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Introduction
Fatigue is the second most common and distress-
ing symptom in patients with chronic obstructive 
pulmonary disease (COPD), with a prevalence 
ranging between 47% and 71% in different stud-
ies [Theander and Unosson, 2004; Jablonski et al. 
2007; Walke et al. 2007; Blinderman et al. 2009]. 
Fatigue affects health status and can predict mor-
tality among patients with COPD [Andersson 
et  al. 2015]. Despite the high prevalence and 

significant consequences such as impaired quality 
of life and increased risk of hospitalization [Breslin 
et al. 1998; Kapella et al. 2006; Theander et al. 
2008; Baltzan et  al. 2011; Peters et  al. 2011; 
Paddison et  al. 2012], fatigue in patients with 
COPD is often neglected [Lewko et  al. 2009]. 
The aetiology and mechanisms responsible for 
fatigue are probably complex and multifactorial 
and are currently not fully understood [Davis and 
Walsh, 2010], and as a consequence knowledge 
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about treatment options is limited. A better 
understanding of the aetiology of fatigue will 
improve the basis for prevention and treatment of 
this distressing symptom.

There is no consensus definition of fatigue. 
According to the definition of Ream & 
Richardson, fatigue is a multidimensional phe-
nomenon: a ‘subjective, unpleasant symptom 
that incorporates total body feelings ranging from 
tiredness to exhaustion creating an unrelenting 
overall condition, which interferes with individu-
als’ ability to function to their normal capacity’ 
[Ream and Richardson, 1996]. Importantly, this 
definition comprises both the experience and 
impact of fatigue. Some studies have focused on 
the experience of fatigue [Breslin et  al. 1998; 
Kapella et al. 2006], while others have examined 
the impact of fatigue [Baghai-Ravary et al. 2008] . 
Physiological, psychological and situational fac-
tors are supposed to influence the experience of 
any symptom [Lenz et al. 1997], and as such are 
essential to evaluate in exploring COPD-
associated fatigue and the impact of fatigue in 
patients. Among physiological factors, exercise 
capacity and muscle function are reported to be 
related both to the experience of fatigue and the 
impact of fatigue [Breslin et al. 1998; Breukink 
et al. 1998; Inal-Ince et al. 2010; Calik-Kutukcu 
et al. 2014], whereas the relation to lung function 
is contradictory [Breslin et  al. 1998; Oh et  al. 
2004; Kapella et  al. 2006; Baghai-Ravary et  al. 
2008; Lewko et al. 2009].

Increasing observations indicate that COPD is a 
complex inflammatory disease involving more 
than airflow obstruction [Agusti, 2007]. Various 
systemic manifestations are recognized in which 
fatigue is one of the most important symptoms. 
Several of these COPD-related systemic manifes-
tations and symptoms are assumed to be second-
ary to inflammation [Barnes and Celli, 2009]. 
Proinflammatory cytokines are also proposed to 
have a central role in the development of ‘sickness 
behaviour’, which includes symptoms such as 
fatigue, sleep problems and depression [Dantzer 
et al. 2008]. In COPD, the most widely studied 
systemic inflammatory biomarkers are C-reactive 
protein (CRP) and interleukin (IL)-6 [Barnes 
and Celli, 2009]. Increased CRP is related to 
health status and exercise capacity but no clear 
relation to fatigue has been found. [Broekhuizen 
et  al. 2006; Baghai-Ravary et  al. 2008]. Higher 
serum levels of inflammation markers such as 

IL-6 are linked with feelings of fatigue in healthy 
men, and in studies of healthy individuals the 
injection of low-dose recombinant human IL-6 is 
associated with increased fatigue [Spath-Schwalbe 
et al. 1998]. However, neither CRP nor IL-6 are 
lung-specific biomarkers. Surfactant protein (SP-
D) is a more lung-specific biomarker which is 
elevated in patients with stable COPD, indicating 
a pulmonary origin of systemic COPD inflamma-
tion [Sin et  al. 2008]. In patients with stable 
COPD, SP-D positively correlates with disease 
severity expressed as forced expiratory volume in 
1 second (FEV1)% predicted and BODE (body 
mass index, airflow obstruction, dyspnoea, and 
exercise capacity) index [Ju et al. 2012]. In con-
trast, the association between symptoms like 
dyspnoea, health-related outcomes and SP-D is 
contradictory [Sin et  al. 2007; Liu et  al. 2014]. 
There are only a few reports on the experience of 
fatigue and systemic inflammation in people with 
stable COPD [Garrod et al. 2007; Al-Shair et al. 
2011] and no studies have been recognized to 
evaluate the relation between SP-D and experi-
ence of fatigue or impact of fatigue in patients 
with stable COPD.

Psychological factors such as anxiety, depression 
and sleep disorders are common among patients 
with COPD [Blinderman et al. 2009], as well as 
among elderly in general [Loge et  al. 1998; 
Ohayon and Bader, 2010; Grav et  al. 2012]. 
Anxiety, depression and sleep quality are 
reported to be associated with fatigue in COPD 
[Breslin et al. 1998; Kapella et al. 2006; Lewko 
et al. 2009]. Previous studies also show that situ-
ational factors, such as age and gender, are con-
nected with the experience of fatigue among 
patients with COPD [Gift and Shepard, 1999; 
Kapella et  al. 2006; Lewko et  al. 2009; Wong 
et  al. 2010; Baltzan et  al. 2011]. Even though 
earlier studies report relationships between 
fatigue and some physiological, psychological 
and situational factors, few studies test all these 
variables comprehensively in a model of stable 
COPD patients.

The aim of the present study was to evaluate 
fatigue and factors potentially associated with 
experience of fatigue in a group of patients with 
stable COPD and a group of control patients. 
Further, within the COPD sample we aimed to 
determine the influence of selected physiological, 
psychological and situational factors on fatigue, 
and functional limitations due to fatigue.
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Methods

Design
This study was a cross-sectional and comparative 
study including 101 patients with COPD and 34 
control subjects. Both populations are described 
in detail below. The data reported in this article 
were collected as part of a previously published 
study [Todt et al. 2014]. The study protocol was 
approved by the Regional Ethical Review Board, 
Dnr M121-06 and 21-07

Selection of patients
Patients treated and registered for COPD during 
the previous year at two outpatient departments, 
one university hospital and one county hospital 
were consecutively identified through the patient 
administrative system. Inclusion criteria were: 
diagnosis of COPD with a post-bronchodilation 
FEV1 to forced vital capacity (FVC) ratio, FEV1/
FVC < 0.7. In addition, included patients were 
in a clinically stable condition, thus, no changes 
in medication were made during the 4 weeks pre-
ceding inclusion. Exclusion criteria were: any 
other lung disease, cancer in the past 5 years, 
known inflammatory disease (e.g. rheumatoid 
arthritis, inflammatory bowel disease and multi-
ple sclerosis), stroke, severe ischemic heart dis-
ease, severe kidney dysfunction, insulin-dependent 
diabetes or psychosocial or physical difficulties 
that might interfere with the assessments.

