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Impact of changes in physical activity on

health-related quality of life among patients
with COPD

C. Esteban*, J.M. Quintana®, M. Aburto*, J. Moraza*, M. Egurrola¥*,
J. Pérez-lzquierdo*, S. Aizpiri*, U. Aguirre™ and A. Capelastegui®*

OBJETIVO evaluar si los cambios en la actividad fisica regular (AF) afectan la calidad de vida
relacionada con la salud (CVRS) en pacientes con EPOC.

611 pacientes (edad media 67.2 +8,4 ainos, FEV149.7+ 14.6) completaron el Cuestionario

Respiratorio de St. George (SGRQ), el Cuestionario Enf. Respiratorias Crénicas (CRQ) vy la
Escala de salud SF-36

AF, definida por los pacientes, referida a caminar de forma regular , se clasific6 como bajo,
moderado y alto.

Después de 5 afos, 391 pacientes completaron el estudio.

RESUMEN DE RESULTADOS

- Los pacientes AF baja al inicio del estudiog/gue aumentaron su actividad mejoraron sus
puntuaciones SGRQ én 15,9y CRQ en un 8,7 puntos.

-Los pacientes gue pasa de moderada a alta actividad mejoraron sus puntuaciones SGRQ un
18,4 y sus resultados un 14,8 CRQ. : : :
- Aumentos mas pequeios se observaron en los pacientes que mantiene un alto nivel de AF.

- Mantener un bajo ni\éesl de ejercicio o disminucion del mismo se asocio con una significativa

. -~y

disminucién de la CV

- Entre los pacientes con EPOC, la reduccion del tiempo dedicado una AF o el mantenimiento de

un nivel bajo de actividad puede provocar una reduccion en su CVRS, mientras que un aumento
de la PA puede mejorar los parametros de la CVRS.
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Impact of chamnges imn physical activity om
health-related quality of life armong patients
with COPRPID

C. Esteban*™, J. .M. Quintana™, M. Aburto*, J. Moraza*>, M. Egurrola>,
J. Péerez-lzguierdo*, S. Aizpiri*~, U. Aguirre™ and A. Capelastegui*™

TABLE 1 Baseline characteristics of study participants by survival status over a 5-yr follow-up period

Survivors Non-survivors

Subjects 445 (72.8) 166 (27.2)
Age yrs 65.5+8.6 FOA £7.0
FEV1 L 1.45+ 0.46 1.13+0.38
FEV1 % pred 52+ 14 436 +14
FEV1/VC % 51.1+ 102 47.3+10.1
BMI kg-m™ 27.9+4.3 275+4.3
Pack-yrs 449+ 279 55.6+294
Current smokers 101 (22.7) 29 {(17.5)
Dyspnoea

| 43 (9.7) 1 (0u8)

Il 243 (54.6) 63 (37.9)

1 147 (33.0) B6 (51.8)

- 12 (2.7) 16 (9.6)
COPD severity

GOLD stage Il 249 (56) 556 (33.1)

GOLD stage llI 182 (40.9) 85 (51.2)

GOLD stage VW 14 (3.15) 26 (15.7)
Level of physical activity

Low 50 (11.2) 45 (27.1)

Moderate 231 (51.9) 98 (59.0)

High 164 (36.8) 23 (13.9)
SGROQ

Activity 50.4-+ 21.1 62.0+18.6

Impact 30.4+ 195 3B8.9+175

Sympitoms 40.5+ 20.9 47.0+20.7

Total SGRQ 38.2+ 182 47.3+16.1
Hospitalisations in the 2 yrs prior to baseline™

[} 309 (60.4) T8 (47)

12 115 (25.8) 62 (37.3)

=3 21 {4.7) 26 (15.6)
Comorbidities 16+1.25 1.5+ 1.20 0.37

Data are presentaed as n (3%) or mean +:50, unlaess otherwise stated. FEV1: forced expiratory volume in 1 s: %6 pred: %6 predicted:; VC: vital capacity; BMI: body mass index;
COPD: chronic obstructive pulmonary disease; GOLD: Global Initiative for Chronic Obstructive Lung Dissase; SGRQO: Saint George's Respiratory Questionnaire.
-

