiratory rehabilitation center in the major cities 
of Cameroon. We also hope to be able to continue 
it by extending it to other centers caring for 
patients with COPD, to improve its power and 
external validity. 

Conclusion     

We found a high prevalence of poor health-related 
quality of life in patients with COPD. A factor 
independently associated with poor quality of life 
in COPD patients was the presence of 
exacerbations in the past 12 months. Thus, COPD 
constitutes a real burden on the state of health 
and the poor quality of life of the patients 
concerned. Holistic and multidisciplinary 
management should reduce the frequency of 
exacerbations and therefore improve the health of 
patients with COPD. 

What is known about this topic 

• Poor health-related quality of life (HRQL) is 
frequent among COPD patients; 

• Poor quality of life is associated with COPD 
severity, dyspnea at baseline state, and the 
presence of exacerbations. 

What this study adds 

• The prevalence of poor HRQL in our 
Cameroonian COPD patients was close to 
those recently found in Eastern settings; 
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• Predictors of poor HRQL in our patients 
were the same as described in the 
literature. 

Competing interests     

The authors declare no competing interests. 

Authors' contributions     

Conception and study design: Abdou Wouoliyou 
Nsounfon, Massongo Massongo and Eric Walter 
Pefura Yone. Data collection and manuscript 
drafting: Abdou Wouoliyou Nsounfon. Data 
analysis and interpretation: Abdou Wouoliyou 
Nsounfon, Massongo Massongo, Eric Walter 
Pefura Yone. Manuscript revision: Abdou 
Wouoliyou Nsounfon, Massongo Massongo, Alain 
Kuaban, Virginie Poka Mayap, Marie Elisabeth 
Ngah Komo, Marie Christine Ekongolo and Eric 
Walter Pefura Yone. Guarantors of the study: Eric 
Walter Pefura Yone. All authors have read and 
agreed to the final manuscript. 

Tables and figure     

Table 1: general characteristics of COPD patients, 
February- June 2020, Yaoundé, N=29 
Table 2: univariate analysis of the association 
between quality of life and clinical data of COPD, 
February - June 2020, Yaoundé, N=29 
Table 3: representation of the factors 
independently associated with poor quality of 
COPD patients in multivariate analysis, N=29 
Figure 1: flow-chart of the selection of participants 

References     

1. Buist AS, McBurnie MA, Vollmer WM, Gillespie 
S, Burney P, Mannino DM et al. International 
variation in the prevalence of COPD (the BOLD 
Study): a population-based prevalence study. 
Lancet. 2007;370(9589): 741-50. PubMed| 
Google Scholar 

2. Global Initiative for Chronic Obstructive Lung 
Disease. Pocket guide to COPD; diagnosis, 

management, and prevention: a guide for 
health care professionals. 2020 edition. 

3. Lopez AD, Mathers CD, Ezzati M, Jamison DT, 
Murray CJL. Global and regional burden of 
disease and risk factors, 2001: systematic 
analysis of population health data. Lancet. 
2006;367(9524): 1747-57. PubMed| Google 
Scholar 

4. Buist AS, Vollmer WM, McBurnie MA. 
Worldwide burden of COPD in high- and low-
income countries. Part I. The burden of 
obstructive lung disease (BOLD) initiative. Int J 
Tuberc Lung Dis. 2008;12(7): 703-8. PubMed| 
Google Scholar 

5. Pefura-Yone EW, Balkissou AD, Endale-
Mangamba LM, Massongo M, Tsala G, Mayo-
Nguimfo F et al. Prévalence de la 
bronchopneumopathie chronique obstructive 
en milieu urbain camerounais. Revue des 
Maladies Respiratoires. 2018;35: A231. Google 
Scholar 

6. Gagara-Issoufou-Madougou A, Assao-Neino 
MM, Adambounou AS, Abdoul-Karim I, Bako 
M, Soumana A et al. BPCO: aspects 
épidémiologiques, cliniques, thérapeutiques et 
évolutifs dans le service de pneumo-
phtisiologie de l´hôpital National de Lamordé. 
Revue des Maladies Respiratoires. 2018;35: 
A190. Google Scholar 

7. Khelafi R, Aissanou A, Tarsift S, Skander F. 
Epidemiology of chronic obstructive 
pulmonary disease in Algiers. Rev Mal Respir. 
2011 Jan;28(1): 32-40. PubMed| Google 
Scholar 

8. Achi HV, Dje-Bi H, Yeo L, Tadet JO, N’Dhatz-
Sanogo M. La BPCO dans le service de 
pneumologie du CHU de Bouaké (RCI). Revue 
des Maladies Respiratoires. 2017 Jan 1;34: 
A171-2. Google Scholar 

