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Abstract

Background: pulmonary rehabilitation (PR) improves health status and exercise tolerance, but not respiratory function in
patients with chronic obstructive pulmonary disease (COPD). Our objective was to identify predictors of improvement in
the 6-min walked distance (6′WD) in elderly COPD patients after PR.
Methods:this was a prospective observational study performed in an ambulatory rehabilitation setting. We enrolled 74 patients
aged 65–83 years (mean: 74.2, SD: 4.4) with stable COPD in GOLD stage 3–4. About half (45.6%) of them had a basal O2
saturation of 90% or less. After a baseline multi-dimensional assessment, patients underwent a 20-session rehabilitation cycle
including training of the upper and lower extremities, and respiratory exercises, along with education sessions. The difference
between final and basal 6′WD was expressed as a per cent of the basal value (6′WD gain). Patients were divided into two
groups according to whether the 6′WD gain was above or under the 75th percentile, corresponding to 33% gain.
Results: patients whose 6′WD improved more had lower baseline forced expiratory volume in the first second (FEV1)/forced
vital capacity (FVC) (46.0 versus 52.2%, P = 0.03) and baseline 6′WD, both as an absolute value (329.5 versus 408.9 m,
P = 0.01) and as a per cent of the predicted (71.1 versus 93.5%, P = 0.002). After correction for potential confounders,
baseline 6′WD was the only variable associated with the outcome (OR for 5% increments: 0.79; 95% CI 0.65-0.95).
Conclusions: among elderly patients with COPD, a comprehensive rehabilitation programme can significantly improve the
6′WD even in the presence of chronic hypoxemia. The most physically impaired patients achieve the greatest benefit from
rehabilitation, but we could not develop a model accurately predicting the response to rehabilitation.
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Introduction

Pulmonary rehabilitation (PR) has been shown to improve
health status and exercise tolerance in patients with chronic
obstructive pulmonary disease (COPD) [1, 2]. These effects
seem to be independent of age [3, 4], and even patients
older than 80 years can benefit from a PR programme [5].
PR improved health status and performance indexes in an
older population after an acute exacerbation of COPD [6],
as well as in patients on oxygen therapy [7]. While the
evidence on positive effects of PR in elderly COPD patients
is convincing, data on the characteristics of patients who
are more likely to benefit from PR are conflicting. Neither
demographic nor respiratory function parameters seem to
predict the effects of rehabilitation on dyspnoea, anxiety and
depression [8, 9]. Garrod et al. could not find any predictor
of improvement in health status or physical performance,
and only severe dyspnoea was associated with poorer

outcome [10]. On the other hand, in a sample of 28 patients
with COPD with a mean age of 70 years undergoing a simple
home rehabilitation, health status improvement was inversely
related to age and baseline forced expiratory volume in the
first second (FEV1), and directly to the residual volume/total
lung capacity ratio (RV/TLC), body weight and cognitive
performance [11]. Finally, age was found to be inversely
related to the improvement in the maximal consumption of
oxygen induced by PR [12].

We designed this study to verify whether the response
to rehabilitation can be predicted on the basis of easily
measurable baseline variables.

Methods

We recruited patients attending a day hospital facility
specialised in pulmonary diseases. The study was based
upon routine diagnostic and rehabilitation procedures. The
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study was approved by the local Ethical Committee, and
patients gave their informed consent to participate in the
study.

Patients

We studied 83 patients diagnosed with COPD according to
American Thoracic Society guidelines, all in stable clinical
and functional conditions [13]. Criteria of exclusion were:

• Age <65 years.
• COPD severity (GOLD stage) <3.
• Co-morbid diseases able to limit exercise capacity: severe

conditions (neurological deficit or anaemia) or minor
problems potentially affecting the adaptation to exercise
(rhinitis).

• Cognitive decline that would impair the quality of
spirometry or adherence to rehabilitation [14, 15].

