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The aim of this study is to compare pulmonary function, physical function,
quality of life, depressive symptoms and cognitive abilities of patients with COPD
and healthy subjects in order to describe how patients are affected and to
organize the most suitable treatment program. The study was carried out in School
of Physical Therapy and Rehabilitation at Pamulklkale University. Fifty COPD
patients aged between 47-81 years who were followed by Pamukkale Umversity,
Medical Faculty, Department of Pulmonary Disease were included m the study.
Fifty healthy subjects aged between 55-83 years participated as controls. The
average age of all subjects was 65.2447.45. Pulmonary function tests, physical
performance test, St. George Respiratory Questionnaire, Beck Depression
Questionnaire and Mimi Mental Test were used to evaluate all the subjects. The
results of this study showed that COPD affects quality of life, physical function,
psychological and cognitive function, beside pulmonary functions. When the
results belonging to the groups were compared, there was significant difference
between the groups in terms of all measurements (p = 0.0001). Therefore, physical
therapists should evaluate COPD patients with these functional tests to prepare
the most suitable rehabilitation program.
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INTRODUCTION

Chronic Obstructive Pulmonary Disease (COPD) is a
major cause of morbidity in old age, affecting
approximately 16% of people over the age of 65
(Goldracre and Ferguson, 1995). COPD is seen to be
a collective term for chronic bronchitis and emphysema.
The definition of COPD that is cwrrently accepted
mtemnationally 13 summarized as follows: COPD is a
chronic disease characterized by progressive airflow
obstruction, chronic cough and dyspnea in advanced
stages, caused by smoking, environmental and
hereditary factors (Pauwels er al., 2001). For some time,
spirometric measurements such as forced expiratory
volume i 1 s (FEV1) have served as core measures m
COPD research and in the assessment of treatment
response. However, FEV] measures alone are not
sufficient to define treatment response, as this marker
does not fully reflect the pervasive nature of and the
burden associated with COPD. Recent momentum in the
field has increased the number of treatment options
available, which in turn require adequate characterisation
in terms of their benefit to the patient (Paul et af., 2005).
Elderly patients affected with COPD-related respiratory
failure are frequently impaired in their social life, psychic
function and Activities of Daily Living (ADL)
(Yohames et al, 1998); therefore, it 15 of crucial
importance to establish the relationship between COPD
and quality of life (QoL) m this population. Although
psychological processes are more or less ignored in
medical and treatment guides (Global Intiative for Chrome
Obstructive Lung Disease, 2003), research has indicated
a high prevalence of psychological disorders in this
population In particular, the incidence of armxety
disorders and depression has been found to be elevated
in patients with COPD (Kim et al., 2000, Milkkelsen et al.,
2004). The age-related decline in the cognitive functioning
of healthy adults is a well-documented phenomenon
(Jacewicz and Hartley, 1987, Schaie, 1994). As healthy
people advance in age beyond the sixth decade, they
typically experience declines n a variety of cogmtive
functions. However, while these age-related declines are
well established, the cause of these declines remains
unclear. One hypothesis which has been proposed is that
the declines in cogmtive functioning are dueto a decrease
in the transport of oxygen to the cerebral environment
(Dustmen et af, 1994). Indwect support for this
hypothesis i3 provided by evidence that older
deconditioned individuals have decreased oxygen
transport to the brain (Hagstadius and Risberg, 1989,
Marchal et al, 1992). The hypothesis contends that
decreased oxygen transport to the brain results in a
decline in cognitive capabilities. Because of the proposed
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link between cognitive functioning and oxygen transport,
the study of cogmitive functioning capabilities i older
individuals with COPD is of particular interest. Arterial
oxygen desaturation may develop m these patients as a
result of their disease (Hansen, 1993). Therefore, patients
with COPD may have more cognitive decline than healthy
subjects. Having taken into account these considerations,
we carried out a study aimed at comparing pulmonary
function, physical function, quality of life, depressive
symptoms and cognitive abilities of patients with COPD
and healthy subjects in order to describe how patients
affected and to orgamze the most suitable treatment
program.