D p==0.0001.
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C. Esteban*, J. WM. Quintana™, M. Aburto*, J. Moraza>*>, M. Egurrola>,
J. Péerez-lzguierdo™, S. Aizpiri*., U. Aguirre™ and A. Capelastegui™

TABLE 2 Baseline characteristics of the 391 survivors who completed the three health-related quality of life instruments after 5 yrs
of follow-up

Level of physical activity p-value

Low™

Moderate”

High*

Subjects n

Age yrs

FEV1 L

FEV1 % pred

BMI

Pack-yr smoking habit

41
65.8+86"
1.36+0.50

51.4+16.37+

282+4+6.7
46.4+28.2

207
67.3+7.1"
1.43+ 0.44%

519+ 13.6%*
27.9+3.9
43.7 +30.2

143
61.9+9.7%1
1.56+ 0.487
53.34+13.7%7
28.0+ 4.1
44.0 +25.1

=0.0001
0.01

=<0.0001
0.94
0.85

Comorbidities 2.241.47+ 1.7+1.2% 1.5+ 1.2% 0.003
Dyspnoea =0.0001
1 0 7 (3.4)
1l 11 (26.8) 117 (56.5)
1 26 (63.4) 80 (38.6)
V-V 4 (9.8) 3(1.5)
GOLD stage
1 21 (51.2) 117 (56.5) 85 (59.4)
l 19 (46.3) 84 (40.8) 54 (37.8)
(=LY, 1 (2.9 6 (2.9) 4 (2.8)
Smoking status
Current smoker 7(17.7) 39 (18.8) 39 (27.3)
Ex-smoker 31 (7V5.6) 158 (76.3) 99 (69.2)
Mever-smoker 3 (7.3) 10 (4.8) 5 (3.5)
Hospitalisations for COPD exacerbation
in the 2 yrs prior to enrolment
0 22 (53.6) 136 (65.7) 117 (81.8)
1 11 (26.8) 46 (22.2) 19 (13.3)
=2 8 (19.5) 25 (12.1) 7 (4.9)

Data are presented as mean +sD or n (26), unless otherwise stated. FEV1: forced expiratory volume in 1 s; % pred: % predicted; BMI: body mass index; GOLD: Global
Initiative for Chronic Obstructive Lung Disease; COPD: chronic obstructive pulmonary disease. *: low physical activity; 7: moderate physical activity; *: high physical
activity. # 7 and * indicate differences among the three physical activity categories using Scheffé test for multiple comparisons for continuous variables at p=0.05. Chi-
squared tests were used for the comparison of proportions among the three physical activity categories.




Eur Respir J 2010; 36: 292 300
DOl 1001 183/09031 936 0002 1409
CopyrightERS 2010

Impact of chanmnges
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J. Péerez-lzguierdo*, S. Aizpiri*~, U. Aguirre™ and A. Capelastegui*™

sl Bl Baseline health-related quality of life across physical activity categories as measured by two disease-specific and one

generic instrument

Level of physical activity

Moderate”

High*

@D

p-value

Subjects n
SGRQ
Activity

a1

64.1+18.9%+

207

52.24207%+

143

43 54 205%1

= 0.0001

Impact
Symptoms
Total SGRQ
CRQ
Mastery
Dyspnoea
Fatigue
Emotional function
Total CRQ
Medical outcomes study SF-36
Physical component summary score

40.3+21.17+
455+ 257
48.4 +19.3%+

18.8+6.8%
22.1+9.0"
159+ 5.87+
33.6+10.8
90.3 +27.8"

40.6+8.17+

31.2+19.0%*
42.4+420.0"
39.4+17.7%"

202+ 56"
252482
18.7 +5.5%
355499
99.5+25.0

45.7 +7.4%

25.94 17.6%1
35.8+20.4%1
32.9+ 16.8%1

21.9+5.6 #1
26.4+7.9%
19.5+5.4%
36.9+8.7
104.8 +23.3%

47.3+7.8%

=0.0001
0.004
=< 0.0001

0.002
0.01
0.001
0.1
0.003

<0.0001

Mental component summary score
Physical functioning

46.5+15.1%
44.7 +23.47+

496+ 11.0
64.0 +20.2%+

51.4+9.3%
72.74 18.9%:1

0.03
= 0.0001

Role physical
Bodily pain
General health
Vitality

Social functioning
Role emotional
Mental health

62.2+41.9%*
62.1+31.7
42.0424.9"
51.6+24.9%*
76.8 +26.4"
65.0 +44. 77+
70.7 +26.6"

