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Introduction
Exacerbations are frequent in chronic obstructive 
pulmonary disease (COPD). Patients with this 
disease experience between one and four exacer-
bations per year.1 Exacerbations are characterized 
by persistent worsening of respiratory symptoms, 
which accelerate the decline of pulmonary func-
tion.2 Often, this decline does not completely 
resolve,1,3 and it lowers the quality of life.4 
Consequently, COPD exacerbations are respon-
sible for a large proportion of healthcare costs, 
particularly severe exacerbations that result in 
hospital admission.5

Due to the frequency and impact of COPD exac-
erbations, a key objective in managing COPD in 
clinical practice is to identify factors associated 
with a high risk of exacerbations.1,6,7 The most reli-
able predictor of moderate to severe exacerbations 
is the history of exacerbations in previous years.3,8 
Other predictors include advanced age and clinical 
characteristics, such as a reduced forced expiratory 
volume in 1 s (FEV1), dyspnea, the number of 
comorbidities, and exercise capacity.9–12

The six-minute-walk test (6MWT) has been 
widely used to assess exercise capacity and predict 
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COPD exacerbations.10,13–15 A recent systematic 
review suggested that, in the 6MWT, shorter 
walking distances indicated a high risk of severe 
and moderate COPD exacerbations, in which a 
severe exacerbation resulted in hospital admis-
sion.10 Some studies found that a walking distance 
<350 m (or proxy) was an effective cut-off point 
for predicting exacerbations.13,14

Despite the relevance of the 6MWT, pulmonolo-
gists do not typically employ this test in the clinic, 
due to time, equipment, and space constraints.10,16 
Consequently, over the past few years, researchers 
have developed and validated faster, simpler tests, 
such as the five-repetition sit-to-stand (5STS) test 
and the 4-m gait-speed (4MGS) test for determin-
ing exercise capacity.17–19 Nevertheless, few studies 
have directly associated simple exercise tests with 
COPD exacerbations.10,20,21 Further research is 
necessary to validate the predictive properties of 
these simple tests and to compare these properties 
to those of the 6MWT.10,20

We previously explored associations between the 
5STS and 4MGS tests and the 6MWT. We iden-
tified specific cut-off points for these tests that 
could identify patients with COPD that were 
likely to perform poorly in the 6MWT (<350 m).17 
However, the validity of these cut-off points for 
predicting exacerbation has not been reported. 
The present study aimed to determine the ability 
of the 5STS and 4MGS tests to predict severe 
exacerbations among patients with stable COPD 
over the following year. We also compared these 
tests to the 6MWT in their predictive abilities and 
their accuracy in identifying patients at high risk 
of hospital admission.

Materials and methods

Study design and participants
This prospective observational study included a 
consecutive sample of eligible patients with stable 
COPD that visited the Meseguer Hospital, 
Murcia, Spain, between January and December 
2015. All study participants provided written 
informed consent. The study protocol was 
approved by the institutional review board of the 
hospital, called the Ethical Committee of Clinical 
Research of the General University Hospital 
(approval number: EST-35/13). Patients were 
included in this study when they fulfilled 

the following criteria: a diagnosis of COPD, 
according to the global initiative for chronic 
obstructive pulmonary disease (GOLD)22 recom-
mendations; a ratio <0.7 of FEV1/forced vital 
capacity, post-bronchodilator;23 a stable disease 
stage, with no exacerbations in the prior 3 months; 
and aged between 40 and 80 years. Patients were 
excluded when they had an unstable cardiac con-
dition within 4 months of the start of the study; 
cognitive deterioration; or were unable to walk. A 
pulmonary physician assessed eligibility for inclu-
sion. The included patients were measured at 
baseline (T0) and at one year after the tests (T1).

Data collection
Outcome measure.  The primary outcome mea-
surement was a severe COPD exacerbation dur-
ing the year following the baseline measurements. 
A severe exacerbation was defined as an increase 
in at least two of three specified symptoms: 
breathlessness, sputum volume, and sputum 
purulence, which required an urgent emergency 
department visit and hospital admission.22 
Severe exacerbations were self-reported by par-
ticipants at T1.