In total, 198 patients were invited by an informa-
tion letter and contacted within a week for addi-
tional information, interview and informed 
consent. Of those who were willing to participate 
(N = 137), 16 were excluded, while 121 under-
went assessments at the outpatient department. 
There were no differences in age or gender 
between participating and nonparticipating 
patients. Since the first 20 patients included in 
the study were not assessed with all variables, 
only 101 patients are reported in this paper 
(Figure 1).

Selection of control group
The control group was randomly selected from 
the general population register from the same 
geographical area as the patients with COPD, 
and matched for age (± 5 years) and gender 
against 40 randomly selected included patients. 
In total, 147 patients were invited. Of those, 68 

declined to participate and 20 did not answer. 
Those 59 who gave informed consent were con-
tacted by telephone for additional information 
and interviewed for inclusion and exclusion crite-
ria. Control patients with self-reported COPD 
were not included. The exclusion criteria were 
exactly the same as for the patients. Of the 59 
patients willing to participate, 16 did not fulfil cri-
teria. Of the remaining 43 patients, a further 9 
were excluded, due to FEV1/FVC ratio < 0.70. In 
total 34 control patients (14 men) are reported in 
this study (Figure 1). Importantly, the control 
patients cannot be regarded as a healthy control 
group. They were not sampled as healthy old peo-
ple but rather selected from the general popula-
tion using the same criteria as for the participants 
with the exception that patients with COPD were 
excluded.

Measures
Fatigue and the impact of fatigue. Experience of 
fatigue was assessed with three separate slightly 
revised structured questions used in earlier study 

Figure 1. Flow chart of recruitment and inclusion of 
patients with COPD and a control group selected from 
the general population.
COPD, chronic obstructive airways disease; FEV1 forced 
expiratory volume in 1 second; FVC, forced vital capacity.
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[Theander and Unosson, 2004]. Respondents 
were asked to rate the frequency (0 = not a prob-
lem; 1 = 1–7 days/month; 2 = 8–14 days/
month,;3 = 15–21 days/month; 4 = 22–30 days/
month or every day), duration (0 = no experi-
ence; 1 = less than 6 hours/day; 2 = 6–12 hours/
day; and 3 = >12 hours/day) and severity (0 = 
not a problem; 1 = one of my less severe symp-
toms; and 2 = one of my worse symptoms) of 
fatigue during the last month. The fatigue sum 
scores range between 0–9. In the present study, 
Cronbach’s alpha reliability for those three ques-
tions was 0.79. Convergent validity examined by 
correlation analysis between total sum score for 
fatigue and total score for lack of energy assessed 
by using Memorial Symptom Assessment [Por-
tenoy et al. 1994] scale in the present study was 
satisfactory (rs = 0.658) [Todt et al. 2014]. Patients 
and control patients reporting fatigue score ⩾1 
were classified as those with fatigue, and 0 scores 
= with no fatigue.

The impact of fatigue on functioning in daily liv-
ing was assessed using the Fatigue Impact Scale 
(FIS) [Fisk et al. 1994]. FIS comprises 40 items 
in three dimensions, physical (10 items), psycho-
social (20 items) and cognitive (10 items). Each 
item is scored from 0 (= no problem) to 4 (= 
extreme problem). Higher scores indicate greater 
functional limitations in daily life activities due to 
fatigue. The wording of each item starts with 
‘because of my fatigue, I am…’ and supposes that 
the respondents have experienced some fatigue 
during the past month, including on the day of 
the testing. To use the scale in a reliable way, 
patients and control patients who did not experi-
ence fatigue were not required to respond to this 
questionnaire. The internal consistency of the 
FIS has been tested among patients with COPD, 
and the Cronbach’s alpha for the total scale was 
0.98, and >0.87 for the different dimensions 
[Theander et al. 2007]. The internal consistency 
(Cronbach’s alpha) for the dimensions of FIS in 
the present study ranged between 0.94–0.95.

Health status. Health status among patients 
with COPD was assessed by using the validated 
Swedish version of St George’s Respiratory Ques-
tionnaire (SGRQ) [Engstrom et  al. 1998]. The 
SGRQ consists of 76 items (developed to meas-
ure health status in patients with diseases of air-
ways obstruction ) in three domains: symptoms, 
impact and activity. The scores for each dimen-
sion are in the range 0–100, and higher scores 
indicate worse health status.

Physiological measures
The dynamic lung function test (Master Scope® 
Jaeger, Germany) was performed pre- and post-
bronchodilation (0.6 mg salbutamol dosaerosol + 
spacer) according to ATS/ERS guidelines 
[Brusasco et al. 2005]. The normative values from 
Hedenstrom and colleagues [Hedenstrom et  al. 
1985; Hedenstrom et al. 1986] were used. Body 
mass index (BMI) was calculated as weight in kg/
(height in m)2. Exercise capacity was assessed 
with six-minute walking distance (6MWD) per-
formed twice in accordance with the ATS guide-
lines [American Thoracic Society, 2002]. The 
best results from the two tests were used in the 
analysis. Experience of dyspnoea was measured by 
the modified Medical Research Council (mMRC) 
scale [Bestall et al. 1999] including five statement 
of different degrees of dyspnoea during certain 
activities. The possible grade range between 0 
(breathlessness with strenuous activities) and 4 
(breathlessness when putting on clothes or too 
breathless to leave the house). In the present 
study, scores ⩾2 was used to characterize patients 
with ‘more breathlessness’ dyspnoea and scores 
⩽1 as ‘less breathless’ according to Global Strategy 
for the Diagnosis, Management and Prevention of 
COPD, GOLD guidelines (2016 [1997]).

Fasting blood samples were collected by a registered 
nurse in the morning (08.00–10.00 a.m.), and 
plasma was obtained by centrifugation at 1500 × g 
for 15 minutes at room temperature. The samples 
were stored at −70°C until analysis. CRP concen-
tration was analysed with a microparticle-enhanced 
immunoturbidimetric method using an automated 
clinical chemistry analyser (Advia Chemistry System 
1800, Bayer HealthCare AG, Germany). A combi-
nation of normal and high sensitivity (hs) methods 
was used with an analytical range for CRP of 4–304 
mg/l, and 0.36–10 mg/l for hs-CRP. Surfactant pro-
tein D (SP-D) was determined by using a commer-
cially available ELISA kit (Biovendor, Germany) 
according to the manufacturer’s instructions. The 
optical density was measured by using microplate 
reader (BEP fully automated ELISA processor, 
Dade Behring, Germany). The detection limit for 
SP-D was 1.6 ng/ml.

Cytokine concentrations in plasma were meas-
ured by Luminex multiple bead technology 
(Custom Human 4 -plex High Sensitivity Cytokine 
Panel, Biolegend, San Diego, CA, USA) accord-
ing to the manufacturer’s instructions. Tumour 
necrosis factor (TNF)-α, IL-1β, IL-6, IL-8 were 
measured. The lower detection limits for IL-1β 
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and TNF-α were 1.28 pg/ml and for IL-6 and 
IL-8 0.26 pg/ml. Values under the detection limit 
were given half the value of the lowest detection 
limit (i.e. 0.64 and 0.13 pg/ml respectively). 
Among the patients, some cytokines were hardly 
detectable in plasma. Thus, IL-1β was detectable 
in18 patients and TNF-α in 16 patients, conse-
quently, no further statistical calculations were 
performed on these cytokines.