MATERIALS AND METHODS

Subjects: All participants were previously diagnosed by
chest physician. Patients who were mcluded had stable
state, hadn’t had an operation for this reason, were middle
aged and old aged, stage [-II-III-IV, hadn’t had any
neurological, orthopaedic, verbal and mental disorders
and were 1illiterate. The control group was composed of
patients who weren’t diagnosed any lung disease, didn’t
have any neurological, orthopaedic, verbal and mental
disorders that would cause respiratory problems and were
literate. All participants were mformed about the study
and agreed to participate in the study and signed
mnformed consent form before research. The patients, who
had an active infection, weren’t diagnosed as COPD and
who didn’t want to participate after the information about
the study was given was excluded. Subjects who weren’t
at sunilar ages to patients, were diagnosed with COPD or
any of pulmonary disease and had an active infection
were excluded from controls. Thus, 76 patients in study
population and 70 subjects in controls were examined by
planned tools. Finally, 50 of 76 subjects were accepted as
patients and 26 subjects were excluded whereas 50 of
70 subjects were accepted as controls and 20 subjects
were excluded since they weren’t up to the criteria. This
study was carried out between November 2006 and March
2007 at Pamukkale University, Medical Faculty,
Department of Pulmonary Disease and the School of
Physical Therapy and Rehabilitation after the patients and
controls gave their mformed consent to participate in the
study and the study design was approved by the Ethical
Commuittee of the University of Pamulkkale on November
13th 2006. All subjects underwent pulmonary function
tests, physical performance test, Saint George Respiratory
Questionnaire, Beck Depression Inventory, Mini Mental
State Examination and multidimensional assessment.

Assessment: In order to determine demographic data and
the other data, a form was prepared. The form included
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name-sumame, sexuality, occupation, age, height, weight,
marital status, educational level, illness duration, pein,
experienced diseases-operations, medications, comorbid
diseases, social security, habits, allergies and wvital
findings. After all subjects had been evaluated by this
form, tests were conducted on each subject one by one as
follows.

Tests

Pulmonary function tests: Pulmonary function tests were
performed using a portable, calibrable, volume-sensitive
tool called MIR Spirobank that functions with the dry
system-infrared interruption system by the same person
and each patient performed at least three forced expiratory
manoeuvres in the sitting position (Miller and Pincock,
1988). Sprometric parameters, FEV1, forced vital capacity
(FVC), FEVI/FVC and forced expiratory flow (FEF25-75)
were measured. Patients were classified according to
GOLD as stage 1 (FEV1>70%), stage 2 (70%>FEV1>50%),
stage 3 (50%>FEV1>30%) and stage 4 (FEV1<30%). The
study group contained subjects who were not in acute
fever period and showed no higher improvement than
15% in 1 sec Forced Expiratory Volume (FEV)) and in
bronchodilatation test. The control group contained
subjects in whom no lung disease had been diagnosed in
clinic or in examination and who showed no signs of
obstruction in pulmonary function test.