Potential predictive factors.  We selected 13 
sociodemographic and clinical variables from the 
literature, based on their potential association 
with COPD exacerbations. In addition, we evalu-
ated three physical performance tests, including 
the 6MWT, the 5STS test, and the 4MGS test. 
All tests were conducted at T0.

Sociodemographic characteristics included age 
(years) and sex. The clinical measures were: cur-
rent smoking status (yes/no); body mass index 
(kg/m2); the number of comorbidities (measured 
with a functional comorbidity index);24 the num-
ber of moderate or severe exacerbations in the 
prior year; the grade of dyspnea [measured with 
the modified British Medical Research Council 
(mMRC) scale];25 a COPD assessment test 
(CATTM);26 two symptoms of chronic bronchitis 
(bronchial mucus hypersecretion and a daily 
cough); the resting oxygen saturation (SpO2), 
measured with a pulse oximeter; the FEV1 (L), 
measured with post-bronchodilator spirometry 
(MasterScope Spirometer, version 4.6; Jaeger, 
Würzburg, Germany), according to the American 
Thoracic Society guidelines;27 and finally, an 
index GOLD stage.22
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To test physical performance, we administered 
three tests. The order of performance was based 
on randomization to avoid measurement bias. 
The 6MWT (measured in meters) was conducted 
indoors, along a flat, straight, 30-m walking 
course. The test was supervised by two well-
trained nurses, and each patient received stand-
ard encouragement during the test, according to 
American Thoracic Society guidelines.28 The 
results were categorized into two groups (<350 m 
or ⩾350 m); this cut-off score was established 
previously,13 and <350 m was considered poor 
physical performance. The 5STS test measured 
the time (seconds) taken to stand five times from 
a sitting position, as rapidly as possible. The 
4MGS test measured the time (seconds) taken to 
cross a 4-m line at a typical walking speed. The 
latter tests were performed according to the 
National Institute on Aging protocol for the short 
physical performance battery (SPPB).29 All data 
were rated to obtain an ordinal variable (score 
0–4), in which a higher score indicated greater 
functional status, based on Guralnick et al.30 In 
addition, for each test, we classified patients into 
two groups, based on specific cut-off scores estab-
lished in a previous study for identifying patients 
with a poor 6MWT. The cut-off scores were ⩽2 
for the 5STS test, and ⩽3 for the 4MGS test.17

Statistical analysis
Descriptive data are expressed as the 
mean ± standard deviation (SD) or the percent-
age, as appropriate. Comparisons between groups 
for descriptive summaries were performed with 
an analysis of variance.

Multiple logistic regression models were con-
structed, and the results are expressed as the odds 
ratio (OR) and 95% confidence interval (CI). In 
the first stage, we examined associations between 
sociodemographic or clinical characteristics and 
severe COPD exacerbations in univariate logistic 
regression analyses (unadjusted and adjusted for 
the total number of exacerbations in the prior 
year). Then, the factors that showed significance 
(p < 0.05) in the univariate adjusted models were 
combined in a multivariate model with the enter 
method. The goodness of fit of the models was 
assessed with the methods described by Hosmer 
and Lemeshow.31 In the second stage, we exam-
ined the association between each physical perfor-
mance test (6MWT, 5STS, and 4MGS) and the 
occurrence of severe exacerbations in the year after 

T0. These logistic regression models were either 
unadjusted or adjusted with the significant factors 
identified in the previous multivariate analysis.

We constructed receiver-operating characteristic 
(ROC) curves to assess whether the physical perfor-
mance tests could improve the accuracy of identify-
ing patients most likely to experience severe COPD 
exacerbations. ROC curves were constructed with 
the predicted probabilities from the 6MWT and 
5STS test. The ROC curves were adjusted, respec-
tively, with the significant factors identified in the 
previous multivariate analysis. We then calculated 
the area under the ROC curve (AUC).

We considered that a minimal required sample 
size of 137 was sufficient for a maximum of four 
factors in the model, with the recommended 10 
events (exacerbations) per variable, and an esti-
mated 25% of severe exacerbations. All analyses 
were performed with the SPSS statistical software 
program (SPSS version 23.0; IBM SPSS, 
Chicago, IL, USA).