Psychological measures
Anxiety and depressive symptoms were assessed 
by the Swedish validated version of the Hospital 
Anxiety and Depression Scale (HADS) [Zigmond 
and Snaith, 1983; Lisspers et al. 1997]. The ques-
tionnaire is used for screening and comprises 14 
items; 7 items measure anxiety and 7 items meas-
ure depression. Each item is rated on a 4-point 
scale (0–3) with total scores ranging between 
0–21, with the higher score indicating higher 
symptom levels. A cut-off value of ⩾8, on both 
the anxiety and depression subscales, distin-
guishes patients with and without clinically rele-
vant symptoms [Zigmond and Snaith, 1983]. 
Symptoms of insomnia during the last month 
were measured by using the Minimal Insomnia 
Symptom Scale (MISS) measuring the problems 
with difficulty falling asleep, night awakenings 
and not being rested by sleep. Each item was 
scored from 1 (no problem) to 5 (very severe 
problem), with a total score ranging from 3–15. 
Scores ⩾6 were used to define patients with clini-
cal insomnia [Broman et al. 2008].

Situational measures
All patients completed a questionnaire to provide 
information on their age, gender, education, mar-
ital status, living alone/cohabiting, current 
employment and smoking status (current smoker, 
former smoker, never smoker and number of 
pack-years).

Procedure
Participants were scheduled for an appointment 
at the outpatient department. Questionnaires 
were added to the letter with the time for appoint-
ment, including instructions to fill in the forms 
the day before the appointment and bring them 
back when visiting the department. All other 
assessments were performed in the morning 
(between 08.00 and 10.00 a.m.) at one appoint-
ment at an outpatient clinic. The assessments 

were performed in a standardized order (collec-
tion of blood samples, dynamic spirometry, two 
6MWD tests with 30 minutes apart). Data collec-
tion was performed between January 2007 and 
September 2009.

Statistical analysis
Data are presented as the mean and standard 
deviation (± SD), median (Md) and interquartile 
range (IQR). Differences between patients with 
COPD and control patients as well as patients 
with fatigue and without fatigue were examined 
with Chi-square test (nominal data), Mann–
Whitney U test (ordinal or non-normal distrib-
uted interval or ratio data) or Student’s t-test for 
independent groups (interval or ratio data with 
normal distribution). Odds ratio (OR) with 95% 
confidence interval (CI) for experience of subjec-
tive fatigue (1 = fatigue sum score of ⩾1 or 0 = 
zero sum score) within COPD patients was calcu-
lated from the multiple logistic regression analysis 
(backward selection method). Independent vari-
ables were those that were significantly (p < 0.05) 
correlated (Pearson product moment correlation 
coefficient) with total scores of subjective fatigue 
(6MWD, HADS anxiety and depressions scale 
and MISS insomnia scale), or were significantly 
different (Mann–Whitney U test) between those 
with or without dyspnoea (coded as 1 = mMRC 
grade ⩾2 or 0= mMRC grade ⩽1) and with com-
pleted high school or higher education (coded as 
1 = yes, 0 = no).

In the final analysis of systemic inflammation 
markers, one outlier was excluded for CRP, two 
for SP-D, one for IL-6 and finally two for IL-8.

To identify factors independently related to the 
impact of fatigue within the COPD group, we 
conducted three separate multiple linear regres-
sion models with a backward selection method on 
the physiological, psychosocial and cognitive 
dimensions of FIS.

To recognize potential factors related to impact 
of fatigue we used univariate analysis between 
scores of each dimension and investigated each 
variable using Pearson product moment correla-
tion or Mann–Whitney U test, where appropriate. 
Variables having p value < 0.200 in the univariate 
analysis were then included in the multiple linear 
regression analysis. To detect multicollinearity 
between independent variables the variance infla-
tion factor (VIF) was computed. All statistical 
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tests were two-sided and the tests were consid-
ered significant when p < 0.05 [Field, 2009]. 
Statistical analysis was performed with the PASW 
Statistics package (version 21.0, SPSS).

Results

Differences between patients with COPD and 
control group
The prevalence of fatigue was 72% among 
patients with COPD compared with 56% among 
control patients (p = 0.010) with a median (IQR) 
total score of 7 (4) for the patients and 4 (2) for 
the control group (p < 0.001). The characteris-
tics of the patients with COPD and the control 
group are shown in Table 1. The group of patients 
and the control group were similar in terms of age 
(mean 68 and 67 years respectively) and sex but 
there was a higher proportion of current and for-
mer smokers and a lower proportion currently in 
employment among the patients with COPD 
(Table 1). The majority of the patients, 80%, 
were classified as GOLD stages II and III, and 
15% were GOLD stage IV. Compared with the 
control group the patients with COPD had sig-
nificantly higher scores for dyspnoea and depres-
sion symptoms and also displayed higher 
concentrations of systemic inflammatory markers 
IL-6 and CRP, while there was no difference for 
IL-8 and surfactant protein D (Table 1).

The patients with COPD had significantly higher 
scores for frequency, duration and severity of sub-
jective fatigue than the control group (Table 2). 
Overall 48% of the patients and 21% of the con-
trol group reported that fatigue was one of their 
worst symptoms. Compared with patients in the 
control group reporting fatigue, the patients with 
fatigue had greater limitation on physical and psy-
chosocial functioning due to fatigue, but not on 
the cognitive functioning (Table 2).

Factors associated with fatigue in patients with 
COPD
Patients reporting fatigue, compared with patients 
without fatigue, had significantly lower educa-
tion, worse lung function, lower exercise capacity 
and higher symptom levels for dyspnoea, anxiety, 
depression and insomnia (Table 3). Of the 
patients with fatigue, 24 (33%) had clinically rel-
evant depressive symptoms (HADS score ⩾ 8), 
27 (38%) had anxiety and 47 (64%) had insom-
nia (MISS ⩾ 8), while among patients without 

fatigue the corresponding figures were one (4%), 
two (7 %) and 4 (14%), respectively. Multiple 
logistic regression analysis showed that depres-
sion and insomnia were independently associated 
with fatigue, with ORs (95% CI) of 1.69 (1.28–
2.25), p < 0.001 for depression and 1.75 (1.19–
2.54), p = 0.004 for insomnia. Health status was 
worse in all domains in patients with fatigue than 
in those without fatigue (Table 3).