Physical function tests: The PPT is a global measure of
physical performance that assesses performance of basic
and complex ADL tasks. The 9 item test includes the
following items: writing a sentence, simulated eating,
donning and doffing a jacket, turning 360 degrees right
and left, lifting a book to a shelf, picking up a perny from
the floor, walking 15 m (50 ft), climbing 1 flight of stairs
and climbing several flights of stairs (a maximum of 4). In
the 7-item test, the tasks of climbing 1 flight of stairs and
several flights of stairs were eliminated from the scoring.
On the 9-item PPT, a score of 36 13 the highest score
possible and on the 7 item PPT, a score of 28 is the
highest score possible; these highest scores would be
considered to indicate optimal performance. The PPT was
used m this study to determine whether any unreported
motor, sensory, or cognitive problems were affecting a
subject’s physical function. Test items were timed with a
standard stopwatch and times were rounded off to the
nearest 10th of a second. The time for task completion
was recorded. Time was also converted nto an ordinal
scale (0-4) as suggested for the original test. The PPT was
administered only by the primary investigator for the
study. Seven item PPT was used in this study and the test
was administered and scored according to the protocol
published by Reuben and Siu (1590).
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St George's respiratory questionnaire: The best-known
and most frequently used disease-specific HRQL
questionnaire for respiratory diseases is the St George's
Respiratory Questionnaire (SGRQ) (Jones et al., 1991,
1992). The SGRQ i1s a standardized, self-admimistered
questionnaire for measuring impaired health and
perceived HRQL in airways disease. Tt contains 50 items,
divided into three domains: Symptoms, Activity and
Tmpacts. A score is calculated for each domain and a total
score, including all items, is also calculated. Each item has
an empirically derived weight Low scores indicate a
better HRQL. Recent publications by the developer
(PW Jones) have confirmed that the minimal important
difference relevant to the patients (MID) is 4 on a scale of
0 to 100 (Tones, 2001, 2002).

The beck depression inventory: The Beck Depression
Inventory (BDI) (Beck et al., 1961) measures depressive
symptoms experienced over the past week. The scores
range from a minimum of zero to a possible meximum of 63.
A patient with a total score of >15 is considered to have
significant depression (Nielsen and Williams, 1980,
Beydemir et al., 2009).

Mini mental state examination: The MMSE is a common
test usually admimstered for screemng dementia. It
includes 30 items and yields a score ranging from O to 30,
a score lower than 24 is suggestive of significant
cogmtive deterioration (Folstemn ef al., 1975).

Statistical analysis: All statistical analyses
performed using SPSS 11,05 for windows. Sigmificance
was accepted at p = 0.05. Independent sample # test and
Mann Whitney TJ Test were used to determine if
significant differences existed between patients with
COPD and healthy subjects. Descriptive statistical
information was shown as Mean+SD (X+5D) or %. In all
the statistics, the value of p was accepted as significant
(<0.05).

Wwere

RESULTS

Demographical data: Present study was carried out on
total 100 individuals (96 M, 4 F), 50 (48 M, 2 F) of whom
were healthy with no diagnosis of any lung disease and
50 (48 M, 2 F) of whom were diagnosed COPD and were
being followed at stable period by Pamukkale Umversity,
Medical Faculty, Department of Pulmonary Disease.
While the average age of study group was 65.9248.22,
that of the control was 64.56+6.61 years. While the mean
of height, weight and BMI in study group were
168.9646.06 cm, 73.76:+1 3.43 kg and 25.7544.03 kg cm ™, for
control group they were 169.2046.22, 80.44+9.50 and
28.0943.03, respectively. No significant difference was
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Table 1: Demographics of study group and control group

Study group (n=50)

Control group (n= 50)

Variables Min. Max. X£8D Min. Max. X+3D p-value
Age (year) 47 81 65.92+8.22 55 83 64.56+6.61 0.423
Height (crm) 157 185 168.96+6.06 155 184 169.20+6.22 0.877
Weight (kg) 47 101 73.76+13.43 6l 100 80.44+9.50 0.022
BMI (kg cm™2) 17 34.90 25.75+4.03 22,10 36.70 28.09+3.03 0.012
Cigarette pack year 10 135 48.60+£28.83 2 70 25.82£17.87 0.0001
cm: Centimeter, kg: Kilogram, BWI: Body mass index, X: Mean, SD: Standard deviation, Min.: Minimum, Max.: Maximum
Table 2: Comparison of pulmonary finction test between groups