Results

Participants
Of the 147 patients with COPD initially enrolled, 
10 failed to meet our study inclusion criteria. 
Therefore, 137 patients were finally included in 
our patient cohort at baseline (Table 1).

At this time, the entire cohort had a mean age of 
67 years; most subjects were men (87.6%); and 
29.9% were current smokers. The majority of 
subjects were GOLD stage D (57.7%).

At the T1 follow-up, 127 (92.7%) patients 
remained in the study. Of these, 24 patients 
(23.30%) experienced severe exacerbation in the 
year following T0: 12 in the first semester and 12 in 
the second semester. Another 10 patients were lost 
to follow-up: three died, one had lung cancer, one 
had vasculitis, and five did not attend the second 
visit. At T0, these 10 patients had characteristics 
similar to the patients that completed the study.

Factors associated with severe exacerbations
Table 2 shows the results of the unadjusted and 
adjusted logistic regression models performed to 
examine whether sociodemographic and clinical 
characteristics could predict the likelihood of 
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exacerbations in the following year. In the unad-
justed models, seven variables were associated 
with severe exacerbations in the following year: 
age, the number of exacerbations in the prior 
year, the presence of severe dyspnea, the CAT 
score, SpO2, FEV1, and the GOLD stage.

However, in the adjusted models, only age and 
the number of exacerbations in the previous year 
could predict severe exacerbations in the follow-
ing year. The multivariate model (not shown), 
which included significant sociodemographic and 
clinical characteristic variables from the adjusted 

Table 1.  Baseline characteristics of the study population (n = 137 patients with COPD).

Characteristics Patients, n = 137

Sociodemographic

  Age, years 66.92 (8.33)

  Men, n (%) 120 (87.60)

Clinical

  Current smoker, n (%) 41 (29.90)

  Body mass index, kg/m2 28.92 (5.06)

  Comorbidity index 3.15 (1.65)

  Number of exacerbations in the previous year* 1.99 (1.68)

  mMRC; scale dyspnea: 0–4 1.42 (0.85)

  CAT score; range: 0–40 14.19 (7.32)

  Bronchial mucus hypersecretion, n (%) 54 (39.40)

  Daily cough, n (%) 57 (41.60)

  SpO2, % 94.45 (2.16)

  FEV1, L 1.31 (0.47)

GOLD stage, n (%)

  A 24 (17.50)

  B 22 (16.10)

  C 12 (8.80)

  D 79 (57.70)

Physical performance tests

  6MWT, m 349.13 (84.69)

  6MWT < 350 m, n (%) 55 (40.10)

  5STS test, s 14.18 (3.15)

  5STS test score ⩽2, n (%) 75 (54.70)

  4MGS test, s 4.74 (2.69)

  4MGS test score ⩽3, n (%) 45 (32.8)

Data are reported as the mean (±standard deviation), unless otherwise stated.
*Moderate or severe exacerbations.
4MGS, 4-m gait speed; 5STS, five-repetition sit-to-stand; 6MWT, six-minute walk test; CAT; chronic obstructive pulmonary 
disease assessment test; COPD, chronic obstructive pulmonary disease; FEV1, forced expiratory volume in 1 second; GOLD, 
global initiative for chronic obstructive lung disease; mMRC, modified British Medical Research Council scale; s, seconds; 
SpO2, resting oxygen saturation.
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models, suggested that age and the number of 
exacerbations in the prior year remained the 
strongest determinants (OR 1.10, 95% CI 1.02–
1.19, p = 0.012; and OR 1.49, 95% CI 1.08–2.06, 
p = 0.016, respectively).

Table 3 shows the results of the unadjusted and 
adjusted logistic regression models performed to 
examine whether physical performance tests 
(6MWT, 5STS, and 4MGS) were associated with 
severe exacerbations in the following year. All 

physical performance tests were associated with 
severe exacerbations in the following year in the 
unadjusted models. However, the 4MGS test did 
not remain a significant factor, when the model 
was adjusted for age and the number of exacerba-
tions in the previous year. The 6MWT and 5STS 
test showed similar ORs in the adjusted models.

Figure 1 shows the ROC plots of the 6MWT 
and 5STS test (combined with age and the num-
ber of exacerbations in the previous year) for 

Table 2.  Summary of logistic regression analyses for identifying sociodemographic and clinical characteristics 
that might predict severe COPD exacerbations.