Factors associated with the impact of fatigue in 
patients with COPD
Potential factors related with physical, psycho-
logical and cognitive dimension of FIS are 
shown in Table 4. The physical dimension of 
FIS was related (p < 0.200) to FEV1, 6MWD, 
SP-D, anxiety and depression and significant 
different according to current smoking with 
worse impact of fatigue in patients with ongo-
ing smoking. Patients with more pronounced 
dyspnoea (mMRC ⩾ 2) had greater limitation 
on physical and psychosocial dimension of FIS 
than those with less dyspnoea (mMRC ⩽ 1). 
The psychosocial dimension of FIS was signifi-
cantly related with age, pack-years, FEV1, 
6MWD, SP-D, insomnia, anxiety and depres-
sion. The cognitive dimension of FIS was 
related with age, pack-years, anxiety, depres-
sion and insomnia. Patients with current smok-
ing had more limitation on cognitive functioning 
than those who had stopped smoking or never 
smoked.

The multiple linear regression models performed 
for each dimension of FIS showed that dyspnoea, 
depression and SP-D explained 35% (R²) of the 
variance in the physical dimension of FIS. 
Depression, anxiety and SP-D, explained 48% 
(R²) of the variance in the psychosocial dimension 
of FIS and depression, and current smoking 
explained 33% (R²) of the variance in the cogni-
tive dimension of FIS (Table 5).

Discussion
The present study examined the relationships 
between selected physiological, psychological and 
situational factors to experience of fatigue, and 
evaluated the impact of fatigue on functioning in 
daily living among patients with stable COPD. 
The main results were that patients with COPD 
and fatigue had lower lung function, shorter 
6MWD, more dyspnoea, depression and insom-
nia symptoms and worse health status than those 
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patients with COPD without fatigue. Regression 
analysis suggested that the significant associates of 
fatigue included both physiological (i.e. dyspnoea, 
surfactant protein D), psychological factors (i.e. 
depressive and insomnia symptoms) and situa-
tional factors (current smoking). An association 
between systemic inflammatory markers and 
experience of fatigue was not demonstrated. The 
factors that influenced the impact of fatigue varied 

in different dimensions of the FIS, and the only 
generally-associated factors for all dimensions 
were depressive symptoms.

The main purpose of having a control group was 
to ensure that any potential differences regarding 
inflammation could be related to presence of 
COPD. As described in methods the control 
patients cannot be regarded as a healthy control 

Table 1. Characteristics in patients with chronic obstructive pulmonary disease (COPD) and a control group.

Characteristics COPD group 
(n = 101)

Control group
(n = 34)

p-value1

Situational  
Age (yrs), mean (SD) 68 (7) 67 (7) 0.62
Sex, male, n (%) 49 (49) 14 (59) 0.46
Smoking habit, n (%)
 Current
 Former
 Never smokers

23 (23)
76 (75)

2 (2)

4 (12)
14 (41)
16 (47)

<0.001

Pack-years*, mean (SD) 33 (18) 9 (13) <0.001
Living alone, n (%) 29 (29) 9 (27) 0.48
Employment, n (%) 15 (15) 14 (41)  0.005
Education: Completed high school or higher n (%) 33 (33) 13 (38) 0.55
COPD GOLD stage, n (%)
 Stage I (FEV1 > 80% of predicted value)
 Stage II (FEV1, 50–80% of predicted value)
 Stage III (FEV1, 30–50% of predicted value)
 Stage IV (FEV1 ⩽ 30% of predicted value)

6 (6)
38 (38)
42 (42)
15 (15)

 

Physiological, mean (SD) mean (SD)  

FEV1 (% predicted) 50 (17) 98 (11) <0.001
FVC (% predicted) 87(18) 98 (13) <0.001
FEV1/FVC 0.44 (0.1) 0.75 (0.05) <0.001
BMI (kg/m²) 26.7 (5.9) 25.6 (3.3) 0.55
6MWD (m) 395 (139) 562 (112) <0.001

 Md (IQR) Md (IQR)  

mMRC Dyspnoea grade (range 0–4) 2 (2) 1 (1)  <0.001
Interleukin-6 (pg/ml), 2.25 (3.49) 1.03 (1.8) 0.001
Interleukin-8 (pg/ml) 7.2 (4.9) 6.1 (3.8) 0.07
C-reactive protein (mg/l) 4.3 (4.9) 2.1 (1.3)  <0.001
Surfactant protein D (ng/ml) 84(62) 72 (55) 0.07
Psychological, Md (IQR)  
HADS anxiety score (range 0–21) 4 (7) 3 (5) 0.25
HADS depression score (range 0–21) 5 (6) 2 (3)  0.001
MISS insomnia score (range 3–15) 6 (4) 6 (5) 0.75

6MWD, six-minute walk distance; BMI, body mass index; COPD, chronic obstructive pulmonary disease; FEV1 %  
predicted, forced expiratory volume over 1 second of predicted; FVC % predicted, forced volume capacity of predicted; 
HADS, Hospital Anxiety and Depression scale; IQR, interquartile range; Md, median; MISS, Minimal Insomnia Symptom 
scale; mMRC, modified Medical Research Council dyspnoea scale; SD, standard deviation
¹ p values are from Chi-square test (nominal data), Student’s t-test (normally distributed data) or Mann–Whitney U test 
(not normally distributed data).

*Pack-year, number of years smoking × average number of cigarettes smoked per day /20.
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group. They were selected from the general popu-
lation using the same criteria as for the partici-
pants with the exception that patients with COPD 
were excluded. The control group and the partici-
pants were matched according to age and gender. 
The present study confirms findings in earlier 
studies that stable COPD patients express higher 
systemic inflammatory markers than age and gen-
der matched control [Gan et  al. 2004]. Fatigue 
was also a common symptom in the control group 
and this is in line with earlier population based 
studies in older cohorts [Loge et  al. 1998]. 
Moreover, the experience of COPD related 
fatigue was significantly more frequent, more 
pronounced with both longer duration and sever-
ity. In similarity, the impact of the fatigue was 
more severe in the patients with COPD. These 
findings are in line with Kapella and colleagues 
and propose that there are unique features of 
COPD-related fatigue [Kapella et al. 2006].

Physiological factors
Dyspnoea, related to physical activity, regarded 
as one of the physiological factors, was signifi-
cantly associated with physical aspects of fatigue. 
These findings are in agreement with earlier stud-
ies [Gift and Shepard, 1999; Woo, 2000; 
Reishtein, 2005; Kapella et al. 2006]. Dyspnoea 

seems to be important for the presence of fatigue 
and especially to the dimension of fatigue impact 
on physical function. Both can be important 
restrictors to physical activity [Todt et al. 2014]. 
Although, we found significant differences 
between patients with and without fatigue in 
important physiological variables such as lung 
function and exercise capacity, these variables, in 
contrast to dyspnoea, were not retained in the 
regression models, suggesting that the variables 
did not make a statistically significant contribu-
tion to how well the model predicted the impact 
of fatigue. Dyspnoea related to physical activity 
reflects disease severity as well as lung function 
and exercise capacity. Paddison and colleagues 
concluded that fatigue and BODE index [Celli 
et al. 2004], a composite measure including dysp-
noea, BMI, airflow obstruction and exercise 
capacity, shared only 30–50% of variance, sug-
gesting that there are other factors that define dis-
ease severity [Paddison et  al. 2012]. A factor 
hypothesized to influence the experience and 
impact of fatigue was inflammation. In the pre-
sent study we analysed different markers for sys-
temic inflammation and for their relationship to 
fatigue. We found that patients with COPD had 
higher levels of systemic inflammatory markers 
than the control patients, which is consistent with 
earlier studies [Agusti et  al. 2003; Gan et  al. 