Study group (n=50) Control group (n= 50)
Variables Min. Max. X£3D Min. Max. X+3D p-value
FV(C 1.06 352 2.13+0.58 2.02 4.31 3.3440.60 0.0001
FVC% expected 2290 116.20 62.47+18.36 68 116.00 92.85+11.73 0.0001
FEV, 0.71 2.20 1.39+0.40 1.68 3.89 2.88+0.50 0.0001
FEV,% expected 21.40 89.30 51.23+15.46 7220 135.70 100.75+15.24 0.0001
FEV,/FVC 45.80 94.20 65.72+11.30 74.30 99.10 86.6445.48 0.0001
FEF;5 45 0.36 2.21 0.9640.41 1.58 6.21 3.50+1 0.0001
FEF;;.55% expected 10.90 63.80 34.77+14.81 62.80 250.30 119.98+40.16 0.0001

FVC: Forced vital capacity, FEV,: Forced expiration volurme in 1s, FEF,; 55, Forced expiration flow

found between the groups (p=0.05). The average
cigarettes pack-years were 48.604+28 83 vears in the study
group and 25.82+17 .87 years in the control group and the
between the groups statistically
significant (p = 0.0001), the demographic charactenistics of
the 100 patients who completed the study are summarized
in Table 1.

difference were

Comparison of the pulmonary function test results of the
groups: Respiratory functions are affected severely in
COPD individuals. Therefore, pulmonary function tests
play a crucial role in diagnosis and determination of
treatment programs. In our study, in order to evaluate the
pulmonary functions of subjects, Pulmonary Function
Tests (PFT) were conducted and the study and control
groups were compared in terms of PFT. The data were
compared among between the groups and it was found
that the respiratory function values of individuals with
COPD were lower than those of healthy ones. The data
from PFT were found as follows: m study group: FVC
(2.13£0.58), FVC% expected (62.47+18.36), FEV,
(1.394£0.40), FEV,% expected (51.23+15.46), FEV/FVC
(65.72411.30), FEF,..; (0.962£0.41), FEF,. :% expected
(34.774£1 4.81); in control group: FVC (3.3440.60), FVC%
expected (92.85+11.73), FEV, (2.88+0.50), FEV %0 expected
(100.75£15.24), FEV /FVC (86.64+5.48), FEF, 4, (3.5041),
FEF . ;% expected (119.98+40.16),
that there were

it was obtained
statistically sigmificant differences
between the groups for PFTs all subgroup tests (p<0.001)
(Table 2).

Patients were classified according to GOLD as stage
I (FEV1>70%), stage II (70%>FEV1>50%), stage III
(50%>FEV1>30%) and stage IV (FEV1<30%). From the
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Table 3: Classification of the severity of COPD in patients according to

GOLD
Stage Frequency Percentage
I (Mild) 2 4
1T (Medium) 27 54
11T (Severe) 15 30
TV (Very severe) 6 12
Total 50 100

total of 50 patients 2 were in the Stage I, 27 were n the
Stage T1, 15 were in the StagellT and 6 were in the Stage TV
(Table 3).

It was determined that quality of life of individuals
with COPD were influenced proportionate to the decrease
i respiratory functions. In our study, in order to compare
the quality of life of healthy subjects with that of COPD
patients, a survey peculiar to this disease was used which
is called Saint George Respiratory Questionnaire (SGRQ).
Tt was found that SGRQ’s total score was 43.81+18.46 in
the study group, while it was 6.13+£7.24 in the control
group. In addition to these it was obtained those
Symptoms score was 57.604+20.28 Activity score was
54.954£23.07 and Impact score was 32.71+19.20 in the study
group. It was seen that all these scores were lower in the
control group [Symptom score (10.45+10.13), Activity
score (9.97+£16.25), Impact score (1.95£3.63)]. As a result,
1t was observed that life-quality of individuals with COPD
was affected more negatively than that of healthy ones.
Statistically, there was a sigmficant difference between
the groups (p = 0.0001) (Table 4).