Characteristics Unadjusted models Adjusted modelsa

  Odds ratio (95% CI) p value Odds ratio (95% CI) p value

Sociodemographic

  Age 1.12 (1.04–1.20) 0.003* 1.10 (1.02–1.19) 0.012*

  Men 0.28 (0.04–2.21) 0.226 0.27 (0.03–2.35) 0.235

Clinical

  Current smoker 1.35 (0.49–3.73) 0.560 0.87 (0.29–2.58) 0.795

  Body mass index 1.00 (0.92–1.10) 0.932 1.00 (0.91–1.10) 0.988

  Comorbidity index 0.87 (0.66–1.16) 0.346 0.84 (0.63–1.13) 0.246

 � Number of moderate or severe 
exacerbations in the previous year

1.62 (1.18–2.22) 0.003* 1.61 (1.17–2.21) 0.003*

  mMRC scale 1.83 (1.12–3.00) 0.015* 1.59 (0.97–2.63) 0.066

  CAT score 1.09 (1.02–1.16) 0.009* 1.06 (1.00–1.14) 0.068

  Bronchial mucus hypersecretion 2.11 (0.86–5.18) 0.104 1.61 (0.62–4.13) 0.326

  Daily cough 1.51 (0.62–3.69) 0.364 1.25 (0.49–3.19) 0.638

  SpO2 0.78 (0.64–0.96) 0.018* 0.81 (0.69–1.00) 0.054

  FEV1 0.28 (0.09–0.89) 0.031* 0.41 (0.12–1.36) 0.144

GOLD stage – per increase to next stage (reference A)

  B 2.32 (1.9–27.59) 0.507 2.01 (0.17–24.22) 0.584

  C 2.00 (0.11–35.09) 0.635 0.98 (0.05–20.06) 0.988

  D 8.63 (1.09–68.35) 0.041* 4.30 (0.47–38.90) 0.195

aAdjusted for the total number of exacerbations in the previous year.
*p < 0.05.
CAT, chronic obstructive pulmonary disease assessment test; CI, confidence interval; COPD, chronic obstructive 
pulmonary disease; FEV1, forced expiratory volume in 1 second; GOLD, global initiative for chronic obstructive lung disease; 
mMRC, modified British Medical Research Council scale; SpO2, resting oxygen saturation.
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discriminating between patients with COPD 
that experienced and did not experience severe 
exacerbations in the following year. The AUC 
for the 6MWT was 0.783 (95% CI 0.686–0.879) 
and the AUC for the 5STS test was 0.793 (95% 
CI 0.704–0.882).

Discussion
In this study, we assessed associations between 
physical performance tests and severe exacerba-
tions in the following year among patients with 
stable COPD. The 5STS test represented a rel-
evant, independent factor for predicting the 
likelihood of severe exacerbations in the follow-
ing year among patients with COPD. In addi-
tion, the 5STS test and the 6MWT had similar 

predictive abilities and discriminatory accura-
cies for identifying patients at high risk of hospi-
tal admission.

We found that patients with 6MWT scores 
<350 m were more likely to experience exacer-
bations in following year, based on our results 
from the unadjusted model and the model 
adjusted for age and the number of exacerba-
tions in the previous year. These findings were 
consistent with previous studies. For example, 
Zanoria and ZuWallack13 also showed that 
patients with 6MWT scores <350 m were more 
likely to experience COPD exacerbations over a 
1-year period, even after adjusting for relevant 
covariates. Andrianopoulos et al.14 also predicted 
an increased risk of COPD exacerbations, when 
they used a similar cut-off point (<357 m). 
Finally, Morakami et al.15 reached the same con-
clusion, but with a different cut-off point, one 
more appropriate for their population.

