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EDITORIAL COPD: functional status, health status and
primary care

This issue of the PCRJ contains two very useful papers about the impact of COPD on
patients. One is a systematic review of health-related quality of life1 and the other
focuses on patients’ functional status.2

The term ‘health-related quality of life’ has a catchy acronym (HRQoL) and is used widely
and often interchangeably with ‘health status’.1 These are indeed related concepts and are
derived from the same source – the patient’s report of the effect of the disease on their daily
life and well-being. However, it is still worth differentiating between them. Impaired HRQoL is
a clinical outcome experienced by the patient.3 The factors that influence an individual’s quality
of life (QoL) are as varied as humankind; the inability to walk a dog when the weather is bad
may have a very large effect on one patient’s QoL but not on another’s. It is difficult to measure
most clinical outcomes as experienced by patients (death being the exception), so markers of
outcome are used.3 These are standardised measurements that assess each person as if they
were a ‘typical’ patient – rather far away from the concept of individual HRQoL. For this reason,
the term HRQoL should be reserved for use when discussing the useful but abstract construct
of (HR)QoL in individuals, whereas health status (sadly without a nice acronym) should be used
when the context is standardised measurement of the impact of disease.

Validation of health status instruments is a complex task, and the review by Tsiligianni et
al. documents exhaustively many published correlations between health status questionnaires
and other important markers of disease severity.1 Yet this does not prove that the
questionnaires are valid; it just shows that they have the associations that might be expected
of something designed to measure impaired health. Recently, however, the development of
the COPD Assessment Test (CAT), a new COPD questionnaire for use in routine practice,4

provides a powerful piece of evidence for the existence of the underlying construct ‘HRQoL in
COPD’. The CAT was developed using modern questionnaire methodology and has only eight
items and a relatively unusual but simple scoring system. This concise instrument has been
compared with the SGRQ – an older questionnaire also designed as a marker of HRQoL in
COPD but with 40-50 items identified using an entirely different methodology and with a very
different structure and scoring process. The correlation between these two instruments is very
good, suggesting that the underlying construct that both are trying to measure (HRQoL in
COPD) is valid and reliable.4

Impaired function is a narrower construct than health status and as a clinical outcome it is
conceptually very useful. However, there is much less agreement about the operational
definition of functional impairment. In their comprehensive review, Kocks et al. have compared
many different functional instruments, pointing out that the terms functional status, functional
capacity, exercise capacity and exercise tolerance are often used interchangeably.2 The methods
of measurement also vary widely – from physical measurements of distance walked, to oxygen
consumption on an ergometer, to questionnaires. Even within a single domain of
measurement – for example, patient subjective report – there is considerable variability in
content and depth across the various generic and disease-specific instruments that have been
developed.5 It is therefore difficult to read the review by Kocks et al. and come away with any
conclusion other than the need for some order to be brought to the field. Perhaps the
PROactive programme (www.proactivecopd.com) will achieve this. At the same time it is
important to note that a wide range of instruments has been developed and validated – a
testimony to the recognised importance of measuring impaired function in COPD. The
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comparison methodologies employed by Kocks et al. were relatively
simple and somewhat subjective,2 but the authors do identify two
valid and reliable instruments that may be particularly useful in a
primary care setting – the MRC Dyspnoea questionnaire and the CCQ
(although the latter is in many ways more preferable despite being
longer since it is far more comprehensive than the MRC). The CAT
does not feature in their review because it was under development at
the time. 

The term ‘surrogate marker’ is commonly used but often
tautologically, since a marker is a surrogate measurement of a clinical
outcome. Surrogate markers do exist, however, as substitutes for
other more relevant markers. Until the last few years, the FEV1 has
been the ubiquitous surrogate marker for functional status, health
status and much else in COPD. As is pointed out in both these
papers,1,2 there is only a weak correlation between FEV1 and markers
of impaired HRQoL and functional status. Remarkably, there have
been few studies that have reported the relationship between change
in FEV1 and change in health status with treatment. At a population
or study level there is a reasonable correlation,6 but at an individual
patient level the correlation is very weak.7 For this reason we should
measure the marker of interest and not use a poor surrogate. Even
patient-reported history of exacerbations is a more reliable predictor of
future exacerbations than GOLD stage.8

Therefore, good patient-reported outcome instruments are now
available for routine use in the management of COPD patients in
primary care. But to what end? Questionnaire properties can be
divided into three main categories: discriminative – the ability to detect
differences between patients with different degrees of severity;
evaluative – the ability to detect changes and/or response to
treatment; and prognostic – the ability to predict future health events.
The CCQ, MRC and CAT have good discriminative properties that
complement the FEV1 and provide useful information to guide
management decisions – for example, initiating treatment and referral
for pulmonary rehabilitation or specialist opinion. As evaluative
instruments, unfortunately none have sufficient signal/noise ratio to
provide a reliable assessment of whether an individual patient has
responded to a specific treatment (and the FEV1 is no better).
However, the CCQ and CAT would be good audit tools. One
potentially very important application, yet to be explored fully, is in
monitoring individual patients to identify those who are deteriorating,
and those who have failed to show a clear and sustained response to
treatment or have not recovered fully from an exacerbation. Finally,

very little is known about their use as prognostic markers, although
studies are underway.

What conclusions can be drawn from these two papers?1,2 The
first is the recognition that the FEV1, whilst being fundamental for the
diagnosis of COPD, tells us little about a patient’s ability to function at
home and in society, and very little about their HRQoL. The second is
that there are valid and reliable instruments that are easy to use in
clinical practice. Routine use of these measures – that are as quick to
use and score as a peak flow, and even faster than spirometry – tells
us a lot about the impact of the disease and the health of the patient.
Some doctors will never measure anything, but for those who would
like to know more about the overall impact of COPD on their patient,
it is now possible to get more useful information more quickly than
having the patient blow a forced expiratory manoeuvre. 
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