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Definition COPD
NHLBI/WHO Global Initiative for Chronic
Obstructive Lung Disease (GOLD):

Chronic obstructive pulmonary disease is a
preventable and treatable disease with some
significant extrapulmonary effects that may
contribute to the severity in individual patients.
Its pulmonary component is characterized by
airflow limitation that is not fully reversible. The
airflow limitation is usually both progressive and
associated with abnormal inflammatory response of
the lungs to noxious particles or gases.
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Poor physical fitness

Poor physical activity

Muscle weakness

Malnutrition

Depression

Anxiety

Poor quality of life
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Very low: mainly sitting work no activity during leisure time
Low: Less than 2h/week light physical activity

Physical activity and survival 
in COPD

years
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30% of patients with clinical depression
70% patients with normal BECK-score

500 psychiatric out-patients



Poor physical fitness

Poor physical activity

Muscle weakness

Malnutrition

Depression

Anxiety

Poor quality of life

Starting already in 

the early phase of 
disease



Pulmonary rehabilitation: definition

"Pulmonary rehabilitation is an evidence-based,

multidisciplinary, and comprehensive intervention for

patients with chronic respiratory diseases who are

symptomatic and often have decreased daily life

activities. Integrated into the individualized treatment

of the patient, pulmonary rehabilitation is designed to

reduce symptoms, optimize functional status, increase

participation, and reduce health care costs through

stabilizing or reversing systemic manifestations of

the disease."



Lacasse et al., Cochrane database, 2002
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QALY: quality adjusted life year, added number of life years (life expectancy) 
multiplied by adjusted quality of life for these remaining life years: 0 (= death) / 1 
(=perfect health)

Cost-utility analysis: the additional costs required to generate one year of perfect 
health

Cost/benefit of pulmonary rehabilitation 
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Avoid risk factors; influenza vaccination

0 
at risk
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II 
Moderate
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Severe

IV 
Very Severe

Chronic 
symptoms

Exposure to 
risk factors

Nl Spirometry

Short acting bronchodilators PRN

ADD 1 or more long acting bronchodilators

ADD ICS if repeated exacerb.

ADD LTOT
Consider surgery

FEV1/FVC<70%
FEV1> 80%

FEV1/FVC<70%
50%<FEV1<80%

FEV1/FVC<70%
30%<FEV1<50%

FEV1/FVC<70%
FEV1<30%
or Resp. fail.

ADD Rehabilitation



Pulmonary rehabilitation program 

Patiënt

Chest 
Physician

General pract.

Physiotherapist

Occup. ther Dietician

Psycholog.

Resp. nurse

Soc. worker



www.fysionet.nl

www.cebp.nl

www.bvp-sbp.org
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English
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PATIENT WITH COPD

Patient has impaired
mucusmucus transporttransport

andand recurrentrecurrent infectionsinfections

Patient is short of short of breathbreath, has impaired

exerciseexercise performance performance andand dailydaily
physicalphysical activityactivity

PHYSIOTHERAPYPHYSIOTHERAPY
DIAGNOSTICSDIAGNOSTICS

THERAPYTHERAPY

Patient has insufficientinsufficient knowledgeknowledge and  

selfmanagementselfmanagement skillsskills









LUNGS AND LUNGS AND 
AIRWAYSAIRWAYS

RESPIRATORY RESPIRATORY 
MUSCLESMUSCLES

HEART AND HEART AND 
CIRCULATIONCIRCULATION

PERIPHERAL PERIPHERAL 
MUSCLESMUSCLES

DYSPNEA DYSPNEA 
FEAR ANXIETYFEAR ANXIETY
MOTIVATIONMOTIVATION

Factors related to exercise limitation Factors related to exercise limitation 





Availability of guidelines 

≠≠≠≠

Using guidelines in clinical 

practice



Process indicators for compliance Benchmark Observed 

Diagnostic process

Percentage  of patients that had >90%

Exercise test (walk test / max cycle test)
Respiratory muscle strength (PImax)  
Peripheral muscle strength Q-ceps
Handgrip strength

80 / 20%
20%
32% 
13% 

Symptoms (Borg score) with exercise test 58% (begin) 
83% (max)

Therapeutic process >90%

Percentage  of patients that had

Education/advice 99%

Huffing and coughing 84%

Exercise training 96%

Respiratory muscle training 44%

Peripheral muscle training 79%

After care 77%



Appreciation of the recent 
COPD Guideline 

• Clear and understandable (72%)

• Allow individual decision making (83%)

• Measurement instruments support diagnos-
tic process (92%) and decision making (91%)

• Barriers for implementation:
• Time investment (44%)

• Use of measurement instruments (32%): 3
out of 18 recommended instruments were used
by > 80% of the participants

By courtesy of  Ph van der Wees and C Zagers 



Availability of guidelines 
≠≠≠≠

Using guidelines in clinical 
practice

• Knowledge

• Competences
Postgraduate education 

80 contact hours



Implementation Guideline 
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for 

Postgraduate 
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Availability of guidelines 
≠≠≠≠

Using guidelines in clinical 
practice

• Knowledge

• Competences

• Equipment 

• Time

• Organization and collaboration
• ‘Agree with content’
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Maximal exercise testing for:

Assessment of physical fitness

Risk stratification

Causes for exercise limitation

Available in 
only 20% of 
referrals
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Conclusions
• COPD is more than a lung disease and needs
multidisciplinary assessment and treatment

• Physiotherapy is an EB treatment and is
summarized in a Guideline ‘COPD’

• The Guideline ‘COPD’ and measurement
instruments are considered helpful, but time
consuming, in clinical decision making

• PT needs special expertise in COPD and
specialized training should be provided

• Development of local (interdisciplinary)
networks ‘COPD’ is required
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