All patients underwent baseline assessment, but 10%
did not complete the rehabilitation programme and were
excluded. The final sample size was 74.

Assessment

Lung volumes (FEV1, forced vital capacity: FVC, RV,
TLC) were measured before and after administration of
salbutamol 200 µg using a Jaeger Master Screen-PFT system
(Höchberg, Germany), using the He-dilution technique for
the measurement of RV. Predicted normal values were those
by the European Community for Coal and Steel [16].

Maximal inspiratory mouth pressure (MIP) from RV and
maximum expiratory mouth pressure (MEP) from TLC
were measured with a standard mouthpiece and a transducer
(Spirovis-Cosmed, Pavona di Albano, Rome, Italy).

Arterial blood gases and pH were measured by an
ABL equipment (Radiometer, Copenhagen, Denmark) while
the patient was at rest and had been breathing room
air for at least an hour. The 6-min walking test (6′WT)
was performed according to American Thoracic Society
recommendations [17] to measure the 6-min walked distance
(6′WD), which was expressed also as per cent of the
predicted [18], and the time with a transcutaneous oxygen
saturation (ScO2) <90%. Briefly, patients were instructed
to walk back and forth along a 30-m hospital corridor to
cover as much ground as they could during the 6′WD,
without running. An assistant gave encouragement every
minute. Patients were allowed to stop and rest, but they
were encouraged to resume walking as soon as possible. No
supplemental oxygen was given during the test. The ScO2
and the heart rate were continuously recorded throughout
the test using a model 9500 finger pulse oximeter (Nonin
Medical, Plymouth MN, USA).

The assessment was performed both at baseline (pre-
rehabilitation) and after the completion (post-rehabilitation)
of the PR programme.

PR programme

Patients attended the outpatient rehabilitation sessions for
1.5 h, 5 times a week for 4 weeks. This was the first phase of
a PR programme, which was continued at home twice a week
for a further 6 weeks by a respiratory physical therapist. We
measured the effect of rehabilitation after the completion of
the 4-week ambulatory training. The target duration for each
exercise was 20 min, with a warm-up and a cool-down 3-min
period. The initial duration of each exercise varied depending
upon the individual response.

(1) Upper arm exercises started with a series of low-intensity
contractions of isolate muscle groups to prevent the
onset or worsening of dyspnoea. After a time, that
changed according to the individual response to the
training, lifting weights in the 1–5-kg range and
stretching elastic bands were added to the baseline
exercise.

(2) Exercise training consisted initially of unloaded cycling
using a Bikerace HC600 (Technogym, Gambettola,
Forlı́, Italy). As the patient became more accustomed
to the exercise, the therapist adjusted the intensity of
the training by imposing a load of 20 W and, then,
increased the load up to 70% of the Wmax measured
at baseline or, if the patient could not reach this goal,
up to the maximal tolerated load. For patients who did
not tolerate loaded cycling, the length of the unloaded
cycling session was increased to 30 min.

(3) Inspiratory muscle training: the threshold-loading
method was started at very low intensity, i.e. at a load
corresponding to the generation of 10% of the MIP.
The load was progressively increased to achieve 60% of
the MIP or, for patients unable to reach this goal, 30%
of the MIP, which corresponds to the minimal load
proved to have a training effect [19].

The PR programme also included sessions of general
education for groups of 2–4 patients aimed at improving
the patient’s knowledge of the disease and self-management
strategies.