Comparison of the Groups in Terms of Physical
Function, Depressive Symptoms and Cognitive Abilities:
The physical functions of the subjects in the study were
evaluated with Physical Performance Test (PPT), while
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Table 4: Comparison of SGRQ scores between groups

Study group (n = 50)

Control group (n = 50)

Variables Min. Max. X+8D Min. Max. X+8D p-value
Total score 6.74 91.34 43.81+1846 0 29.35 6.13+£7.24 0.0001
Symptom score 13.56 100 57.60+20.28 0 48.41 10.45+10.13 0.0001
Activity score 0 100 54.95423.07 0 61.92 9.97+16.25 0.0001
Impact score 1.71 87.96 32.71£19.20 0 12.97 1.95+3.63 0.0001
SGROQ: Saint george respiratory questionnaire

Table 5: Comparison of PPT, BDI and MMSE scores between the groups

Study group (n=>50) Control group (n = 50)

Variables Min. Max. X+£8D Min. Max. X+£8D p-value
PPT score 14 23 19.88+2.02 19 25 22.82+1.36 0.0001
BDI score 0 40 10.04+7.57 0 24 4.42+4.71 0.0001
MMT score 20 30 26.06+2.47 22 30 28.42+1.55 0.0001

PPT: Physical performance test, BDI: Beck depression inventory, MMSE: Mini mental state examination

their depression was evaluated with Beck Depression
Tnventory and their cognitive abilities were evaluated with
Mini Mental State Examination (MMSE). The mean score
of PPT, BDI and MMT were 19.8842.02, 10.04+7.57,
26.06+2.47 in control group and 22.82+1.36, 4.42+4.71,
28.4241.55 in study group, respectively. According to the
data, decrease in physical performance, increase in
depressive symptoms and decrease i cogmtive abilities
were observed in COPD patients. When compared with
healthy subjects, the difference was found to be
significant statistically (p = 0.0001) (Table 5).

DISCUSSION

This study was carried out in order to compare the
pulmonary function, physical function, quality of life,
depressive symptoms and cogmitive abilities of healthy
individuals with those of individuals with COPD and thus
to lay the groundwork for suitable treatment programs by
determining the difference between the impact level of
healthy and COPD patients. Clinical and physiological
measurements are needed to determine the efficiency of
the treatment. FEV| is a good criterion to determine the air
passage limitations, however, other parameters to be
measured to evaluate the patient accurately are dyspnea,
functional state, health state and quality of life. In this
study all of these functions of the patient were evaluated.
For this purpose, pulmonary function test, SGRQ, Beck
Depression Inventory, MMT and PPT were conducted for
pulmonary function, quality of life, psychological state,
cognitive abilities and physical function respectively. In
order to compare the study group with the control and to
achieve accurate results, the mean ages of the groups
were kept as close as possible. The mean ages of the
groups were thus compared and no difference was found
statistically (p>0.05). Peruzza et al. (2003) conducted
pulmoenary function tests, 6 min walking test, Barthel
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index, MMT, Geratric Depression Scale (GDS) and SGRQ
on the subjects during their studies on 60 COPD patients
over 65 years old and 58 healthy control individuals. FEV,
and PaO2 were found to be low in COPD patients. Also,
the 6 min walking test distance was kept shorter than that
of the control group. Moreover, it was found that Barthel
index, GDS and SGRQ results of COPD patients were
rather bad. These results were support our study.
However, when MMT results were compared, it was
found statistically insignificant. This result was in
contradiction of our results. As a result, it was decided
that emotional state 1s a factor affecting quality of life.
They also concluded that the old COPD patients showed
crucial deterioration in quality of life depending on the
severity of air passage obstruction and symptoms were
related to the emotional state of the patients. Marco et al.
(2006) meluded 202 COPD patients and 114 healthy
subjects in the control group whose gender and ages
were uniform mto their studies in which they analysed
anxiety and depression in COPD patients. The anxiety,
depression, dyspnea and quality of hfe levels were
evaluated with specific swveys. FEV, values of the
patients divided into four through GOLD
classification. As a result of the evaluations, it was found

Wwere

that although the severity and pulmonary symptoms were
mild according to FEV, anxiety and depression symptoms
in COPD patients were prevalent and there was a
correlation between life-quality and amxiety and
depression.