80.5+33.8%
71.8+27.4
47.0+21.4
62.0+22.4%
83.4+21.4
83.1 +34.9%
7594219

81.8+33.1%
73.4+25.4

51.6+22.0%
67.8+23.7%
87.3+20.3%
87.6+30.0%
80.1+18.7%

0.004
0.06
0.02
0.0003
0.01
0.001
0.02

Data are presented as mean +sD, unless otherwise stated. SGRQ: St George's Respiratory Questionnaire; CRQ
#. low physical activity; 7: moderate physical activity; ™: high physical activity. *, 7 and * indicate differences among the three physical activity categories using Scheffé

test for multiple comparisons for continuous variables at p<<0.05.

: Chronic Respiratory Questionnaire; SF-36: short form-36.
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Relationship of changes in physical activity and health-related quality of life status (HRQoL) at 5 yrs and changes from baseline

Baseline PA after 5 yrs Total SGRQ Total CRQ 5F-36 PCS5
level of PA of follow-up

ScoreatSyrs  Difference wersus  ScoreatSyrs  Difference versus ALS yrs Difference versus At Syrs Difference versus
baseline baseline haseline baseline

Low Low: 15° 5781226 1064 175 B1.7£31.8 115198 311452 524511 4352124 24188
Low Moderate/high: 267 4084230 B1217.4% B9.3+314 06+139 3TB+76 -35+87 47.3+148 324140
Moderate Low 19* 5904170 1244100 81.9425.4 A14410.77 337473 102453 4482137 384122
Moderale Moderate: 152° 4094792 181162 %5+ 26.6 081163 39489 6.4 £8.7" 504£117 051108
Moderate High: 3¢ 2044203 TH+148%* 10634305 BE+166% H3+77 A1487M 524£112 32405
High Low/maderate 56°* 4154212 491200 102.1+24.7 05+ 169 3BB+06 7088 529+10.4 02114

High High 87" 224158 214144 N05+227 A7+1647 44474 B T R Lt B N 254134

Data are presented as n or mean+30. PA: physical actiity, S3GRQ: 51 Geomge's Respiratory Questionnaing; GRC: Chronic Respiratory Questionnaire; 5F-36: short form-36; PCSS: physical compenent surmmary scals;

MCES: mental components summany scale. Positive vaues indicate an improvernent n HRCL, negative values indicate a decline in HROOL. 3GRO score improvernents have been changad to positve values and

R

impairment has been changed to negatve values and ™ indicate differances among the seven physical activity categeries by Schefle test for multiple comparisons at p<0.05 for contruous variable,
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a) 701 b) 70+

60+ 60 -

501 50

40+ 40

30 301

20- 20

LL LMH ML MM MH HLM HH LL LMH ML MM MH HLM HH

a) Evolution of short form (SF)-36 physical component summary scale (PCSS) in relation to changes in
physical activity. b) Evolution of short form (SF)-36 mental component summary scale (MCSS) in relation to
changes in physical activity. L/L: from low to low physical activity; L/M-H: from low to moderate or high
physical activity; M/L: from moderate to low physical activity; M/M: from moderate to moderate physical
activity; M/H: from moderate to high physical activity; H/L-M: from high to low or moderate physical activity;
H/H: from high to high physical activity. & PCSS at baseline; &: PCSS at 5 yrs; & MCSS at baseline; h:
MCSS at 5 yrs.
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Referencias sobre las que se basa este estudio:

- Garcia-Aymerich J, Félez MA, Escarrabil J, et al.
Physical activity and its determinants in severe
chronic obstructive pulmonary disease. Med Sci
Sport Exerc 2004, 36: 1667-1673.

- Pitta F, Troosters T, Probst VS, et al. Physical

activity and hospitalization for exacerbation of
COPD. Chest 2006; 129: 536-544.

- Garcia-Aymerich J, Lange P, Benet M, et al.
Regular physical activity reduces hospital admission
and mortality in chronic obstructive pulmonary
disease: a population based cohort study Thorax
2006; 61: 772—778.
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fuerza Limitacion

Gran tamano de la cohorte (611
pacientes),

Pacientes fueron reclutados en
consultas externas

Largo periodo de seguimiento (5
afos)

Uso de tres cuestionarios diferentes
(2EPOC)

No recibia ningun dafio especial por
tratamientos o intervenciones.