Analytic approach

Our conceptual outcome was the response to the rehabilita-
tion therapy. We chose the 6′WD to measure the outcome
because its changes are correlated with changes in personal
abilities, dyspnoea and health status [20–22], more than any
other walk test [23]. Operationally, we considered the 6′WD
at the end of intervention relative to the 6′WD at baseline,
computed as [(6′WD-Post)—(6′WD-Pre)]/(6′WD-Pre). We
evaluated the presence of a relationship between this out-
come and continuous demographic and clinical variables
using scatterplots and calculating Pearson’s rho; then we
used a linear regression model to identify variables indepen-
dently associated with the outcome, using diagnostic plots of
the residual to check model adequacy.
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To express in a more clinically meaningful way the
association between patient’s characteristics and the changes
in the WD, we dichotomised our outcome using the 75th
percentile of gain (33% relative to the baseline) as a cut-off
value. We used means and contingency tables to compare
the demographic and clinical characteristics of the two
groups. Student’s t-test and Pearson’s chi-square were used
to calculate the P values relative to the differences in means
and proportions, respectively. We used continuity correction
to calculate the P-value in tables with cell counts <5, while
we used the Wilcoxon rank test with continuous variables
that were not normally distributed.

We used logistic regression to obtain a summary descrip-
tion of the relationship between individual characteristics
and 6′WD gain. Variable selection was based on clinical
relevance and on the association found with the univariable
analysis. We used the log likelihood to identify the best-fitting
model while minimising the number of covariates, and the
Hosmer and Lemeshow goodness-of-fit test to assess the
final goodness of fit.

All analyses were performed using SAS V9.0 (SAS Inc,
Cary NC, USA).

Results

We studied 74 persons (mean age 74.2 years, SD: 4.4, range:
65–83). Most of them were men (85.1%) and 47.3% had a
basal oxygen saturation of 90% or less. Nineteen patients
had oxygen saturation below 90 or 80% for most of the time
of the 6′WT.

On average, the 6′WD increased by 23.2% (SD: 26%,
range: −13.3 to 140%), corresponding to an absolute average
increase of 76.2 m (SD: 65.0, range: −45 to 270 m). Among
the demographic and clinical characteristics considered, only
body mass index (BMI), FEV1, FVC, MIP, and baseline
performance showed a relationship with change in 6′WD.
A multi-variable linear regression, in which all the above-
mentioned variables were included, showed an average
increase of 0.6% of the follow-up 6′WD relative to the
baseline value for each 1% increment of the 6′WD at
baseline.

We found no difference in the demographic and clinical
characteristics of people with low and high 6′WD gain
(Table 1). People in the high-gain group had a lower BMI
(24.1 kg/m2 versus 27.0 kg/m2, P = 0.01) and a lower, albeit
non-statistically significant, prevalence of diabetes mellitus
(10.5 versus 25.5%, P = 0.173).

Table 2 compares functional variables at baseline of high
and low 6′WD-gain patients. People with high 6′WD gain
had a lower FEV1 per cent predicted (35.6 versus 42.6%,
P = 0.024), MIP (50.0 versus 60.3 mmHg, P = 0.034). The
6′WD at baseline was lower in the 6′WD high-gain people
either as absolute value (329.5 versus 408.9 m, P = 0.012)
or as per cent of predicted (71.1 versus 93.5%, P = 0.002).
We found no differences between the two groups in baseline
PaO2 or PaCO2, FVC, RV/TLC ratio, MEP and proportion
of participants with partially reversible obstruction.

Table 1. Demographic and clinical characteristics of
participants with and without increase in the 6′WD ≥ 75th
percentile

Gain in 6′WD ≥ 75th percentile

No (n = 55) Yes (n = 19) P
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Age [mean (SD)] 74.4 (4.4) 73.5 (4.3) 0.420
Gender (male), % 85.5 84.2 0.999
Body mass index [mean

(SD)]
27.0 (3.5) 24.1 (4.3) 0.013

Charlson’s co-morbidity
index [mean (SD)]

2.3 (1.2) 2.3 (1.2) 0.886

Heart failure, % 3.6 0.0 0.982
Ischemic heart disease, % 9.1 5.3 0.968
Diabetes mellitus, % 25.5 10.5 0.299

Table 2. Baseline functional characteristics of participants
with and without increase in the 6′WD ≥ 75th percentile