Table 2. Frequency, duration and severity of fatigue and impact of fatigue in patients with COPD and a control 
group with fatigue.

COPD group with 
fatigue
n = 73

Control group 
with fatigue
n =19

 p-value1

Frequency, n (%)
1 = 1–7 days/month
2 = 8–14 days/month
3 = 15–21 days/month
4 = 22–30 days or every day of the month

19 (26)
6 (8)
7 (10)

41 (56)

9 (47)
5 (26)
2 (11)
3 (16)

0.003

Duration, n (%)
1 = <6 hours/day
2 = 6–12 hours/day
3 ⩾12 hours/day

36 (49)
22 (30)
15 (21)

13 (72)
5 (28)
0 (0)

0.038

Severity, n (%)
0 = Not a problem
1 = One of my less severe symptoms
2 = One of my worst symptom

8 (11)
30 (41)
35 (48)

4 (21)
11(58)
4 (21)

0.032

Impact of fatigue, mean (SD)  
FIS physical (range 0–40) 20 (10) 7 (7) <0.001
FIS psychosocial (range 0–80) 28 (18) 11 (14) <0.001
FIS cognitive (range 0–40) 12 (9) 8 (6) 0.059

COPD, chronic obstructive pulmonary disease; FIS, Fatigue Impact scale; SD, standard deviation.
1p values are from Mann–Whitney U test and Student’s t-test for independent groups.
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2004]. However, neither the perception of fatigue 
nor the impact of fatigue was associated with clas-
sical systemic inflammatory markers such as IL-6 
and CRP in patients with COPD. The absence of 
a relationship is in agreement with earlier studies 
[Baghai-Ravary et  al. 2008; Lewko et  al. 2009]. 
Al-Shair and colleagues reported a modest corre-
lation between markers of systemic inflammation 
and fatigue intensity assessed with a Borg scale 

before and after a 6MWD test. However, no sta-
tistically significant correlation between different 
dimensions of fatigue and systemic biomarkers 
was demonstrated [Al-Shair et  al. 2011]. 
Furthermore, neither Baghai-Ravary and col-
leagues nor Lewko and colleagues found any evi-
dence for a relationship between fatigue in 
patients with stable COPD and CRP levels and 
IL-6, respectively [Baghai-Ravary et  al. 2008; 

Table 3. Situational, physiological and psychological characteristics and health status in COPD patients with 
or without fatigue.

Characteristics Patients with COPD p-value1

 With fatigue
(n = 73)

Without fatigue 
(n = 28)

 

Situational, n (%)  
 Sex (male) 37 (51) 12 (43) 0.48
 Current smoker 18 (25) 5 (18) 0.47
 Living alone 21 (29) 8 (28) 0.93
 Employment 11 (15) 4 (14) 0.83
 Education: Completed High School or Higher 18 (25) 15 (54) 0.006
 COPD GOLD stage
 Stage I and II (FEV1 > 50% of pred. value)
 Stage III and IV (FEV1 < 50% of pred. value)

28 (38)
45 (62)

16 (58)
12 (43)

0.09

Physiological mean (SD mean (SD)  

 FEV1 (% predicted) 47 (16) 56 (16) 0.01
 FVC (% predicted) 84 (18) 94 (16) 0.01
 FEV1 /FVC ratio 0.43 (0.1) 0.46 (0.1) 0.14
 BMI (kg/m²) 26.9 (6.3) 26.3 (4.8) 0.78
 6MWD (m) 373 (142) 454 (114) 0.01

Md (IQR) Md (IQR)  

 mMRC Dyspnoea grade (range 0–4) 2 (2) 1 (1) <0.001
 Interleukin-6 pg/ml 2.0 (3.5) 2.8 (3.4) 0.37
 Interleukin-8 pg/ml 7.2 (4.4) 6.1 (5.4) 0.34
 C-reactive protein mg/l 4.3 (4.2) 3.4 (6.6) 0.70
 Surfactant protein D ng/ml 83 (56) 79 (96) 0.69
Psychological, md (IQR)  
 HADS anxiety score (range 0–21) 5 (6) 2 (5) <0.001
 HADS depression score (range 0–21) 6 (4) 1 (3) <0.001
 MISS insomnia score (range 3–15) 7 (4) 4 (2) <0.001
Health status, mean (SD)  
 SGRQ symptoms (range 0–100) 55 (21) 26 (15) <0.001
 SGRQ activity (range 0–100) 68 (17) 47 (22) <0.001
 SGRQ impact (range 0–100) 42 (17) 15 (10) <0.001

6MWD, six-minute walk distance; BMI, body mass index COPD, chronic obstructive pulmonary disease; HADS, Hospital 
Anxiety and Depression Scale; FEV1 % predicted, forced expiratory volume over 1 second of predicted; FVC % predicted, 
forced volume capacity of predicted; IQR, interquartile range; Md, median; mMRC-dyspnoea score, modified Medical 
Research Council dyspnoea scale; SD, standard deviation; SGRQ, Saint George’s respiratory questionnaire.
¹p values are from Chi-square test (nominal data), Student’s t-test (normally distributed data) or Mann-Whitney U test 
(not normally distributed data).
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Lewko et al. 2009]. Altogether, these results sug-
gest that systemic inflammation may be of mar-
ginal significance as a predictor for fatigue in 
patients with stable COPD. However, in this 
study, a weak but significant and consistent asso-
ciation between SP-D and two dimensions of 
impact of fatigue was demonstrated. Sin and col-
leagues reported an association between circulat-
ing SP-D and dyspnoea, and as circulating SP-D 
levels increased, patients experienced an increase 
in dyspnoea and a worsening of their health status 
[Sin et al. 2007]. SP-D could have the potential to 
serve as a biomarker that is associated with sub-
jective variables such as dyspnoea and possibly 
also fatigue. It is possible that our findings could 
indicate a link between the impact of fatigue and 
an inflammatory process taking place in the lungs, 
although the relationship was weak and our 
results demand further analysis.

Psychological factors
In addition to physiological explanations for 
experience of fatigue, psychological factors should 
be taken into account. In the present study, 
depressive symptoms were associated with experi-
ence of fatigue, and similar findings have been 

previously reported [Breslin et  al. 1998; Kapella 
et  al. 2006; Lewko et  al. 2009]. Anxiety and 
depression symptoms are common in patients 
with COPD [Maurer et  al. 2008] and may be 
underdiagnosed [Barnes and Celli, 2009]. One 
important finding in this study was that almost all 
patients with clinically-relevant depressive and 
anxiety symptoms experienced fatigue. These 
results show that it is important to ask patients if 
they have perceived fatigue in order to reveal clini-
cally relevant depression. Depressive symptoms 
were also common predictors for all dimensions of 
the impact of fatigue, and these findings are in line 
with Lewko and colleagues [Lewko et al. 2009].