In order to determine the factors affecting quality of
life, Atasever et al. (2005) looked into the relation quality
of life measurement and dyspnea and the stage of the
disease. They found a positive correlation between the
activity, impact and total scores of SGRQ and the stage of
the disease, VAS and cigarette (pack/year) (p<0.05). They
also found a negative correlation between the % of FVC
and FEV, expected (p<0.01 and p<0.05, respectively).
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Gudmundsson et al. (2006), in their studies on 416 COPD
patients, noted that especially those with anxiety and
depression but still continuing smoking had worse health
conditions. They also found that psychological state was
related to SGRQ and that the more PFT classification
advanced according to GOLD, the worse the health
conditions became. In our study, it was determined n line
with the literature that, depending on the data, quality of
life and PFT results of COPD patients were much worse
than those of the healthy group and that there was a
statistically significant result (p = 0.0001). Physical
performance of COPD individuals also decreased as a
result of symptoms. The World Healthy Organization has
defined respiratory disability as a reduction in exercise
capacity due to mmpaired lung function
(Ghasemkham et al., 2006). Among other studies about
physical performance test that was used m thus study are
analysed, Rozzimi et al. (2002) carried out a study that
analysed age, cogmtive state, depressive
symptoms, functional state, body health and diet of
493 geriatrics and made comparisons according to
accompanying diseases. They found that the old subjects
stated that they frequently became incompetent in daily
life due to their multiple diseases with varying severity.
This study helped them to understand the way from the
disease to disability better. In old patients with arthritis,
group exercise and training programs were given
accompanied by a physiotherapist and SF36 (Short Form
36) and PPT were conducted before and after tramning. It
was observed that PPT total score and SF36 score
increased sigmficantly after traiming (Gunther ef al., 2003).

Lusardi et al (2003) evaluated the functional
performance of the old and proved that physical
performance decreases with aging. Beissner et af. (2000)
stated in their study carried out on the old that there is a
strong relation between musculoskeletal deformation and
function. In another study in which PPT was used,

gender,

functional limitation of the old was evaluated and it was
found that as one got aged, a decrease in the score of PPT
was recorded; more in female than in male (Barbosa et af.,
2005). King et al. (2000), in their study that compared PPT
with 6 min walking test, found out that these tests are
highly rehable and PPT
6 min walking test. No study, in which PPT was used in
COPD patients, has been encountered in the literature.
Physical functions of COPD patients are generally
evaluated by performing & or 12 min walking tests. The
fact that PPT is complex requires cognitive function and
musculoskeletal integration. Thanks to this advantage
and in the light of previous studies, it is thought that PPT
can be used to determine physical performance, but more

18 more sensitive than
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studies are required in this subject. Therefore, PPT was
used 1n our study. In fact, as one gets aged, decrease in
physical fimctions 18 expected, however, accompamnied
with such a disease as COPD, tlus decrease will be much
more. As a matter of fact, when compared statistically, the
groups had significant difference between themselves
(p = 0.0001).

Several have been carried out about
depression in COPD and they showed that emotional
state is an important factor in the efficiency of pulmonary
rehabilitation. Among these studies is Godoy and Godoy
(2003), who studied the effect of physiotherapy on
depression and anxiety in COPD patients and found

studies

mnportant amount of decrease mn the amnxiety and
depression levels of the study group. Borak er al. (1991)
stated i ther study m which they evaluated the
psychological state of 48 COPD patients who had been
exposed to oxygen treatment for a long time that these
patients significant of depressive
symptoms and thus they revealed that they didn’t believe
in the efficiency of the treatment. In another study
conducted on the prevalence of anxiety and depression in
COPD patients, it was found that depression prevalence
was higher than anxiety prevalence (Light et al, 1985).

showed levels

Beck Depression Scale was used in the study to determine

depression and, parallel to the literature, when COPD

patients were compared with healthy mdividuals, it was

established that COPD patients had more depressive

symptoms and that the difference between the groups
was statistically sigmificant (p = 0.0001).