6′WD >75th percentile

No (n = 55) Yes (n = 19) P
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
FVC [% predicted, mean

(SD)]
62.2 (14.9) 59.7 (16.0) 0.568

FEV1 [% predicted, mean
(SD)]

42.6 (14.2) 35.6 (10.1) 0.024

RV/TLC (%) 86.0 (38.3) 73.7 (31.7) 0.116
PaO2 [mmHg, mean (SD)] 70.3 (7.4) 69.7 (8.7) 0.788
PaCO2 [mmHg, mean (SD)] 42.1 (4.3) 41.6 (5.3) 0.735
Maximal inspiratory pressure

[mmHg, mean (SD)]
60.3 (19.0) 50.0 (16.7) 0.034

Maximal expiratory pressure
[mmHg, mean (SD)]

70.8 (23.0) 62.5 (23.9) 0.202

Participants with partially
reversible obstruction (%)

36.4 26.3 0.425

Time with SO2<90% during
the 6′ WT (%)

44.0 (39.9) 31.3 (40.0) 0.359

6′WD [mt, mean (SD)] 408.9 (77.7) 329.5 (115.3) 0.010
6′WD [% predicted, mean

(SD)]
93.5 (18.2) 71.1 (26.3) 0.002

FEV1 and the 6′WD gain, both expressed as contin-
uous variables, were only weakly correlated (Appendix
1, upper panel; available on the journal’s website
at http://www.ageing.oxfordjournals.org/), with a Pear-
son’s rho of −0.14 (P = 0.217), as were variation
of FEV1 over the PR programme and 6′WD gain
(rho: −0.09, P = 0.526). The results were similar for
the relationship MIP–6′WD gain (rho: −0.09, P =
0.458) (Appendix 1, lower panel; available on the jour-
nal’s website at http://www.ageing.oxfordjournals.org/),
while there was a strong linear relationship between
baseline 6′WD and 6′WD gain (rho: −0.26; P =
0.02) (Appendix 2; available on the journal’s website at
http://www.ageing.oxfordjournals.org/).

In Table 3, panel A, are shown the results of a logistic
regression model containing age, gender, BMI, FEV1, MIP
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Table 3. Multi-variable logistic regression modelling the probability of having a gain
in the 6′WD ≥ 75th percentile

Panel A: full model (−2 log likelihood: 60.922; Hosmer and Lemeshow test: P = 0.225)a

OR 95(%) CI
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Age 1.02 0.88–1.19
Gender (male versus female) 0.29 0.03–3.24
BMI 0.89 0.73–1.07
Diabetes mellitus 0.17 0.02–1.44
FEV1 per cent of predicted (5% increments) 0.94 0.66–1.33
Maximal inspiratory pressure 0.99 0.94–1.04
6′WD per cent of predicted (5% increments) 0.79 0.65–0.95

Panel B: reduced model (−2 log likelihood: 62.667; Hosmer and Lemeshow test: P = 0.195)a

OR 95(%) CI
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Gender (male versus female) 0.31 0.05–1.93
BMI 0.89 0.74–1.07
Diabetes mellitus 0.19 0.02–1.54
6′WD per cent of predicted (5% increments) 0.76 0.64–0.91

a A high P-value of the Hosmer and Lemeshow goodness-of-fit test is consistent with the logistic model
adequately fitting the data.

and baseline 6′WD. To obtain clinically meaningful odds
ratios, both FEV1 and 6′WD were rescaled using a factor
of 5. In this model, only BMI and baseline 6′WD were
associated with the outcome. A ‘reduced’ model was also
produced to predict the outcome using fewer variables
(Table 3, panel B). The global fitting of the two models was
similar, as expressed by both the −2 log likelihood (60.922
for the full model and 62.667 for the reduced model) and
the Hosmer and Lemeshow goodness of fit (P = 0.225 and
P = 0.195, respectively). Of the variables taken into account,
only the baseline performance at the 6′WT was associated
with the outcome (OR for increments of 5% of predicted:
0.79; 95% CI 0.65–0.95).