TT2 de base indicado por su MAP
en cual no recibia pautas a seguir.
Comparar los niveles de AF
respecto a CVRS de los EPOC y
poblacion general, realizando
ajustes estadisticos en un esfuerzo
por prevenir los factores de
confusion de sesgar los resultados.

La confusion y la causalidad inversa
es posible en este estudio, ninguna
causalidad o direccionalidad de los
resultados se puede deducir.

Se utilizo un cuestionario para
establecer el nivel de AF en lugar de
una particular medida, como un
acelerometro o podémetro.
Auto-informes de los sujetos del
estudio puede sobreestimar o
subestimar AF.

No incluye otras actividades.
Pequeio tamafio de muestra en
algunas de las categorias de AF.
Factores no estudiados : 97% &
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Prevention of panic attacks and panic

disorder in COPD

N. Livermore*#, L. Sharpe” and D. McKenzie""*

ESTUDIO La influencia de una terapia cognitivo-conductual (TCC )sobre el desarrollo o
empeoramiento de ataques de panico y los sintomas de ansiedad pacientes con EPOC.

41 pacientes con EPOC, que habia sido objeto de rehabilitacion pulmonar, fueron
asignados al azar a una intervencion de TCC (4 sesiones) o a un cuidado diario.

Los objetivos primarios fueron la reduccion de ataques de panico, trastorno de panico y
sintomas de ansiedad.

Los objetivos secundarios fueron los sintomas depresivos, cogniciones catastroficas
sobre las dificultades para respirar, calidad de vida y reingresos hospitalarios.

RESUMEN DE RESULTADSO

-12 (60%) participantes del grupo de atencion de rutina experimentaron por lo menos un
ataque de panico 6 meses siguientes, dos (17%) de estos llegaron a sr diagnosticados de
trastorno de panico, mientras que ninguno de los participantes del grupo TCC
experimentaron ataques de panico durante el seguimiento.

-Reducciones significativas en los sintomas de ansiedad y catastrofismo en el grupo de
TCC durante el seguimiento y con un menor numero de reingresos hospitalarios entre los
6 -y 12 meses.

El estudio proporciona evidencia de que una breve intervencion TCC en los pacientes con
EPOC puede prevenir el desarrollo-empeoramiento del panico y la ansiedad.
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Prevention of panic attacks and panic

disorder in COPD

N. Livermore**, L. Sharpe™ and D. McKenzie”-

Total number of COPD
patients asked to
participate n=96

v

+

Excluded n=11:
Panic disorder n=9
Major depression n=2

Agreed to participate
n=52 (54% recruitment rate)

v

Attended initial assessment
session n=52

v

Eligible and randomised n=41:
CBT intervention n=21
RC n=20

¥ v

Deceased n=3

Cerebrovascular accident n=1

Loss of eyesight n=1

Severe deterioration in COPD,
necessitating palliative
treatment n=2

Moved, could not be contacted
n=2

Dropped out during follow-up n=9:

CBT, completed
intervention n=21

RC, no intervention n=20

v

v

CBT, assessed at
post-intervention n=21

RC, assessed at
post-intervention n=20

v

v

CBT, assessed at
6 months n=21

RC, assessed at
6 months n=19

v

v

CBT, assessed at
12 months n=18

RC, assessed at
12 months n=16

v

v

CBT, assessed at
18 months n=16

RC, assessed at
18 months n=16

Numbers/attrition of
participants from enrolment
to 18-month follow-up.
COPD: chronic obstructive
pulmonary disease; CBT:
cognitive behaviour
therapy; RC: routine care.