Our results showed that patients with 5STS test 
scores ⩽2 (less functional) were more likely to 
experience COPD exacerbations in the following 
year, both before and after adjusting the model for 
age and the number of exacerbations in the previ-
ous year. To our knowledge, this study was the first 
to explore and identify the relationship between the 
5STS test and severe COPD exacerbations in the 
following year, for patients with stable disease. 
Only one previous study explored the predictive 
ability of a similar test,20 the 1-min sit-to-stand 
(STS) test, which measured the maximum number 
of sit-to-stand actions completed in a given time. 
However, that study did not find a relationship 
between the test and COPD exacerbations in the 

Table 3.  Summary of logistic regression analysis for identifying physical performance tests that might predict 
severe COPD exacerbations.

Physical performance tests Unadjusted models Adjusted modelsa

  Odds ratio (95% CI) p value Odds ratio (95% CI) p value

6MWT <350 m 4.25 (1.65–10.96) 0.003* 3.20 (1.14–8.96) 0.027*

5STS test score ⩽2 5.73 (1.83–17.94) 0.003* 3.84 (1.14–12.94) 0.030*

4MGS test score ⩽3 3.17 (1.27–7.89) 0.013* 1.96 (0.71–5.45) 0.194

aAdjusted for patient age and the total number of exacerbations in the previous year.
*p < 0.05.
CI, confidence interval; COPD, chronic obstructive pulmonary disease; 4MGS, 4-m gait speed; 5STS, five-repetition sit-to-
stand; 6MWT, six-minute walk test.

Figure 1.  Receiver operating characteristics curves 
show the ability of physical performance tests to 
predict severe exacerbations in the following year.
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following year.32 A potential explanation for this 
discrepancy between the 5STS and the STS tests 
could be that they required different physiological 
demands. Although each test required identical 
movements, it has been argued that the 5STS test 
might reflect lower limb power, and the STS test 
might reflect lower limb endurance.33 In fact, 
patients with COPD typically perceive more exer-
tion and fatigue in the quadriceps muscles after the 
STS test than they do after the 5STS test.34

In addition, this study showed that the 5STS test 
model, adjusted for age and the number of exacer-
bations in the previous year, could accurately (i.e. a 
good AUC) discriminate between patients likely 
and those unlikely to experience COPD exacerba-
tions within the following year. Moreover, we found 
that the 5STS test and 6MWT had similar AUCs; 
consequently, the 5STS test was not substantially 
better than the 6MWT as a prognostic tool. This 
finding was valuable, because it suggested that the 
5STS test could substitute the 6MWT for predict-
ing COPD exacerbations within 1 year.

Our unadjusted model results showed that 
patients with 4MGS test scores ⩽3 (less func-
tional) were more likely to experience exacerba-
tions in the following year. However, this finding 
was not significant after the model was adjusted 
for age and the number of exacerbations in the 
previous year. In contrast to these results, Kon et 
al.21 showed that the 4MGS test was a good pre-
dictor of exacerbations, even after adjusting for 
the number of exacerbations in the previous year. 
Nevertheless, there were several important differ-
ences between that early study and the present 
study, which might explain this inconsistency. 
First, Kon et al.21 calculated the velocity (m/s) for 
completing the 4MGS test, and we examined 
score categories ranging from 0 to 4;30 thus, our 
analysis might have had lower statistical power 
than their analysis. On the other hand, compared 
to our cohort, those authors examined a hospital-
ized, older cohort, with worse 4MGS test scores 
and worse states of health, which could have 
increased their discriminative ability.

Many of the other demographic and clinical fac-
tors analyzed in our study were predictive of exac-
erbations in following year in an unadjusted 
model, but not after adjusting the model for the 
number of exacerbations in the previous year. 
These results of from both the unadjusted and 

adjusted models were expected. First, we selected 
these factors, because previous studies had shown 
that they were predictive of COPD exacerba-
tions.9–12,35 Moreover, in our adjusted models, we 
intentionally adjusted for the factor known to be 
the strongest predictor of exacerbations (the his-
tory of exacerbations in previous years).3,8 
Therefore, many of the initially significant factors 
were excluded in the adjusted regression model.

Our study illustrated several practical applica-
tions from a clinical perspective. The 5STS test 
had predictive and discriminative abilities similar 
to those of the 6 MWT. Therefore, the 5STS test 
could be used in clinical settings where a prog-
nostic factor of exacerbations is needed, but there 
may not be time to perform the 6MWT, or the 
patient might not be able to walk at a specific 
time. However, it is important to keep in mind 
that the ability of the 5STS test to identify 
patients at risk of exacerbation in the following 
year also depended on the patients’ age and his-
tory of exacerbations.