Discussion

We found that neither demographic nor respiratory function
indexes were related to the outcome of PR. Thus, older
COPD patients should not be excluded from rehabilitation
because of age or decreased physical performance.

The finding of an inverse relationship between baseline
performance and improvement is in agreement with results
by ZuWallack et al. obtained using the 12-min walked
distance [24]. The fact that 50% of our patients achieved
a 6′WD gain greater than 54 m, which is the threshold for
the feeling of improved health status [20], confirms that older
COPD patients are good candidates for PR. Nonetheless, our
results might be due, at least in part, to regression towards the
mean. The correlation between the difference in the 6′WD
and its baseline value, however, is low (rho 0.26) compared
to what would be expected in cases when regression to the
mean plays a major role.

The lack of association between indexes of pulmonary
function and gain in the 6′WD extends to an older

population the findings of previous studies on younger
populations [2]. We also found that arterial blood gas levels
were not significant predictors of the rehabilitation response,
suggesting that arterial hypoxemia should not be a barrier
to PR. This adds further evidence to the assumption that
patients with severe COPD should be considered good
candidates for PR [9, 25–27]. Such a conclusion is clinically
important because hypoxemic patients are severely limited
in personal independence and, then, according to the
present findings, are expected to improve the most with
rehabilitation [28].

O’Donnell et al. found that a PR programme similar
to ours improved both respiratory and peripheral muscle
function of patients with COPD, but such an improvement
was unrelated to the gain in the exercise capacity [29]. Inter-
individual variability in the ventilatory response to exercise is
a further determinant of the response to rehabilitation [29].
These data suggest that the final effect of PR is the result
of complex physiopathological responses to exercise and, as
such, is difficult to predict.

The same 6′WD gain can have a very different clinical
meaning depending upon the baseline performance: a
70-m gain likely is a negligible or a noticeable effect of
the rehabilitation depending upon whether baseline 6′WD
was 420 or 100 m. Indeed, there is a strong association
between the 6′WD and the level of independence in
basic and instrumental activities of daily living (ADL)s.
A comprehensive 12-week outpatient PR programme has
been shown to increase both 6′WD and ADL score [22].
Accordingly, a seemingly small gain in 6′WD could be a
marker of a dramatic improvement in personal independence.
Thus, a severe limitation in physical capabilities should not
be a reason for excluding elderly COPD patients from a PR
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programme; rather these patients may achieve the greatest
benefit.

This study has some limitations. First, our PR programme
was shorter than recommended [30, 31]. It is possible that the
effect of some measures associated with improvement in the
6′WD gain do not appear until after 4 weeks of rehabilitation
in this study. However, a patient’s early response to PR
has been shown to be predictive of their final rehabilitation
outcome [32]. Furthermore, we focussed on the induced
change in physical performance and not on changes in
life style, which would have required a much longer PR
programme [33]. Second, our outcome measure, which was
based on the distribution of the gain in the 6′WD in this
sample, could limit the generalisability of our study. However,
our findings are similar to others reported in the literature,
and therefore the use of this sample-based outcome measure
is not likely to have had a sizeable effect on the results. Third,
we did not measure a number of characteristics, such as free
fat mass or peripheral muscle strength that may be important
in a patient’s response to PR. Finally, because patients were
required to attend rehabilitation sessions outside their home
5 times a week for 4 weeks, this study excluded homebound
patients and selected patients who were willing to comply
for such an intense programme.

In conclusion, the present study shows that elderly COPD
patients with severely impaired exercise capacity can benefit
from PR and, thus, should not be excluded from PR
referrals. However, further research is needed to improve
the identification of patients most likely to benefit from
rehabilitation. Research is also needed to verify whether the
addition of occupational therapy or non-conventional forms
of rehabilitation, e.g. cognitive enhancement, to PR can be
of further benefit in elderly COPD patients.