Eur Respir J 2010; 35: 557563
DOI: 10.1183/09031936.00060309
Copyright@ERS Journals Ltd 2010

Prevention of panic attacks and panic
disorder in COPD

N. Livermore**, L. Sharpe™ and D. McKenzie”""

TABLE 1 Characteristics of study subjects

Imntervemntion

Rowuwutime

cCare

Subjects ™
Fermale

Ag e YWirs

Time since COPD diagnosis yrs

Current smoking

BNl kog- 2

Adcohol consumed each weelk
days

Standard drinks

On home Oo thherapy

FEW1T post-bronch <% pred

FvC post-bronch <t pred

FEW1 /FWC ratio post-bromnci

COPD admissions imn 6 months
Prior to study

=1 panic attack in previous
[aal=Tatda]

HADS anxiety subscale score

HADS depression subscale
score

IBrc score

SGRO score

=1
12 (57)
Fic =R = |
6.5 4+ 4.9
3 (1)
25.7 +4.3

sa s+ 16.8
0.67 +-0.2
13 (62)

4 (20)

5. .24 2.9
39421

F.O4+=a4.3
403 4+ 151

20
11 (55)
T35 4+ 8.1
6.4 4+ 5.6
=2 (10)
z26.2 4+ 5.3
.4 1.1

0.2 +0.4
5 (25)
S1.1 4+15.0
80.3+12.9
062 +-0.17
14 (7O)

& (30)

5.9 427
4.1 428

“A4F. 9D 4+ 1 7.9

.28
G5
.11

.10
3T
&0

=]

A5
55

s
=

Data are presented as mean 4+ s or m (25), unless otherwise stated. COPRPD:
chronic obstructive pulmonary disease,; BV body mass index; FEW1: forced
expiratory wolurme im 1 = post-bhromci: post-bDOromnchodilator; = Precd =5
predicted for age; FwiC: forced wital capacity; HAaD S: Hospital Auarnxiety
Depression Scale; IBPO: Interpretation of Breathing Problerms Questionnairne;
SGEGROQ: St George's Respiratorny Questionmalire. > p=—0.05 omn ANONW S
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o Gy~
= o O
I I I

=Y
=
I

o B L
o O
| |

Q
o
©
4
c
Q
o
(.
QO
o

I I
Baseline 12

Follow-up month

Tres pacientes necesitan ser tratados para prevenir
un caso de atague de panico durante los 18 meses
periodo de seguimiento (95% CI 1.5-5.9).

Percentage of subjects who
had experienced at least one
panic attack in the previous
month (at baseline and post-
intervention (PI)) or previous
6 months (at the 6-, 12- and
18-month follow-ups) in the
cognitive behavioural

therapy group ( ) and the
routine care group ( ).
Differences between the
groups were significant at
post-intervention and all
follow-ups. **: p,0.01.
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b) 14-
12 1
£ 12_ 7-
10 4
" #h 6'
b- . 1
= 0
0
6 § : !
1 . :
0 X
4 2 21
1_
2_
0' | | | | |
Baselne Pl 6 12 18
| |

ANSIEDAD CUESTIONARIO RESP. _o-PRESION gy

Mean scores at baseline, post-intervention (Pl), and at 6-, 12- and 18-month follow-ups for the cognitive
behavioural therapy group (~) and the routine care group ( O ) on a) the Hospital Anxiety Depression Scale’s
anxiety subscale b) the Interpretation of Breathing Problems Questionnaire and c) the Hospital Anxiety

Depression Scale’s depression subscale. Data are presented as mean £ SEM. Higher scores indicate worse
symptomatology. **: p,0.01.
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COMORBILIDAD:

- condicion medica existentes al mismo tiempo pero
de manera independiente de otra condicion.

- relacion reciproca o causal entre de dos 6 mas
estados de enfermedad.

EPOC INFECCION
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Impaired host - >
defences: Chronic microbial CICLOS DE LA INFECCION
Respiratory viruses EN LA EPOC
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New strains of bacteria
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FIGURE 1. Two distinct infection cycles in chronic obstructive pulmonary
disease.
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Acquisition of new bacterial strain

FPathogen virulence
Host lung defence

Change in airway inflammation
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Level of symptoms
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N

Strain-specific immune response
+/- antibiotics

1 3 3 3 [
1 Tissue invasion |
| Antigenic aﬂaraiioni

Elimination of
infecting strain

FPersistent infection

FIGURE 2. Curent model of pathogenesis of bacterial exacerbation in chronic
obstructive pulmonary disease. Reproduced and modified from [12], with
permission from the publisher.