9. World Health Organization African Region. 
Chronic respiratory diseases. Accessed Jan 20, 
2023. 

https://www.panafrican-med-journal.com


Article  
 

 

Abdou Wouoliyou Nsounfon et al. PAMJ - 47(39). 01 Feb 2024.  -  Page numbers not for citation purposes. 9 

10. Pefura-Yone EW, Simo-Fotso J, Balkissou AD, 
Diweh T, Kamgang ED, Kuate-Kuate A et al. 
Déterminants de la bronchopneumopathie 
chronique obstructive en milieu semi-urbain et 
rural dans un pays d´Afrique subsaharienne. 
Revue des Maladies Respiratoires. 2017;34: 
A292. Google Scholar 

11. Simo-Fotso J, Diweh TT, Balkissou AD, Pefura-
Yone EW. Association entre l´exposition à la 
biomasse et la bronchopneumopathie 
chronique obstructive (BPCO) dans un pays 
d´Afrique subsaharienne. Revue des Maladies 
Respiratoires. 2017;34: A172. Google Scholar 

12. Poka-Mayap V, Balkissou Adamou D, Adamou 
A, Habiba S, Halidou H, Pefura-Yone EW. 
Prévalence et déterminants de la broncho-
pneumopathie chronique obstructive au 
Cameroun : étude communautaire dans une 
zone sahélienne. Revue des Maladies 
Respiratoires. 2019;36: A108-9. Google 
Scholar 

13. Canuet M, Weitzenblum E, Kessler R. 
Insuffisance respiratoire chronique et son 
traitement instrumental (oxygénothérapie et 
ventilation mécanique). EMC - Pneumologie. 
2012;9(2): 1-16. 

14. Negi H, Raval A. Depression And Quality Of Life 
Among Individuals With Chronic Obstructive 
Pulmonary Disease In North India. Value in 
Health. 2015;18(3): A25-6. Google Scholar 

15. Irianti EC, AA A, Tahir Abdullah M. Quality of 
life in patients with chronic obstructive 
pulmonary disease at Pulmonary Community 
Health Centre Makassar. Int. J. Community 
Med. Public Health. 2018 Sep;5(9): 3753. 
Google Scholar 

16. Lee H, Jhun BW, Cho J, Yoo KH, Lee JH, Kim DK 
et al. Different impacts of respiratory 
symptoms and comorbidities on COPD-specific 
health-related quality of life by COPD severity. 
Int J Chron Obstruct Pulmon Dis. 2017 Nov 
13;12: 3301-3310. PubMed| Google Scholar 

17. Carone M, Ambrosino N, Bertolotti G, 
Bourbeau J, Cuomo V, De Angelis G et al. 
Quality of Life Evaluation and Survival Study: a 
3-yr prospective multinational study on 
patients with chronic respiratory failure. 
Monaldi Arch Chest Dis. 2001;56(1): 17-22. 
PubMed| Google Scholar 

18. Carone M, Antoniu S, Baiardi P, Digilio VS, 
Jones PW, Bertolotti G et al. Predictors of 
Mortality in Patients with COPD and Chronic 
Respiratory Failure: The Quality-of-Life 
Evaluation and Survival Study (QuESS): A 
Three-Year Study. COPD. 2016;13(2): 130-8. 
PubMed| Google Scholar 

19. Domingo-Salvany A, Lamarca R, Ferrer M, 
Garcia-Aymerich J, Alonso J, Félez M et al. 
Health-related quality of life and mortality in 
male patients with chronic obstructive 
pulmonary disease. Am J Respir Crit Care Med. 
2002;166(5): 680-5. PubMed| Google Scholar 

20. Rabe KF, Hurd S, Anzueto A, Barnes PJ, Buist 
SA, Calverley P et al. Global Strategy for the 
Diagnosis, Management, and Prevention of 
Chronic Obstructive Pulmonary Disease: GOLD 
Executive Summary. Am J Respir Crit Care 
Med. 2007;176(6): 532-55. PubMed| Google 
Scholar 

21. Gruffydd-Jones K. GOLD guidelines 2011: what 
are the implications for primary care. Prim 
Care Respir J. 2012;21(4): 437-41. PubMed| 
Google Scholar 

22. Munari AB, Gulart AA, Santos K dos, Venâncio 
RS, Karloh M, Mayer AF. Modified Medical 
Research Council Dyspnea Scale in GOLD 
Classification Better Reflects Physical Activities 
of Daily Living. Respiratory Care. Respiratory 
Care; 2018;63(1): 77-85. PubMed| Google 
Scholar 