Key points
• Elderly people with COPD can benefit from PR even

when significant hypoxemia is present.
• Those with the worst performance at baseline are most

likely to improve after rehabilitation.

Conflicts of interest

None

Supplementary data

Supplementary data for this article are available online at
http://ageing.oxfordjournals.org.

References

1. Lacasse Y, Brosseau L, Milne S et al. Pulmonary rehabilitation
for chronic obstructive pulmonary disease. Cochrane Database
Syst Rev 2002; (3): CD003793.

2. Troosters T, Casaburi R, Gosselink R et al. Pulmonary
rehabilitation in chronic obstructive pulmonary disease. Am J
Respir Crit Care Med 2005; 172: 19–38.

3. Katsura H, Kanemaru A, Yamada K et al. Long-term
effectiveness of an inpatient pulmonary rehabilitation program
for elderly COPD patients: comparison between young-elderly
and old-elderly groups. Respirology 2004; 9: 230–6.

4. Couser JI Jr, Guthmann R, Hamadeh MA et al. Pulmonary
rehabilitation improves exercise capacity in older elderly
patients with COPD. Chest 1995; 107: 730–4.

5. Baltzan MA, Kamel H, Alter A et al. Pulmonary rehabilitation
improves functional capacity in patients 80 years of age or
older. Can Respir J 2004; 11: 407–13.

6. Roomi J, Johnson MM, Waters K et al. Respiratory
rehabilitation, exercise capacity and quality of life in chronic
airways disease in old age. Age Ageing 1996; 25: 12–6.

7. Faager G, Larsen FF. Performance changes for patients with
chronic obstructive pulmonary disease on long-term oxygen
therapy after physiotherapy. J Rehabil Med 2004; 36: 153–8.

8. Goldberg R, Hillberg R, Reinecker L et al. Evaluation of patients
with severe pulmonary disease before and after pulmonary
rehabilitation. Disabil Rehabil 2004; 26: 641–8.

9. Berry MJ, Rejeski WJ, Adair NE et al. Exercise rehabilitation
and chronic obstructive pulmonary disease stage. Am J Respir
Crit Care Med 1999; 160: 1248–53.

10. Garrod R, Marshall J, Barley E et al. Predictors of success
and failure in pulmonary rehabilitation. Eur Respir J 2006; 27:
788–94.

11. Ferrari M, Vangelista A, Vedovi E et al. Minimally supervised
home rehabilitation improves exercise capacity and health
status in patients with COPD. Am J Phys Med Rehabil 2004;
83: 337–43.

12. Plankeel JF, McMullen B, MacIntyre NR. Exercise outcomes
after pulmonary rehabilitation depend on the initial mechanism
of exercise limitation among non-oxygen-dependent COPD
patients. Chest 2005; 127: 110–16.

13. Standards for the diagnosis and care of patients with chronic
obstructive pulmonary disease (COPD) and asthma. This
official statement of the American Thoracic Society was
adopted by the ATS Board of Directors, November 1986.
Am Rev Respir Dis 1987; 136: 225–44.

14. Pezzoli L, Giardini G, Consonni S et al. Quality of spirometric
performance in older people. Age Ageing 2003; 32: 43–6.

15. Bellia V, Pistelli R, Catalano F et al, The SA.R.A. Study. Quality
control of spirometry in the elderly. Am J Respir Crit Care Med
2000; 161: 1094–1100.

16. Quanjer PH, Tammeling GJ, Cotes JE et al. Lung volumes and
forced ventilatory flows. Report Working Party Standardization
of Lung Function Tests, European Community for Steel and
Coal. Official Statement of the European Respiratory Society.
Eur Respir J Suppl 2003; 16: 5–40.

