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The paper by Inal-Ince and colleagues (pag. 162-167)
examines fatigue in chronic obstructive pulmonary
disease (COPD) relating it to multi dimensional in-
dices of overall disease severity, BODE and SAFE. It
is the selection of these indices that will be exam-
ined in this Editorial.
COPD is now considered a multi dimensional dis-
ease, in fact, quite remarkably so. A little history
will remind how this situation has arisen.
Fifty to 60 years ago in post War years, the terms
chronic bronchitis and emphysema were used to
define the emerging airway disorders associated
with smoking, occupation and air pollution.
Chronic bronchitis was defined by sputum produc-
tion, emphysema by hyperinflated lungs and
breathlessness. Both conditions were associated
with airways obstruction measured by the early
spirometers.
Bronchitics tended to be less short of breath but 
develop early oedematous respiratory failure.
Patients with emphysema were more obviously
breathless, emaciated and developed respiratory fail-
ure late. The term ‘blue bloater’ was coined for the
first group, and ‘pink puffer’ for the second group.
In the chest clinics of Europe, the ‘blue bloater’
configuration was very common, filling hospital
wards in winter months. It was never possible to
isolate these groups into distinct clinical entities de-
spite their obvious differences; rather, they proved
to be polar ends of a disease spectrum in which
most patients were clustered in the middle with fea-
tures of both.
The terms were eventually dropped and the generic
term of COPD introduced. The clinical features
were daily sputum (now much less), shortness of
breath, exacerbations and eventual death in respira-
tory failure. It was a progressive disease, with a vari-
able speed of decline, in some cases remarkably
swift, but for most the course was indolent.

COPD encompassed all forms of the disease. It was
recognised as heterogenous. The next 20 to 30 years
to the present day have been spent defining the
clinical, physiological and pathological compo-
nents. COPD has emerged as a systemic disease
centred on the lungs. A new term has been coined
labelling COPD as a ‘multi dimensional’ disease.
The clinician is concerned with airways obstruc-
tion, shortness of breath, exacerbations and respira-
tory failure. All patients have a degree of debility ex-
pressed as loss of appetite, fatigue and neuropsy-
chological impairment. Some patients exhibit
marked loss of weight and poor peripheral muscle
endurance.
The clinician uses simple monitoring tools – chest
x-ray, spirometry to measure FEV1, FVC and re-
versibility to bronchodilators, 6 minute walking test
(6MWT) – sometimes a shuttle test incorporating
breathlessness scales to achieve a percentage of dis-
ability and arterial blood gases. Occasional lung
volumes and transfer factor assist with physiological
evaluation. Some hospital departments use ques-
tionnaires occasionally such as the St George’s
Respiratory questionnaire (SGRQ) to obtain a holis-
tic measure of the impact of the disease on quality
of life.
These tests are used to monitor deterioration of the
disease and response to pharmacological treat-
ments, rehabilitation, treatment of exacerbations
etc. They have done well, all are now standardised,
reproducible and simple to administer. Respiratory
function laboratories, an important part of chest dis-
ease departments, carry out the tests.
Physiologists and researchers use many other tests
to examine the basic mechanisms of disease such as
inflammation, oxidative stress, physiological distur-
bances such as mechanisms of breathlessness, hy-
poxia, depression of ventilatory drive, exercise im-
pairment and so on. These tests are not mainstream
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to the treating physician in normal circumstances.
The multi dimensional nature of COPD is now at-
tracting multi dimensional indices to assess it. These
indices are scaled. BODE incorporates FEV1, dysp-
nea scales, exercise capacity (6MWT) and nutrition-
al state (body mass index) [1]. SAFE uses a standard-
ised health related quality of life assessment tool,
SGRQ in addition to 6MWT and FEV1 (2). Are these
indices better clinical indicators of disease progres-
sion and response to treatment than the single pa-

rameters in use for so long?
Inal-Ince and colleagues found the BODE and SAFE
indices related to impaired peripheral muscle en-
durance and fatigue perception, but then so were
FEV1 alone and the GOLD classification of overall
disease severity. BODE scores in other studies cor-
relate with exacerbations and survival [1-3].
What really needs to be known is whether these in-
dices are of value to the clinician over and above
the simple tests established for so many years.
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