23. Spencer S, Calverley PMA, Burge PS, Jones PW. 
Impact of preventing exacerbations on 
deterioration of health status in COPD. Eur 
Respir J. 2004;23(5): 698-702. PubMed| 
Google Scholar 

https://www.panafrican-med-journal.com


Article  
 

 

Abdou Wouoliyou Nsounfon et al. PAMJ - 47(39). 01 Feb 2024.  -  Page numbers not for citation purposes. 10 

24. Nishimura K, Sato S, Tsukino M, Hajiro T, Ikeda 
A, Koyama H et al. Effect of exacerbations on 
health status in subjects with chronic 
obstructive pulmonary disease. Health Qual 
Life Outcomes. 2009;7: 69. PubMed| Google 
Scholar 

25. Kroenke K, Spitzer RL, Williams JBW. The PHQ-
9: validity of a brief depression severity 
measure. J Gen Intern Med. 2001;16(9): 606-
13. PubMed| Google Scholar 

26. Jones PW, Forde Y. St George’s respiratory 
questionnaire manual. 2009. Google Scholar 

27. Jones PW, Quirk FH, Baveystock CM. The St 
George's Respiratory Questionnaire. 
Respiratory medicine. 1991 Sep 1;85: 25-31. 
Google Scholar 

28. Jones P, Lareau S, Mahler DA. Measuring the 
effects of COPD on the patient. Respir Med. 
2005 Dec: 99 Suppl B: S11-8. PubMed| Google 
Scholar 

29. Jones PW, Brusselle G, Dal Negro RW, Ferrer 
M, Kardos P, Levy ML et al. Health-related 
quality of life in patients by COPD severity 
within primary care in Europe. Respiratory 
Medicine. 2011;105(1): 57-66. PubMed| 
Google Scholar 

30. Ngahane BHM, Kamega E, Ze EA. 
Caractéristiques cliniques, fonctionnelles et 
qualité de vie au cours de la 
bronchopneumopathie chronique obstructive 
à Douala, Cameroun. Revue des Maladies 
Respiratoires. 2017;34: A169. Google Scholar 

31. Hajiro T, Nishimura K, Tsukino M, Ikeda A, Oga 
T, Izumi T. A comparison of the level of 
dyspnea vs disease severity in indicating the 
health-related quality of life of patients with 
COPD. Chest.1999;116(6): 1632-7. PubMed| 
Google Scholar 

32. Justine M, Tahirah F, Mohan V. Health-related 
quality of life, lung function and dyspnea rating 
in COPD patients. Monaldi Arch Chest Dis. 
2013;79(3-4): 116-20. PubMed| Google 
Scholar 

33. Garrido PC, Díez J de M, Gutiérrez JR, Centeno 
AM, Vázquez EG, de Miguel ÁG et al. Negative 
impact of chronic obstructive pulmonary 
disease on the health-related quality of life of 
patients. Results of the EPIDEPOC study. 
Health Qual Life Outcomes. 2006 Dec;4(1): 1-9. 
PubMed| Google Scholar 

34. Burgel PR, Escamilla R, Perez T, Carré P, 
Caillaud D, Chanez P et al. Impact of 
comorbidities on COPD-specific health-related 
quality of life. Respir Med. 2013;107(2): 233-
41. PubMed| Google Scholar 

35. Sanchez FF, Faganello MM, Tanni SE, Lucheta 
PA, Padovani CR, Godoy I. Relationship 
between disease severity and quality of life in 
patients with chronic obstructive pulmonary 
disease. Brazilian Journal of Medical and 
Biological Research. 2008;41(10): 860-5. 
PubMed| Google Scholar 

36. Cooper CB. The connection between chronic 
obstructive pulmonary disease symptoms and 
hyperinflation and its impact on exercise and 
function. Am J Med. 2006 Oct;119(10 Suppl 1): 
21-31. PubMed| Google Scholar 

37. Seemungal TA, Donaldson GC, Paul EA, Bestall 
JC, Jeffries DJ, Wedzicha JA. Effect of 
Exacerbation on Quality of Life in Patients with 
Chronic Obstructive Pulmonary Disease. Am J 
Respir Crit Care Med. 1998;157(5): 1418-22. 
PubMed| Google Scholar 

38. Han MK, Curran-Everett D, Dransfield MT, 
Criner GJ, Zhang L, Murphy JR et al. Racial 
Differences in Quality of Life in Patients With 
COPD. Chest. 2011;140(5): 1169-76. PubMed| 
Google Scholar 