Strengths and limitations
This study had several strengths. First, to our 
knowledge, no previous study has compared the 
6MWT with several alternative tests for their abil-
ities to predict COPD exacerbations. Our study 
design provided the opportunity to compare all of 
these tests in the same study, with the same 
cohort. Second, we examined both the predictive 
and discriminative abilities of these tests to 
explore consistency. Most previous studies that 
examined associations between the 6MWT and 
the occurrence of COPD exacerbations explored 
only one of these abilities.13,15 Third, we inten-
tionally adjusted the model for the factor known 
to be the strongest predictor of COPD exacerba-
tions (the history of exacerbations in previous 
years). Adjusting for this factor reinforced the rel-
evance and value of the identified performance 
tests (6MWT and 5STS).

This study also had several limitations. First, 
although we included a wide variety of possible pre-
dictors of COPD exacerbations in our population, 
some important factors could have been omitted. 
For example, if we had included participation in 
rehabilitation programmes, the quantity of medica-
tions, and the use of oxygen supplementation, we 
might have improved the predictive capacity of our 
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models. However, we lacked data on those factors. 
Moreover, pulmonary rehabilitation services were 
not widely used for patients with COPD. Second, 
because this study was conducted in a single hospi-
tal, and only a small number of women were 
included, the generalization of our results to other 
clinical settings or to the female population should 
be carried out with caution. Third, we did not eval-
uate the roles of important medications in COPD 
exacerbations, such as anticholinergics or corticos-
teroids, which were evaluated in previous stud-
ies.11,35,36 For example, Paggiaro et al.36 showed 
that chronic inhaled corticosteroids could reduce 
the severity of COPD exacerbations compared to a 
placebo group. Fourth, we did not consider patients 
lost to follow-up, which could have introduced a 
degree of bias. However, those patients constituted 
a small proportion of the total cohort, and their 
characteristics were significantly different from 
those of the included patients. Finally, we only 
compared the discriminative ability of the two tests, 
and we did not assess if they added discriminative 
value to age and exacerbations in the previous year. 
Nevertheless, our regression models allow us to see 
that these tests added prognostic value. These con-
siderations should be addressed in future studies.

Conclusion
We demonstrated that, among patients with sta-
ble COPD, a 5STS score ⩽2, combined with 
patient age and a history of exacerbations, served 
as a relevant predictor of severe COPD exacerba-
tions in the year following the test. In addition, 
the present study showed that the 5STS test and 
the 6MWT had very similar predictive abilities 
and both could identify patients with a high risk 
of hospital admission. This information suggested 
that the 5STS test might be a useful alternative to 
the 6MWT for predicting COPD exacerbations. 
Future research should focus on whether the 
5STS test might also be associated with mortality 
in a COPD population. Furthermore, future 
studies should investigate whether appropriate 
care and/or preventive interventions that can 
improve the 5STS test score might reduce the 
high rate of hospital admission among patients 
with stable COPD.

Acknowledgements
The authors wish to thank the patients and per-
sonnel of the hospital unit for their cooperation 
during the course of this study.

Conflict of interest statement
The authors declare that there is no conflict of 
interest.

Funding 
The authors disclosed receipt of the following 
financial support for the research, authorship, 
and/or publication of this article: The study was 
supported by AstraZeneca pharmaceutical Spain, 
S.A.

ORCID iD
Roberto Bernabeu-Mora  https://orcid.org/0000 
-0002-7426-2316

References
	 1.	 Kerkhof M, Freeman D, Jones R, et al. Predicting 

frequent COPD exacerbations using primary care 
data. Int J Chron Obstruct Pulmon Dis 2015; 10: 
2439–2450.

	 2.	 Vestbo J, Hurd SS, Agustí AG, et al. Global 
strategy for the diagnosis, management, and 
prevention of chronic obstructive pulmonary 
disease: GOLD executive summary. Am J Respir 
Crit Care Med 2013; 187: 347–365.

	 3.	 Hurst JR, Vestbo J, Anzueto A, et al. 
Susceptibility to exacerbation in chronic 
obstructive pulmonary disease. N Engl J Med 
2010; 363: 1128–1138.