Analysing the studies that evaluate cogmtive
functions, Ambrosino et al. (2002) stated that cognitive
funetions declined in COPD patients. Incalzi ef af. (1998),
who studied cognitive fimetions accompanied with
severe bronchial obstruction, also stated that this decline
was rapid and depression posed a risk factor for cognitive
functions. Anstey et al. (2004) pointed out that as the
mndividual aged, FEV, decreased and there was a positive
relation between FEV, and cogmtive performance.
However, in another study, they found that although the
life-quality of COPD patients with mild hypoxemia was
bad, this wouldn’t affect cogmtive functions (Salik ef af.,
2007). Since the study was mainly composed of
individuals with mild and severe COPD, it was stated that
the cognitive functions of COPD patients were affected.
Moreover, a relation between quality of life and cognitive
functions was determined. Therefore, it is thought that the
higher the life-quality of the patients are kept, the slower
the deterioration in cognitive functions will be.
Peruzza et al. (2003) compared the MMT scores of COPD
patients with those of healthy ones and stated that the
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difference between the groups was statistically
insignificant. This result was in contradiction of our
study. Liesker et @l (2004) evaluated the cognitive
performance of COPD patients in one of their studies and
determined more deterioration in cognitive functions of
COPD patients than of healthy ones. Tt is supposed that
contradictions in these studies had a lot to do with the
individual characteristics and cultural levels of each
person in the population. When compared with the
cognitive functions of the healthy individuals in the
study, those of the COPD patients are found to have been
affected more, which 1s supposed to have stemmed from
hypoxia. When compared statistically, significant
difference was found between the groups (p = 0.0001).
According to the results of the study, when smoking
(pack per year) 13 compared between the groups, it is
noticed that average smoking of the study group is higher
than that of the control group. As set in the literature,
smoking plays an important role in the occurrence and
development of the disease. Furthermore, using
medication is also thought to have affected the results of
the study. According to the results of the study and the
literature, matching the right patient with the night
pulmoenary rehabilitation 1s crucial. The severity of the
disease, age, intelligence and education level, profession,
family support and motivation of the patient are all factors
that affect the success of the rehabilitation. Besides these,
whether the disease affect quality of life, physical activity
level and psycho-social level of the patient, existence of
anxiety and depression, the patient’s lung functions and
smoking history, adaptation of the patient to the treatment
and his personal lustory are all crucial factors. Depending
on all these variables, while conducting a treatment
program, the patient should be nformed about hus illness
appropriately by explaining with clear, simple and
repetitive directions which application is carried out why.
These should be supported by constant feedbacks. The
frequency, duration and intensity of the rehabilitation
should be adjusted to every mdividual patient.
Evaluations should be repeated frequently and the data
about the change in the condition of the patient should be
recorded properly. The modifications in the treatment
program should be done depending on the data.
Moreover, taking the psychological condition of the
patient in mind, communication with the patient should be
effective; that is, boring applications should be avoided
and the treatment should be made as enmjoyable for the
patient as possible. It should be kept in mind that
rehabilitation is a long process, so programs should be set
to carry out at home and the daily life of the patient
should be organized so as to raise the life-quality of the
patient.
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CONCLUSION

The results of present study proved again that
quality of life, physical functions, emotional state and
cognitive functions, as well as pulmonary functions, are
affected negatively m patients with COPD. As seen
above, COPD comes with many other problems.
Therefore, patients should be evaluated with a wide
perspective and treatment programs should be planned
accordingly. Especially when patients are to be accepted
for a certain physiotherapy program for pulmonary
rehabilitation, physiotherapists should evaluate their
patients keeping all these functions in mind and schedule
the rehabilitation process accordingly so that patients can
react well to the treatment and the treatment will be
effective. During the disease, evident symptoms do not
appear climically until lung functions show 50% loss.
Parallel to this, during the study, many COPD subjects
showing, in fact, no symptoms of COPD were determined.
As a result, statistics in our country and in the whole
world do not reflect the reality. Therefore, early diagnosis
1s critical and the society should be informed and made
conscious about the subject.
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