Next to depressive symptoms, having sleep prob-
lems was revealed as a predictor of experience 
fatigue. Sleep problems, consisting of difficulty 
falling asleep and staying asleep, were signifi-
cantly more pronounced in patients with fatigue. 
Moreover, it has been reported that 50% of 
patients with COPD have difficulty falling asleep 
and staying asleep or have unrefreshing sleep 
[Bellia et al. 2003]. Our result emphasizes, in line 
with data from Kapella and colleagues, the need 
to focus on treatment of insomnia problems 
[Kapella et al. 2011].

Table 4. Potential factors associated (p < 0.200) with physiological, psychosocial and cognitive dimension of 
Fatigue Impact Scale (FIS) (n = 73).

Potential factors FIS physical (0–40) FIS psychosocial (0–80) FIS cognitive (0–40)

Situational  
Age, y r = −0.02 r = −0.16a r = −0.17a  
Current smoking
Yes = 18
 No = 55

Md 24.5
Md 18.0

p = 0.16 Md 32.5
Md 23.0

p = 0.29
Md 17.0
Md 8.0

p = 0.01

*Pack-years r = 0.15 r = 0.16a r = 0.17a  
Physiological  
FEV1% predicted r = −0.16a r = −0.17a r = 0.13  
6MWD  r = −0.27* r = −0.28* r = 0.04  
mMRC dyspnoea
mMRC⩽1 = 22
mMRC⩾2 = 51

Md 14.0
Md 23.0

 p = 0.004 Md 20.5
Md 30.0

p = 0.10 Md 15.5
Md 9.0

p = 0.24

Surfactant protein D
(n = 71)

 r = 0.16a r = 0.17a r = 0.10  

Psychological  
HADS anxiety  r = 0.38** r = 0.50** r = 0.43**  
HADS depression  r = 0.52** r = 0.61** r = 0.50**  
MISS insomnia  r = 0.14  r = 0.18a  r = 0.27*  

ap < 0.20 *p < 0.05; **p < 0.01. 6MWD, six-minute walk distance; BMI, body mass index; COPD, chronic obstructive 
pulmonary disease; FEV1 % predicted, forced expiratory volume over 1 second of predicted; HADS, Hospital Anxiety and 
Depression scale; MISS, Minimal Insomnia Symptom scale; mMRC, modified Medical Research Council dyspnoea scale.
*Pack-year, number of years smoking × average number of cigarettes smoked per day /20.
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Situational factors
The experience of fatigue among patients with 
COPD was mainly associated with physiological 
and psychological factors. There were no clear 
associations with situational factors such as age or 
gender, and despite a slight difference in education 
level between the patients with and without fatigue, 
the regression analyses were negative. These find-
ings contrast with Kapella and colleagues, who 
reported that fatigue was significantly correlated 
with age [Kapella et al. 2006]. However, the results 
are in line with Oh and colleagues, Theander and 
colleagues and Gift and Shepherd who reported 
that men and women did not differ in level of 
fatigue [Oh et al. 2004; Theander et al. 2011; Gift 
and Shepherd, 1999]. The only significant finding 
regarding situational factors and impact of fatigue 
was a relation between current smoking and cogni-
tive dimension.

Strength and limitations
The use of standardized questionnaires and 
objective measures that allow comparisons with 
other studies could be considered a main 
strength of the study. FIS is a multidimensional 
instrument which identifies the impact of fatigue 
on patients with COPD [Fisk et al. 1994], and is 
seen as the most relevant instrument for assess-
ing the impact of fatigue. Furthermore, to 
explore fatigue and the impact of fatigue in a 
model, using the conceptual framework middle-
range theory of unpleasant symptoms [Lenz 
et al. 1997] with all of these influencing factors 
included, enables a broader concept to study 
COPD-related fatigue.

However, the variance of the impact of fatigue is 
not fully explained and there are factors not 
included in the study that may potentially con-
tribute, such as the prevalence of anaemia, unde-
tected sleep apnoea syndrome, comorbidities and 
medication. In addition, the selection of patients 
may lead to difficulty in the generalization of our 
findings to all patients with COPD. The patients 
in this study were recruited from two outpatient 
clinics in hospitals, which may increase the risk of 
a selection bias with more comorbidities than in a 
primary outpatient clinic. Therefore, we excluded 
the patients with diseases that had a potentially 
confounding effect on influencing factors for 
experience of fatigue. Moreover, almost 80% of 
the patients in this study had stage II and III 
COPD, suggesting that these results cannot be 
generalized to patients with mild or very severe 

COPD. We also did not take account of the dif-
ferences that may exist with different treatment 
modalities.

Clinical implications
This study confirms that fatigue is a more bur-
densome symptom in patients with COPD than 
in control patients with same age and gender. In 
agreement with earlier studies [Antoniu et  al. 
2016], presence of clinically significant fatigue in 
patients with COPD is associated with worse 
health status. Patients with COPD, seem to suf-
fer fatigue which is more pronounced, has longer 
duration, and is associated with a greater impact 
on daily life. In addition, almost all patients with 
clinically relevant depressive and anxiety symp-
toms experienced fatigue. These facts emphasize 
the importance of understanding the underlying 
mechanism for minimizing the burden of fatigue. 
Moreover, the presence of dyspnoea, depressive 
symptoms and insomnia problems should be 
noted and treated in order to reduce fatigue. 
Although the study revealed several factors 
related to the impact of fatigue in COPD, much 
of the variance remained unexplained. Therefore, 
future studies should focus on identifying these 
predictors.

Conclusion
This study demonstrates that fatigue is a common 
and important symptom in patients with COPD. 
The experiences of fatigue and functional limita-
tion due to fatigue seem to be related mainly to a 
combination of physiological and psychological 
influencing factors, with dyspnoea, depressive 
symptoms and insomnia problems as the most 
prominent factors associated with the perception 
as well as the impact of fatigue. Systemic inflam-
mation was not associated with perception of 
fatigue but SP-D was connected to some dimen-
sions of the impact of fatigue. Overall, it seems 
that there are stronger associations between 
fatigue and psychological variables than between 
fatigue and physiological parameters in patients 
with stable COPD.

Acknowledgements
Special thanks go to Elisabeth Häggkvist for 
assistance in data collection and Elisabeth 
Wilhelm and Bo Rolander for statistical support. 
Study concept and design: all the authors were 
involved in the study conception and design; KT, 
MK, PJ, MU performed and supervised the data 



Therapeutic Advances in Respiratory Disease 10(5)

422 http://tar.sagepub.com

collection; JE performed analyses of inflamma-
tion measurements; MU, MK, ES analysed and 
interpreted the data; MK, KT, MU drafted the 
manuscript; ES, PJ, KT, JE performed critical 
revision of the manuscript.

Funding
The author(s) disclosed receipt of the following 
financial support for the research, authorship, 
and/or publication of this article: The study was 
supported by the Swedish Heart Lung Foundation, 
Medical Research Council of Southeast Sweden 
and County Council of Östergötland and by the 
County Council of Jonkoping (Futurum).