MECANISMOS DE PATOGENESIS
BACTEIRA DE LA EPOC

FRECUENCIA SIMILAR DE
BACTERIAS EN
EXACERBACION = FASE
ESTABLE

MODELO DE LA CARGA
BACTERIANA: concentracion.
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equilibrio
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PA
previous

PA
present

a) New strain isolation and exacerbation
frequency. b) Up dated data regarding the
relationship of new strain acquisition and
exacerbation frequency for Haemophilus
influenzae (HI), Haemophilus
haemolyticus (HH) and Pseudomonas
aeruginosa (PA). NTHI: non-typeable Hl;
MC: Moraxella catarrhalis;SP:
Streptococcus pneumoniae. Relative risk
(95% CI) of exacerbation in a) were: any
2.15 (1.83-2.63); NTHI 1.69 (1.37-2.09);
MC 2.96 (2.39-3.67); SP 1.77 (1.14—
2.75); PA 0.61 (0.21-1.82). Relative risk
(95% CI) of exacerbation in b) were: HlI
4.09(2.89-5.80); PA: 3.36 (1.88-6.03). *:
p,0.05. a) Based on data reported by
SETHI et al. b) Based on data reported by
MURPHY and co-workers
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* Uso de atb. en casos moderados y graves exacerbaciones: hospitalizacion o que

presenten por lo menos dos de los tres sintomas cardinales: disnea, aumento de
volumen del esputo y / o purulencia del esputo

* En_exacerbaciones leves, los atb. no estan recomendados y el tt°® consiste en
paliar los sintomas

- factores de riesgo de mala evolucion.
* probabilidad de infeccion por un patdogeno resistente.

* estratificados en funcion de los que tienen uno o mas de los siguientes factores de

riesgo: edad avanzada, obstruccion grave al flujo aéreo, exacerbaciones
frecuentes, comorbilidad cardiaca.

* TT° EN CASOS GRAVES: fluoroguinolona o amoxicilina / acido clavulanico.

* TT° EN CASOS NO COMPLICADOS: macrdélidos, cefalosporinas, tetraciclina o
trimetoprima / sulfametoxazol.

Se recomienda el cambio de la clase de antibiético si se ha tenido una reagudizacion

previa tratada con atb, en mengs de tres meses, para reducir al minimo una terapia |
Ineficaz y la resistencia a antibioticos, debiendo ser reevaludo el tt° en menos de 72h. |
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NEUMONIA Y EPOC:

riesgo atribuible de NAC en fumadores 32%.

Ex fumadores después de 5 afios sin fumar reducen este riesgo al 50%, y después de
10 el riesgo es igual al de no fumadores.

- EPOC y el tabaguismo también aumentan los titulos en suero de C. pneumoniae

- Estudio TORCH:los brazos que contienen esteroides inhalados se asociaron con

aumento de la incidencia de neumonia, con una duplicandose la incidencia en el grupo
de combinacion 4-8%.

- Un analisis retrospectivo de la base de datos, el efecto parece ser dosis-dependiente.

- Interpretacion de estos hallazgos es que en la mayoria de los casos,: Dx clinico no
radioldgico de confirmacion

y cursos repetidos de antibiéticos predispone a
estos pacientes a la neumonia causada por P. aeruginosa.

Diagnostico etiologico de la neumonia mas dificil en la EPOC, ya que la colonizacion
cronica confunde la interpretacion de los resultados del cultivo de esputo.
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INFECCION CRONICA EPOC #COLONIZACION

presencia de un patdogeno que no causa efectos nocivos para el
huésped.

- Infcc. crénica de bajo grado, consecuencias fisiopatologicas con poca o0 ninguna
clinica.

. infeccion cronica puede contribuir a la progresion
EPOC.

- EPOC moderada a severa estable: microorganismos potencialmente patdgenos
en esputo con mayor recuento diferencial de neutrofilos, IL -8, leucotrieno B4,
TNF, elastasa y neutrofilos, asi como una mas respuesta exagerada de la
gquimiotaxis en los sujetos colonizados.

VIHY EPQOC :

- Mecanismos para esta asociacion:

- alta prevalencia de tabaquismo en la poblacion VIH-positiva.
presencia del VIH en el pulmon.
aumento del estres oxidativo relacionados con la carga viral.
* neumonia recurrente.
grado de la inmunosupresion.
uso de la terapia antirretroviral.