	 4.	 Seemungal TA, Donaldson GC, Paul EA, et al. 
Effect of exacerbation on quality of life in patients 
with chronic obstructive pulmonary disease. Am J 
Respir Crit Care Med 1998; 157: 1418–1422.

	 5.	 Sullivan SD, Ramsey SD and Lee TA. The 
economic burden of COPD. Chest 2000; 117: 
5S–9S.

	 6.	 Soler-Cataluña JJ, Martínez-García MÁ, Román 
Sánchez P, et al. Severe acute exacerbations and 
mortality in patients with chronic obstructive 
pulmonary disease. Thorax 2005; 60: 925–931.

	 7.	 Celli B, Cross S, Grossman R, et al. Improving 
the care of COPD patients – suggested action 
points by the COPD exacerbations taskforce for 
reducing the burden of exacerbations of COPD. 
Prim Care Respir J 2006; 15: 139–142.

	 8.	 Donaldson GC and Wedzicha JA. COPD 
exacerbations. 1: epidemiology. Thorax 2006; 61: 
164–168.

	 9.	 Halpin DM, Miravitlles M, Metzdorf N, et al. 
Impact and prevention of severe exacerbations 

https://journals.sagepub.com/home/taj
https://orcid.org/0000-0002-7426-2316
https://orcid.org/0000-0002-7426-2316


Medina-Mirapeix et al.

journals.sagepub.com/home/taj	 9

of COPD: a review of the evidence. Int J Chron 
Obstruct Pulmon Dis 2017; 5: 2891–2908.

	10.	 Fermont JM, Masconi KL, Jensen MT, et al. 
Biomarkers and clinical outcomes in COPD: 
a systematic review and meta-analysis. Thorax 
2019; 74: 439–446.

	11.	 Garcia-Aymerich J, Monsó E, Marrades RM, 
et al.; EFRAM Investigators. Risk factors for 
hospitalization for a chronic obstructive pulmonary 
disease exacerbation. EFRAM study. Am J Respir 
Crit Care Med 2001; 164: 1002–1007.

	12.	 Alcázar B, García-Polo C, Herrejón A, et al. 
Factors associated with hospital admission for 
exacerbation of chronic obstructive pulmonary 
disease. Arch Bronconeumol 2012; 48: 70–76.

	13.	 Zanoria SJ and ZuWallack R. Directly measured 
physical activity as a predictor of hospitalizations 
in patients with chronic obstructive pulmonary 
disease. Chron Respir Dis 2013; 10: 207–213.

	14.	 Andrianopoulos V, Wouters EF, Pinto-Plata VM, 
et al. Prognostic value of variables derived from 
the six-minute walk test in patients with COPD: 
results from the ECLIPSE study. Respir Med 
2015; 109: 1138–1146.

	15.	 Morakami FK, Morita AA, Bisca GW, et al. 
Can the six-minute walk distance predict the 
occurrence of acute exacerbations of COPD 
in patients in Brazil? J Bras Pneumol 2017; 43: 
280–284.

	16.	 Karpman C and Benzo RP. Gait speed as a 
measure of functional status in COPD patients. 
Int J Chron Obstruct Pulmon Dis 2014; 9: 
1315–1320.

	17.	 Bernabeu-Mora R, Medina-Mirapeix F, 
Llamazares-Herrán E, et al. The accuracy with 
which the 5 times sit-to-stand test, versus gait 
speed, can identify poor exercise tolerance in 
patients with COPD: a cross-sectional study. 
Medicine (Baltimore) 2016; 95: e4740.

	18.	 Pessoa BV, Arcuri JF, Labadessa IG, et al. 
Validity of the six-minute step test of free cadence 
in patients with chronic obstructive pulmonary 
disease. Braz J Phys Ther 2014; 18: 228–236.

	19.	 Ozalevli S, Ozdena A and Itilb O. Comparison 
of the sit-to-stand test with 6min walk test in 
patients with chronic obstructive pulmonary 
disease. Respir Med 2007; 101: 286–293.