17. ATS Committee on Proficiency Standards for Clinical
Pulmonary Function Laboratories. ATS statement guidelines
for the six-minutes walk test. Am J Respir Crit Care Med 2002;
166: 111–7.

18. Enright PL, Sherrill DL. Reference equations for the six-minute
walk in healthy adults. Am J Respir Crit Care Med 1998; 158:
1384–7.

19. Kim MJ, Larson JL, Covey MK et al. Inspiratory muscle training
in patients with chronic obstructive pulmonary disease. Nurs
Res 1993; 42: 356–62.

534

 by guest on D
ecem

ber 20, 2016
http://ageing.oxfordjournals.org/

D
ow

nloaded from
 

http://ageing.oxfordjournals.org/


Response to rehabilitation in patients with COPD

20. Redelmeier DA, Bayoumi AM, Goldstein RS et al. Interpreting
small differences in functional status: the Six Minute Walk test
in chronic lung disease patients. Am J Respir Crit Care Med
1997; 155: 1278–82.

21. Niederman MS, Clemente PH, Fein AM et al. Benefits
of a multidisciplinary pulmonary rehabilitation program.
Improvements are independent of lung function. Chest 1991;
99: 798–804.

22. Bendstrup KE, Ingemann JJ, Holm S et al. Out-patient
rehabilitation improves activities of daily living, quality of
life and exercise tolerance in chronic obstructive pulmonary
disease. Eur Respir J 1997; 10: 2801–6.

23. Solway S, Brooks D, Lacasse Y et al. A qualitative systematic
overview of the measurement properties of functional walk
tests used in the cardiorespiratory domain. Chest 2001; 119:
256–70.

24. Zu Wallack RL, Patel K, Reardon JZ et al. Predictors of
improvement in the 12-minute walking distance following a
six-week outpatient pulmonary rehabilitation program. Chest
1991; 99: 805–8.

25. Maltais F, LeBlanc P, Jobin J et al. Intensity of training and
physiologic adaptation in patients with chronic obstructive
pulmonary disease. Am J Respir Crit Care Med 1997; 155:
555–61.

26. Foster S, Lopez D, Thomas HM III. Pulmonary rehabilitation
in COPD patients with elevated PCO2. Am Rev Respir Dis
1988; 138: 1519–23.

27. Casaburi R, Porszasz J, Burns MR et al. Physiologic benefits
of exercise training in rehabilitation of patients with severe

chronic obstructive pulmonary disease. Am J Respir Crit Care
Med 1997; 155: 1541–51.

28. Okubadejo AA, O’Shea L, Jones PW et al. Home assessment
of activities of daily living in patients with severe chronic
obstructive pulmonary disease on long-term oxygen therapy.
Eur Respir J 1997; 10: 1572–5.

29. O’Donnell DE, McGuire M, Samis L et al. General exercise
training improves ventilatory and peripheral muscle strength
and endurance in chronic airflow limitation. Am J Respir Crit
Care Med 1998; 157: 1489–97.

30. Troosters T, Gosselink R, Decramer M. Short- and long-term
effects of outpatient rehabilitation in patients with chronic
obstructive pulmonary disease: a randomized trial. Am J Med
2000; 109: 207–12.

31. Guell R, Casan P, Belda J et al. Long-term effects of outpatient
rehabilitation of COPD: a randomized trial. Chest 2000; 117:
976–83.

32. Zu Wallack RL, Hashim A, McCusker C et al. The trajectory
of change over multiple outcome areas during comprehensive
outpatients pulmonary rehabilitation. Chron Respir Dis 2006;
3: 11–8.

33. Sneed NV, Paul SC. Readiness for behavioral changes in
patients with heart failure. Am J Crit Care 2003; 12: 444–53.

Received 18 December 2006; accepted in revised form 26 February
2008

535

 by guest on D
ecem

ber 20, 2016
http://ageing.oxfordjournals.org/

D
ow

nloaded from
 

http://ageing.oxfordjournals.org/