39. Cheruvu VK, Odhiambo LA, Mowls DS, Zullo 
MD, Gudina AT. Health-related quality of life in 
current smokers with COPD: factors associated 
with current smoking and new insights into sex 
differences. Int J Chron Obstruct Pulmon Dis. 
2016;11: 2211-9. PubMed| Google Scholar 

40. Okubadejo AA, Paul EA, Jones PW, Wedzicha J. 
Does long-term oxygen therapy affect quality 
of life in patients with chronic obstructive 
pulmonary disease and severe hypoxaemia. 
Eur Respir J. 1996 Nov;9(11): 2335-9. PubMed| 
Google Scholar 

https://www.panafrican-med-journal.com


Article  
 

 

Abdou Wouoliyou Nsounfon et al. PAMJ - 47(39). 01 Feb 2024.  -  Page numbers not for citation purposes. 11 

Table 1: general characteristics of COPD patients, February- June 2020, Yaoundé, N=29 

Variables   Number (N=29) Percentage 
(%) 

Sex Male 17 58.6 

  Female 12 41.4 

Marital status Single 4 13.8 

  Married 14 48.3 

  Widow/widower 9 31.0 

  Divorced 2 6.9 

Profession No activity 16 55.2 

  Activity 13 44.8 

Stage of COPD Stage I 4 13.8 

   Stage II 8 27.6 

   Stage III 13 44.8 

   Stage IV 4 13.8 

Known risk factors for COPD Tobacco smoke 11 37.9 

   Biomass 1 3.4 

   Sequelae of 
tuberculosis 

3 10.3 

   Professional exposure 1 3.4 

   Unknown 13 44.8 

Treatment of COPD Yes 24 82.8    

   No 5 17.2 

Frequency of exacerbations during the last 12 
months 

0 12 41.4 

1 7 24.1 

≥ 2 10 34.5 

Comorbidities Arterial hypertension 6 20.7 

  Obesity 5 17.2 

  Diabetes 2 6.9 

  HIV 4 13.8 

  Heart failure   4 13.8 

Consumption of tobacco  Never 15 51.7 

  Former smoker 2 41.4 

  Active smoker 2 6.9 

Current respiratory symptoms Cough 18 62.1 

  Sputum production 15 51.7 

  Dyspnea  20 69.0 

Stages of dyspnea (mMRC) (N=20) Stage I 10 50.0 

  Stage II 4 20.0 

  Stages III 2 10.0 

  Stage IV 4 20.0 

Depressive symptoms Absent 14 48.3 

  Present 15 51.7 

mMRC: modified Medical Research Council; COPD: chronic obstructive pulmonary disease 
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Table 2: univariate analysis of the association between quality of life and clinical data of COPD, February - 
June 2020, Yaoundé, N=29 

Variables Poor quality of life, n (%) OR 95% IC P-value 

Ages, in years     0.94 0.89 - 1.01 0.067 

Stages of COPD         

Stages I and II 5 (41.7) 1     

Stages III and IV 14 (82.4) 6.53 1.20 - 35.57 0.030 

Exacerbations in the last 12 months         

Yes 14 (82.4) 6.53  1.20 - 35.57 0.030 

No 5 (41.7) 1     

Dyspnea         

Yes 16 (80.8) 8.00 1.37 - 46.81 0.021 

No 3 (33.3) 1     

Profession         

No activity 13 (81.3) 5.06 0.96 - 26.66 0.056 

Activity 6 (46.2) 1     
 

 

Table 3: representation of the factors independently associated with poor quality of COPD patients in 
multivariate analysis, N=29 

Variables Initial model Final model 
 OR (95% CI) P-value aOR (95% CI) P-value 

Ages in years 1.01 (0.93 - 1.10) 0.846     

Stages of COPD (GOLD)         

I and II 1   1   

III and IV 3.51 (0.34 - 36.03) 0.290 4.61 (0.57 - 37.30) 0.152 

Exacerbations in the last 12 months         

Yes 10.58 (0.83 - 134.29) 0.069 12.34 (1.12 - 136.69) 0.041 

No 1   1   

Dyspnea         

Yes 10.51 (0.88 - 125.37) 0.063 10.71 (0.92 - 124.92) 0.059 

No 1   1   

Profession         

No activity 1.92 (0.20 - 18.45) 0.574     

Activity 1       

GOLD: global initiative for chronic obstructive lung disease; COPD: chronic obstructive pulmonary disease; 
OR: odds ratio; aOR: adjusted odds ratio; CI: confidence interval 
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Figure 1: flow-chart of the selection of participants 
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