Conflict of interest statement
The author(s) declared no potential conflicts of 
interest with respect to the research, authorship, 
and/or publication of this article.

References
Agusti, A. (2007) Systemic effects of chronic 
obstructive pulmonary disease: what we know and 
what we don’t know (but should). Proc Am Thorac Soc 
4: 522–525.

Agusti, A., Noguera, A., Sauleda, J., Sala, E., Pons, J. 
and Busquets, X. (2003) Systemic effects of chronic 
obstructive pulmonary disease. Eur Respir J 21: 
347–360.

Al-Shair, K., Kolsum, U., Dockry, R., Morris, J., 
Singh, D. and Vestbo, J. (2011) Biomarkers of 
systemic inflammation and depression and  
fatigue in moderate clinically stable COPD.  
Respir Res 12: 3.

American Thoracic Society (2002) ATS Statement: 
guidelines for the six-minute walk test. Am J Respir 
Crit Care Med 166: 111–117.

Andersson, M., Stridsman, C., Ronmark, E., 
Lindberg, A. and Emtner, M. (2015) Physical activity 
and fatigue in chronic obstructive pulmonary  
disease - a population based study. Respir Med 109: 
1048–1057.

Antoniu, S., Petrescu, E., Stanescu, R., Anisie, E. 
and Boiculese, L. (2016) Impact of fatigue in patients 
with chronic obstructive pulmonary disease: results 
from an exploratory study. Ther Adv Respir Dis 10: 
26–33.

Baghai-Ravary, R., Quint, J., Goldring, J., Hurst, J., 
Donaldson, G. and Wedzicha, J. (2008) Determinants 
and impact of fatigue in patients with chronic 
obstructive pulmonary disease. Respir Med 103: 
216–223.

Baltzan, M., Scott, A., Wolkove, N., Bailes, S., 
Bernard, S., Bourbeau, J. et al. (2011) Fatigue 
in COPD: prevalence and effect on outcomes in 
pulmonary rehabilitation. Chron Respir Dis 8: 119–
128.

Barnes, P. and Celli, B. (2009) Systemic 
manifestations and comorbidities of COPD. Eur 
Respir J 33: 1165–1185.

Bellia, V., Catalano, F., Scichilone, N., Incalzi, 
R., Spatafora, M., Vergani, C. et al. (2003) Sleep 
disorders in the elderly with and without chronic 
airflow obstruction: the Sara study. Sleep 26: 
318–323.

Bestall, J., Paul, E., Garrod, R., Garnham, R., Jones, 
P. and Wedzicha, J. (1999) Usefulness of the Medical 
Research Council (MRC) dyspnoea scale as a measure 
of disability in patients with chronic obstructive 
pulmonary disease. Thorax 54: 581–586.

Blinderman, C., Homel, P., Billings, J., Tennstedt, 
S. and Portenoy, R. (2009) Symptom distress and 
quality of life in patients with advanced chronic 
obstructive pulmonary disease. J Pain Symptom 
Manage 38: 115–123.

Breslin, E., Schans, C., Breukink, S., Meek, P., 
Mercer, K., Volz, W. et al. (1998) Perception of 
fatigue and quality of life in patients with COPD. 
Chest 114: 958–964.

Breukink, S., Strijbos, J., Koorn, M., Koeter, 
G., Breslin, E. and Van Der Schans, C. (1998) 
Relationship between subjective fatigue and 
physiological variables in patients with chronic 
obstructive pulmonary disease. Respir Med 92: 
676–682.

Broekhuizen, R., Wouters, E., Creutzberg, E. and 
Schols, A. (2006) Raised CRP levels mark metabolic 
and functional impairment in advanced COPD. 
Thorax 61: 17–22.

Broman, J., Smedje, H., Mallon, L. and Hetta, J. 
(2008) The minimal insomnia symptom scale (MISS): 
a brief measure of sleeping difficulties. Ups J Med Sci 
113: 131–142.

Brusasco, V., Crapo, R. and Viegi, G. (2005) 
Coming together: the ATS/ERS consensus on 
clinical pulmonary function testing. Eur Respir J 26: 
1–2.

Calik-Kutukcu, E., Savci, S., Saglam, M., Vardar-
Yagli, N., Inal-Ince, D., Arikan, H. et al. (2014) 
A comparison of muscle strength and endurance, 
exercise capacity, fatigue perception and quality of life 
in patients with chronic obstructive pulmonary disease 
and healthy patients: a cross-sectional study. BMC 
Pulm Med 14: 6.

Celli, B., Cote, C., Marin, J., Casanova, C., Montes 
De, Oca, M., Mendez, R. et al. (2004) The body-mass 



M Kentson, K Tödt et al.

http://tar.sagepub.com 423

index, airflow obstruction, dyspnea, and exercise 
capacity index in chronic obstructive pulmonary 
disease. N Engl J Med 350: 1005–1012.

Dantzer, R., O’Connor, J., Freund, G., Johnson, R. 
and Kelley, K. (2008) From inflammation to sickness 
and depression: when the immune system subjugates 
the brain. Nat Rev Neurosci 9: 46–56.

Davis, M. and Walsh, D. (2010) Mechanisms of 
fatigue. J Support Oncol 8: 164–174.

Engstrom, C., Persson, L., Larsson, S. and Sullivan, 
M. (1998) Reliability and validity of a Swedish version 
of the St George’s respiratory questionnaire. Eur 
Respir J 11: 61–66.

Field, A. (2009) Discovering Statistics Using SPSS, 3rd 
edn. Los Angeles, CA: SAGE.

Fisk, J., Pontefract, A., Ritvo, P., Archibald, C. 
and Murray, T. (1994) The impact of fatigue on 
patients with multiple sclerosis. Can J Neurol Sci 21: 
9–14.

Gan, W., Man, S., Senthilselvan, A., Sin, D. and 
Man, S. (2004) Association between chronic 
obstructive pulmonary disease and systemic 
inflammation: a systematic review and a meta-
analysis. Thorax 59: 574–580.

Garrod, R., Marshall, J., Barley, E., Fredericks, S. 
and Hagan, G. (2007) The relationship between 
inflammatory markers and disability in chronic 
obstructive pulmonary disease (COPD). Primary Care 
Respir J 16: 236–240.

Gift, A. and Shepard, C. (1999) Fatigue and other 
symptoms in patients with chronic obstructive 
pulmonary disease: do women and men differ? J 
Obstet Gynecol Neonatal Nurs 28: 201–208.

Global Strategy for the Diagnosis, Management and 
Prevention of COPD, Global Initiative for Chronic 
Obstructive Lung Disease (GOLD) (2016).  
www.goldcopd.org (accessed 17 March 2016).

Grav, S., Hellzen, O., Romild, U. and Stordal, 
E. (2012) Association between social support and 
depression in the general population: the Hunt 
Study, a cross-sectional survey. J Clin Nurs 21: 
111–120.

Hedenstrom, H., Malmberg, P. and Agarwal, K. 
(1985) Reference values for lung function tests in 
females. regression equations with smoking variables. 
Bull Eur Physiopathol Respir 21: 551–557.