	20.	 Puhan MA, Siebeling L, Zoller M, et al. Simple 
functional performance tests and mortality in 
COPD. Eur Respir J 2013; 42: 956–963.

	21.	 Kon SS, Jones SE, Schofield SJ, et al. Gait speed 
and readmission following hospitalisation for 

acute exacerbations of COPD: a prospective 
study. Thorax 2015; 70: 1131–1137.

	22.	 Global Initiative for Chronic Obstructive Lung 
Disease (GOLD). Global strategy for the diagnosis, 
management and prevention of COPD, 2019. http://
www.goldcopd.org/ (accessed March 2019).

	23.	 Lange P, Marott JL, Vestbo J, et al. Prediction 
of the clinical course of chronic obstructive 
pulmonary disease, using the new GOLD 
classification: a study of the general population. 
Am J Respir Crit Care Med 2012; 186: 975–981.

	24.	 Groll DL, To T, Bombardier C, et al. The 
development of a comorbidity index with physical 
function as the outcome. J Clin Epidemiol 2005; 
58: 595–602.

	25.	 Mahler D and Wells C. Evaluation of clinical 
methods for rating dyspnea. Chest 1988; 93: 
580–586.

	26.	 Jones PW, Harding G, Berry P, et al. 
Development and first validation of the COPD 
assessment test. Eur Respir J 2009; 34: 648–654.

	27.	 Celli BR and MacNee W; ATS/ERS Task 
Force. Standards for the diagnosis and 
treatment of patients with COPD: a summary of 
the ATS/ERS position paper. Eur Respir J 2004; 
23: 932–946.

	28.	 ATS Committee on Proficiency Standards for 
Clinical Pulmonary Function Laboratories. 
ATS statement: guidelines for the six-minute 
walk test. Am J Respir Crit Care Med 2002; 166: 
111–117.

	29.	 Guralnik JM. Assessing physical performance in the 
older patient [CDROM]. Bethesda, MD: National 
Institutes of Aging. http://www.grc.nia.nih.gov/
branches/leps/sppb/ (accessed May 2019).

	30.	 Guralnik JM, Simonsick EM, Ferrucci L, et al. 
A short physical performance battery assessing 
lower extremity function: association with self-
reported disability and prediction of mortality and 
nursing home admission. J Gerontol 1994; 49: 
M85–M94.

	31.	 Hosmer D and Lemeshow S. Applied logistic 
regression. New York: John Wiley Inc., 1989.

	32.	 Crook S, Büsching G, Schultz K, et al. A 
multicentre validation of the 1-min sit-to-stand 
test in patients with COPD. Eur Respir J 2017; 
49: 1601871.

	33.	 McCarthy EK, Horvat MA, Holtsberg PA, et al. 
Repeated chair stands as a measure of lower limb 
strength in sexagenarian women. J Gerontol A Biol 
Sci Med Sci 2004; 59: 1207–1212.

https://journals.sagepub.com/home/taj
http://www.goldcopd.org/
http://www.goldcopd.org/
http://www.grc.nia.nih.gov/branches/leps/sppb/
http://www.grc.nia.nih.gov/branches/leps/sppb/


Therapeutic Advances in Chronic Disease 12

10	 journals.sagepub.com/home/taj

	34.	 Zhang Q, Li YX, Li XL, et al. A comparative 
study of the five-repetition sit-to-stand test 
and the 30-second sit-to-stand test to assess 
exercise tolerance in COPD patients. Int J 
Chron Obstruct Pulmon Dis 2018; 13:  
2833–2839.

	35.	 Kessler R, Faller M, Fourgaut G, et al. Predictive 
factors of hospitalization for acute exacerbation 

in a series of 64 patients with chronic obstructive 
pulmonary disease. Am J Respir Crit Care Med 
1999; 159: 158–164.

	36.	 Paggiaro PL, Dahle R, Bakran I, et al. 
Multicentre randomised placebo-controlled trial 
of inhaled fluticasone propionate in patients with 
chronic obstructive pulmonary disease. Lancet 
1998; 351: 773–780.

Visit SAGE journals online 
journals.sagepub.com/
home/taj

SAGE journals

https://journals.sagepub.com/home/taj
https://journals.sagepub.com/home/taj
https://journals.sagepub.com/home/taj