Hedenstrom, H., Malmberg, P. and Fridriksson, H. 
(1986) Reference values for lung function tests in 
men: regression equations with smoking variables. Ups 
J Med Sci 91: 299–310.

Inal-Ince, D., Savci, S., Saglam, M., Calik, E., 
Arikan, H., Bosnak-Guclu, M. et al. (2010) Fatigue 
and multidimensional disease severity in chronic 

obstructive pulmonary disease. Multidiscip Respir Med 
5: 162–167.

Jablonski, A., Gift, A. and Cook, K. (2007) 
Symptom assessment of patients with chronic 
obstructive pulmonary disease. West J Nurs Res 29: 
845–863.

Ju, C., Liu, W. and Chen, R. (2012) Serum 
surfactant protein D: biomarker of chronic obstructive 
pulmonary disease. Dis Markers 32: 281–287.

Kapella, M., Herdegen, J., Perlis, M., Shaver, J., 
Larson, J., Law, J. et al. (2011) Cognitive behavioral 
therapy for insomnia comorbid with COPD is feasible 
with preliminary evidence of positive sleep and fatigue 
effects. Int J Chron Obstruct Pulmon Dis 6: 625–635.

Kapella, M., Larson, J., Patel, M., Covey, M. and 
Berry, J. (2006) Subjective fatigue, influencing 
variables, and consequences in chronic obstructive 
pulmonary disease. Nursing Res 55: 10–17.

Lenz, E., Pugh, L., Milligan, R., Gift, A. and  
Suppe, F. (1997) The middle-range theory of 
unpleasant symptoms: an update. ANS Adv  
Nurs Sci 19: 14–27.

Lewko, A., Bidgood, P. and Garrod, R. (2009) 
Evaluation of psychological and physiological 
predictors of fatigue in patients with COPD. BMC 
Pulm Med 9: 47.

Lisspers, J., Nygren, A. and Soderman, E. (1997) 
Hospital anxiety and depression scale (HAD): 
some psychometric data for a Swedish sample. Acta 
Psychiatr Scand 96: 281–286.

Liu, W., Ju, C., Chen, R. and Liu, Z. (2014) Role 
of serum and induced sputum surfactant protein D 
in predicting the response to treatment in chronic 
obstructive pulmonary disease. Exp Ther Med 8: 
1313–1317.

Loge, J., Ekeberg, O. and Kaasa, S. (1998) Fatigue 
in the general Norwegian population: normative data 
and associations. J Psychosom Res 45: 53–65.

Maurer, J., Rebbapragada, V., Borson, S., Goldstein, 
R., Kunik, M., Yohannes, A. et al. (2008) Anxiety 
and depression in COPD: current understanding, 
unanswered questions, and research needs. Chest 134: 
43S–56S.

Oh, E., Kim, C., Lee, W. and Kim, S. (2004) 
Correlates of fatigue in Koreans with chronic lung 
disease. Heart & Lung 33: 13–20.

Ohayon, M. and Bader, G. (2010) Prevalence and 
correlates of insomnia in the Swedish population aged 
19–75 years. Sleep Med 11: 980–986.

Paddison, J., Effing, T., Quinn, S. and Frith, P. 
(2013) Fatigue in COPD: association with functional 
status and hospitalisations. Eur Respir J 41:  
565–570.

www.goldcopd.org


Therapeutic Advances in Respiratory Disease 10(5)

424 http://tar.sagepub.com

Peters, J., Heijdra, Y., Daudey, L., Boer, L., 
Molema, J., Dekhuijzen, P. et al. (2011) Course of 
normal and abnormal fatigue in patients with chronic 
obstructive pulmonary disease, and its relationship 
with domains of health status. Patient Educ Couns 85: 
281–285.

Portenoy, R., Thaler, H., Kornblith, A., Lepore, 
J., Friedlander-Klar, H., Kiyasu, E. et al. (1994) 
The memorial symptom assessment scale: an 
instrument for the evaluation of symptom prevalence, 
characteristics and distress. Eur J Cancer 30A: 
1326–1336.

Ream, E. and Richardson, A. (1996) Fatigue: a 
concept analysis. Int J Nurs Stud 33: 519–529.

Reishtein, J. (2005) Relationship between symptoms 
and functional performance in COPD. Res Nurs 
Health 28: 39–47.

Sin, D., Leung, R., Gan, W. and Man, S. (2007) 
Circulating surfactant protein D as a potential lung-
specific biomarker of health outcomes in COPD: a 
pilot study. BMC Pulm Med 7: 13.

Sin, D., Pahlavan, P. and Man, S. (2008) Surfactant 
protein D: a lung specific biomarker in COPD? Ther 
Adv Respir Dis 2: 65–74.

Spath-Schwalbe, E., Hansen, K., Schmidt, F., 
Schrezenmeier, H., Marshall, L., Burger, K. 
et al. (1998) Acute effects of recombinant human 
interleukin-6 on endocrine and central nervous sleep 
functions in healthy men. J Clin Endocrinol Metab 83: 
1573–1579.

Theander, K., Cliffordson, C., Torstensson, O., 
Jakobsson, P. and Unosson, M. (2007) Fatigue 
impact scale: its validation in patients with chronic 
obstructive pulmonary disease. Psychol Health Med 12: 
470–484.

Theander, K., Jakobsson, P., Torstensson, O. and 
Unosson, M. (2008) Severity of fatigue is related 
to functional limitation and health in patients with 
chronic obstructive pulmonary disease. Int J Nurs 
Pract 14: 455–462.

Theander, K. and Unosson, M. (2004) Fatigue in 
patients with chronic obstructive pulmonary disease. J 
Adv Nurs 45: 172–177.

Theander, K. and Unosson, M. (2011) No gender 
differences in fatigue and functional limitations due to 
fatigue among patients with COPD. J Clin Nurs 20: 
1303–1310.

Todt, K., Skargren, E., Kentson, M., Theander, K., 
Jakobsson, P. and Unosson, M. (2014) Experience  
of fatigue, and its relationship to physical capacity  
and disease severity in men and women with  
COPD. Int J Chron Obstruct Pulmon Dis 9:  
17–25.

Walke, L., Byers, A., Tinetti, M., Dubin, J., 
McCorkle, R. and Fried, T. (2007) Range and 
severity of symptoms over time among older adults 
with chronic obstructive pulmonary disease and heart 
failure. Arch Int Med 167: 2503–2508.

Wong, C., Goodridge, D., Marciniuk, D. and  
Rennie, D. (2010) Fatigue in patients with  
COPD participating in a pulmonary rehabilitation 
program. Int J Chron Obstruct Pulmon Dis 5:  
319–326.

Woo, K. (2000) A pilot study to examine the 
relationships of dyspnoea, physical activity and 
fatigue in patients with chronic obstructive pulmonary 
disease. J Clin Nurs 9: 526–533.

Zigmond, A. and Snaith, R. (1983) The hospital 
anxiety and depression scale. Acta Psychiatr Scand 67: 
361–370.

Visit SAGE journals online 
http://tar.sagepub.com

SAGE journals

http://tar.sagepub.com

